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THE DEVELOPMENT OF THORACIC 
SURGERY * 
By FERDINAND SAUERBRUOH 


PROFESSOR OF SURGERY IN THE UNIVERSITY OF BERLIN 
(Concluded from p. 727) 


Treatment 


WE have to thank mistakes for the opportunities 
of critical observation which they afforded and so 
helped further progress in intrathoracic surgery. 
At first the same occurred in thoracic as in abdominal 
surgery. Clinical conceptions of many lung diseases 
such as bronchiectasis were inadequate and even 
partly wrong. In addition we had not yet learnt 
to estimate the resisting powers of the body in opera- 
tions on the chest. Improvement also in details of 
technique has led to increased success. 
The preparation of patients for intrathoracic 
operations is carried out in accordance with general 
clinical principles. It is important to find before 
every operation the position which will give the 
operator the best possible view. All intrathoracic 
operations are carried out with the patient in a state 
of deep general narcosis. Such a state diminishes 
the activity of the vago-sympathetic system and the 
consequent danger of sudden and even fatal cessation 
of the heart or of respiration. All rough measures 
are to be avoided. One must be particularly slow 
and careful whilst ligaturing the larger bronchi. 
A fundamental difference exists between the thoracic 
and abdominal cavities in their reaction to mechanical 
injuries or inflammations. The peritoneum reacts 
almost exclusively with a fibrinous exudation. The 
pleura has a definite tendency to serous effusion, 
which makes the after-treatment of all intrathoracic 
) operations extremely difficult. The liability of these 
‘ serous effusions to secondary infection has often 
o spoiled fine technical success. Careful staunching 
„of all bleeding and ligation of severed intercostal 
€ vessels is absolutely necessary. Siphon drainage 
and tamponade must be avoided altogether in aseptic 
operations. The observation has been confirmed 
again and again that closure of the thorax diminishes 
postoperative complications. In addition, we do 
not completely reinflate the lung when the wound in 
Cj the thoracic wall is closed. Experimental research 
bas confirmed the clinical experience that a small 
| Peer of collapse stimulates the vascularisation 
the lung tissue. The rarity of postoperative 

pneumonias after operations on the thoracic organs 
zs probably connected with this. 
„ Among the manifold disturbances which can ocour 
A the period after the operation those which are due 
to the effects of mechanical pressure—e.g., plugging, 
tamponade, &c.—call for special mention. I was 
able to make a remarkable observation in the case 
of an English officer. After opening an abscess in 
the hilus of the right lung and removing a splinter of 
shell, a tamponade was necessary. A few hours 
later serious tachycardia occurred which subsided 
at once when the tampon was loosened, but recurred 
when an attempt was made to renew it. Without 
9 doubt the pressure of the soaked tampons had irritated 
+ the particularly sensitive right mediastinal wall. 
A The patient was cured. 

A lecture delivered before the Newcastle and Northern 
Counties Medical Society and the Society of Thoracio Surgeons 
of Great Britain and Ireland. 
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ADDRESSES AND ORIGINAL ARTICLES 


ACUTE INFECTIONS 


There is scarcely another domain of practical 
science that could demonstrate in so impressive a 
manner the progress made within recent decades 
as the modern treatment of acute infections of the 
thoracic cavity and the success attained by this 
treatment. 

Acute abscesses must be treated with patience. 
The pus is generally entirely expectorated. 
Complete recovery then occurs spontaneously. How- 
ever, one should not count on this lucky fact and wait 
too long. If there is no definite evidence of spon- 
taneous resolution after 8-10 weeks’ expectant treat- 
ment, the question of operation requires consideration. 
When a clearly demarcated rigid wall around the 
abscess is observed hesitation is no longer possible. 
It is necessary to operate immediately because 
spontaneous healing is on this account impossible. 
These rigid cavities generally adhere to the chest 
wall and they are easily opened with the cautery 
after removal of the overlying ribs. Bleeding is 
prevented by careful stitching. The possibility 
of air embolism is not feared when positive-pressure 
respiration is employed. The weak walls of the 
pulmonary veins are thus compressed and no air 
can enter them. Unfortunately it is seldom that 
patients are lucky enough to have such helpful 
adhesions. When no adhesions are found on opening 
the thorax the operation should not be continued 
because of the danger of secondary septic empyema. 
The means available hitherto for the formation of 
pleural adhesions were both uncertain and unsafe. 
Irritation of the pleura by iodine and other caustics, 
suturing the lung to the parietes, and finally 
tamponade, are not the best way to help the 
patient. 

Fundamental changes have been obtained since 
Baer’s plombage has been used in suitable cases. 
This procedure was first employed in the case of a 
physician suffering from an abscess in the hilum. 
Everything indicated the necessity for operation, 
On opening the chest I could see by the movements 
of the lung that the pleura was devoid of adhesions 
and it was not possible to open the abscess. Circum- 
stances forced me, and all I could do was to put a 
paraffin plug between the partially stripped parietes, 
the pleura, and the chest wall, and then close the 
wound. A good result was hardly to be expected. 
Thus we were all the more astonished to find that 
after 6 days the expectoration diminished. A few 
days later an acute inflammation set in, necessitating 
the opening of the wound cavity. Abundant pus 
came out, finally air also. The abscess in the lung 
had perforated into the bed of the plombe protected 
by the adhesions caused by the latter. An ample 
evacuation of pus was achieved by enlarging this 
perforation. The patient was completely healed 
and is still working at his profession. 

In some cases we have seen how the compression 
of the plug has caused the abscess to discharge into 
a bronchus and so lead to spontaneous healing. 
In the majority of cases the desired obliteration of 
the pleura occurs within 12-14 days. In addition, 
through the pressure of the paraffin, atelectasis and 
shrinking of the lung tissue is produced. The open- 
ing of an abscess in the neighbourhood of the hilus 
is made considerably easier. We employ plombage 
to promote adhesions, at a preliminary stage, when 
operating upon echinococcal disease of the lung in 
the presence of a free pleura. 

o 
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This method has made enormous progress in the 
treatment of abscess. Whereas the average mortality 
for the operative treatment of lung abscess formerly 
was 50-68 per cent. it is now reduced in our clinic 
to 30 per cent., and in plombage it sunk to 12 per cent. 

Obliteration of the cavity does not always follow 
its surgical exposure. On the contrary, bronchial 
fistule frequently persist when the original abscess 
is large and multilocular, and extensive cavities may 
persist in the lung. The main characteristic is the 
formation of vascularised bands, both large and small, 
which stretch throughout the whole system of cavities. 
It is not possible to.effect healing then by suturing the 
opposite walls together, because the surface of this 
so-called lattice lung becomes covered by a new 
layer of bronchial epithelium. The closure of these 
bronchial fistule and residual lung cavities can be 
effected by different methods. When the fistulæ 
are small, covering with a simple skin flap is enough. 
Extensive cavities in the lungs open by large bronchial 
fistule which can be closed only after considerable 
effort. Recently we have learned a great deal in 
regard to this: The most important thing is extensive 
mobilisation of the lung out of the diseased tissues 
in the neighbourhood and the removal of all scarred 
and insensitive skin. In this way traction on the 
cavities in the lung is relieved. Their epithelial 
lining having been destroyed, the cavities are then 
obliterated by suturing in layers. 

Empyema.— In surgical treatment of empyema, 
as in other fields of surgery and of medicine, the war 
has been our teacher. Scarcely would it have been 
possible otherwise to observe in such an impressive 
manner how a change of pressure within the thoracic 
cavity is likely to influence the working of the lungs 
and heart. 

Rib resection as a means of evacuating acute 
suppurating empyema caused by bullet wounds 
resulted in terrible mortality. We had the same sad 
experience during the influenza epidemic in 1918. 
The old doctrine that empyema is to be treated like 
abscesses—that is, to be evacuated—was now finally 
shaken. A great step forward was the realisation 
that the type of surgical treatment must depend on 
the rapidity of development of the putrifying exudate, 
on the nature of the underlying or primary disease, 
and on the gravity of the general symptoms. Acute 
disturbances of the intrapleural pressure dominate 
the clinical picture, especially with the parapneumonic 
empyema of influenza. Rapid respiration, cyanosis, 
and displacement of the heart indicate the desirability 
of a careful decompression. The treatment is begun 
by puncture, and a permanent decompression of the 
thoracic organs is obtained by the Bulau siphoning. 
With the aid of a trocar a tube is introduced between 
the two ribs into the empyema without admitting 
any air. The pus is allowed to flow into a vessel 
filled with water; it is therefore simply a siphoning 
process. Only gangrenous toxic suppurations of the 
pleura require immediate opening of the thoracic 
cavity. By placing the bandage in a special way 
one avoids the dangerous open pneumothorax with 
its harmful effects on the heart and circulatory system. 

Pyopneumothorax.—These experiences have also 
had a great influence on the treatment of mixed 
infection pneumothorax in oases of pulmonary 
tuberculosis. Here one should not wait until the 
accumulation of pus has given rise to toxic symptoms 
before making use of the closed siphon treatment. 
After evacuation with the Bulau siphon there remains 
behind a huge residual cavity. To obliterate the 
empyema residual cavity the old Schede plastic 
operation was originally employed. With non- 
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specific empyemata this can be avoided by suction 
treatment, but this process is not recommended for 
the extensive residual cavities of tuberculosis in which 
the collapse must be maintained. We have now 
learnt to diminish these cavities by extrapleural 
thoracoplasty, supplemented if need be by the 
removal of the calloused lateral chest wall. These are 
very serious operations and success can only be 
achieved when every obstructing rib stub has been 
completely removed. The mortality, which to begin 
with was 95 per cent. for cases of mixed infected 
empyemata, has to-day been reduced to 15 per cent. 

Foreign bodies.—With the later complications of 
injuries caused by projectiles retained in the lungs, 
many of the patients suffer very little inconvenience, 
others complain of shooting pains, aches, sensations 
of pressure in the chest, &6c., possibly caused by 
callosities of the pleura. Most often pus is formed 
soon after the accident, but occasionally only after 
several years; sometimes even gangrene develops. 
Spontaneous recovery is rare. After long cachectic 
illnesses the patients succumb to such acute complica- 
tions as abscess of the brain, meningitis, or pneumonia. 
Heemorrhages are of graver significance. They are 
mostly due to the bursting of small veins or arteries 
in the region of the foreign body. The sharp edges 
of the splinter lacerate the tissues, especially when 


through deep breathing the foreign body is moved. 


Such a hemoptysis may be fatal. Both pus formation 
and hemorrhage are urgent indications for thoraco- 
tomy and removal of the foreign body before the 
patient becomes too weakened. Since the chances of 
recovery are usually good, operation may be advised 
without too great a fear. In a series of about 200 
cases where retained projectiles were removed from 
the lung by operation, the mortality was 7 per cent. 
Many were located very near the hilus, and careful 
suturing around the vessels was absolutely necessary. 


CANCER 


It is not generally appreciated that an abscess | 
may form by the fusion of large suppurative foci 
within a cancer of the lung. We have often been 
able to make a correct diagnosis by exploration, and 
on the other hand we have kept patients supposed 
to be suffering from cancer of the lungs quiet and 
satisfied by the knowledge that their condition was 
one of pulmonary abscess. This experience compelled 
us to attach a great deal of importance to a timely 
exploratory’ thoracotomy. In considering radical 
operation, only those cancers that are in the cortical 
region of the lung can be discussed, for cancers of the 
hilus usually only come to us when the mediastinum 
has already been invaded. Out of 9 patients subjected 
to a radical operation only 3 were permanently cured. 

For malignant disease of the lungs we must generally 
content ourselves with palliatives. The removal of 
ribs from the overlying chest wall as a means of 
removing the pressure on the lungs is particularly 
necessary when as the result of the infiltration of the 
tumour shrinkage has resulted. When hiccough is 
persistent, section of the phrenic nerve gives relief. 
We have had no success by employing X rays. Here 
and there we have even seen a rapid increase in the 
rate of growth. For this reason we have completely 
abandoned X ray therapy. 


OTHER TUMOURS 


I should like to single out only two forms of benign 
tumour of the lungs. We find that hemangioma, 
which is rare and accompanied by profuse bleeding, 
is so difficult to detect and to diagnose that there have 
only been 3 such patients on whom I could operate. 
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Benign oysts of the lungs are more frequent, 
and in the course of the last few years we have dealt 
successfully with a large number. They form cavities 
in the tissue of the lung which are lined with epithelium 
and full of liquid. Generally they remain undiscovered 
until the contents become purulent by means of 
secondary infection. One takes such cases to be 
those of empyema and opens them in the usual 
way. Recovery, however, depends on the complete 
elimination of the sac. 


BRONCHIECTASIS 


These congenital cysts of the lung have assumed. 


increased significance because it is through them 


that we have acquired an understanding of a common 


type of bronchiectasis—namely, the congenital variety. 
One must distinguish it from the so-called secondary 
bronchiectasis, which is the result of changes in the 
tissue of the Tungs brought about by inflammation 
or by callosity due to pleuritis. 

__The previous history of a patient with this type of 
disease is interesting and instructive. In congenital 
bronchiectasis the symptoms due to catarrh in 


the lungs are observed in the lungs from early / 


childhood, and here and there members of the 
same family are attacked. Two of our patients 
were uniovular twins. When a case of bron- 
chiectasis of this type is operated on, a pleural space 
is found free from any morbid: changes. The lung 
itself is soft and of rosy colour. The bronchial 
tubes, which have become thickened and dilated, 
can be felt through the soft tissue, which is ‘healthy 
in the average lobe removed. It is important to 
remember that.the congenital form of bronchiectasis 
attacks, in 80 per cent. of cases, only the left inferior 
lobe. The important observation emerged from 
histological experiments conducted by my assistant 
Lotzain about ten years ago that these bronchiectases 
have an arrangement of the bronchial wall similar 
to that of the cysts of the lungs. 

We regard this form of bronchial dilatation as a 
result of disturbed development, out of which, 
subject to differences of time and place and as a 
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FIG. 1. Ganglion neuroma of the posterior mediastinum, before and after operation. 


consequence of earlier faulty growth, the cysts of the 
lungs might as reasonably appear as mediastinal 
bronchogenic cysts. In this connexion I might relate 
a striking experience. A young soldier was admitted 
to hospital, his disease being diagnosed as intra- 
thoracic struma. He expectorated profusely. A 
shadow exceeding the size of a fist was seen in the 
posterior mediastinum, and this had pushed the 


cesophagus on the side. I operated, being unaware 
of the exact diagnosis. During an attempt at extirpa- 
tion the partly mobilised mass was lacerated. Out 
of a big sac the same sort of pus came out that had 
been expectorated by the patient; there was. a 


FIG. J DRaa of the thoracic œsophagus, which bas 
perforated into a bronchus. 


communication with the left bronchus. Unfortunately 
the patient died. The wall of the sac contained a 
cartilage and, according to its structure, turned out 
to be a bronchial cyst. Simultaneous congenital | 
bronchiectasis was found in the left inferior lobe. | 

Knowledge of the peculiar feature of the con- 
genital bronchiectasis,:its distribution in entire lobes 
of the lung, determined the character of the treat- 
ment. The old method of ligation of the pul- 
monary artery has been abandoned and plombage 
substituted as a preliminary stage. After pleural 
adhesions have formed the diseased lobe is removed 
at a second operation when a ‘rubber tube is 
tied tightly round its pedicle in the neighbourhood 
of the hilus. After 8-10 days the lobe is seques- 
trated as the result of pressure necrosis. 

Before the development 
of this method the diff- 
culties and risks of lobec- 
tomy were considerable. 
A complete single - stage 
operation involving divi- 
sion of the vascular and 
bronchial elements in the 
hilus proved to be beset 
with danger. If the 
bronchus receded into the 
mediastinum the patient 
died of suppurative medi- 
astinitis. l 

On the other hand I 
was able, in 1932, to 
report on a series of 58 
cases in which a lower 
lobe was removed by my 
two-stage method, in 
which the mortality 
amounted only to 10 per 
cent., a much lower mortality than has been 
attained in any series of cases operated on by the 
direct or one-stage method. I do not think that 
this latter is as radical an operation as mine, but 
the successful cases which I have seen here to -day 
suggest that it is one of great utility, especially 
when the bronchiectatio dilatation has a a peripheral 


distribution. 
02 
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~ -For bilateral bronchiectasis, as a rule, we employ 

plombage. This is also preferred in the treatment of 
very young children who have only symptoms of 
catarrh. Collapse by means of thoracoplasty has 
proved suitable for certain unilateral but extensive 


re 


FIG. 3-—Congenital n the mediastinum, before and after 5 oration, The cyst had filled: 


lood after a severe injury to the 


types of bronchiectasis where the lung is Uke a 
honeycomb.. Artificial pneumothorax is not effective, 
partly because the mobility of the mediastinum, and 
because at best the parenchyma of the lungs rather 
than its dilated bronchi are affected. Abscesses 
associated with bronchiectasis, particularly those 
causing marked toxemia, are generally opened. 

Brief mention must be made of a particularly 


striking example of what can sometimes be achieved. 


A child was admitted’ into our hospital suffering from 
tension pneumothorax and mediastinal emphysema, the 
results of injuries caused by an accident. We succeeded 
in saving the child, the emphysema being relieved by 
incision into the neck immediately above the jugulum. 
The tension pneumothorax and a subsequent empyema 
were dealt with by thoracotomy and after some time he 
developed expectoration, due we discovered to bronchiec- 
tasis involving the whole left 
lung. My chief assistant at 
the time, Dr. Nissen, re- 
newed the entire lung in two 
stages and the child was 
restored to health. 


I might assume that we 
were dealing in this case 
with symptoms of a coinci- 
dental congenital bronchi- 
ectasis. It is admittedly 
possible, however, that the 
cause was a bronchiectasis 
which occurred after the 
accident. Mason, also 
using a similar two-stage | 
method, has successfully i& 
resected the entire lung 
for bronchiectasis. 


THE DIAPHRAGM 


Experience in the war also assisted the develop- 
ment of the surgery of the diaphragm. 

Wounds.—The then customary abdominal route 
for cases of tangential shot wounds of the trunk with 
simultaneous wounding of the lung, the diaphragm, 
and the organs of the upper abdomen, permitted 
only a limited view and required an additional second 
operation on the thorax. These difficulties were 


FIG. 4.— Aneurysm of the heart, before and after Spatio 
it was found at operation to be an aneurysm of the heart and was successfully removed. 


removed by the use of the transpleural approach 


and the development of transdiaphragmatic laparo- 
tomy. This gives good access to both thorax and 
abdomen through a single point of entry. The chest is 


opened. through an incision in the line of a lower 


intercostal space, portions 
of ribs being removed if 
necessary. Itis then advis- 
able to paralyse the dia- 
phragm by crushing the 
phrenic nerve as it lies on 
the pericardium. The 
organs of the upper abdo- 
men are then exposed by 
splitting the fibres of the 
diaphragm. At our clinic 
this is also the method pre- 
ferred for the operative 
treatment of serious dia- 
phragmatic herniæ. Only 
in this way is a good view 
obtained, and the possi- 
bility of freeing the adhe- 
sions ensured under visual 
control. We use a double 

aperture of the fissured 
diaphragm. At the last French surgical congress, 
on the basis of my own considerable experience, I 


emphatically recommended the imanep ural method 


for these hernig. 


In agenesis, artificial separation of the thoracic 
and abdominal cavities is not possible. If symptoms 
of space restriction appear through prolapse of the 
intestine one. must attempt relief by. removing a 
few ribs. 

For subphrenic abscesses transdiaphragmatio drain- 
age presents hardly any difficulties when ‘there are 
adhesions in the region of the sinus pleure. When 
the pleural space is free it is essential after opening the 
thoracic cavity that the diaphragm should be sewn 
into the thoracic opening in a circular manner. 
In this way the abscess may be opened extrapleurally. 


Re ate ~~. 
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Diagnosed as mediastinal tumour, 


THE MEDIASTINUM ' 


It is best to carry out exposure of deep-seated 
goitres ; fissure of the manubrium sterni up to the 
third right intercostal space effects a wide enough gap 
to facilitate removal of the struma. By putting in 
a wooden wedge one can keep this space open and so 
relieve the distressing pressure symptoms due to 
inoperable malignant growths or aortic aneurysms. 
This enlargement of the space relieves pressure on 


layer of sutures to close the . 
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the trachea and on the great vessels, and removes the 
symptoms of back pressure in the circulation. You 
all know the striking symptoms: abnormal swelling 
of the veins of the thorax, neck, and arms; the 
swollen reddish face; and the cyanotic lips and 
blue ears. 

Exudate in the pericardium and indurated peri- 
carditis may also cause back pressure of the circula- 
tion. When, after an injury to it, tamponade of the 
heart is caused by pressure of accumulating blood 
in the pericardium, the venous return towards the 
right half of the heart is obstructed by constriction 
of the veins and a fatal termination is inevitable 
unless the pressure is relieved. 
The severe symptoms of mediastinal emphysema 
are due to compression of the great veins by the 
extravasated air pent up in the fascial planes. It 
can be immediately relieved by simple incision in the 
neck just above the jugulum. On the other hand we 
find in long-standing tracheal stenosis—e.g., due to 
obstructive goitre—distension of the big veins drain- 
ing into the right heart and the lungs. That explains 
why the heart is dilated in such cases of goitre. 
These brief observations are placed at your disposal 
as the results of many-sided and systematic investiga- 
tions which are essential to a right understanding of 
disturbances in circulation. | 

New growths.—In a whole series of mediastinal 
growths, symptoms of respiratory or circulatory 
embarrassments have not been observed when the 
growths were predominantly intrathoracic. I am 
sure you are all familiar with dermoid cysts of the 
anterior mediastinum. It is necessary to emphasise 
the need for removing them before their contents 
leak into a bronchus. If this has already occurred, 
operation is naturally more difficult because of 
adhesions, especially to the lateral part of the 
mediastinum and even to the heart itself. Usually 
we operated in one stage without losing a patient. 
In the case of a woman with an enormous dermoid 
cyst which filled the left pleura and pushed the heart 
away to the right it was necessary to abandon the 
operation on account of the dangerous reflexes, due 
to relief of pressure, obtained by draining the liquid. 
We tamponaded it loosely, and closed the opening 
and the wound in the chest wall; by several sub- 
sequent stages the cyst was evacuated and the patient 
cured. 

We have seen a whole succession of ganglioneuro- 
mata, rare growths in the form of solid tumours 
m the posterior mediastinum, amenable to operation 
asarule. These are generally benign but may assume 
enormous dimensions or undergo degeneration. In 
our clinic 8 such cases have been successfully treate 
(Fig. 1). : 


THE @SOPHAGUS 


It was the serious efforts of my teacher, Prof. 
Mikulioz, to remove radically carcinoma of the 
thoracic esophagus, which determined my concentra- 
tion on the problems of thoracic surgery. As the 
natural result of these experiments the idea came to 
me to restore the connexion between the osopha 
and the stomach by the displacement of the latter 
into the space available in the chest. In the course 
of experiments with animals this method has justified 
itself. Operations conducted on men were, however, 
full of disappointments. The uncertainty of the 
suture lines and liability of the mediastinum to 
infections caused many failures. 

In spite of the difficulties referred to, resection of 
the thoracic wsophagus has been performed, but 
only successfully 9 times up till now. Fate has 
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destined that success in this sphere should come to 
Torek and to Lilienthal in America, to Caijer in 
Holland, to Grey Turner in England, and to Kuttner 
and to myself in Germany. My case was that of a 
patient from whom the lower segment of the thoracic 
esophagus was successfully removed. 

Successful resection of the lower segment of the 
esophagus and restoration of the continuity to which 
I have already referred to was carried out for the first 
time in the case of a patient who had not a cancer 
but an wsophageal ulcer with secondary cardiospasm. 


CEsophagogastrostomy improved the general condition 
of the patient, but only temporarily. At the second 
operation the ulcer scar, together with the anasto- 
mosis, was invaginated into the stomach, but, in spite 
of crushing and ligation of the scar tumour above and 
below, the expected sequestration through necrosis 
did not occur and the life of the patient depended 
on her jejunostomy. She recovered so little as a 
result of this that I was compelled to undertake 
a third operation, when I carried out a resection of the 
lower portion of the œsophagus and restored continuity 
by joining the stomach and the cut end of the esophagus. 
The patient recovered and gained 20 Ib. in weight. She 
died one and a half years later from a, complication, a 
high ileus band formation in the upper abdomen, which 
unfortunately had not been recognised. 


Diverticula of the csophagus are a highly fruitful 
and promising field of research. Very large diverticula 
of the cervical esophagus with a maximum capacity 
for 300 o. om. sometimes reach far down in the 
mediastinum. We now operate on these in one stage, 
and have been successful in relieving 50 such patients 
from their sufferings. In 4 of our cases of diverticula 
of the thoracic œsophagus they had perforated into 
the lung ; through the posterior paravertebral approach, 
the connexion between the bronchus and the œso- 
phagus was divided between double ligatures and its 
stumps buried by suturing. All the 4 patients have 
remained healed (Fig. 2). While in Munich I was 
compelled in one such case, whilst disconnecting the 
course of the fistula, to make a considerable dis- 
section through the lung tissue. The success of the 
method has been fully demonstrated. 

The diagnosis of the so-called epiphrenal diverti- 
culum can present difficulties. Should suffering be 
considerable the best course is to extirpate the 
pouch, 

Cardiospasm.—The nervous disturbances in the 
region of the cardia are of practical importance. 
They give rise to difficulties in swallowing and finally 
result in a marked degree of emaciation and bring 
despair to the patient. A careful interpretation of 
the symptoms should lead to the exclusion of cardio- 
spasm due to a central neurosis and capable of relief 
by means of psychotherapy, combined in some cases 
with dilatation of the cardia. Cardiospasm may 
also result from some local focus of irritation—an 
epiphrenal diverticulum, a peptic ulcer of the œso- 
phagus, or even a tumour. Treatment of this local 
focus will cure the syndrome. In one very remarkable 
case of this type, a 12-year-old boy complained of 
difficulty in swallowing and attacks of cardiac distress 
associated with irregularity of the pulse. He was 


found to have a cyst the size of a small apple in the 


wall of the esophagus, and once this was removed his 
symptoms were relieved. Finally there are cases of 
cardiospasm of long standing, in which stricture 
formation has occurred at the cardia; these cases 
require the operation of csophagogastrostomy by 
the left transpleural route. 

These observations on cardiospasm are important 
because they illustrate anatomical causes of spastic 
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disturbances. In this connexion I may say something 
of the so-called hiatus hernia which, like the cyst 
in the above-mentioned boy, may give rise to similar 
gastro-cardial symptoms. Swedish radiologists such 
as Ackerlund and also those in the Bergmann clinic 
in Berlin have pointed to the prevalence of these 
hernis. The astonishing numbers, literally hundreds, 
of hiatus hernie led to an examination of these 
findings in our clinic. It was then seen that under 
certain conditions of examination—deep breathing 
in the dorsal position—extraversions of the cesophagus 
are so often seen that the so-called hiatus hernia 
is frequently erroneously diagnosed. Congenital 
shortening of the csophagus is always associated 
with a genuine hiatus hernia. I have only operated 
on one such patient, but unfortunately she died. 


Benign tumours of the csophagus are extremely 
rare. From a patient with serious dysphagia we 
removed a myosarcoma 22 cm. long which was 
extensively infiltrating the wall of the osophagus. 
The tumour was successfully extirpated by the 
transpleural route, and the stomach, having been 
displaced into the chest, was anastomosed to the 
osophagus. The patient was cured of his complaint 
and is now at work again. 


THE HEART 


' The chief tasks of cardiac surgery are in connexion 
with wounds. Knowledge of the effect of the cardiac 
tamponade produced by a heemopericardium and its 
clinical symptoms aids diagnosis, so resulting in 
prompt operation. Further progress in this sphere 
has been made by improving the technique of the 
actual stitching of the heart and by greater knowledge 
of its special blood-supply. Exudates may also 
mechanically embarrass the action of the heart. 
Early purulent and other effusions are first released 
by puncture, but wide exposure and drainage 18 
required for the more chronic purulent collections. 
Rheumatic pericarditis may lead to obliteration of the 
pericardium and the disturbed action of the heart 
may be relieved by decortication according to the 
Delormes method, but if the heart is hindered in its 
action by adhesions of the pericardium to the thoracic 
wall, then extensive rib resections over the pre- 
cordium are first called for, for they make the thoracic 
wall more supple. ; 

Attempts to treat the various forms of heart disease 
by operation have not got beyond the experimental 
stage, and our clinic too has had a share in this work. 

I shall now end these few remarks on cardiac surgery 
with an account of a particular experience. 

A man came to our clinic some time after his chest wall 
had been crushed. His complaint arose from a tumour 
on the left mediastinum. On extirpation this proved to 
be a congenital cyst filled with old blood. The patient 


was cured (Fig. 3). 

Soon after a girl was brought to the clinic. She had had 
influenza a year before followed by heart trouble, and had 
been sent to us by a health resort doctor. In this girl 
we found an X ray shadow very similar to that in the last 
case, but on the right side—i.e., in the region of the right 
half of the heart. Remembering the findings in the case 
described above, a mediastinal tumour pressing on the 
right half of the heart was suggested. After thoracotomy 


a cystic tumour almost as big as a baby’s head was found, - 


with its base deep in the mediastinum. In order to reduce 
the tumour a puncture was made, but only a little blood was 
obtained. Another puncture was made elsewhere; the 
blood spurted out in a jet on the needle being withdrawn. 
I attempted to close the puncture opening by stitching, 
but the stitches tore out and the wound widened. A 
terrific jet of blood spurted out at me. I quickly applied 
the first and second finger of my left hand to the gaping 
wound and stopped the bleeding. Ata depth of 6-7 cm. 
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I felt a sharply defined ring, beyond. which there was 
another hollow space. Bubbling and swirling of the blood 
therein showed it to be a ventricle or atrium. There was 
no doubt that we had opened an aneurysm of the heart. 
We succeeded in carrying out the called-for removal of 
the aneurysm and in closing the defect in the wall of the 
heart. We waited with great anxiety to see what would 
happen in the post-operative period. Everything went 
well. The patient is still, after 4 years, in good health, 
and, as we are able to observe from time to time, free 
of any functional disturbances of the heart. 


This happy result, which represents a certain progress 
in cardiac surgery, followed a wrong diagnosis but 
the right operative treatment (Fig. 4). 


Conclusion 


I have tried to show how thoracic surgery has 
developed, from small beginnings and limited possi- 
bilities, to great and distinguished achievements. 

The further development of our science depends on 
two things. First, it must maintain its self-sufficient 
existence. Secondly, only through the mastery and 
survey of the entire field of human endeavour and 
achievement is substantial progress made. Beyond 
this there should be a living contact with the whole 
science of medicine and, before all, with the great 
science of surgery. The life of modern surgery 
owes its dynamic character to the union of technical 
medical science and the artistic activity of the doctor. 
In their harmonious relationship and interaction 
lies the guarantee for achievement and future advance. 
Technical skill is indispensable, but it should never 
degenerate into an end in itself. Medical science 
communicates new ideas and knowledge which 
justify and promote our work, but medical science 
becomes a source of danger when she overrates one- 
sided and petty discoveries and handicaps the 
independent judgment of surgeons. Technical skill 
and science reach their ultimate and highest value 
in the creative art of the surgeon, which springs from 
the personality and is an expression of the surgeon’s 
general outlook. 


A CASE OF BOTULISM 
By R. S. AITKEN, M. B. N. Z., M.R.C.P. Lond., D.Phil. 


READER IN MEDIOINE AT THE BRITISH POSTGRADUATE 
MEDIOAL SOHOOL, UNIVERSITY OF LONDON 


B. BARLIN G, M.D., M. R. C. P. Lond. 


RECENTLY SENIOR ASSISTANT (L. O. O.) TO THE DEPARTMENT 
OF MEDIOINE, HAMMERSMITH HOSPITAL 


AND 
A. A. MILES, M. R. C. P. Lond. 


READER IN BACTERIOLOGT AT THE SOHOOL 


SEVERAL cases of botulism (Templeton; Kitcat ; 
Lane and Jones-Davies) were reported in London 
during the hot summer of 1935, all arising 
from the consumption of vegetarian nut brawn 
put up in glass containers. The disease in the case 
here reported, which occurred during the same 
season, had a different origin but the clinical features 
were typical. 

The patient, a manufacturer’s agent aged 55, living in 
Hammersmith, was in good health, except for a recurrent 
complaint of mild dyspepsia, up till the onset of the 
illness to be described. On August 14th, 1935, his wife 
cooked a meat pie, and shortly afterwards left her home 
for a holiday. The ingredients of the pie were half a 
pound of minced beef, two potatoes, flour, and lard ; 
the beef was already minced when bought. The patient 
ate some of the pie cold on the 14th and more on the 15th 
without ill-effects. On August 18th, spending the week- 
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end with his wife, he told her that part of the pie remained 
uneaten at home; she advised him not to eat it—the 
weather being unusually hot—and gave him a neck of 
mutton and six sausages to take home instead. He 
went home on the 18th and that night ate the remainder 
of the pie. Early the next morning he began to suffer 
from vomiting and diarrhea which continued at intervals 
for about 24 hours. He apparently worked on the 19th 
and 20th and went to work on the 21st, but then became 
more ill and had to go home. At 5 o’clock he went to 
see his doctor, having then had no vomiting or bowel 
movement for 24 hours. His doctor described him as 
pale, short of breath, exhausted, and looking seriously 
ill; his tongue was white and furred, his fauces red and 
cedematous; there was no ptosis and no complaint of 
difficulty in vision. His doctor diagnosed food poisoning 
and advised him to go into hospital; he refused, and 
walked home, taking with him l}oz. of castor oil and 
a bismuth and chlorodyne mixture. Early next morning 
(August 22nd) he asked a neighbour to summon the 
doctor, who found him pale and clammy, scarcely able to 
walk, with his eyes half closed and a weak irregular pulse. 
He still refused to go to hospital. A turpentine enema 
produced a loose slimy fecal result, and stimulants were 
given. At 1.45 P. u. his wife returned; he looked pale, 
his eyes were shut, and he complained of choking. She 
persuaded him to go to hospital. 

On admission, at 4.30 P.M. on August 22nd, to the 
Hammersmith Hospital (No. 2382) he was drowsy, cyanosed, 
and very ill, lying helplessly on his side with his eyes closed. 
When spoken to, he raised his upper eyelids with his 
fingers, and answered intelligently in a weak voice with 
very imperfect articulation. He was a little restless and 
anxious. There was complete ptosis and almost complete 
paralysis of all ocular movements, and the pupils were 
dilated and fixed. He could see and could move his face 
and jaw. Mouth, tongue, and fauces were extremely 
dry with inspissated mucus adhering in places to the 
mucous membrane. He could not protrude his tongue 
beyond his teeth, and could not swallow. He could move 
his limbs; biceps, triceps, supinator, knee- and ankle- 
jerks were present and symmetrical, and the plantar 

onses were flexor. No significant abnormality was 
found in the heart, lungs, and abdomen, except that the 
bladder was distended. Urine obtained by catheter 
had a specific gravity of 1026, contained a trace of 


albumin and a trace of reducing substance, and gave a _ 


strongly positive Rothera reaction. There was no fever : 
the pulse was moderately strong, 80 per minute, and the 
breathing was somewhat noisy through mucus in the 
throat. 

At 7P.m. he was given 2c.cm. of botulinum antitoxic 
serum (mixed A and B types, as supplied to the Ministry 
of Health by Burroughs and Wellcome) in 300 c.cm. of 
5 per cent. glucose in saline, intravenously. No untoward 
reaction occurred, and this was followed by 48 c.cm. serum 
in 600 c. cm. of glucose-saline. The pulse-rate rose to 128 
and breathing became difficult. Adrenaline was given 
and oxygen by intranasal catheter. At 8.30 P.M. 
continuous rectal administration of glucose-saline was 
begun. At 10 P. ux. his colour and general condition 
had improved, breathing was steady, pulse-rate 120. 
At 11 r.m. his breathing rapidly became shallow and 
irregular, his pulse thready and too fast to be counted. 
Artificial respiration was begun, but he died at 11.10 P. u., 
and artificial respiration was discontinued half an hour 
later. 

AUTOPSY 


A post-mortem examination was made 18 hours 
after death by Sir Bernard Spilsbury, to whom we 
are indebted for the following report :— 


External examination.—A heavily built man. Rigor 
mortis present throughout body. Hypostasis present; 
decomposition absent. Pupils normal; lips and finger- 
nails slightly livid. 

Internal examination.—Scalp normal. Skull thick, 
hard, and heavy. Meninges slightly congested: veins 
full. Slight excess of clear fluid in subarachnoid space 
over back of brain. Slight atheroma of basilar artery. 
Venous sinuses contain dark fluid blood. Brain firm. 
White matter congested. Some reddish mottling of 


grey matter of lenticulo-striate nuclei, and in pons and 
medulla. Spine normal. | 

Pericardial cavity contains a little clear fluid. Heart 
moderately enlarged. Right cavities moderately dilated, 
containing a little dark fluid blood. Left auricle slightly 
dilated; left ventricle rather. more dilated. Tricuspid 
orifice admits four finger-tips ; mitral orifice admits three 
fingers easily; these valves somewhat thickened at 
margins. Cardiac muscle appears normal (a trace of 
fatty degeneration and some brown atrophy seen in sub- 
sequent microscopic examination). Several syphilitic 
scars on arch of aorta; slight atheroma of descending 
thoracic aorta and lower part of abdominal aorta. 
Several small atheromatous areas in coronary arteries. 

Upper air-passages are stained red and contain some 
deep red material resembling stomach contents. Glands 
at bifurcation of trachea and at roots of lung very pig- 
mented. Thyroid congested ; right lobe slightly enlarged. 
Thymus absent. A few old pleural adhesions over the 
posterior part of the right lung. Lungs congested through- 
out. Right lung very cedematous, especially at apex; 
left lung less cedematous. Some general emphysema and 
slight chronic bronchitis of both lungs. 

Tongue slightly furred but not bruised. Tonsils scarred 
at bases. Pharynx and csophagus normal. 

Stomach contains some thick deep green fluid with oil 
drops on its surface (? castor oil); wall shows only hypo- 
static congestion. Small intestine shows some congestion 
—probably hypostatic—of its lower part. Contents of 
its upper part are similar to stomach contents, becoming 
lighter in colour lower down and less fluid in lower part of 
ileum. No solid food present. Mesenteric glands and 
appendix normal. Cæcum and first part of ascending colon 
congested, the rest of the large intestine normal. Large 
intestine contains normal feces, having an odour of 
turpentine in the lower part. Peritoneal cavity contains 
a small amount of clear fluid. 

Liver shows some pale mottling especially about the 
junction of right and left lobes (early cloudy swelling). . 
Gall-bladder small, containing only colourless mucus. 
A small calculus blocks the orifice of the cystic duct. 
The wall is thickened. Spleen soft and congested. 

Kidneys: no trace of right kidney found; left large 
(114 oz.) and congested. Pelves and ureters slightly 
dilated. Bladder congested, containing some clear urine. 
Suprarenals and pancreas normal. Genital organs normal. 


Microscopic examination of medulla.—General venous 
congestion especially of the smallest veins. Around one 
of these is typical cuffing—i.e., accumulation of cells in 
the perivascular lymph space; the cells are mainly small 
round cells resembling lymphocytes, with a few larger 
cells of endothelial type. The nerve-cells show very 
marked degenerative changes. Nissl granules completely 
absent; there is lateral displacement of the nucleus in 
many of the cells; the nucleus stains very poorly and in 
some cells no nucleus is visible; there is some neuro- 
nophagia. A few cells contain brown pigment granules. 
There are also areas of marked neuroglia cell proliferation. 
No hemorrhages are visible in the sections. F 

Bacteriological examination of heart blood and spleen, 
and of the contents of the' stomach, the small intestine, 
and the large intestine (made by Dr. Hewlett at the L.C.C. 
Group Laboratory, Archway Hospital), detected no patho- 
genic organisms by aerobic or anaerobic cultivation. 
Ol. botulinum was specially looked for. 


Bacteriological Investigation of the Suspected 
Foodstuffs 


(By DR. MILES) 


Samples of the meat foods eaten by the patient 
in the few days preceding his illness were obtained. 
They consisted of two cooked mutton chops, some 
cooked sausages, and the remains of a meat pie. 
Saline extracts of the chops and sausages had no 
effect on mice and yielded nothing of importance on 
bacteriological culture. The dish containing the 
remains of the pie had been flooded with water from 
a tap and left standing in a sink, from which it was 
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brought for examination. About 250 c. m. of watery 
fluid remained in the dish; it had a surface film of 
grease and contained a few small flakes of pastry 
and granules of pink mincemeat. A sample was 
spun free of gross particles, and whereas 0:5 c.cm., 
intraperitoneally injected, killed a mouse, the addi- 
tion of 0-2 C. om. of polyvalent botulinum antitoxin 
entirely neutralised its lethal effect in a second 
mouse. A rough estimation showed that the fluid 
contained about 50 minimal lethal doses (m. I. d.) for 
mice per c. om. The toxic principle was heat-labile, 
in that the fluid heated in an ampoule for 30 minutes 
at 100° C. failed to kill three mice in seven days. The 
specific nature of the neutralisation by the botulinum 
antitoxin is shown in the experiment recorded in 
Table I., in which 0-25 c. om. (12 m. I. d.) of the fluid 


TABLE I 


Effect of Polyvalent Botulinum Antitoxin on Lethal Power 
of Pie-dish Washings 
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Fluid (12 m. l. d.) T neat A. T. 3/3 survived. . 
39 + 1/10 A. T. ee 0 2 3 survived.* 
95 + 1/100 A. T. s .. 3/3 survived. 
55 + neat antityphoid serum 3 dead in 20 hours. 
+ saline ee ee e 3 LL 29 


One died within an hour of injection as the result of an 
accident. 


were mixed with equal volumes of varying dilutions 
of antitoxin, neat antityphoid serum, and saline. 
Three mice were used for each test. 


About half the pie was left uneaten on August 14th, 
and prior to its ingestion on the 18th had been kept in a 
disused gas oven standing in asmall scullery. The scullery 
got the late afternoon sun and became very hot in 
warm weather. The maximum and minimum tempera- 
tures (Fahrenheit) recorded at the nearest meteorological 
station (Kensington) during the hot weather of August 
15th-18th, 1935, were as follows: 

A 15th 68-—58° 17th 

i FEA | pices 18th 


70-54. 
7459 


The temperature of a sun-heated scullery would rise 
higher than the maxima recorded in the shade. 


ISOLATION OF THE ORGANISM 


The pie-washings contained Gram-positive bacilli 


and cocci, abundant Gram-negative bacilli, and a few 
oval spores. The examination for members of the 
Salmonella group (Browning’s brilliant green enrich- 
ment method) was negative, all plates yielding a 
heavy growth of a non-lactose-fermenting, gelatin- 
liquefying, Gram-negative bacillus (Strain M. 90). 

Broth and cooked-meat cultures of the washings, 
plated before and after heating in an ampoule for 
two hours at 60°C., yielded organisms biochemically 
resembling Cl. edematiens and Ol. fallax. The criterion 
of specific toxicity for mice of culture filtrates was 
used in the subsequent attempts at isolation. 

The test was as follows: 


A cooked-meat culture was filtered through a small 
wad of cotton-wool to remove traces of fat, spun free of 
the bulk of bacteria, and mixed with polyvalent anti- 
toxin (Burroughs and Wellcome, as supplied by the 
Ministry of Health), 0*4 o. m. O- o. om. A second sample 
was untreated. Both were held at 37°C. for 30 mins., 
and injected, each into one mouse. The fluid was deemed 
to contain Cl. botulinum toxin if the antitoxin mouse 
remained healthy for five days, while the second mouse 
died within 20-30 hours with typical symptoms—i.e., 
slowing and final failure of respiration, the breathing 
becoming noticeably costal at a rate of about 120 per 
minute, and sudden and heaving, with deep indrawing 
of the flanks and abdomen on inspiration, when the rate 
had dropped to 60 and less. Specifically toxic cultures 
were plated, single colonies tested for their power to split 
glucose agar shake cultures, and, if this was present, for 
their toxinogenic powers. The cooked-meat cultures of 
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the colonies were incubated for ten days, and proved 
non-toxic in several trial platings. Toxinogenic cultures 
were obtained only when the ten-day incubation period, 
selected as an average of the periods reported for maximum 
toxin production, was abandoned in favour of two-days’ 
incubation. 


The culture finally isolated was plated, and a single 
colony cultured and replated. The replating was 
repeated twice, and a batch of Seitz-filtered toxic 
broth prepared from a four-day cooked-meat culture 
of the second replating. 


TYPING OF THE TOXIN 


The toxin, when prepared, contained 3000 m. I. d. 
for mice per c.cm. Batches of three mice were 
injected intraperitoneally with 31, and with 6 m. I. d. 
in a 0:25 Cc. om. volume, mixed with 0-01 o. om. of 
monovalent antitoxin, or with saline. We are indebted 
to Dr. R. A. O’Brien for the Type A antitoxin, 
prepared against the Loch Maree toxin; and to 
Dr. W. M. Scott for the Types B and C, prepared 
against toxins from American strains. Control 
batches were tested with B and C antitoxins alone, 
to exclude possible toxic effects of the glycerin they 
contained. Table II. summarises the result. All 


TABLE II 


Effect of Types A, B, and O Antitoxin on Lethal Power of 
the Botulinum Toxin 


M. I. d. of | Type of M. I. d. of | Type of 
toxin’ lanthoxin.| Deaths. | “toxin; lantitoxin.| Deaths. 
31 Nil. 3/3 31 0 3/3 
31 A 3/3 6 8 3/3 
6 A 2/3° 0 B 0/3 
31 B 0/3 0 o 0/3 
6 B 073 


—— 


* Survivor typically ill for three days. 


the deaths, with the exception of one at 40 hours, 
took place within 18 hours; the survivors lived at 
least nine days. 

The toxin is Type B. It kills mice with typical 
symptoms when given by mouth, and toxin-antitoxin 
mixtures are innocuous by this route. 


CHARACTERS OF THE STRAIN ISOLATED 


The morphology is typical. Spore-formation is slow. 
The organism is 0-75 f wide by 1:5 to 6-0 u long. 
Spores are oval, sub-terminal, and bulge the bacillus ; 
they are formed sparsely in culture. 

Surface colonies have a granular surface and a 
coarsely lobate or fimbriate edge. Deep colonies 
are opaque, lenticular, gas-filled, with the marginal 
indentation described by Burke (1919). Rapidly 
growing deep colonies, in sucrose or mannite agar, 
are smaller and consist of masses of proliferating 
lobes, like small cumulus clouds. 


Metabolism.—Anaerobiosis is strict. The growth 
on most media is poor, is more abundant at 32°C. 
than at 37°C., and is improved by the addition of 
carbon dioxide to the atmosphere of the anaerobic 
jar. 

The improvement in the presence of carbon dioxide 
is considerable, as the following experiment shows. Serial 
fivefold dilutions of a spun deposit of Cl. botulinum culture 
were dropped in 0-02 c.cm. amounts on to the surface of 
over-dried nutrient agar plates. Six dilutions were 
seeded in marked spaces on each plate, the drop from the 
50-dropping pipette being allowed to spread to its fullest 
extent without interference. Four plates were used for 
each test, and the number of colonies developing in the 
dilutions that yielded discrete colonies were averaged. 
This gives a measure of the viability of the organisms on 
surface culture under different conditions. Surface viable 
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counts of the same suspension incubated for two days in 
the following ways were :— 


Viable 
Rech 60) Atmosphere. or 
ee (per c.cm.). 
37 Ss Anaerobic. 
3 -. Anaerobic +10 per cent. CO: 132,000 
he obic. j 
32 . Anaerobic +10 per cent. CO, 340,000 


The counting method yields only approximate results, 
but the difference is striking enough to discount the 
possibility that it is due to experimental error. The 
result confirms the observations of Rockwell (1924) and 
Dack et al. (1927) on the improvement in growth of 
anaerobes in the presence of carbon dioxide. 

Later subcultures of the strain behaved similarly in 
atmospheres of CO,, but the effect was less marked. It 
is possible that CO, is most effective on freshly isolated 
cultures, since similar tests on stock cultures of anaerobes 
showed that the viability of strains of Cl. ewdematiens 
(N. C. T. C. 538), chawvoet (N. C. T. C. 502), septique was 
depressed about 30-fold by 10 per cent. CO,; that of 
Cl. sporogenes (N. C. T. C. 533) and histolyticum (N. C. T. C. 
503) and type A strain of botulinum (N. C. T. C. 773) was 
unchanged; and that of a strain of Cl. welchii was improved 
about fourfold. 

The improvement in growth is not due to increase in 
acidity of the medium in the CO, atmosphere. The 
viability of the strain in absence of 10 per cent. CO,, on 
nutrient agar plates adjusted to pH 7'0, 6-5, and 6-0, was 
Similar to that on agar at pH 7 · 5; it was very slightly 
depressed on agar at pH 5:5. Carbon dioxide does not 
increase the oxygen tolerance of the organism; the 
anaerobic growth in 10 per cent. CO, was entirely 
inhibited by an oxygen tension of 20 mm. Hg. 


Horse blood is hemolysed. Peptone water sugars 
and heart broth sugars are not fermented. Heart 
agar deeps, with sugars and Andrade’s indicator 
incorporated, are split by gas, with the production 
of acid ; readily with sucrose and mannite, less readily 
with maltose and salicin, feebly with glucose, and not 
at all with lactose. Litmus milk is rendered feebly 
acid. Inspissated serum, and gelatin, are not liquefied 
within 15 days. 

Cooked-meat medium is neither blackened nor 
obviously digested, but growth is accompanied by 
the evolution of gas and a copious deposit of needle- 
and plate-like crystals. 


TOXIN PRODUCTION IN DOMESTIC CONDITIONS 


The majority of cases of botulism arise from the 
ingestion of tinned food, or of closely packed meats, 
in whose depths anaerobic conditions probably obtain. 
In the present instance the toxin developed in the 
small remnant of an open meat pie, consisting of 
large granules of mincemeat, apparently loosely 
packed enough to allow penetration of sufficient 
oxygen into its depth to destroy the strict anaerobic 
conditions that the organism requires. 

Members of the Clostridium group of spore-bearing 
anaerobes will not grow in plain broth to which 
oxygen has access, but the addition of cooked-meat 
granules to the broth allows growth. The granules 
mechanically prevent convection currents in the 
fluid, thereby hindering the penetration of atmospheric 
oxygen into its depths. Lepper and Martin (1929 and 
1930) have shown that the essential change that occurs 
with this addition is the establishment in the culture 
medium of a reducing system of sufficient intensity 
to allow anaerobes to germinate. The exclusion of 
oxygen, practised in the anaerobic jar technique, is 
one means of achieving this state. In addition, 
the unsaturated fatty acids in the lipins of the meat 
fix oxygen under the catalytic influence of the 
hematin, and other reducing substances in the 
cooked meat help to establish the requisite degree of 
reducing power. Similar degrees of reducing power 
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are produced in plain broth by the growth of aerobic 
organisms, such as staphylococci, pneumococci, and 
the diphtheria bacillus (Hewitt, 1930), and strict 
anaerobes are able to germinate in open broth cultures 
containing such aerobic organisms. 


The half-opened meat pie was made of cooked-meat 
granules ; since these were not immersed in fluid, 
but were exposed freely to air, the conditions were 
not strictly comparable with those in a tube of cooked- 
meat medium. The strain of Cl. botulinum eventually 
isolated was strictly anaerobic, and can only have 
germinated if the ingredients of the pie provided a 
medium of sufficient reducing power, with or without 
the help of an aerobe to produce initial reduction of 
the medium. The possibility that symbiosis with 
aerobes might allow Cl. botulinum to germinate and 
produce toxin in aerobic conditions was recognised 
by van Ermengen in 1897, and both Hall and Peterson 
(1923) and Francillon (1925) have studied toxin 
production by the organism in the presence of 
several aerobes. Staphylococci, streptococci, Proteus 
vulgaris, and B. subtilis favoured growth and toxin 
production while the highly fermentative Salmonellas, 
for example, were in part inhibitors of both; this 
inhibition was much less in cooked meat than in 
plain broth cultures. The aerobic cultures of the 
pie-dish rinsings yielded abundant growth of the 
strain M. 90 which is an organism best classified as 
an atypical Proteus. Cannon, Cohen, and Clark 
(1926) have shown that cultures of Proteus vulgaris 
are not capable of reaching high reducing intensities. 
However, Dean has produced potent tetanus toxin 
by growing Ol. tetani in symbiosis with an aerobic 
culture of a Protews-like organism. Accordingly the 
strain M. 90 was used in tests of aerobic toxic pro- 
duction by Ol. botulinum. It proved capable of 
producing a filtrable toxin itself, lethal to mice on 
the intraperitoneal injection of 0-05 c.cm., and was 
discarded as unsuitable since the botulinum toxin 
titration in mixed cultures was rendered difficult. 
It did not enhance toxin-production. The strain of 
a non-toxinogenic white staphylococcus was, there- 
fore, used as the aerobe in the following experiments. 


Two conical 1-litre flasks were covered to the depth 
of 2-5 C. em. with broth and cooked meat and inoculated 
with Cl. botulinum. One received, in addition, an ino- 
culum of the staphylococcus, The flasks were incubated 
at 30°C. for four days and the toxicity of Seitz-filtrate 
samples were tested. Both filtrates contained about 
3000 mice m. .d. per c. ern. The coccus had not helped 
toxin production and the botulinum cooked-meat culture 
was evidently toxinogenic in the presence of atmospheric 
oxygen. 

The test was made more stringent by closely simulating 
the conditions in which the toxin was originally formed. 
Two artificial pies were constructed, as in the Figure. 
Cooked mincemeat was loosely piled in one half of small 
enamel pie-dishes (1 pint capacity), which were covered 
with about 20 c.cm. of broth to the depth of 3mm. A 
thin cover of cotton-wool between two layers of butter 
muslin was pierced to admit a tube for inoculation and 
sampling. One pie received botulinum and the other 
botulinum plus coccus; the botulinum inoculum was the 
spun deposit of a two-day cooked-meat culture. After 
four days at 30°C., a 12 c.cm. sample from each was 
spun, Seitz-filtered, and titrated in fivefold dilution for 
toxicity; botulinum alone yielded 3000 m. .d. per c.cm. ; 
botulinum and coccus, 1200 m. l. d. per c. em. Culture re- 
vealed no organism in the pies other than those inoculated. 

A further test was made to exclude the possibility 
that the toxin finally titrated was contained in the spun 
deposit originally inoculated. A test pie set up with 
25 c.cm. of broth was inoculated with 0-2 c. em. of spun 
deposit of culture, and rocked to ensure thorough mixing. 
Then 12 c.cm. were withdrawn, filtered, and titrated. 
The rest was incubated for six days. The pie was found 
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almost dry at the end of this time, with no free fluid. 
The meaty mass, which was loosely packed and readily 
friable, was washed with broth for five minutes. The 
volume that drained from the meat was 28 c.cm. This, 
after filtering, was found to contain 3000 m. I. d. per c. em. 
The original broth, of which about 12 c. em. were left 
in the dish, contained 20 m. l. d. per c. em. The increase 
in toxin even in these 
apparently adverse 


conditions was there- N 
fore pital 
8 
250 8 x= = 350-fold. NY has at 
x artificial 
The strain of Cl. pie. 


botulinum was cap- 
able of producing 
small 


THIN COTTON-WOOL 


AND GAUZE LAYER j 


COOKED 


in aerobic 
broth cul- 
tures in 
the pre- 
sence of 
the sta- 
phylococ- 
cus. Four wide (1} inch) test-tubes, containing 30 c.cm. 
of plain heart broth, were inoculated with Cl. botulinum 
and two of them with the coccus. Filtrates from the 
botulinum cultures were non-toxic after two and four 
days. The two-day botulinum plus coccus culture con- 
tained about 4 m.l.d., neutralisable by specific antitoxin, 
but the four-day culture was non-toxic. 
CONCLUSION AND SUMMARY 

The clinical history and post-mortem findings in 
this case resemble those commonly reported in 
botulism ; the gall-stone was probably responsible for 
the indigestion of which the patient had complained 
for some years. The bacteriological examination of 
the suspected food—an open meat pie—confirmed 
the diagnosis, and yielded a strain of Cl. botulinum 
producing a Type B toxin. This is the first recorded 
instance of a Type B strain producing botulism in 
England. The potency of the toxin it produced in 
the pie was evidently high, since the tap water used 
to rinse out the empty pie-dish contained considerable 
amounts of toxin. 

The strain grows poorly, and is feebly proteolytic 
and saccharolytic. Its anaerobic growth is greatly 
improved by the addition of 10 per cent. carbon dioxide 
to the atmosphere in the jar, and it is suggested that 
incubation in this atmosphere be included in the 
routine procedure for the isolation of Cl. botulinum. 

Francillon (1925) showed that a pure aerobic 
culture of Type A botulinum produced toxin in test- 
tubes of wet mincemeat. The experiments quoted 
above demonstrate quite clearly that the Type B 
strain isolated is toxinogenic in relatively dry mince- 
meat, exposed even more freely to air, without the 
aid of symbiotic aerobes that is usually postulated 
as a necessary factor in the aerobic growth of 
Cl. botulinum in domestic conditions. . 

We are grateful to Dr. H. A. Nathan for his account 
of the patient’s condition before admission. 
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‘“ SPECIFIC” AND NON-SPECIFIC 
TREATMENT OF BOILS 


WITH SPECIAL REFERENCE TO THE RESULTS OF 
TREATMENT BY STAPHYLOCOCCAL TOXOID* 


By ROBERT KLABER, M.D., M. R. C. P. LOND. 


CHIEF ASSISTANT, SKIN DEPARTMENT, ST. BARTHOLOMEW’S 
HOSPITAL, LONDON ; PHYSICIAN, SKIN DEPARTMENT, 
PRINCE OF WALES’S GENERAL HOSPITAL, TOTTENHAM 


STAPHYLOCOCCAL vaccines, whether polyvalent or 
autogenous, have been used for many years in the 
treatment of boils. While dramatic successes are 
apparent in a proportion of cases, in many others 
the treatment has proved disappointing. Most 
dermatologists and practitioners, while admitting 
their apparent usefulness in some cases, have ceased 
to regard them as reliable. 

Within the last few years attempts have been 
made to confer a more certain immunity by the 
injection of a formalinised staphylococcal exotoxin, 
which is hereafter described by its conventional 
abbreviation ‘‘ toxoid.” The results from this form 
of therapy have been reported by various workers.1-1° 
Some of these have reported large series of cases, 
but only one has attempted a critical comparison 
between the results following the treatment of boils 
with toxoid and those obtained by other methods. 
Ferguson Smith,® who made this comparison, reported 
unfavourably on toxoid treatment. The earlier 
claims that pustular acne and sycosis barbe could 
be greatly improved or cured by the use of toxoid 
have not been substantiated by later workers. 
Whitby, s however, in a recent paper, describing 200 
treated cases, believes that toxoid has proved useful 
in the treatment of boils, styes, and carbuncles. 

Staphylococcal infections of the skin comprise a 
variety of clinical phenomena, in each of which the 
primary lesion is always a pustular infection of the 
hair follicle. Dependent on the site, intensity, and 
multiplicity of such infection, there results a boil,” 
“stye,” carbuncle, blepharitis, or sycosis barbe. 
These lesions are all too familiar to require definition. 
Conditions showing more or less clinical resemblance 
to these lesions may arise from infection by other 
organisms. Some of these, such as pustular ring- 
worm, papulonecrotic tuberculides, &c., may be 
secondarily infected by the staphylococcus. In the 
selection of cases for trial of a new form of specific 
therapy, it is therefore necessary not only to investi- 
gate the bacteriology, but also to consider critically 
the clinical evidence for and against a primary 
staphylococcal infection. 


TREATMENT OF STAPHYLOCOCCAL INFECTIONS 
OF THE SKIN WITH TOXOID 


At St. Bartholomew’s Hospital, 20 cases of sycosis 
and 13 cases of recurrent boils have been treated 
with toxoid. In each of these, Staphylococcus aureus 
was demonstrated in pus and was cultivated. 


Technique.— The staphylococcal toxoid used 
throughout this series was kindly supplied by the 
Wellcome Physiological Research Laboratories. Two 
batches of toxoid, B.8300 and B.8811, were used. 
The antigenic activity of the two batches, as measured 
by the antihemolysin content of the blood-serum, 
appeared to be similar. The initial dose was either 
0-05 or 0-1 c. em. This was gradually increased up 


*A report to the Therapeutic Trials Committee of the 
Medical Research Council. 
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to a maximum dose of 1-0 c. em. Injections were 
carried out at weekly intervals, and the rate of 
increase of the dosage varied with the clinical con- 
dition of each patient. The total dosage given ranged 
from 1-0 to 9-4 c. cm. The intramuscular route pro- 
voked less intense local reactions than the sub- 
cutaneous route and was therefore used (after the 
first few injections) throughout the series. In only 
two cases was there any general reaction. These 
patients complained of fever, headache, and loss of 
appetite till 24 hours after injection. 

The antihemolysin titre of the blood-serum was 
measured before beginning treatment and at intervals 
during and after treatment. In all cases this titre 
rose after the injection of toxoid. The extent of the 
rise varied considerably, but seemed to bear no 
relation to the clinical condition of the patient. 


Kesulis.—It has been claimed by several workers 2 ê 
that sycosis of staphylococcal origin is cured or 
relieved by injections of toxoid. This condition, 
although often exhibiting temporary remissions, is 
commonly resistant to other methods of treatment. 
It therefore seems reasonable to give toxoid the credit 
for any substantial improvement which followed its 
use in such cases. 

The investigation, accordingly, began with the 
treatment of 20 cases of sycosis by toxoid. No single 
case, however, showed any definite improvement. This 
finding agrees with the observations of Forman 8 
and of Whitby. 10 In spite of this failure, it seemed 
desirable to test the results of this treatment for 
recurrent boils. Thirteen patients were treated, as 
described above. Only 4 of these became free from 
boils and 2 soon relapsed. Of these 2, 1°was found 
to have numerous acne comedones on the back 
of the neck, and has remained free from boils since 
having a single dose of X rays to this region. The 
other man had improved under toxoid treatment, 
but it transpired later that he had been 12 weeks 
away from his work which involved constant con- 
tamination with machine oil. On his return to work 
the boils reappeared. 

Neither the absolute amount of circulating anti- 
hemolysin nor its relative increase during treatment 
appeared to carry any prognostic significance. This 
agrees with the view of Whitby 1° but conflicts 
with that of Murray.‘ 


COMPARATIVE VALUE OF NON-SPECIFIC ” 
TREATMENT 


The practical difficulties involved in running 
strictly parallel series of cases are obvious and have 
been underlined by those who have written favourably 
of toxoid treatment, without such controls. It was 
felt, however, that the investigation of the after- 
histories of a series of cases treated by non-specific 
methods might be of some comparative value. It 
seemed desirable, for the sake of simplicity, to 
exclude cases of styes and carbuncles. 

During the years 1933 and 1934, of 9000 new cases 
seen in the skin department at St. Bartholomew’s 
Hospital, 104 cases were recorded as suffering 
from boils. This diagnosis excluded, of course, 
the large number of cases of boils secondary 
to such common conditions as scabies and lichen 
urticata. In 3 cases the case-notes with the patient’s 
address were missing, leaving 101 cases for the 
purposes of this investigation. Two of these patients 
received treatment by injection of toxoid towards 
the end of 1934 but, with these exceptions, no 
„specific therapy was employed for any of our 
cases during these two years. Local antiseptics, 


with general carbon-arc irradiation and/or X ray 
treatment in cases of recurrent localised infections, 
were the therapeutic methods employed. 

In April, 1935, an attempt was made to re-examine 
all those so treated, to determine what proportion 
had since remained free from boils. Only 27 cases, 
however, attended, all of whom reported complete 
freedom since treatment. Letters were then sent to 
those not re-examined, requesting a categorical 
statement, viz. :— | 


I have had ‘ 
Fare nar aa boils since having treatment in the Skin 


Department at St. Bartholomew’s Hospital. 


Twenty-one cases were excluded from the scope of 
the investigation for the following reasons: 


Loree returned .. 10 Folliculitis of scalp ne 


2 
6 se aie „Never had boils ”’ 1 
Cases treated with toxoid 2 Boils with eczema — 
No reply Aer 3 ‘Tequeste “ rash still present 1 
to each. Case not treated oe 1 
N. Marked “oQ. H. M. S.“: 0 eee ” Gone away,” 
“ Unsafe to approach owing t o d 


This leaves 79 cases for analysis, the results of which 
may be summarised as follows: 


Complete freedom from boils {report examined rs 33 66 } = 95% 
Great n Sig sa 9 
Boils p ersist ee oe ee ee 4 = 5 % 


The patients’ own comments give a useful idea of 
the degree of improvement experienced. Most 
of these cases were free from boils after some 
weeks’ regular treatment but relapsed after it was 
discontinued. (See Table.) 


Analysis of Nine Cases “ Greatly Improved 


Report 2-3 years 


`” Con- 
Case Age. Site. Comin Treatment. er treatment. 


“Four boils since 


1 | 18 | Neck — X ray only 
and once. No treatment which 
arms. U- was very good.” 
2 | 38 | Back. Diabetes. X rays ond “ One or two since but 
U-VL local tely milder and 
less frequent.” 
3 | 12 — — General ** Last boil in 1933.” 
4 | 46 — | Rosacea General “ Only one boil but a 
U-VL. few matter spots.” 
5 | 23 |Axillee. — X ray tB. | Few boils after treat- 
(5). ment, but cleared up 
altogether after take 
xyl.“ 
6 | 24 | Face. — U VI.“ “ One bad boil only.“ 
7 | 21 Face. Acne ray 1 B. Not so frequent or 
vulgaris (3) and so bad.“ 
U-VL. 
8 | 23 | Neck. — X ray 1B. Had a kind of boil 
(3). on eyelid.” 
9 | 21 | Face. | Sebor- | X ray 1 B. Some boils occasion- 
rhea. (1). aiy but not of serious 
à na ure.“ 


* Discontinued treatment. U-VL= Ultra-violet light. 

All of the 4 cases in which boils persisted were 
chiefly affected on the back of the neck and those 
3 patients who reattended were all found to have 
an underlying cutaneous disorder. Of these 3, one 
has now been clear for six months without having 
had any special treatment; another has improved 
sufficiently to make him reluctant to undergo further 
treatment; and another writes that business is too 
busy at present for further treatment. 

o3 
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DISCUSSION 


The assessment of the value of any single remedy 
applied more or less indiscriminately to oases of 
recurrent boils presents peculiar difficulties. It is 


probably statistically unimportant that a small 


number of non-staphylococeal cases may be included 
in a large series. It is impossible, however, to make 
allowances for the well-recognised and extreme 
variability in the character and duration of this 
affliction. Not only may a single boil be followed 
by no further infection, but not rarely a long series 
of boils eventually terminates without any apparent 
relation to treatment. After an interval of freedom for 
months or years, boils tend to recur in some subjects. 

Freedom from infection, whether of short or long 
duration, may be due to a reduction in the virulence 
or numbers of staphylococci on the skin, or increased 
immunity of the follicular epithelium. The relation- 
ship between the “normal” staphylococci of the 
skin and the ‘pathogenic ” Staphylococcus aureus, 
in spite of much recent work, is not yet clear. It 
is probable, however, that the follicular epithelium 
varies in different persons and at different times in 
its susceptibility to infection. 

The termination of a series of boils is often 
ascribed to the results of treatment by compounds of 
Iron, arsenic, calcium, tin, various forms of yeast 


and other nucleic acid derivatives, the use of stock 


or autogenous vaccines, the intramuscular injection 
of manganese or of the patient’s own blood. (This 
does not attempt to exhaust the list of empirical 
remedies.) It seems possible that so many remedies 
have been recommended for recurrent boils because 
spohtaneous remissions are so frequent. 
Boils not infrequently cease to appear after a 
course of injections of many different kinds. Man- 
ganese, whole blood, vaccines, and toxoid have each 


been credited by different observers with good results. 


The introduction of toxoid for the treatment of 
staphylococcal infections was based on the protection 
given by the corresponding antitoxin to rabbits, 
against lethal doses of staphylococci. But the con- 
ditions obtaining in human skin infections are hardly 
comparable to those present in these experiments. 
It has in fact been found that no clinical improve- 
ment (in the skin) may result even when the anti- 
toxin (as measured by the antihæmolysin) content 
of the patient’s serum has been greatly increased by 
toxoid. In these circumstances it is perhaps more 
reasonable to attribute any clinical improvement which 
does occur after toxoid to the ‘‘ non-specific shock 
effect which it shares with other injections, rather 
than to any specific ‘‘ antistaphylococcal’’ mechanism. 
Further, the fact that the antihemolysin titre of the 
serum can be greatly increased without clinical 
benefit should make one cautious of expecting better 
therapeutic results from the use of toxoid derived 
from more potent or multiple strains of staphylococci. 


RATIONAL TREATMENT OF RECURRENT BOILS 


The continued recurrence of boils is dependent in 
most cases on underlying factors. Treatment directed 
towards the removal of such conditions is therefore 
not only rational but usually highly successful. The 
outlines of such treatment may be briefly indicated 
as follows :— | 


1. The removal of local sources of mechanical friction 
and secondary reinfection (hot fomentations, mechanical 
appliances, infected clothing, &c.). 

2. The removal of substances obstructing the opening 
of the follicles (dirt, oil, acne comedones, &c.). 


3. The treatment of septic foci (dental abscess, antral 
infection, &c.). 

4. The treatment of underlying cutaneous disorders 
(acne vulgaris, seborrhea, lichen urticata, eczema, scabies, 
pediculosis, pruritus, &c.). 

5. The treatment, when present, of hyperglycemia, 
anemia, malnutrition, &c. 

6. Some cases appear to be associated with anxiety or 
“overwork.” It is often impossible to separate the 
physical and psychological factors concerned. Increased 
fresh air and sunshine or a long holiday may be followed 
by remissions. So many cases, however, improve follow- 
ing general ultra-violet light baths that it seems probable 
that the immunity of the skin to the staphylococcus is in 
some way increased by the treatment. 

7. X ray treatment is of great value in the case of 
axillary boils, and those confined to the face, neck, and 
other areas commonly affected by acne vulgaris. This is 
the most reliable method of diminishing the excessive 
sebaceous and horny secretions responsible for these 
conditions. The retention of these products in the follicles 
invites recurrent infection by the staphylococcus, 


SUMMARY AND CONCLUSIONS 


(1) Clinical experience indicates that the best 
treatment for recurrent boils lies in the removal of 
the underlying cause. Local and, less often, focal or 
general disorders are present in a large proportion of 
cases. The treatment of these disorders is not only 
essential for success, but often alone suffices to 
prevent recurrence. 

(2) The virtue of any specifio treatment for 
recurrent boils is peculiarly difficult to assess owing 
to the irregular character of this affliction. 


(3) The sreinvestigation of 79 cases, treated by 
non-specific methods (especially general ultra-violet 
light baths and X rays) 2-3 years earlier, indicated 
serious persistence in only 3 cases, in all of which 
there was an underlying chronic skin disorder. 
„Resistant cases are therefore uncommon. | 


(4) The results obtained by the use of toxoid in a 
small series of cases (20 cases of sycosis and 13 cases 
of boils) were-not sufficiently encouraging to justify 
a continued trial. , 

(5) The injection of staphylococcus toxoid con- 
stantly increased the circulating antihemolysin. 
There was no evidence, however, that this increase 
had any clinical value. ä 


(6) One is led to conclude that toxoid has no 
evident advantage over the use of non-specifio 
antigens or other treatments for multiple boils. No 
direct comparison between the results obtained by 
non-specific injections and those following the use of 
toxoid have been published by any of those who 
advocate its use. 


For all the pathological investigations mentioned in 
this report I am greatly indebted to my colleague, Dr. 
A. Q. Wells. I am also much indebted to Dr. A. C. Rox- 
burgh, physician-in-charge of the skin department at 
St. Bartholomew’s Hospital, for his permission to carry 
out this investigation and for his helpful encouragement, 
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PALPITATION 


By Doris M. Baker, M.D., M. R. C. P. Lond. 


PHYSICIAN TO THE SOUTH LONDON HOSPITAL FOR 
WOMEN AND THE ELIZABETH GARRETT ANDERSON 
HOSPITAL, LONDON; PHYSICIAN IN CHARGE, 
RHEUMATISM SUPERVISORY OLINICS, L. o. o. 


THE symptoms of palpitation, left inframammary 
pain, and sighing respiration have been termed by 
Gallavardin 1 le trépied,” and they are commonly 
found in association. Any one of these symptoms 
is frequently interpreted by the patient, and at 
times by the doctor, as significant of some diseased 
condition of the cardiovascular system. The absence 
of evidence that inframammary pain and sighing 
respiration are indicative of cardiovascular disease, 
and their relatively trivial importance has been the 
subject of previous communications 23; it remains 
to attempt to estimate the importance of palpitation 
as a symptom. 

This investigation had two main objects: first, 
to determine what the symptom is likely to denote 
when the patient who gives it as a primary complaint 
shows on ordinary olinical examination no clear 
evidence of organic heart disease. Can it be safely 
ignored or in view of its association with certain 
conditions should these be excluded before the 
symptom is disregarded. Secondly, if it should 
appear that a considerable number of patients with 
normal cardiovascular systems give palpitation as 
their chief complaint, to evolve if possible a clinical 
syndrome which would allow this type of case to 
be readily recognised. 

The following conclusions have been arrived at by 
two different methods—a clinical study of patients 
suffering primarily from palpitation, and a statistical 
survey of a consecutive series of out-patients attending 
the National Hospital for Diseases of the Heart and 
of a series of children attending three rheumatism 
supervisory centres. 


Palpitation as a Symptom 
At the outset it was essential to find an adequate 


definition of palpitation and also it was necessary 


to discover what the patient means when he or she 
complains of this symptom. The most satisfactory 
definition was found in Paul White’s book on heart 
disease,“ Palpitation (from the Latin, palpitare— 
to throb) is the consciousness of the heart’s action, 
whether fast or slow, regular or irregular; it is 
generally a disagreeable sensation; sometimes, in 
a sensitive person it is very distressing.” The 
patient’s interpretation was by no means so straight- 
forward, and a rising variety of sensations were 
termed palpitation ; it was used to describe beating 
in the chest, the throat, the heart, eyes or ears, and 
sometimes more remotely abdomen, fingers, and 
toes or “ fluttering in the chest, a pounding, throb- 
bing, thudding sensation, and in the case of extra- 
systoles, the heart might be said to turn over.“ 
The character of the beat is just as varied and can 
equally well be frequent or infrequent, regular or 
irre . Not uncommonly a symptom entirely 
apart from the heart is termed palpitation, for example 
a patient who, complaining of palpitation and being 
asked to describe her symptom, said I can’t kind 
of breathe, then I get the wind.“ Clearly then it 
is of first importance to make the patient describe 
the symptom, and not to accept it without question 
or analysis. Sometimes a clue to the’ nature of the 
disorder can be gained from the description: a con- 


conditions: 


tinuous palpitation has a different significance 
from one felt at times,” a beating which starts 
and ends abruptly is most likely to be paroxysmal 
tachycardia, and such descriptions as the heart 
turning over,” giving a jump, or “‘ seeming to stop’ 
usually indicate extrasystoles. An interesting poin\ 
and a problem for the psychologist is the variation 
in the patient’s consciousness of the heart’s action. 
A patient with a large hypertrophied forcible-beating 
heart may be completely unconscious of the beat and 
another quite unaware of the presence of a gross 


FIG. I 


CasB 1.— Single woman, aged 32. Pulse-rate 65. 
lained that her heart was “ thudding ” while this 
being taken. A normal electrocardiogram. 


She com- 
tracing was 


irregularity ; in great contrast is the patient who with 
a quiet and regularly beating heart is resentfully 
and continually aware of its action, for example 
(Case 3) who said that he felt pulses all over the 
place. 

Results of Statistical Survey 


As a result of the preliminary analysis of the case- 
sheets of 900 consecutive patients attending the out- 
patient department of the National Hospital for 
Diseases of the Heart, the following facts emerged :— 


1, A considerable number of patients who gave palpita- 
tion as a primary symptom had on examination a normal 
cardiovascular system (Figs. 1 and 3). 

2. Of those who gave palpitation as their chief complaint 
and who on examination were found to be suffering from 
diseases of or disorders affecting the cardiovascular system, 
the majority were found to be suffering from one of three 
(1) Hypertension (only those with systolic 
pressures of 180 mm. Hg and over were selected). 
(2) Thyrotoxicosis. (3) Paroxysmal tachycardia. ä 

3. Very few patients suffering from rheumatic valvular 
disease gave palpitation as their chief complaint. Since 
rheumatic valvular lesions were found on analysis to be the 
commonest cardiovascular condition met with in hospital 
practice this observation seemed of interest (Fig. 4). 


Other minor points were :— 


4, Extrasystoles did not appear of necessity to produce 
the symptom of palpitation; many patients seemed 
quite unconscious of this irregularity when it was present— 
e.g., Case 2 (Fig. 2). | 

5. Palpitation was a rare complaint in childhood. 


A further 1004 cases were then analysed in order 
to establish these facts. In this second investigation 
the three conditions hypertension, thyrotoxicosis, 
and paroxysmal tachycardia were considered as a 
group—Group X. This grouping was the more 
satisfactory in that all three represented general 
conditions with the cardiovascular system secondarily 
affected, not primary cardiovascular disease. 


\ 
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CASE 2.—Married woman, agoa 37. Sho was quite unconscious of 

the heart-beat, and said she did not know why she had 
been sent to hospital. Electrocardiogram shows multiple 
extrasystoles. : s. „ : 


As the result of the second analysis, it was found 
that 163 of the 1004 patients (16 per cent.) gave 
palpitation as their primary complaint. Of these, 
74 (45-4 per cent.) were on examination found to be 
normal, and 89 (54:6 per cent.) were suffering from 
some cardiovascular condition; it was therefore 
nearly an even chance that a patient with palpitation 
as chief symptom would have a normal cardiovascular 
system. Of the 89 abnormal patients 21 (23-6 per 
cent.) had thyrotoxicosis, 24 (27 per cent.) hyper- 
tension, and 23 (25-8 per cent.) paroxysmal tachy- 
cardia. It thus was equally likely that the abnormal 
patient would be suffering from either thyrotoxicosis, 
hypertension, or paroxysmal tachycardia. Taken 
as a whole Group X represented 68 (76-4 per cent.) 
of the abnormal cases. Of the remaining 21 (23-6 per 
cent.), 14 (15-7 per cent.) had rheumatic valve lesions 
and 7 (7-9 per cent.) some other condition; these 
were therefore much more likely to have one of the 
conditions in Group X than rheumatic valve lesions. 
This was demonstrated more impressively when it 
was found that of the 551 patients who had abnormal 
cardiovascular systems 209, or nearly 38 per cent., 
had rheumatic valve lesions; a big proportion of all 
cases, and 14 (6-7 per cent.) of these 209 patients gave 
palpitation as a primary symptom. 

It was interesting to find from 900 records that 
of 28 cases of thyrotoxicosis all but 2 (93 per cent.) 
complained primarily of palpitation, of 15 cases of 
paroxysmal tachycardia all had palpitation as a 
primary symptom, whereas of 87 cases of hyper- 
tension only 34 (39 per cent.) gave palpitation as 
their chief symptom. 

On analysing the cases found to have extrasystoles, 
it appears that an appreciable number of people 


can have palpitation without extrasystoles, and that 


an equal number have extrasystoles and are not 
conscious of the irregularity—that is, the presence 
of the one does not denote the presence of the other. 

Of the children attending as out-patients at the 
National Hospital for Diseases of the Heart it was 
found that up to the age of 16, whether they had 
cardiovascular lesions or not, they were very unlikely 
to complain of consciousness of the heart; only 10 
(7-2 per cent.) of the 138 cases made this complaint. 


In a series of 1000 attending rheumatism supervisory 
centres an even smaller proportion (0-5 per cent.) 
complained of this symptom. This apparent dis- 
crepancy can be understood if it is remembered that, 
whatever the age or sex, pain takes precedence of all 
other symptoms, and those who come to thesupervisory 
centres generally.do so because of rheumatic pains ; 
on the contrary, the children attending the National 
Hospital for Diseases of the Heart do so as a rule 
because of suspected or established heart disease. 
It seems therefore that consciousness of the heart’s 
action is almost exclusively a symptom of adult life. 


Ætiology 
From the statistical survey it is clear that thyro- 


toxicosis, hypertension, and paroxysmal tachycardia 


can give rise to palpitation as a primary symptom. 
Apart from these clinical conditions, the explanation 
of the symptom in a large proportion of persons with 
normal cardiovascular systems will have to come 
from the psychologist, since in so many awareness 
of the heart-beat seems to depend on abnormal 
sensitivity on the part of the individual. There are, 
however, a number of minor causes of palpitation, 
which if appropriately treated would give relief 
from the symptom. 


Indigestion, particularly flatulent indigestion, and more 
especially in the stout patient, a symptom often worse in 


| FIG. 3 


He described his 


CASE 3.— Man, aged 19. 
sensations as “a deep thud” and said he felt “ pulses all 
over the place while the tracing was being taken. A normal 
electrocardiogram. 


Pulse-rate 73. 


the evening and in bed at night and aggravated by physical 
and mental fatigue. : 

Obesity, frequently in the type associated with the 
menopause in women, and possibly aggravated by the 
upward displacement of the heart by a high diaphragm. 

Debility following an illness, especially in influenza, 
typhoid fever, and following a surgical operation. 

Menopause.—In. these patients in addition to the degree 
of ill-health which may be present at this time there may 
also be a tendency to obesity and hypertension. 

Food and drink, more particularly excessive tea-drinking, 
coffee, alcohol, and such foods as peas, beans, newly baked 
breads and cakes. ö 

Smoking, more commonly associated with excessive 
cigarette smoking and inhalation of the smoke. 

Faligue.—It seems doubtful whether healthy fatigue 
can cause palpitation ; rather is it the exhaustion which 
accompanies nervous and general ill-health which is 
responsible for the symptom. 

Neurocirculatory Asthenia, or the effort syndrome; 
Lewis ë has said: “‘ Palpitation or consciousness of the 
heart-beat is a frequent symptom.”’ 


ill-health. 


Other symptoms 
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Anxiety. Nervous excitement, fright, mental upset, 
especially in hypersensitive people, would be very liable 
to cause palpitation. i 

Infective foci, as for example infected tonsils or teeth ; 
as a result of the accompanying nervous debility and 


Clinical Complex in Cases Unassociated 
with Organic Disease - 


It was found that when palpitation is the chief 
complaint in a patient who is organically sound it 
is rarely an isolated symptom, but one of a mixture 
of general and local manifestations whose particular 
characteristic is their multiplicity. Of these other 
complaints two are almost invariably present, left 
inframammary pain and sighing or “suspirious ” 
breathing. The pain is characterised by its gradual 
onset and its duration, which may be weeks or months, 
with intermissions ; it can extend to the left scapular 
region and is often accompanied by hyperesthesia. 
It is commonly either sharp and shooting or dull 
and aching, and has no direct relation to exertion. 
The sighing respiration is definitely disagreeable 
in that the end of each inspiration is accompanied 
by a sense of effort as against obstruction, “ difficulty 
in taking a deep breath; expiration is easy; this 
Symptom also has no direct relation. to exertion. 
include exhaustion, and an 
exaggerated form of fatigue unaccompanied by a 
sense of relief and relaxation when resting and entirely 
unrelated to the degree of exertion undertaken, felt 
at any time, equally on getting up in the morning 
as towards the end of the day. 

The patient complains also of weakness, faintness, 
dizziness, disturbed sleep, pains in various parts, 
tremblings, and other expressions.of a nervous order. 
The case which follows gives the characteristic 
picture. | 


A married woman, aged 54, attended the out-patient 
department of the Elizabeth Garrett Anderson Hospital 


in September, 1935, complaining of attacks of palpitation, — 


recurring during the last five months. Other complaints 


were difficulty in getting a really good breath, pain 


under the left breast, like a knife, which shot round 
to the left shoulder-blade, a choking sensation in the 
throat and a feeling that she could not swallow. In an 
attack she would begin to tremble; the symptoms would 
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OASE 4.— Man, ope 28. Pulse-rate 120. A large heart with 
rheumatic aortic regurgitation. He was entirely unconscious 
of the heart-beat. 
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then cease, but be followed by great weakness and 


exhaustion. She also had a fear of ; being alone and 
difficulty in getting to sleep. | 

On examination she was a well-nourished woman; 
pulse-rate 72, regular; blood pressure 130/75 mm. Hg. 
Nothing abnormal in the cardiovascular system; urine 
normal; electrocardiogram normal; tonsils unhealthy 
and tonsillar glands enlarged. 


Diagnosis and Discussion 


The clinical complex almost invariably present in 
patients with normal cardiovascular systems who 
complain primarily of palpitation should make it 
possible to distinguish readily this form from that 
which accompanies hypertension, thyrotoxicosis, and 
paroxysmal tachycardia, apart from the added 
clinical signs that may be present in these diseases. 
When there is doubt it is advisable to have an electro- 
cardiogram taken, preferably during an attack, 
since the possibility of paroxysmal fibrillation or 
flutter cannot be ignored and it should always be 
borne in mind that a patient with organic disease 
may in addition be prone to nervous symptoms. 
When thyrotoxicosis and hypertension have to be 
excluded other methods of examination, such as the 
estimation of the basal metabolic rate and the use 
of the X ray screen and sphygmomanometer, should 
help to determine the etiology. : 

Finally, from these investigations it seems that 
when palpitation is a symptom of organic disease it 
is very rarely an indication of any primary disease 


of the heart or vessels, but rather that of a general | _ 


condition which affects secondarily the cardio- 
vascular system. In the rare cases where it is 
associated with primary heart disease it is usually 
produced as a result of an alteration in rhythm, 
as for example the onset of auricular fibrillation, 
5 or, less often, of partial or complete heart- 
block. 


Summary and Conclusions 


As a result of a statistical and clinical study of a 
large group of patients it appears that palpitation 
can be the main symptom in patients without physical 
signs of cardiovascular disease. In these cases it is 
associated with a diffuse array of complaints expressive 
of physical and nervous exhaustion. It can also be a 
chief complaint in patients suffering from thyro- 
toxicosis, hypertension, or paroxysmal tachycardia, 
but the clinical picture is different and there are the 
added signs and symptoms associated with these 
diseases. It is rarely the primary complaint of 
patients suffering from rheumatic valvular disease, 
which is further shown to be the commonest heart 
condition met with in hospital practice. It is shown 
in connexion with palpitation as a symptom that many 
patients can have extrasystoles and be entirely 
unconscious of the irregularity. The symptom is 
common in adult life and rarely a complaint of child- 
hood. The possible etiology in those cases unrelated 
to organic disease is discussed and the associated 
clinical complex illustrated by a typical case. ö 


I am indebted to Dr. John Parkinson for his invaluable 
criticism and for providing facilities for this investigation, 
and to Mr. A. Bradford Hill, D.Sc., for his advice and help 
with the statistical section. 
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CASE OF IDIOPATHIC STEATORRHGA 


WITH MULTIPLE NUTRITIONAL 
DEFICIENCIES 


By HAROLD W. FULLERTON, M. B. Aberd. 
BEIT MEMORIAL RESEARCH FELLOW; AND 
J. ALEXANDER INNES, B. Sc., M. B. Aberd., 


M.R.C.P. Lond. 
_ PHYSICIAN TO THE ABERDEEN ROYAL INFIRMARY 


In this country frank evidence of disease attri- 
butable solely to dietary deficiency is comparatively 
rare. Ophthalmia due to vitamin-A deficiency, 
beri-beri, pellagra, and scurvy are diseases which 
are seldom met with in any class of practice, and 
even rickets, once very prevalent in a severe form, 
is now much less frequently seen, and then usually 
only in a mild degree. It is evident that the diets 
of even the poorest classes are sufficient to prevent 
the onset of manifest deficiency disease, so long as 
excessive demands or other factors tending to produce 
a ‘conditioned ’”’ deficiency are not present. This 
is well shown by the fact that while a daily intake 
of iron of less than 10 mg. is frequent among the poor, 
anemia is rare in adult males in the absence of 
organic disease, but is very frequent in adult females 
owing to the excessive demands for iron caused by 
menstruation and repeated child-bearing.12 It is 
important to realise that a diet which is adequate in 
ordinary circumstances cannot be considered optimal 
unless it provides a surplus of essential food 
elements, sufficient to cover emergency periods of 
increased demands.® 

There is, however, one group of diseases in which 
evidence of multiple deficiency is frequently seen. 
This group has recently been rendered prominent by 
the publications of Thaysen 5 and of Bennett, 
Hunter, and Vaughan.“ It comprises celiac disease, 
idiopathic steatorrhœa (non-tropical sprue), and 
tropical sprue. Here the manifestations of the 
disease are believed to be due, not to a deficient 
intake of essential food elements, but to a failure in 
their absorption from the intestine. It should be 
pointed out, however, that in sprue, particularly, 
a defective diet may be responsible for the altered 
condition of the gastro-intestinal tract, which leads 
to diminished absorption and renders manifest 
deficiencies which may for long have been latent.’ 

A single case of idiopathic steatorrhea is here 
reported, because of the unusually large number of 
deficiencies which were demonstrated by clinical, 
chemical, and hematological examination. 


CLINICAL REPORT: FIRST ADMISSION 


The patient, an unmarried woman aged 29, first came 
under observation on Dec. 8th, 1933, when she was 
admitted to the wards of Dr. W. F. Croll in the Aberdeen 
Royal Infirmary, complaining of muscular spasms. 

History of the condition.— Two months before admission 
she developed spasms of the muscles of the face, chest, 
abdomen, arms, and legs in that order. The attack 
lasted for about five hours. When the muscles of the 
face were affected she was unable to open her mouth or 
to talk, and there was a severe ‘‘ choking feeling in the 
throat. The spasm was steady in character and no 
twitchings were noted. She was unable to describe the 
position of the hands and feet during the attack. Similar 
spasms occurred every two or three days up to the time 
of admission. 

Previous history.—Close questioning revealed that the 
patient had suffered from mild diarrhea since early infancy. 
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Usually two or three motions were passed daily; some- 
times this number was exceeded, and at other times there 
was only one motion daily. It was impossible to obtain 
a clear description of the character of the stools, but she 
thought they were always loose in consistence and light 
in colour. The diarrhea increased six months before 
admission, about ten motions being passed daily. Her 
mother had told her that she had a distended abdomen 
when she was a child. Apparently, however, she was not 
considered to have had weak health in childhood, and 
was able to attend school regularly and play games nor- 
mally. When she was 21 she developed double pneumonia, 
but made a good recovery. 

Menstruation did not start until the age of 19. The 
periods had always been irregular and had frequently 
been absent for several months consecutively. The amount 
of blood lost was never large. Her appetite had always 
been good and she had taken an average mixed dietary 
all her life. Meat and green vegetables were consumed 
about five times a week. During the previous few months 
there had been a loss of 2 st. in weight. 

Family history: nothing of importance. 

Physical examination.—A very thin, pale, undergrown 
woman. Height, 4 ft. 10} in.; weight, 5 st. 2 lb. Tetanic 
spasm was present, affecting principally the muscles of 
the face, chest, and abdomen. The hands were in the 
„main accoucheur position, and the feet and legs were 
rigid in extension. Apart from slight abdominal disten- 
sion, there were no other abnormal findings. The serum 
calcium on the day before admission was 7-1 mg. per 
100 c. em. The patient was immediately placed on a 
low-fat diet and given injections of Parathormone and 
calcium levulinate, and Radiostoleum by mouth. 

Summary of investigations—Dec. 13th, 1933: serum 
calcium, 6 mg. per 100 c. m.; Hb, 67 per cent.; red cells, 
3,050, 000; colour-index, 1-1; white cells, 5600. The 
blood picture was normal. 15th: plasma phosphates, 
1:7 mg. per 100 c. em. 22nd: (after four days on the normal 
ward diet) stool, total fat 52 per cent. (neutral fat 26 per 
cent., soaps 10 per cent., fatty acids 64 per cent.) 27th: 
serum calcium, 9-0 mg. per cent.; examination of stools 
for pathogenic organisms negative; fractional gruel test- 
meal, complete achlorhydria. Jan. llth, 1934: Hb, 
65 per cent.; R.B.C., 3,300,000; C.I., 1:0; the blood 
picture was described as secondary anemia; serum 
calcium, 8-8 mg. per cent.; plasma phosphates, 3-1 mg. 
per cent. 

Progress.—During her stay in the ward the patient 


‘improved gradually after one further attack of tetany. 


The number of motions fell to two and then to one daily. 
She was discharged on Jan. 17th, 1934. 


SECOND ADMISSION 


On Dec. Ist, 1935, she was readmitted to Ward IV., 
Aberdeen Royal Infirmary, under the charge of one of 
us (J. A. I.), with a history of increasing weakness and 
vomiting of blood. Since discharge from hospital in 
January, 1934, she had been in sufficiently good health 
to allow her to get married. Mild diarrhea, however, 
had been continually present, two or three motions being 
passed daily, and this had increased to about ten motions 
daily shortly before admission. Attacks of muscular 
spasm had occurred occasionally but they were mild and 
of short duration. Paræsthesiæ of the arms and legs had 
been frequent. About three weeks before admission she 
had become very weak and easily tired. Cough developed, 
and after spasms of coughing she had vomited blood on 
several occasions. She had epistaxis three days before 
admission. l . 

Physical examination.—The patient was pale and 
exhausted. The tongue was clean and completely devoid 
of papilla. Widespread rhonchi were present in both 
lungs. Chvostek’s sign was positive but other mani- 
festations of latent tetany were not found. No other 
abnormal findings were present. The temperature was 
slightly subnormal. 

On the second day after admission it was noted that 
the right elbow-joint was stiff, swollen, and painful, and 
the skin over it was discoloured. There were numerous 
ecchymoses on the arms and legs, and a purpuric eruption 
on the thighs which later became more widespread, 
extending on to the trunk and the arms and legs. This 
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eruption was not follicular in distribution, and no bleeding 
occurred from the gums. i 
investigations. Blood 


Summary of examination 
Red cells 2, 440,000 | White cells .. 8400 
Hemoglobin .. 52 per cent. Polymorphs .. 6 per cent 
Colour inden 1-08 | Lympbocytes . 27 5 
Ooll- volume index 1°37 | Bascphils we 1 s. 
Reticulocytes .. 3-2 percent. | Monocytes ws 6 35 
Platelets fa 350,000 


The red cells were macrocytic, mean diameter 8°58 f 
(normal 6:69-7:72 u). Some were hyperchromic but 
many showed increased central pallor. There was a marked 
degree of anisocytosis (coefficient of variability, 16-6). The 
Price-Jones curve was typical of pernicious ansmia. 
Icterus index, 5; van den Bergh reaction negative ; 
bleeding time, 90 sec.; blood coagulation time much 
increased (60 min.; control, 20 min.); red cell fragility 
normal. 

Stools: benzidine reaction strongly positive. 

Dec. llth: serum calcium 5-2 mg. per 100 c. em. (but 
hemolysis had occurred in the blood sample). 

_ Progress.—Since the blood picture suggested a defi- 
ciency of the anti-anæmic factor, intramuscular injections 
of 2 c.cm. of a concentrated liver extract, Anahemin, were 
given on Dec. 6th, 7th, and 8th. On Dec. 9th the reticu- 
locyte count was 12-4 per cent., and on the following 
two days 14-5 and 6:3 per cent. During the next few days 
considerable melena was present, thus explaining the 
blood count on Dec. 16th—namely, hemoglobin, 27 per 
cent.; red cells, 920,000; colour-index, 1:44; reticulo- 
cytes, 21 per cent. On Dec. 18th the patient was given a 
tr ion of one pint of citrated blood, and two days 
later the blood count was: hemoglobin, 43 per cent.; 
red cells, 1,910,000; colour-index, 1-1; white cells, 
8400; reticulocytes, 7-3 per cent. On Dec. 28th the 
hemoglobin had risen to 68 per cent. and the patient 
was discharged at her own request. 


FINAL ADMISSION 


On Jan. 22nd, 1936, she was readmitted. A few days 
after her discharge she had developed severe pain in the 
throat, with hoarseness, dryness of the mouth, sore tongue, 
and loss of taste. This was shortly followed by a cough 
which yielded small amounts of mucus. Swelling of the 
legs appeared about two weeks before admission and 
rapidly became more widespread. 

Examination.—The temperature was slightly subnormal. 
The pulse was almost imperceptible; rate 120 per min. 
The heart was not enlarged, and there was no evidence 
of valvular disease. Widespread rhonchi were heard over 
both lungs, and rales at both bases. Diffuse petechis 
and ecchymoses were present and affected the arms, 
legs, thighs, scapular and lumbar regions. In addition 
the skin over the extensor surfaces of the elbows, wrists, 
and knees on both sides showed symmetrical changes 
which were consistent with the lesions of pellagra, and 
were described by Dr. T. E. Anderson, University of 
Aberdeen, as follows :— 

“Reticulated erythema of varying intensity but no 
actual telangiectasis over arms, buttocks, thighs, and legs. 
The skin over the elbows, knees, and knuckles shows 
parakeratosis and slight hyperkeratosis, and the palmar 
aspects of the finger-tips show the same with fissuring 
of the horny layer. The skin of the forearms, dorsa of 
hands, thighs, and legs, shows single layer scaling (average 
scale 1-5 mm.), and brownish pigmentation of parts of 
the erythematous portions of the pattern.“ 

The legs and thighs showed considerable cedema which 
rapidly extended to the arms and lower trunk. The tongue 
was dry and red, the throat congested, and there wag 
bilateral blepharitis. 

On the day of admission the blood count was :— 

Red cells es 4,200,000 | Polymorphs .. 84 per cent. 
Hemoglobin .. 70 percent. Lymphocytes . 11 P 
lour-index .. 0'8 onocytes .. 6 „, 

hite cells ve 14,750 
Three days later the hemoglobin and red cell count were 
unaltered, but the white cells had fallen to 8400. The 
blood films showed that a considerable degree of macro- 
cytosis was still present, but there were in addition many 
normocytes and microcytes with central pallor. The 
urine contained a trace of albumin and was dark in colour 


due to the presence of indican and urobilinogen. Studies 
involving the withdrawal of venous blood were not under- 
taken owing to the widespread cedema. X fay examina- 
tion revealed decalcification of all bones, particularly in 
the extremities. 

Treatment with iron, Campolon, Marmite, calcium 
lactate, radiostoleum, and orange juice was commenced. 
The patient’s condition, however, deteriorated rapidly. 
Sickness and vomiting supervened, the cedema increased, 
and she died on Jan. 29th—seven days after admission. 


POST-MORTEM EXAMINATIONS 


The following is a summary of the abnormal 
findings at the autopsy performed on Jan. 30th by 
Dr. W. M. Davidson. 


Each pleural cavity contained about half a pint of straw- 
coloured fluid, and there were areas of collapse at both 
lung bases. Thin layers of pus covered the floor of the 
pelvis and the left dome of the diaphragm. The liver 
weighed 1020 g. and showed marked fatty degeneration. 
The pancreas was small, soft, and edematous. Relative 
frequency of the islets suggested a slight degree of atrophy, 
but there was no increased fibrosis. The bile and pan- 
creatic ducts were patent. The ovaries showed immature 
and scanty Graafian follicles. Red marrow filled the 
shafts of the femora and was beginning to replace the 
fatty marrow in the tibiæ. Masses of streptococci were 
found in the liver, spleen, suprarenals, and kidneys. 


DISCUSSION 


According to Thaysen it is impossible to differen- 
tiate between pancreatic and idiopathic steatorrhea, 
unless the nitrogen excretion in the fæces is estimated. 
The combination of abnormal excretion of fat in 
the feeces, a normal or slightly raised fecal nitrogen, 
a flat blood-sugar curve, and an increased basal 
metabolic rate are stated by him to be found only 
in idiopathic steatorrhœa. This case was not inves- 
tigated in all these respects, because of the severity 
of the illness and because the extensive cdema 
would have rendered difficult any procedure involving 
the removal of venous blood. Nevertheless a con- 
fident clinical diagnosis of idiopathic steatorrhœa 
was made on the basis of the history and the multiple 
nature of the deficiencies. This was confirmed at 
autopsy by the failure to demonstrate any gross 
pathological condition of the pancreas and liver and 
their ducts. 

It is very probable that the patient had suffered 
from coeliac disease since infancy, because diarrhea 
had commenced and the abdomen was distended at 
an early age. Moreover, the stunted growth implies 
that the disease process had been present for many 
years before the onset of severe diarrhea and tetany 
in 1933. 

It is obviously a difficult task to allocate the 
various clinical manifestations that were present to 
separate deficiencies of individual vitamins or minerals. 
There appears, however, to be adequate evidence 
that our patient was suffering from a definite defi- 
ciency of the vitamins B, and C, the minerals, calcium 
and iron, and the anti-anemic factor; and some 
evidence is available of deficiencies of vitamins A, 
B,, D, and E. 

Vitamin B, and the anti-anemic factor.—It is very 
probable that a deficiency of vitamin B, was present, 
since the symmetrical pigmented skin lesions on the 
arms and elsewhere were similar to those found in 
pellagra. The frequency of pigmentary lesions in 
idiopathic steatorrhœa is pointed out by Thaysen,“ 
who explains them on this basis. It is also possible, 
on the analogy of animal experiments, that the 
atrophic glossitis, achlorhydria with possible absence 
of Castle’s intrinsic factor, and the macrocytic 
anemia, were all dependent upon deficiency of this 


792 THE LANCET] 


vitamin.® On the other hand, it is probable that 
intestinal absorption of the anti-anemic factor is 
frequently defective in the disease under considera- 
tion, since a macrocytic picture may develop in con- 
junction with a gastric secretion which is normal, 
as judged by the presence of free hydrochloric acid.“ 

Iron.—The fact that an iron deficiency had been 
superimposed on the macrocytic blood picture in 
the later stages of the disease is supported by the 
central pallor of the red cells, and a colour-index 
appreciably less than the cell-volume index, and 
much less than one would expect from the con- 
siderable degree of macrocytosis shown by the Price- 
Jones curve. In view of the fact that hæmorrhage 
had occurred it is impossible to say whether or not 
diminished absorption of iron played a significant 
part in the production of this deficiency. It should 
be noted, however, that a blood picture described 
as secondary anemia was noted in January, 
1934, long before hemorrhages had occurred. 

Vitamin C.—The prominence of hemorrhagic 
phenomena, as evidenced by epistaxis, ecchymoses, 
and petechiæ and bleeding from the gastro-intestinal 
tract, is noteworthy, since Bennett, Hunter, and 
Vaughan * consider that they are extremely rare. 
Thaysen “ describes only one case with severe bowel 
bleeding and subcutaneous ecchymoses, which he 
attributed to a vitamin-C deficiency in spite of the 
absence of a scurvy-like stomatitis. In our case also 
no lesions of the gums were present. The normal 
bleeding time and platelet count exclude thrombo- 
cytopenic purpura, while the sex, the absence of a 
familial history, and of a history of bleeding during 
childhood exclude hemophilia. Toxic damage to 
capillary endothelium due to infection cannot be 
accepted as an explanation of the hemorrhages, 
since these occurred months before the terminal 
streptococcal septicemia found at autopsy. Accord- 
ingly, it seems probable that an abnormal condition 
of the capillary walls due to vitamin-C deficiency 
and possibly aggravated by the low blood calcium 
was responsible for the hemorrhages. It is unlikely 
that hypocalcemia was the main cause, since tetany 
is a very irequent manifestation of the disease, 
whereas hemorrhages are very rare. 

Vitamin D and caleiwm.—The tetanic spasms and 
osteoporosis depend on a deficiency of vitamin D 
and calcium. A low blood calcium may result in 
this condition from one or a combination of three 
factors, all of which were probably present in this 
case. 

1. A deficient intake of vitamin D owing to the low-fat 
diet prescribed for these cases. 

2. Inavailability of a large proportion of the ingested 
calcium secondary to the failure of fat absorption which 
leads to the loss of large amounts of calcium in the feces 
as insoluble soaps.® 


3. Poor absorption of the available calcium owing to 
intestinal dysfunction. 


Vitamin A.—Typical avitaminosis A appears to 
be very rare in idiopathic steatorrhœa. It is possible 
that partial deficiency of this vitamin contributed 
to the defective growth which occurred in this patient 
and which is so common in this condition. The post- 
mortem evidence of widespread streptococcal infec- 
tion which produced so few manifestations of reaction 
during life suggests that a lowered resistance to 
bacterial invasion may have been further evidence of 
this deficiency. 

Vitamin B,.—C€dema, which was such a pro- 
nounced feature in the terminal phase in this case, 
appears to be relatively uncommon in idiopathic 
steatorrhea. In one of Thaysen’s cases‘ œdema 
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was widespread before death, and was present to a 
slight extent in one other. Bennett, Hunter, and 
Vaughan“ do not mention this complication. In 
our case it did not appear to be cardiac in origin, 
since there was no venous congestion, no enlargement 
of the liver, and no. dilatation of the heart; and the 
clinical and post-mortem findings give no suggestion 
that it can be explained on the basis of renal patho- 
logy. It is an attractive hypothesis to attribute the 
edema to vitamin-B deficiency and so place it in 
the same category as the odema of beri-beri, but in 
the absence of polyneuritis and cardiac enlargement 
such an explanation can be considered only as a 
possibility. A low level of serum proteins consequent 
on diminished intestinal absorption may have been 
responsible. Nitrogen balance studies ‘1° in this 
disease show that as a rule the nitrogen excretion 
is normal or only slightly increased, in contra- 
distinction to the marked increase which occurs in 
pancreatic steatorrhœa. So far as we are aware, 
however, such studies have not been carried out 
in a case similar to the one under consideration, 
where very gross upset in intestinal function was 
present and the patient was in the terminal phase 
of the disease. Under such circumstances it appears 
very probable ‘that absorption of all food elements 
was greatly diminished. In addition it should be 
borne in mind that vomiting occurred periodically 
during the last few months of the illness and the 
appetite was very poor, so that there was certainly 
a low intake of protein. Whatever the primary cause 
of the œdema, there would seem to be no doubt 
that the extensive capillary damage which resulted 
in spontaneous hemorrhages was an important 
contributory factor. 

Vitamin E.— A late onset of menstruation was 
noted in three of the series of cases reported by 
Bennett, Hunter, and Vaughan,“ and was present in 
the case here described. The periods, moreover, 
were frequently absent altogether for several months. 
The extent to which hypovitaminosis was responsible 
for this condition can be, at present, only a matter 
of conjecture. Thaysen ! suggested that the dimin- 
ished sex impulse which may occur in idiopathic 
steatorrhœa is due to a deficiency of this vitamin. 


SUMMARY 


A case of idiopathic steatorrhœa is reported, with 
details of the clinical manifestations, blood picture, 
chemical analyses, and autopsy findings. 

The report of a single case appears to be warranted 
by the multiple nature of the deficiencies which were 
present. Evidence is presented of a deficiency of 
calaium, iron, the anti-anzemic factor, the vitamin-B 
complex, and vitamins C and D, and a possible 
deficiency of vitamins A and E is discussed. 


The biochemical investigations reported in this paper 
were carried out by Dr. A. Lyall, University of Aberdeen. 
We wish to express our thanks to Prof. L. S. P. Davidson 
for his advice in the preparation of the case for 
publication. 
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DIFFERENTIAL DIAGNOSIS OF SPRAINED 
ANKLE 


| By R. SALISBURY Woops, M.D. Camb., F. R. C. S. Eng. 


-SINCE 1923 1 have followed and modified? Frank 
Romer’s method of strapping severely sprained 
ankles and starting ambulatory treatment at once. 
Ihe following patient, a healthy undergraduate, 
walked in to see me, and asked and expected to be 

enabled to play tennis the following day! 

He stated that on June Ist, 1936, his ankle had become 
involved with the pedal of his bicycle, and requested 
me to fix up the sprain so that he might resume his 
tennis at once. : 

On examination the right ankle presented a very swollen 
appearance and was found to be 1} in. greater in circum- 
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ference than the left. There was no abrasion or bruising. 
As the swelling was mainly just above the actual joint, 
though including that level, I discarded the patient’s 
diagnosis, and thought of cystic enlargement of the tibia 
or of chronic osteomyelitis. ` Pulse and temperature were 
normal, and there was no redness or cedema present. 
The swelling, however, felt definitely warmer to the touch 
than the corresponding region of the lower limb. 


History. At this point, inquiry showed that the patient 
had been operated upon for some alleged cystic disease 
in the left os calcis nine years ago, following an infected 
throat. : 

Diagnosis.—It would appear that there is a low grade 
infective process in the lower end of the tibia, probably 
embolic in origin, dating from the time when the left 
os calcis was affected, probably encysted in character, 


3 Woods, R. Salisbury: Modern Treatment in General Prac- 
tice, vol. ii., London, 1935, p. 69. 
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causing sclerosis around it, and becoming more active 
now. ` À 

Radiography confirmed this opinion, showing a Brodie’s 
abscess of irregular outline about 23 by 1 in. in size (see 
Figure). The night before and on morning of operation, 
the temperature rose to 100° F. 


Operation.—The subcutaneous surface of the lower 

third of tibia, forming the roof of the abscess cavity, was 
gouged away, leaving it wide open, with no overhanging . 
ledge of bone. The tibia was greatly thickened by osteo- 
sclerosis. Free pus escaped early in the operation, and 
a large quantity of necrotic cancellous tissue was removed. 
When the cavity was rendered completely clean, B. I. f. p. 
was applied, and it was lightly packed with ribbon-gauze. 
The middle third of the wound was left open. The sub- 
cutaneous surface was chosen so as to leave the tendons 
of the anterior tibial group of muscles free. I proposed 
to let him walk as soon as he was fit for ambulatory treat- 
ment in a Böhler walking-splint—of Cellona plaster, with 
stirrup. - 
. After-treatment and progress.—Eusol irrigations twice 
daily. for a week. June 6th: paraffin gauze packing, and 
left undisturbed for a week at a time. Put up in a non- 
padded cellona splint with stirrup, leaving a window for 
dressing the wound. This happily was just anterior to 
the vertical side-piece of the stirrup. 

June 20th: patient has walked well ever since; dis- 
charge much less; central sinus. 


On Sept. 21st he reported to me in Cambridge. 
His general condition was excellent, and the sinus 
was soundly healed. Radiograms were very satisfac- 
tory. There was no inflammatory absorption of 
bone; compact bone was permeating the cavity ; 
and all the B. I. P. p. had been absorbed. He has done 
plenty of walking, swimming, and other exercise. 


TREATMENT OF PRURITUS ANI BY 
CALOMEL 


By T. E. Hess THATSEN, M.D. 


CHIEF PHYSICIAN TO THE ST. ELISABETH HOSPITAL, 
N COPENHAGEN 


[Dr. Hess Thaysen died on April 19th, 1936, 
aged 52. Among his papers was found this note on 
the treatment of pruritus ani, which he was anxious 
to have published in England, where his writings on 
non-tropical sprue? and proctalgia fugax 2 were 
already well known. He also wrote papers on con- 
stipation, especially its treatment without aperients, 
on ulcerative colitis, and on pellagra.—A. F. H.] 


Pruritus ani is such a common and annoying 
afiection that it is easy to understand that its treat- 
ment has been the subject of considerable discussion. 
In my first years as a practising physician my own 
methods were uncertain. X ray therapy proved 
successful in some cases, although the favourable 
results were as a rule only temporary. Then by 
chance I learned that a fellow-physician in my 
country, Dr. H. R. Magnus, had employed calomel as 
a powder or ointment with good results. I thought 
it would be worth trying this method, though I was 
far from being confident about its efficacy. From the 
first these experiments gave surprisingly good results, 
and I have since employed the treatment alone in 
such cases. In the last 20 years I have limited my 
practice to the specialty of gastro-intestinal diseases, 


1 THE LANCET, 1929, i., 1086, 
2 Ibid., 1935, ii., 243. 
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and I have treated a fairly large number of patients 
suffering from pruritus ani—some very mild cases, 
others very severe and refractory, some of brief 
duration, others dating back a good many years. 
From my personal experiences I can vouch for the 
good effects of the treatment. 
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The method is as follows. In the morning and 
evening the anal region is washed with tepid water 
and a bland soap, and then wiped with a soft towel. 
The area is now powdered with finely pulverised 
calomel. It is essential to instruct the patient that he 
must see that his bowels move freely, if necessary 
helped by some mild laxative. I always advise 
my patients to try to have their bowels open shortly 
before they go to bed, as it is my impression that the 
presence of hard feces in the rectum may aggravate the 
itching. Apart from this I have not given any form of 
treatment; in particular I have not forbidden them to 
use tobacco, alcohol, or spices. As soon as the patient 
has followed these directions for a few days—at most 
10- 12 days—he feels a considerable decrease of the itching, 
which then subsides completely within a week or so. It 
happens not infrequently that the patient has a relapse 
some time later, but the relapse soon yields to the calomel 
treatment. 


It is my impression that it is most effective in 
patients in whom the skin around the anus is atrophic, 
shiny, and hairless—i.e., in the typical cases of 
genuine pruritus ani. I have never seen any com- 
plications arising from this therapy, but a colleague 
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who has obtained quite similar favourable results 


has told me that in two of his cases that were asso- 


ciated with eczema around the anus the treatment 


gave rise to mercurial dermatitis. If pruritus ani is 
associated with eczema, therefore, the latter con- 
dition must be cured before the calomel treatment 
is to be instituted. _ 

The results have been so favourable in my practice 
that it has not been necessary for me to refer any 
patient for radiotherapy or surgery. Naturally the 
therapy has failed in a few cases, but none was 80 
severe that the patient wished to try any other 
means. The treatment does not appear to have any 
effect on diabetic pruritus, nor in the combmed 
pruritus ani et vulve. Nor have I seen any effect 
when calomel is applied for pruritus of other parts of 
the body. : 

I regret that I am not able to substantiate my 
statement about the good results by statistics, for 
many of my cases are difficult to trace. I am able to 
report, however, that of 36 patients whom I have 
treated in the last few years, 34 have stated that 
they are now perfectly well, or that they have had 
only a very mild relapse or two. The observation 
period for these patients covers up to two years. 

The calomel treatment is so inexpensive and so 
easy to carry out, that it should be tried in every 
case of genuine pruritus ani before any other 
treatment is considered. 
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From a Surgeon's Journal 1915-1918 


By Harvey Cusninc. London: Constable and 
Co., Ltd. 1936. Pp. 533. 18s. 


Ir is perhaps just as well that most diaries remain 
unpublished ; but one kept by a man who has both 
the opportunity of seeing and hearing matters of 
importance, and the ability to give vivid expression 
to his observations and reflections provides fascinating 
reading. When glancing at abstracts from Harvey 
Cushing’s journal we have the privilege and delight 
of sharing the experiences and thoughts of one who 
was a watchful observer of life in war-time, not only 
at the Front but in London, Paris, Dublin, Boston, 
and New York. Even those familiar with the author's 
characteristic attention to detail will be astonished 
at the conscientious way in which he has noted, 
besides the principal features of interest, the names 
of the more insignificant places he visited and of the 
less important people he met, with an historical 
allusion or an anecdote to fix them in his memory. 
His tours of inspection brought him into contact with 
all sorts of men, and all conditions of life from palace 
to peasant’s dwelling, and his familiarity with the 
great contemporary figures in British, French, 
German, and American public life will give the 
book an interest for a wide circle of readers. The 
recording of these observations must have occupied 
time snatched from much- needed rest or sleep, but 
it is clear that the writer was accustomed to doing the 
work of several ordinary men. Perhaps the most 
remarkable example of this is what he calls The 
Battle of Boston Common when, early in 1917, 
in addition to his arduous duties at the hospital, 
he was trying, almost single-handed, to stimulate 
the civic authorities, the Red Cross, and various 
government departments to prepare for the American 
entry into the war. 

Cushing’s reactions to his own war experiences 
are of deep interest. In the earlier phases of the 


war he comments mostly upon the plight of the 
wounded and upon the difficulties which medical 
officers had to face in coping with overwhelming 
bursts of work, whereas he was later more concerned 
with the problems of organisation and supply, and 
of military strategy. By hook or by crook he acquired 
a collection of maps which helped him to understand 


the situation on the Western Front, and many of them, 


as well as photographs and drawings by the author 
himself, are here reproduced. 

In this book the conflict between the orderly and 
comparatively leisurely conditions of civil life, and 
the confusion and rush which became almost unbear- 
able during certain critical periods at the Front 
is clearly brought out. In surgery this meant a 
conflict between idealism and expediency, the result 
being an awful business, probably the worst possible 
training in surgery for a young man, and ruinous for 
the carefully acquired technique of an oldster.” 
But Cushing has always made it a rule to look for the 
best in everything, and in another place he says : 
“ But these young surgeons of the C. C. S. type have 
learned their jobs well and do the finest sort of 
emergency surgical work for chests, knees, and 
abdominal wounds.”’ 


Modern Professional Nursing 


By Doveras Hay Scorr, M.B., Ch. B., Lecturer 
in First-aid, Anatomy and Advanced Physiology, 
Morley College. London: Caxton Publishing 
Co., Ltd. 1936. Four vols. £4. 


Ix undertaking to produce a complete com- 
pendium of knowledge based on the syllabus of 
subjects for examination for the Certificate of General 
Nursing,” Dr. Hay Scott has set himself no simple 
task ; but he has certainly discharged his obligation 
in a workmanlike manner. He has endeavoured to 


‘make these four volumes a work of reference which 
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will not only be a practical guide to the nurse during 
her life in hospital and her later career outside, but 
which will anticipate the wildest vagaries of the 
examiner. In a less examination-ridden civilisation 
than ours these two purposes might well be identical ; 
but actually they are so often divorced that the 
reader can sometimes observe where Dr. Hay Scott 
has turned with a sigh from the bones and sinews of 
his subject to add such accessories as, say, an account 
and picture of the muscles which wag the ear. The 
scope of the work is, of course, considerable. Vol. I. 
deals only with anatomy and physiology, Vols. II. 
and ITI. with hygiene, first-aid, the theory and practice 
of nursing, materia medica, therapeutics and dietetics, 
and medical nursing, and Vol. IV. with surgical and 
gynecological nursing. His clinical descriptions of 
disease are admirable, the living accounts of an 
eye-witness, not the dull summaries of a confirmed 
‘text-book writer. The cough,” he says, speaking 
of lobar pneumonia, ‘‘ which is at first a series of short 
grunts (as if the patient wishes to bring up sputum, 
but suddenly changes his mind) develops into a more 
useful reaction, and sputum is expectorated.“ There 
are plenty of these brief, illuminating pictures. 
Even when he is dealing with the less dramatic 
subjects of anatomy or hygiene he does not become 
tedious. He has some pithy things to say about the 
house-fly, and begins briskly: ‘‘ Flies revel in dirt, 
and therefore their breeding place is the midden, 
the garbage heap, and the dunghill.” This direct 
attack upon his subject is characteristic of the whole 
work. 


The coloured plates scattered through the books 
and the numerous uncoloured disgrams illustrate the 
text well. The plate showing the different types of 
blood-cell is disappointing, and indeed the section 
describing them is not quite so closely in line with 
modern teaching as the rest of the work. Special 
apparatus and appliances have been illustrated with 
diagrams taken from manufacturers’ catalogues. 
The print is well chosen and arranged. A few 
omissions in a work of this size are inevitable; but 
they are mostly trivial, for example, the omission 
of any reference to the value of rings of Zopla plaster 
in the treatment of bedsores. A table showing the 
terms and abbreviations used in prescription writing, 
and giving their meanings, will be welcomed heartily 
by every nurse; such a table might well find a 
place in medical text-books for the benefit of those 
doctors who have travelled far since their study of 
pharmacology and still farther from their Latin. 


Methodik der Medizinischen Erbforschung 


By Dr. Bruno Scuuiz, Asst. am Kaiser Wilhelm- 
Institut fir Genealogie und Demographie der 
Deutschen Forschungsanstalt für Psychiatrie 
in München. Leipzig: Georg Thieme. 1936. 
Pp. 189. R.M.10.50. 


THE application of statistical methods to psychiatry 
has necessitated special procedures on both sides in 
gathering and handling the material. These methods 
have hitherto been described piecemeal in scattered 
publications; no systematic account has been avail- 
able. Dr. Schulz, who has for many years worked 
in the genetics department of the research institute 
founded by Kraepelin at Munich, has now compiled 
a guide. After an introduction in which the aims 
and possibilities are discussed, the mode of ascertain- 
ment is described in detail. The major part of the 
volume is given up to the various statistical methods 
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for dealing with the data: though the author is mainly 
dependent on German contribution in this field, he 
is not unfamiliar with some of the recent English 
Work. The mathematical part is by no means abstruse 
or thorough—e.g., the reader is referred to R. A. 
Fisher’s book if he wants to learn about X32, and 
is told that such refined methods are generally 
superfluous in medical genetics. 


Although written specifically for physicians who 
may have no previous knowledge of statistical 
method, this book would be informative to statis- 
ticians who are called upon to examine clinical 
material, since it indicates the difficulties and pitfalls 
which beset the path, especially where psychiatry is 
concerned. 


Custom is King 


Essays presented to R. R. MARETT on his Seventieth 
Birthday, Jume 13th, 1936. By Various Authors. 
Edited by L. H. DupLEY Buxton. London: 
Hutchinson’s Scientific and Technical Publications. 
1936. Pp. 325. 128. 6d. 


HERE are 19 essays, three of them written in German 
and the rest in English, contributed by his friends 
and pupils and presented to the Rector of Exeter 
on the occasion of his seventieth birthday. In his 
appreciation of Dr. Marett, the editor explains that 
“ Rite’s the thing has virtually become an anthro- 
pologist’s motto. Custom. . . may not only be 
king, but also the nursery of belief, and, however 
much the psychologist may deplore it, few will deny 
the psychological importance of social behaviour. 
Although a doctor may envy the anthropologist his 
opportunities for extensive theorising from inadequate 
data, many of these essays will interest the merest 
layman in anthropology; that of Miss Beatrice 
Blackwood, for example, the only woman contri- 
butor, who writes engagingly about the private lives 
and Mr. A. M. 
Hocart’s amusing one on snobbery as a social force. 
Among the essays of interest to those uninitiated 
into anthropology are Mr. D. Westermann’s on Lisa, 
the chameleon-gqd, Mr. Raymond Firth’s on bond- 
friendships, and Mr. Diamond Jenness’s on the pre- 
history of the Canadian Indians. Mr. Dudley Buxton 
is to be congratulated on having brought together 
such a wealth of talent in the making of this delightful 
book. A reproduction of Dr. Marett’s portrait by 
Mr. Henry Lamb forms the frontispiece, and a 
bibliography of his scientific writings, edited hy 
Mr. T. K. Penniman, is appended. 


A Textbook of Histology 


By Josera Krarka, Jun., Ph.D., M.D., Professor 
of Microscopic Anatomy, University of Georgia 
School of Medicine, Augusta. London: Bailliére, 
Tindall and Cox. 1936. Pp. 246. Ils. 6d. 


Trs book has been designed as an introduction 
to the study of histology, and care has been taken 
to help the beginner in acquiring the special voca- 
bulary of the subject. The derivation of technical 
terms is given as they occur, and short references 
are made in the text to many of those early anato- 
mists whose names have become incorporated in 
histological terminology. The work gives a short 
account of the microscopic anatomy of normal 
tissues and organs as seen in material prepared by 
the usua] methods of fixing, sectioning, and staining, 
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and each chapter includes some facts about the 
functions of the structures described. Brief refer- 
ences are made to histological changes occurring in 
certain pathological conditions. The figures do not 
augment the text; they are almost all line charts. 
` These provide a trained observer with simple records 
of his observations, but a beginner needs good micro- 
photographs carefully labelled if his text-book is to 
help him analyse his own slides and not merely 
provide him with a record of the observations of 
others. The chapters on bone-marrow and blood, 
the. best sections of the text, are also the best illus- 
trated. The chapter on the nervous system contains 


some inaccuracies—e.g., the use of the term nucleus 
dorsalis ” as though it were a synonym for the whole 
of the grey matter of the posterior horn of the spinal 
cord—and is too compressed to be useful to beginners. 
Several printers’ errors have been overlooked—e.g., 
“ nucleus rubra on p. 221 and “‘ centripetal” for 
“ centrifugal ” on p. 124. 

Whilst the desirability of connecting the teaching. 
of microscopic anatomy, physiology, and pathology 
is obvious, it has unfortunately been impossible in 
this small volume to combine this with the provision 
of a text-book of histology covering all the require- 
ments of medical students in this subject. > 


NEW INVENTIONS 


CLOSED DRAINAGE OF EMPYEMA 


In practice some small mechanical defect often 
interferes with the satisfactory working of a closed 
drainage system such as may be required in the 
treatment of acute empyema. Narrow glass con- 
nexions easily become blocked, hurriedly bored corks 
lead to leaking connexions, and various small 
mechanical failures render the aim of making an 
airtight drainage ineffective. To overcome these 
difficulties small modifications in one of the most 
simple systems have been made. 

The apparatus consists of a bottle of standard 
size with a top inlet and an outlet at the side of the 
bottom (Fig. 1). The corks are made of rubber, and 

all connexions of 
} | relatively wide 
bore and thin 
metal tubing, so 
as to obviate any 
chance of reduc- 
ing the lumen of 
the system be- 
tween the bottle 
and the chest. A 
capped T-piece 
with a record 
fitting connects 
either direct to 
the actual drain- 
age-tube or has 
a short length of 
tubing interposed 
with small thin 
glass connexion 
constructed to fit 
the lumen of the 
empyema tube 
accurately. This 
T-piece can be 
used for irrigating the pleura without disconnecting 
any joint, or for refilling the bottle so long as a clip 
is applied on the appropriate side of the T-piece. 
The outlet tube is controlled by a screw-clip which 
can be altered to adjust the rate of flow from the 
bottle. The flat base of the bottle allows it to 
be placed on a table or locker, but, since experi- 
ence has shown that it is liable to be disturbed or 
inadvertently knocked over, a metal ring with a 
swivel loop has been fitted to the neck of the bottle. 
This enables the bottle to be hung from the bed-rail 
or a hook where it can be safe from interference. 
The suction that can be obtained depends on the 
height of the column of water from the fluid level 
in the bottle to the lowest point on the outlet tube. 
Manometric readings have shown that a sub- 


— 


im: 


INTERNAL 
DIAMETER 
OF TUBING 


1. Suction bottle. 


atmospheric pressure of 20-40 mm. Hg is obtained 
with the patient in bed and the bottle on a level* 
with the empyema tube. | 

The idea that underlay the design was to have 
some cheap and simple form of apparatus which 
could be attached forthwith to the drainage-tube. 
The bottle is filled with water or antiseptic solution, 
and the outlet tube placed in a basin or bucket when 
the outlet clip can be released. The only respon- 
sibility lies in seeing that the bottle is not allowed 
to get empty; filling twice or three times a day 
should be adequate. If fluid flows continuously 
from the bottle after the first ounce or two it can be 
assumed that thé system is not airtight and inspec- 
tion must be made for the leak which is usually found 
between the tube and the chest wall. 

The bottle is made in two sizes, 2 pint and 4 pint, 
and has been used for the past two years in a variety 
of circumstances. The number of times m which 


FULL N 
2. Empyema tube. 


there have been failures from blocking of the tubing 
by clot or flakes of lymph has been surprisingly 
small. 

In connexion with this same drainage bottle a 
modified form of empyema tube has been employed. 
It consists of an angled tube of unusually thin and 
hardened rubber to which a flange is welded. The 
flange is made unduly large so that it can be cut down 
to the size required, and the joint between the flange 
and the tube is slightly belled to assist in making 
an airtight joint at the pleural opening. The angle 
in the tube is designed to avoid pressure or kinking 
against the pillow when the drainage opening is 
situated well back in the paravertebral gutter. 
The tube is made in different sizes, and Fig. 2 shows 
the relative thinness of the rubber of the walls as 
compared with the effective lumen. As a matter 
of interest it has been found that these tubes have 
less tendency to perish than those made of thicker 
and softer rubber. 

The makers are the Genito-Urinary Manufacturing 
Company. 

T. HOLMES SELLORS, D.M., M. Ch. Oxon., 
F. R. C. S. Eng. 
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THORACIC MEDICINE 


Prof. SAUERBRUCH’S review of the development 
of thoracic surgery, of which we publish the con- 
clusion on another page, provides a suitable oppor- 
tunity for taking stock of the present position of 
the physician in relation to diseases of the thoracic 
cavity. In the earlier part of his review SAVER- 
BRUCH writes: In judging the findings in the 
lungs, the character of the patient, the state of 
the so-called healthy side, and the general condi- 
tion of the patient the surgeon should consult an 
experienced specialist. The terrible mortality 
referred to as resulting from the surgical treatment 
of empyema in its early stages must be looked on 
rather as the result of unsound theory than of rash- 
ness on the part of the surgeon, as at that time 
physicians and surgeons alike were filled with 
the idea that empyema was no exception to the 
rule that a pus-containing cavity should be freely 
drained as soon as located. The treatment of 
pulmonary abscess has also become more conserva- 
tive than seemed at one time likely; by accurate 


radiological localisation followed by postural and. 


_ bronchoscopic drainage the majority of cases clear 
up without operation. Observations such as these 
suggest that a critical inquiry may be helpful to 
determine the security of the foundation on which 
the recent enormous increase in the scope of 
thoracic surgery has been built. | 
_ The surgery of pulmonary tuberculosis is largely 
that of cavities which cannot be closed by artificial 
pneumothorax; when these are large and have 
rigid walls they are not likely to close spontaneously 
and statistical evidence shows that a large propor- 
tion of such patients do not live more than about 
three years. Nevertheless these cavities may become 
dry and an appreciable number of those who have 
them lead active lives for many years; hence 
there are few physicians in this country who advo- 
cate thoracoplasty in the absence of all symptoms, 
whatever the appearance of the lesion. When 
symptoms persist in spite of other methods of 
treatment, and when the physician feels’ that 
without surgical treatment the lesion is unlikely 
to heal, he must seriously consider thoracoplasty. 
Agreed that it is advisable, the main question to be 
decided is when the operation should be done. 
For such treatment to have a good chance of suc- 
cess the general condition of the patient should 
not have been too much undermined by prolonged 
toxzemia; if therefore the worse lung is so bad 
that improvement cannot be expected the only 
chance. may be to operate ‘without delay. At the 
same time it must. be remembered that in acute 
cases with caseous lesions and little or no evidence 
of fibrosis the disease usually spreads to the better 
lung after thoracoplasty, and it is on the condition 


of this lung that the decision mainly depends. 
In the consultation that is essential at this juncture 
it is useful to the physician if the surgeon can give 
him as accurate an idea as possible of the extent 
of the rib resection necessary and the probable 
number of stages. For example, a patient with a 
large rigid-walled cavity with a barrel-shaped 
chest and prematurely ossified costal cartilages 
will require a more formidable operation than 
one with a more slender chest and a lesion limited 
to the apex. In assessing the condition of the 
better lung the physician’s task is one of great 
responsibility ; in general he will be guided more 
by the character of the lesions as seen radio- 
logically than by their extent; a small exudative 
lesion being an indication for delay, whereas a 
more extensive infiltration of fibrotic character— 
especially when serial X rays, at intervals of a 
month or two, show that there has been no exten- 
sion for a long period—may not contra-indicate 
immediate operation. It is significant to note 
that SaUERBRU CE, like some leading surgeons in 
this country, finds that his recent series of thoraco- 
plasty statistics are not so good as those obtained 
some years ago. The explanation of this is that 
when thoracic surgery was in its infancy there 
was very careful selection of cases and many 
whose lives might now be saved at a slightly greater 
risk were rejected. However critically the situa- 
tion is surveyed it seems unlikely that the surgery 
of pulmonary tuberculosis ‘will ever reach that 
stage of excessive zeal which was so disastrous in 
the case of empyema. Whereas with an acutely, 
ill patient it is often difficult to remain inactive 
as long as is necessary, psychological influences 
have the opposite effect in chronic conditions. 
A physician who has witnessed the death, 
after thoracoplasty, of a patient who without the 
operation would probably have had a few years 
of tolerable existence, and a slight chance of 
eventual recovery, will be a remarkable man if 
he does not allow this experience to weigh with 
him unduly and to the detriment of subsequent 
patients. One operative fatality impresses more 
than a number of deaths read of some time 
afterwards in an obituary column. 

In carcinoma of the lung, surgery is still in its 
infancy, but physicians have every reason to keep 
a look-out for those unfortunately rare cases 
in which surgical removal is possible, as unless 
the surgeon is called in death is inevitable 
and its mode frequently painful. The surgical 
treatment of bronchiectasis presents more difficult 
problems. In this condition also lobectomy is 
the only cure, but although its mortality has 
now been reduced to about 10 per cent. it still 
remains a formidable operation. By the time 
bronchiectasis is well established and septic 
it, is usually bilateral. It is known that a 
large number of cases of early dry bronchiectasis, 
progress into the more severe and ultimately fatal 
form, but there are some cases which remain 
stationary for years and perhaps never develop, 
symptoms. Prolonged observation and hygienic, 
measures seem to be the rational treatment for 
this group. Intermediate cases with sputum which, 
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almost or completely clears up with postural and 
bronchoscopic drainage are more difficult to decide 
about. Probably the great majority of these cases 
are progressive, and if this is the case those that 
are unilateral should be treated by lobectomy 
before the other side is affected. It is to be hoped 
that a really extensive survey and follow-up of 
early bronchiectasis will be made, extending over 
many years, as the physician would be on much 
firmer ground if he knew more precisely what 
the outlook is in these early cases. 


THE MEDICAL WITNESS AND HIS FEES 


TR labourer being worthy of his hire, legal 
process is normally available for its recovery. 
When, however, the labourer is a medical practi- 
tioner and the hirer is a lawyer, things are not 
always what they seem. In a case recorded in 
the report presented to last week’s annual general 
meeting of the Medical Defence Union a letter 
from a firm of solicitors, arranging for the attend- 
ance of a doctor in court as a witness, stated 
“ your fee will be paid.” When the doctor even- 
tually asked for payment, he was told that the 
solicitors had no funds from the client wherewith 
to pay; the solicitors maintained, as a point of 


principle, that they were not personally liable.’ 


What their words really meant, it appears, was 
“your fee will not be paid” or “ your fee will 
only be paid in a contingency at present unpre- 
dictable.” The Union sought to test the point 
of principle. The smallness of the sum precluded 
an original action in the High Court, but a summons 
was taken out in the county court with the idea 
of an ultimate appeal to a higher tribunal. The 
solicitors, who had raised the point of principle, 
declined to agree to its being tested in the pro- 
posed manner and, before the case came into 
court, they proffered the amount of the claim 
together with the costs of the proceedings. Legally, 
it seems, a solicitor who requisitions medical 
services on behalf of his client is not liable unless 
he has entered into a personal undertaking to 
pay the fees involved or has otherwise assumed 
personal liability. The Law Society is understood 
to hold the view that, unless solicitors are satisfied 
that there are reasonable grounds for believing 
the client to be in a position to pay the necessary 
fees, they ought not to invite the services of a 
prospective witness without either warning him 
of their client’s financial position or placing them- 
selves in possession of sufficient funds to pay 
for the services required. The situation will not 
arise where reputable solicitors are concerned ; 
it is the black or subfusc sheep of the profession 
who abuse its honourable traditions by an occa- 
sional descent into speculative litigation wherein, 
by the mysterious and forbidden processes of 
champerty and maintenance, reward is dependent 
upon success. The Law Society has laid it down 
that a solicitor should in every case use his best 
endeavours to secure the payment by his client 
of the fees of expert witnesses. Any witness, 
called to state matters of fact, can refuse to attend 
the court without subpœna and can demand 


payment of his fees before giving evidence. A 
doctor whose presence as an expert witness is 
likely to be needed should refuse to give a report 
or make any statement until satisfied that his 
fees would be paid. This means, however, that 
he may be obliged to probe the status of members 
of the legal profession—an invidious task which 
the Law Society is far better qualified to perform. 


OBSERVATION WARDS 


A SYSTEMATIO examination of observation wards 
by the Board of Control during last year revealed 
a disturbing variation in the standards of care 
and treatment adopted in different places. The 
observation ward is primarily a clearing-house, in 
this respect performing for the cases of psychiatric 
emergency what the out-patient clinic provides 
for less acute forms of mental disorder. The out- 
patient clinic also provides treatment, and the 
view of the Board of Control is that treatment 
ought not to be undertaken in the observation 
wards. On this question, however, not only 
administrative and medical considerations but 
also public opinion must be considered. The 
public has not yet come to regard the mental 
hospital in the same way as it does the general 
hospital; the partial substitution of voluntary 
for compulsory treatment has done much to 
counteract the general prejudice, but it is still 
possible to suffer economically and socially because 


‘one is known to have been in a mental hospital. 


This injustice and hardship may rest as heavily 
on the patient who was voluntarily in the mental 
hospital as on those under certificate, and this is 
probably true also of the few temporary patients. 
The use of the observation ward for treatment of the 
case that will clear up within three or four weeks 
has therefore still much to be said in its favour. 

The issue must turn on the facilities available 
in the observation ward, and the extent to which 
the public has been or can be brought to an 
unprejudiced notion of mental hospitals. Where 
the observation ward is improvised, staffed by 
people with no psychiatric experience, or used as 
a common dumping-ground for chronic patients 
and low-grade mental defectives as well as for the 
acutely insane, there can be no valid argument 
for its retention: immediate admission to the 
mental hospital is far preferable. But where the 
observation ward serves its proper purpose in the 
coördinated psychiatric services of a district, it is 
at once the reception hospital for acute or dangerous 
mental illness, the distributing and diagnostic 
centre, and the place of treatment for very transient 
conditions such as some toxic and symptomatic 
psychoses —e.g., puerperal ones—or suicidal 
attempts of neurotic or reactively depressed patients 
who soon become suitable for out-patient treatment. 
The observation ward, where the size and resources 
of the district permit, can be of great value when 
organised as a reception unit, with adequately 
trained medical and nursing staff, a psychiatric 
social worker, and a psychiatric consultant (prefer- 
ably one of the senior physicians of the correspond- 
ing mental hospital), who visits once or twice a 
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week to decide as to subsequent treatment or 
disposal of the patients. 

Where this system has been instituted, an 
individual regard for the patient’s later treatment 
takes the place of a summary decision between 
reference of the patient to a mental hospital and 
his discharge to his home without further concern 
as to what becomes of him. About a third of all 
admissions to the observation ward can, under 
these conditions, be returned to society within a 
few weeks. The Board of Control stress the need 
for admission units in mental hospitals and for 
far more admissions to be arranged under the 
voluntary and temporary provisions of the Mental 
Treatment Act. The units would receive many of 
the patients now discharged from observation 
wards, and admissions of uncertified patients in 
mental hospitals would in time lead to a modi- 
fication of the popular dislike of mental hospitals. 
On p. 35 of their admirable report, which we 
. summarise on another page of our present issue, 

the Board say: It is hardly necessary to emphasize 
the psychological importance of such a change. The 
present prejudice, a most regrettable prejudice, 
against treatment in a public mental hospital cannot 
survive if half the patients enter voluntarily and 
two-thirds escape certification. Such a profound 
change in the standing of public mental hospitals 
must inevitably produce a corresponding change 
in the attitude of the public towards them and 
mitigate in a progressive degree the stigma which 


FRUITS, VEGETABLES, AND NUTS 


[ocr. 3, 1936 799 


has hitherto attached to them.” This change 
is immensely desirable, but the day is still far off, 
if experience in this country and elsewhere may be 
trusted, when most of the psychiatric services of 
a community can be properly concentrated at 
mental hospitals which contain a large number 
of the chronic insane. To educate public opinion 
about mental hospitals is in itself a good thing, 
but to provide facilities for prompt and early 
treatment where they are most likely to be 
availed of is better still, The Board of Control 
do not of course recommend the wholesale 
abolition of observation wards ; they say explicitly 
“at the same time we recognise that the well- 
organised observation wards may serve a useful 
purpose, but in their opinion that purpose is the 
diagnosis of doubtful cases. The sooner the badly 
stafied and badly equipped observation ward 
disappears the better, but in our view it would 
be unfortunate if such a valuable intermediate 
hospital as the properly organised observation 
ward were to be done away with or if its oppor- 
tunities for short period treatment were whittled 
down in populous districts in the hope that most 
of its admissions would thereby come to be referred 
direct to the mental hospital. There can be no 
doubt that some of the deficiencies described in 
this report call for urgent remedy, but it is open 
to question whether the remedy lies in making all 
observation wards fit to survive into purely diag- 
nostic and distributing stations for doubtful cases. 


ANNOTATIONS 


FRUITS, VEGETABLES, AND NUTS 


Dr. R. A. McCance and two of his colleagues 
have analysed quantitatively some] hundred and 
thirty kinds of fruits, vegetables, and nuts. Their 
findings and some observations on changes caused by 
cooking are given in a green book just issued by the 
Medical Research Council.! Although many of the 
estimations have been made before, the report 
contains much that is new. Improved analytical 
technique and better sampling have made for greater 
accuracy than was formerly achieved, and some of 
the figures which these will replace have been handed 
down from publication to publication for thirty years 
or more. The new analyses have been as far as 
possible made comparable by strict uniformity of 
methods. Certain deductions at one time considered 
to be justified from some of the analyses have been 
shown to be fallacious. For instance, while the 
nitrogen content of most fruits and vegetables is 
proportionate to the protein, a large amount of urea 
has been found in mushrooms, reputed to contain 
much protein, which upsets this relationship. The 
authors have borne in mind that the chemical analysis 
of a food may sometimes be misleading as a guide 
to its nutritional value because some of the material 
may not be available: thus Dr. McCance had 
shown earlier, with Miss Widdowson, that about half 
the phosphorus of phytin passes through the ali- 
mentary canal unabsorbed, and for this reason both 
phytin phosphorus and total phosphorus are given in 
most of the analyses. 


21 The Nutritive Value of Fruits, Vegetables, and Nuts. By 
R. A. M E. M. Widdowson, and L. R. B. Shackleton. 

edical Research Council, Special Report Series No. 213. H. M. 
Stationery Office. 1936. Pp.107. 28. 


In commenting on the analyses the authors point 
out that, contrary to popular belief, vegetables 
other than dried pulses contain relatively little 
“roughage,” even green leaves having only 1-6 to 
4-5 per cent. They also say that only about half of 
the “ unavailable ” carbohydrate or roughage eaten 
can be recovered in the feces, the disappearance of 
the other half being attributed to the work of 
bacteria in the intestine. 

The account of the changes in the materials brought 
about by cooking shatters two of the doctrines held 
dear in schools of cookery : the authors state that no 
evidence whatever could be found for the existence 
of a pellicle (traditionally attributed to coagulation 
of albumin) on either meat or vegetables. The 
losses during cooking were unaffected by setting 
the juices.“ They have found, too, that the waste 
incurred by throwing away the water in which 
vegetables have been cooked is surprisingly small. 
Conservative methods of cooking vegetables, they 
say, are unlikely to increase the calcium, phosphorus, 
and iron in a mixed diet by more than 3 per cent.“ 


AF TER-OCARE IN CHRONIC ARTHRITIS 


To achieve the best therapeutic results in osteo- 
arthritis, according to John G. Kuhns and Robert J. 
Joplin,! the patient must be medically supervised for 
at least two years after he leaves hospital. An 
account of 661 cases treated in the Robert Brigham 
Hospital and subsequently followed up reveals some 
encouraging facts. Of these cases of arthritis, 423 
female and 238 male, 452 were diagnosed as atrophic 
arthritis, 198 as hypertrophic, and 11 as gonorrheal. 


1 New Eng. Jour. Med., August 13th, 1936, p. 268. 
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The average stay in hospital of the atrophic arthritics 
was 114 months and their average age on admission 
was 37 for men and 38 for women. Cases of 
Striimpell-Marie’s and Still’s disease were included in 
this group and the total mortality amounted to 77; 
29 could not be traced, but of the known survivors 
about two-thirds are now working and able to support 
themselves. The hypertrophic type ran a less severe 
course. Their average stay in hospital was only 
54 months and their average age on admission 
was 57. There was naturally a higher proportion of 
deaths in this older hypertrophic group than among 
the atrophic cases, but of the 169 survivors, 115 are 
able to work. The small series of gonorrheal cases 
showed much the same result, 7 of the 11 being now 
able to work. After-care, carried out in the patient’s 
own home if this is considered by the social service 
to be suitable, consists in giving him written instruo- 
tions about rest, activity, diet, drugs, orthopedic 
exercises, physiotherapy, and any apparatus worn. 
The treatment is supervised by a visiting nurse, who 
reports any difficulty at once and the patient 
frequently attends the clinic for examination and 
advice. From time to time he is readmitted to 
hospital for laboratory tests, special medication, 
plaster casts, or orthopædio operation as may be 
necessary. The greatest number of good end-results 
was seen when thorough and continuous after-care 
was possible. Without it, patients became dis- 
couraged, resorted to quacks, and got worse. Nor 
did patients left to the care of their own doctors 
fare much better, the doctor often lacking the 
necessary knowledge or interest in this type of case. 
Apart from not infrequent relapses, concomitant 
organic disease, notably arterio-sclerosis, nephritis, 
and myocarditis, hindered or prevented recovery in 
some cases. The writers hold that social responsi- 
bility does not end when the disease has become 
inactive. Training, vocational guidance, and the 
finding of work for these patients are duties which 
will prove economically profitable to the community. 
This paper is interesting but, in view of the importance 
of efficient after-care, this might with advantage 
have been discussed in greater detail. 


THE HARVARD TERCENTENARY 


THE appearance at the present time of Harvey 
Cushing’s war diary, reviewed on another page, is 
opportune for two reasons. In the first place though 
not meant as pacifist propaganda, it strips war of 
glamour and may have some influence on those 
among its readers who in their ignorance and 
folly still see something noble in war as a means 
of settling international disputes. And secondly, 
its publication at the time of the celebration of 
Harvard’s Tercentenary emphasises the close relation- 
ship which has existed between this country and the 
university which now stands pre-eminent in the 
United States. Harvard took its name from a 
citizen of the borough of Southwark, and in the 
chapel built in Southwark Cathedral by former 
students and friends of the university a special 
service was held on Sept. 18th last as a small part of 
the celebrations. Boston has always been regarded 
as the.most English of the great American cities, and 
in-recent years exchange studentships and professor- 
ships between the Harvard Medical School and our 
own universities and hospitals has strengthened the 
ties which were formed in the days of the Bigelows, 
J. C. Warren, and Oliver Wendell Holmes. It was 
with- a Harvard unit that Harvey Cushing came 
to France in 1915; and one of the few good things 
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which came out of the war was the opportunity it 
afforded for meeting old friends and for making new 
friendships between the medical men of the British 
Empire and the United States of America. 


CHLORINATION OF DRINKING WATER 


CHLORINE is an effective means of sterilising drink- 
ing water and is largely used for this purpose in all 
parts of the world. Since, however, water treated 
with chlorine frequently develops tastes and odours 
which are disliked by consumers, and seems to have 
been especially disliked by the gallant defenders of 
Verdun, the process known as verdunisation— 
in which doses much smaller than the optimum dose 
as determined by the orthotolidene test, are used— 
has been advocated. Rao Sahib T. N. S. Ragha- 
vachari and P. V. Seetharama Iyer, working at the 
King Institute of Preventive Medicine, Guindy, 
Madras, have found! on applying such minimal 
doses of chlorine to 100 samples of water, from dif- 
ferent sources scattered over the Madras Presidency, 
that clear waters from wells, galleries, and filter 
plants can be sterilised by amounts of chlorine from 
a fifth to a tenth of the optimum. They remark 
“should these. . . laboratory experiments be con- 
firmed on a plant scale, the process would result in 
(1) effecting considerable economies in the chlorina- 
tion of water-supplies ; (2) ensuring relative freedom 
from taste and odour troubles; and (3) dispensing 
with the need for laboratory control of the process 
from day to day.“ 

The optimum dose is considered to be that which 
will leave 0-1 to 0-2 parts per 1,000,000 of free chlorine 
after 20 minutes contact, and it is reasonably ‘certain 
that such an excess will ensure the destruction of all 
micro-organisms, except of those hardy and little 
investigated species which seem to withstand the 
action of mild doses of chlorine. It is possible that 
excesses of this order are unnecessarily large. An 
appeal to theory would seem natural in such a case, 
but unfortunately there is no theory at all well 
established. The author of the Verdun process, 
Col. Bunau-Varilla, invokes the action of ultra-violet 
rays emitted by the chemical action resulting from 
the contact between the organic matter of the water 
and the particles of chlorine distributed in the whole 
mass of water by the violent agitation (which he 
considers an essential of his process) to which it is 
submitted. But are ultra-violet rays actually 
emitted in this process? It seems possible that 
direct addition of chlorine to protein molecules of 
the bacteria may so profoundly modify them as to 
kill the organisms, and that the rate at which this 
occurs is determined by the relative rates at which 
competing bacterio-protein and the dead organic 
matter in the water can take up chlorine. Alter- 
natively, chlorine may act as an oxidising agent or 
hydrogen acceptor, modifying the bacterial proto- 
plasm, competition between dead and living matter 
again affecting the speed of action and the need for 
excess. Little is known of the nature of the organic 
compounds present in natural water and not much 
of those making up the cells of bacteria, and a sound 
theory can hardly be established until experiments 
have been made under conditions simpler than are 
possible in a medium so complex as drinking water. 
In the meantime the work from the King Institute 
shows that in many cases sterilisation can be effected 
by using doses of chlorine smaller than standard 
routine would suggest. Whether economy, freedom 
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from taste, and lessened need for control compensate 
for uncertainty as to the continuing efficiency of 
so small an excess of chlorine is a matter for careful 
consideration. The degree of pollution and the 
liability of this to vary will be deciding factors. 


PSYCHIATRIC DEMONSTRATIONS AT 
ST. GEORGE’S HOSPITAL 


_ Many years ago Dr. James Collier started a series 
of neurological demonstrations at St. George’s 
Hospital which, since his death, have been con- 
tinued by Dr. Anthony Feiling at fortnightly intervals. 
These demonstrations are held at 5 p.m. on Thursdays 
during term time. They are not confined to students 
of the hospital and attract large audiences from 
outside. It is now proposed to start psychiatric 
demonstrations to alternate with these neurological 
demonstrations, which will be continued as before. 
Dr. Edward Mapother and the senior medical staff 
of the Maudsley Hospital are coéperating with Dr. 
Desmond Curran, psychiatrist to the hospital, in 
giving these lectures. This will have the additional 
advantage that the cases can be drawn from the 
abundant clinical resources of the Maudsley Hospital. 
The first of the new demonstrations will be given by 
Dr. Mapother on Thursday, Oct. 15th, at 5 p.m. 


THE HYPOCHROMIC ANAEMIA OF PREGNANCY 


HZMATOLOGY is growing so complex that it is 
difficult to keep abreast of its developments. No 
sooner have the etiological factors in the develop- 
ment of a particular anemia been satisfactorily 
determined, than a mass of new evidence is produced 
which necessitates a completely different view. It 
has been generally accepted in the last six years 
that the hypochromic anemia of pregnancy is largely 
due to the increased demands made by the fotus 
for iron; that the anemia, in fact, is due to the 
pregnancy. H. W. Fullerton now declares! that 
the assumption that uncomplicated pregnancy fre- 
quently produces a severe degree of hypochromic 
anæmia is not tenable, and that even in women of 
the poorer classes the transference of iron from the 
mother to the uterus and its contents is compensated 
wholly or to a large extent by dietary iron. F. H. 
Bethell in America has come to a similar conclusion. 
He believes that the occurrence of hypochromic 
anemia in pregnant women is not to be found primarily 
in the circumstances incident to gestation but should 
be sought in the status of the hemopoietic mechanism 
prior to conception. Both workers consider that the 
anzemia is one which has existed before pregnancy 
but has been unmasked by physiological hydræmia. 
Bethell describes iron balance observations continued 
over the last 63 days of pregnancy and the first 12 
days after delivery which show that the iron and 
copper output during the period approximately 
equalled the intake. In spite of the fact that these 
elements were not retained there was no anemia 
in mother or baby. Fullerton calculates that the 
iron saved by the absence of menstruation during the 
period of gestation and lactation more than compen- 
sates for any iron lost to the fœtus. On the other hand, 
he considers that the blood loss at parturition though 
variable in amount may in many cases, especially 
in the presence of severe dietary deficiency, result in 
a severe hypochromic anemia. He believes that the 
blood loss of menstruation and parturition are more 
potent factors in causing anemia than pregnancy 

-~ 1 Brit. Med. Jour., 1936, ii., 523, 577. 
Jour. Amer. Med. Assoc., 1936, cvii., 564. 


itself. Owing to the iron-poor diets of so many 
working women this blood loss can never be corrected. 
This work is obviously of great theoretical interest. 
Whatever the cause of the so-called hypochromic 
anemia of pregnancy the practical truth remains, 
as clearly demonstrated by J. C. Corrigan and M. B. 
Strauss? and Fullerton himself, that the hemoglobin 
can be kept at a satisfactory level with real benefit 
to the general health of mother and child by giving 
the mother large doses of iron throughout pregnancy. 
The woman may be anemic before pregnancy, but she 
does not consult a doctor. It is only when pregnancy 
intervenes that medical aid is sought. The available 
figures show that it is essential that for the present 
all women should take iron in adequate doses 
throughout pregnancy. ö 


THE ROYAL MEDICAL BENEVOLENT FUND 


WE publish this week a letter from Sir Thomas 
Barlow, president of the Royal Medical Benevolent 
Fund, asking for support for the Christmas gifts 
which of late years have been regularly found for the 
annuitants. Sir Thomas refers to a hesitation in 
asking for more, because of the response to the 
recent centenary appeal, but he quotes a letter from 
one of the annuitants which shows how welcome the 
small addition to resources is to many—some 700 or 
800 helpless persons, who are compelled to count 
their incomes by pennies. To these the withdrawal 
of an expected addition would be a sad disappoint- 
ment, and we are certain that few of our readers 
will consider themselves absolved from any obligation 
to subscribe to the Christmas gifts fund because 
they have already supported the centenary appeal. 
That appeal, as far as figures have yet come to our 
notice, has not had the hoped for result—indeed, 
without Sir Thomas’s own great donation of £1000, 
the figure attained was not such that should lead the 
medical profession to think that when so much had 
been accomplished no more was required. The Fund 
has many on its books for whom the support of the 
whole profession is needed if misfortunes in our ranks 
are to be relieved, and we hope that Sir Thomas’s 
appeal for Christmas gifts with which to supplement 
the annual grants will meet with a generous response. 


VASCULAR TUMOURS OF MUSCLE 


H2MANGIOMATA of skin and subcutaneous tissues 
are the commonest tumours of infancy and childhood, 
but these growths are rare in other situations. 
Mr. F. Forty, who recently described in our columns“ 
a vascular tumour in the extensor hallucis brevis 
muscle directs attention to an interesting group of 
deeper-seated hæmangiomata which might reason- 
ably be diagnosed before operation if the possibility 
of their occurrence is kept in mind. Since Liston 
described the first case in 1843, over 260 cases of 
hemangiomata in muscle have been reported. As 
E. N. MacDermott ë has pointed out, hardly any 
muscle is immune, but the tumours have a predilection 
for the lower extremity, especially the quadriceps, 
hamstrings, and gastrocnemius. In the upper extremity, 
the triceps and latissimus dorsi are most frequently 
involved. Like hemangiomata of superficial tissues, 
these are tumours of infancy and childhood, 80 per 
cent. occurring before the age of 20. The clinical 
features vary considerably, but the common finding 
is a tumour mass, round or ovoid, varying in size 
from a nut to an egg, growing slowly and at first 

Jour. Amer. Med. Assoc., 1936, cvi., 1088. | 


‘THE LANCET, Sept. 19th, 1936, p. 676. 
> Brit. Jour. Surg., 1935, xxiii., 252. 


802 THE LANCET] 


NARCOTIC DRUGS: SUPPLY AND DEMAND 


[ocr. 3, 1936 


painlessly. The tumour is usually diffuse and often 
tender. The consistency varies with the amount 
of fibrous tissue present and may be soft, elastic, or 
hard. The overlying skin is normal in appearance 
or occasionally bluish, and is freely movable over the 
swelling. Pain develops usually at some time in the 
course of the disease. At first it is an ache coming 
on with use of the muscle and disappearing with rest, 
but in advanced cases radiating or tingling pains may 
be complained of. Some degree of functional impair- 
‘ment of the limb is nearly always present. Diagnosis 
is difficult and was made before operation in only 
8 per cent. of the recorded cases. The tumours 
were usually mistaken for lipomata, cysts, cold 
abscesses, or sarcomata. The withdrawal of blood 
by an exploring needle and the demonstration of 
phleboliths by X rays are helpful indications. 

Following Muscatello, these tumours have been 
classified histologically according to the predominat- 
ing vascular structure. The cavernous hemangioma 
is the most common, but arterial, venous, and capillary 
hemangiomas are also described. Since these tumours 
occur during the first three decades of life, they have 
been regarded as congenital in origin. Hæmangio- 
mata are generally considered to arise from a failure of 
certain angioblastic cells to establish contact with the 
remainder of the developing vascular network of the 
embryo. This results in the capillary hemangioma, 
which consists of 4 mesh of minute irregular blind 
channels through which the blood of the general 
circulation does not pass. The cavernous hemangioma, 
on the other hand, is held to result from the establish- 
ment of a connexion between the general circulation 
and the fine channels of the capillary type of tumour, 
and this may be initiated by trauma. In muscle 
hemangioma, trauma is mentioned as a factor in 
under 20 per cent. of the cases. R. Mailer é stresses 
the importance of the traumatic factor in the etiology 
of these tumours, and considers that a congenital 
factor need not be postulated universally. F. 
Settergren,” of Stockholm, comes to a similar con- 
clusion, but points out that it is impossible to exclude 
the possibility of a small primordial growth which 
may be stimulated by trauma into activity and thus 
becomes clinically obvious. The treatment of these 
tumours is by wide excision. The prognosis is 
excellent; recurrences are rare and are due to 
incomplete removal. If excision has been difficult, 
post-operative radiation is advised. 


NARCOTIC DRUGS: SUPPLY AND DEMAND 


THE report of the Permanent Central Opium 
Board to the Council of the League of Nations at its 
present: session dealt among other things with the 
excess of estimates furnished by certain countries 
of the narcotic drugs required for the current year. 
These statistics of manufacture for domestic consump- 
tion, for conversion into other drugs, for stock 
replenishment and for export are required from the 
Contracting Parties under the Drugs Limitation 
Convention of 1931. They enable the supervisory 
body each year in Geneva to prescribe annually in 
advance the basis on which legitimate trade and 
manufacture shall be carried on. They also disclose 
instances of excess of manufacture, which in some 
cases could have been avoided if more accurate 
estimates had been supplied in advance. In 12 cases 
(as compared with 29 cases in 1934) the Board 
notified Governments, in accordance with Article 14 


¢ Brit. Jour. Surg., 1935, XXIII., 90, 245. 
Acta chir. Scandinav., 1936, ixxviii., 289 


of the Limitation Convention, that certain estimates 
had been exceeded, and warned them that, unless 
the circumstances are exceptional, no new exports 
to the countries in question will be authorised unless 
and until supplementary estimates shall have been 
received. The total manufacture of morphine for 
1935 was 31,427 kg., or 4649 kg. more than in 1934, 
due mainly to morphine manufactured, not for 
conversion, but for use as such. There was a marked 
diminution in the manufacture of heroin — namely, 
674 kg. — a reduction of 39 per cent. on the figures 
for 1934. The reduotion was especially marked in 
the case of Japan, where manufacture had been 
excessive ; 250 kg. of heroin being the output for 
1935 against 547 kg. in 1934. The estimate for 
cocaine was 4003 kg., or 539 kg. more than in 1934; 
but neither in this case nor in that of morphine does 
the Board consider that the average manufacture 
for the last three years exceeds normal consumption 
requirements. : 


THE CRYSTAL PALACE BABY SHOW 


WHAT was advertised to be a national baby show 
on a grand scale was held at the Crystal Palace, 
Sydenham, on Saturday, Sept. 19th. This event, 
organised, we learn, by a local councillor and 
advertising agent of Romford, Essex, was ill conceived 
and soon raised opposition which should have led 
to its abandonment. But such a venture is easier to 
start than to suppress, so the exhibition did take 
place—a pitiable fiasco which has left an evil taste 
and might have done great damage to maternity and 
child welfare had those responsible for that great 
social movement had anything to do with it. For- 
tunately the official and voluntary bodies which 
carry out child welfare refused to participate in the 
show: most, passively, by refusing to countenance or 


advertise it; a few, such as that of Croydon, with 


public protests. If the exhibition had been a success 
it would have been a serious set-back to the cause 
of State medicine, so in its failure we have cause for 
satisfaction—but not for rejoicing, for the spectacle 
was in itself distressing. In 1918, when Parliament 
passed the Maternity and Child Welfare Act, local 
authorities and their officers were faced with a new 
function and some means of advertising it was 
desirable, for the official method of introducing new 
laws and regulations does not easily reach those for 
whom they are intended. Amongst means of propa- 
ganda local baby shows on a small scale had much 
to recommend them and were favoured, though the 
disadvantages inseparable from such exhibitions were 
recognised. The baby show did at first do much to 
bring infant welfare to the notice of the people ; 
but its value passed quickly and its drawbacks led 
to its gradual abandonment. Child welfare now rests 
on its intrinsic merit and though in some districts it 
still needs an occasional fillip, it loses instead of gains 
by reversions to such propaganda. 


WASTED LIVES 


ONE of the distinctive features of our modern 
civilisation is its refusal to accept a great deal in 
the way of suffering and frustration of human life 
which our forefathers, and even our grandfathers, 
regarded as inevitable. At intervals we are pre- 
sented by some new writer, using perhaps a fresh 
method of presentation, with the challenge to look 
at the badness of things and to change them. Charles 
Kingsley's Alton Locke” in the fifties, The 
Bitter Cry of Outcast London” in the eighties, 
Alexander Paterson's Across the Bridges a couple 
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of decades ago, were all of them powerful and in 
considerable measure successful appeals to the con- 
science of the public. ‘‘ Wasted Lives” by W. F. 
Lestrange! is a book of this kind. ‘The author 
compels us to look at some of the sights which have 
horrified him, and then asks what we are going to 
do about them. Quite literally he makes us see what 
he has seen, for the outstanding merit of the book 
is the abundance of excellent photographs—that is 
to say, horrible photographs—which illustrate it. 
We are shown the slum home, both outside and 
inside, and the miner’s hovel, and the wasted and 
distorted children of the slum. He has photographed 
the blind alley boy and the unemployed man, and 
the derelict works and derelict population of our 
depressed areas. And the effective photographs 
are accompanied by some poignant stories and records 
of conversations. The other side of the picture is 


fairly presented; there are some cheerful pictures: 


of boys in the better senior schools and apprentice- 
ship schemes of this country. But the emphasis is 
chiefly on the bad things. That is legitimate, for 
it is the bad things which need to be changed, and 
can only be changed by an awakened public opinion. 
And it requires a forcible presentation, and a certain 
vehemence to destroy the complacency which is 
the natural state of the comfortable. 

It is not in scientific analysis that Mr. Lestrange’s 
book is strong, nor has he constructive suggestions 
to make which are of much value. Indeed those 
who are familiar with social problems, and with the 
technique of social service, will have little to learn 
from it, and will find many defects. But it is the 
kind of book to put in the way of comfortable moles, 
of whom there are even to-day a surprising number. 
They will find in it a vivid presentation of the tragedy 
which is played continually and by a multitudinous 
caste, the negation of hope after hope and the denial 
of chance after chance to the child who might become 
a healthy, intelligent, and self-respecting worker and 
citizen, but who does become quite unnecessarily 
the derelict whom this book so vividly displays. 
Such books make public opinion and so change 
abuses. 


BOTULISM 


THe four deaths from botulism which were the 
subject of comment in our columns a year ago 2 
were not the only cases of the disease occurring in 
London last year. An independent case was recog- 
nised in the Hammersmith Hospital a few weeks later 
and is the subject of a detailed clinical, pathological, 
and bacteriological report on p. 780. From the vege- 
table nut-brawn which caused the first group of 
intoxications Dr. C. R. Lane“ later isolated the 
Bacillus botulinus in pure culture and proved its 
toxin to be of the A type. Dr. Miles has isolated 
the organism (under its modern name of Clostridium 
botulinum) from the remnants of a meat pie which 
was the source of the intoxication in the Hammer- 
‘smith case, and has found it to produce Type B toxin. 
These, with the famous Loch Maree outbreak (due 
to a Type A toxin), appear to be the only fully proved 
-and recorded examples of botulism in this country. 
They make it clear that both A and B types of 
intoxication can occur here, although strains of the 
bacillus hitherto isolated from English soils have 
always produced B toxin; strains of both varieties 
have been found in Scottish soils. The more impor- 
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tant part of Dr. Miles’s investigation is his demon- 
stration that conditions suitable for growth of the 
organism and toxin formation can be present in the 
granules of cooked meat, with surrounding gravy, 
that constitute the inside remnant of A half-eaten 
open meat pie—a demonstration’ somewhat dis- 
quieting. Botulism is clinically so characteristic 
that outbreaks involving groups of people are likely 
to be easily recognised ; milder or sporadic cases, 
however, are still apt to be missed, simply because 
the possibility of botulism does not come into the 
doctor’s head. These case reports and others like 
them “ are therefore useful reminders. Therapeutic 
serum is available from the Ministry of Health, and 
the only hope—admittedly a slender one—of influenc- 
ing the course of the disease lies in its early adminis- 
tration ; a prompt diagnosis in the first case of an 
outbreak may make it possible to protect with 
serum some other persons who have eaten the 
suspected food. 


LIMITS OF ACCURACY IN BIOLOGICAL ASSAY 


Most of us were imbued in childhood with a simple 
faith in the results obtained by honest calculation. 
Our sums, if worked according to rule, would 
assuredly come out right,” and if they “ came out 
wrong we were to try again, since the fault must 
lie in our technique. Even when examples were 
concerned with such variables as the speed of cars 
meeting and passing, the amount of water required 
to fill a bath, or the value of half a herring, we soon 
knew better than to suggest that account should 
be taken of the skill of the driver, the splashing of the 
bather, or the inclusion of roe in the half-herring. 
It was not until we reached a more advanced stage of 
education that smug satisfaction with a result carried 
to five places of decimals was dispelled by a demonstra- 
tion of the absurdity of attempting to reach this 
degree of accuracy in the particular problem set. 

Similarly, with the extension of our therapeutic 
armamentarium, confidence in the precision of some 
of the standards set by the British Pharmacopœia 
has had to go. The chemical methods of assay 
used for pharmaceutical preparations are usually so 
accurate that it has never been necessary to measure 
their errors; but the errors of biological methods 
employed for the assay of vitamins, antitoxins, and 
sera are so large that it has become necessary to devise 
special means for calling attention to them. The 
usual method of expressing the error of any test is 
to state the standard error; but lest persons 
unacquainted with statistics should suppose that 
these biological tests are more accurate than they 
are in fact, a subcommitteé appointed by the B.P. 
Commission to consider and report on the limits of 
error propose ë that the figure given in the B.P. 
should be some multiple of the standard error and 
should represent an error which is scarcely ever 
exceeded in practice, 

The Addendum to the B.P. 1933 just issued 
contains, among other material, biological methods 
for the assay of vitamins, antitoxins, and anti- 
bacterial sera. An estimate has been made of the 
error of these methods, which is expressed in each 
case by using the term limits of error (P = 0-99).”’ 
In order to arrive at a precise statement as to the 


‘ rio, F. S.: Jour. Amer. Med. Assoc., 1936, cvi., 687; 
May, i. et al.: Bull. et mém. Soc. méd. hép. de Paris, 1936, lii., 
1024 Gross, H.: Deut. med. Woch., 


lumberger, K., and 
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No. 10. Report of Fhe Sub-Committee on tho Accuracy of 
Biological Assays. 
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limits of error the arbitrary convention has been 
adopted that for practical purposes a probability (P) 
of 0-99 is equivalent to certainty. Thus the state- 
ment that the limits of error (P = 0-99) are 50 and 
200 per cent. means that it has been estimated 
that in 99 tests out of 100 the result will be greater 
than 50 and less than 200 per cent. of the true result. 
A concrete example taken from the report of the sub- 
committee is the curative test with pigeons for 
preparations containing vitamin B,; in an experi- 
ment in which 10 pigeons receive the standard prepara- 
tion and 10 pigeons receive the preparation being 
tested, and in which the percentages of responses are 


equal, the limits of error (P = 0-99) are as great as. 


15 and 650 per cent. Figures given in an appendix 
to this report show how much the error of the vitamin 
tests can be reduced by using more animals—for 
example, when 40 pigeons are used for this test the 
limits of error are 27 and 377 per.cent. and when 80 
are used 39 and 255 per cent. It should be noted that 
the limits of error in this particular: test are excep- 
tionally great. In the other method of assay quoted 
for vitamin B,, based on the increase of weight of 
rats which have ceased to grow while receiving a 
‘diet deficient in vitamin B,, the limits of error are 
65 and 154 per cent. using 10 rats, and 74 and 135 
per cent. using 20 rats. Comments on the report are 
invited, as these will assist the Commission and its sub- 
committee in dealing with similar questions in relation 
to other biological assays than those described in the 
Addendum. 


PHOTOGRAPHY IN MEDICINE 


„A goop picture is worth a thousand words 
and photography has proved invaluable for faithfully 
recording perishable and ephemeral material. The 
scientific journals and books were among the first to 
use it as soon as the process engravers had made 
clear reproduction possible. Lately, however, some 
of the standard text-books have been returning 
to drawings with pen and brush by artists experienced 
in medical work; the camera may not lie but its 
very truthfulness may often obscure the main point 
by the mechanical reproduction of irrelevant detail. 
But this change has also been due as much to the 
stagnation in scientific photography as to the increased 
skill of medical artists. In a useful article on clinical 
photography in dermatology ! Dr. D. J. Kindel pleads 
for more care in arranging the surroundings and in 
posing the subject. A lesson is also being learnt 
from commercial photography and there have recently 
been great improvements in design, accent, and 
display. , 

The illustration of gross lesions or operations is 
no longer, however, the chief use of photography 
in medicine. Mr. A. E. Iles, in his presidential 
address to the Bristol Medico-Chirurgical Society,? 
gave an account of the development of other functions 
in relation to medicine. He instanced besides 
photemicrography and radiography (with and without 
opaque substances and stereoscopy) the use of 
infra-red and ultra-violet rays in diagnosis and in 
forensic medicine, and of the slit-lamp and the 
Nordensen camera in ophthalmology. In spite of 
these recent advances the widest application of 
photography is probably still to record the clinical 
appearance and progress of patients, and at least two 
inventions may become responsible for making 
photographs as important in the case notes as 
temperature charts and pathological reports. The 
first of these is the miniature camera, from the 


1 Med. Bull. Univ. Cincinnati, 1935, ii., 120. 
Bristol Med.-Chir.. Jour., Spring, 1936, p. 3. 
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negatives of which greatly magnified but well-defined 
prints can be made. The short focus and small 
film enables a very fast lens and short exposure to be 
used. All the equipment of the large camera is now 
available, and the whole field from photomicrography 
to telephotography is open to the possessor of a 
tiny one. Dr. Kindel suggests that these cameras 
should be used also for copying radiograms, since 
many thousands of negatives could be stored in the 
space occupied by a few dozen films; these can 
easily be projected on a screen with very clear defini- 
tion. The other advance that is likely to prove very 
valuable is well shown in the annual exhibition of the 
Royal Photographic Society, now being held in London, 
where a remarkably fine exhibit of colour photography 
by Lieut.-Colonel E. T. Burke and Mr. N. W. Hewitt 
isto beseen. The prints demonstrate the appearances 
of the skin in arsphenamine dermatitis and post- 


- arsphenamine pigmentation, in keratodermia blenor- 


rhagica, and in gummatous ulceration of the chin. 
There are also some microphotographs in colour 
illustrating the uses of various histological stains by 
Mr. F. J. Pittock. 

At this exhibition also Dr. Howard MoCordock 
exhibits four photomicrographs of echinococcus . 
scolices. An ingenious method of demonstrating 
radiograms is shown by Mr: A. W. Fuchs under 
the name of ‘ pseudo-relief or plastic print.“ These 
are produced by throwing a negative film and the 
positive film made from it slightly out of register ; 
a print from the superimposed films is made and an 
impression of light and shade is given that simulates 
low relief. A prize offered by Prof. Woodburn 
Morison was won by Mr. G. Lovell Stiles for radio- 


grams of a barium meal showing diaphragmatic 


hernia. The fundus oculi was the subject of a 
photograph taken in red-free light by Mr. E. F. 
Fincham, demonstrating well the details of the blood- 
vessels and nerves. Since many hospitals now have 
photographic departments a special exhibition from 
these might well be organised. 


On Thursday, Oct. 15th, at 4.15 P.M., at the 
London Hospital medical college, Dr. John Ryle, 
regius professor of physic in the University of Cam- 
bridge, will deliver the Schorstein lecture on anorexia 
nervosa. 


SuMMER Time, which commenced in Great Britain, 
Ireland, the Channel Islands, and the Isle of Man 
on Sunday, April 19th, will cease on Sunday next, 
Oct. 4th, at 3 a.m., when the hands of timepieces 
should be put back to 2 a.m. The hour 2-3 a.m, 
Summer time will thus be followed by the hour 
2-3 a.m. Greenwich time. 


Durine the International Cancer Congress held 
in Brussels last week (and briefly reported on another 
page), Prof. E. L. Kennaway, M.D., F.R.S., and 
Mr. J. W. Cook, D. Sc., jointly were awarded the 
prize offered by the International Union against 
Cancer for scientific work on cancer. The prize 
consists of 50,000 Belgian francs together with 
50 milligrammes of radium, and is the gift of the 
Union Miniére du Haut Katanga. Prof. Kennaway 
and Dr. Cook will, we understand, use the radium 
for their research work at the Royal Cancer Hospital. 


SURGICAL INSTRUMENT MANUFACTURERS’ ASSOCIA- 
ro. — The annual dinner of this association will take 
place- at the Holborn Restaurant, London, W. C., on 
Friday, Oct. 16th, at 7 P. u., when the principal guest 
will be Mr. N. St. J. Buxton. 


THE LANCET] 


[ocr. 3, 1936 805 


PROGNOSIS 


A Series of Signed Articles contributed by invitation 


CXV.—PROGNOSIS IN HYPERTENSION 


THERE is some difference in opinion as to what 
constitutes a pathological blood-pressure reading. 
The commonly held view that the normal figure can 
be expressed by age plus 100 ’—e.g., that the normal 
blood pressure at the age of 30 is 130, or at age 60 
is 160—is most fallacious. It has been shown by 
H. A. Treadgold, for example (THE LANCET, 1933, 
i, 733), that there is little variation in the systolic 


blood-pressure readings between the ages of 18 and 40, 


the average figures being 122 at ages 19 and 20, and 
125 at ages 36 to 39. So also Symonds (Jour. Amer. 
Med. Assoc., 1923, lxxx., 232) found average systolic 
readings of 124 at ages 20 to 30, and 125 at ages 35 
to 40; though he obtained slightly higher averages 
at 50 to 55 (130) and at 55 to 59 (133). It is in fact 
a mistake to attempt to lay down too rigid a figure. 
for a normal blood pressure at any age. It must 
be remembered that the figures quoted above were 
average figures taken from a very large number of 
individuals ; of the healthy R.A.F. pilots who formed 
the material for Treadgold’s statistics, 6 per cent. 
had systolic pressures of 140 and over. Moreover 
the blood pressure of a normal individual may 
fluctuate widely from day to day, and sometimes 
almost from moment to moment. It is notorious 
that emotional disturbances may bring about very 
considerable rises of systolic, and, to a less extent, 
of diastolic blood pressure in highly strung but 
otherwise quite normal subjects. 
it may be said that a sustained systolic blood pres- 
sure of over 160 must be taken as being patho- 
logical at all ages under 60, though above this age 
a little more latitude might be allowed. As to the 
diastolic blood pressure, it is generally agreed that 
this reading is always infinitely more important 
than is the systolic. For example, one would regard 
a blood pressure of 150/110 far more seriously than a 
blood pressure of 180/90. Speaking generally, it 
may be said that a diastolic figure of 100 is nearly 
always pathological; I used to regard this figure 
as being invariably pathological, but experience 
has taught me that in nervous subjects emotion 
alone may increase the diastolic blood pressure 
temporarily as high as 100 or even 110, the systolic 
readings in such an individual swinging up to 180 or 
even higher. 

Before we attempt to evaluate a blood-pressure 
reading it is of course essential to adopt a sound 
sphygmomanometric technique, with attempts to 
secure muscular and mental relaxation, and to take 
several readings, the lowest being accepted as the 
true reading. There is still a tendency to exaggerate 
the prognostic significance, per se, of a raised blood- 
pressure reading, taken, for example, during examina- 
tion for life insurance, or by an examining medical 
board. It is common knowledge that the consultant 
almost always finds a much higher ‘blood-pressure 
reading than does the general practitioner, who is 
well known to the patient and examines him in his 
own home. 


Having decided then that a condition of hyper- 
tension does in fact exist, and that this is not merely 
@ temporary and emotional phenomenon, we must 
next endeavour to decide whether we are confronted 
by à case of essential hypertension, or whether the 
high blood pressure found is associated with some 


As a general rule 


other disease. The only common disease with which 
a persistent hypertension is associated is glomerulo- 
nephritis, acute or chronic. Less common causes of 
hypertension are urinary obstruction and toxemia 
of pregnancy. Rarer causes are increased intra- 
cranial tension, adrenal or pituitary tumours, poly- 
cystic kidneys, and coarctation of the aorta. In 
parenthesis it may be said that if the femoral pulses 
were investigated in every case of hypertension, 
and a radiological examination of the heart and ribs 
were made where the femoral pulses are feeble or 
absent, coarctation of the aorta would be less of a 
curiosity than it is at present. 

The systolic blood pressure is often high in aortic 
regurgitation, in Graves’s disease, in arteriovenous 
aneurysm, and in complete heart-block; but in these 
conditions the diastolic pressure is not raised, and 
it may be depressed. The prognosis of these sympto- 
matic hypertensions will not be discussed here, the 
prognosis being that of the associated or causative 
disease. 


ESSENTIAL HYPERTENSION 


The family history is of supreme importance here. 
The prognosis must inevitably be a serious one 
where there is a bad family history of early death 
from cardiovascular disease. Conversely we feel 
more optimistic about a hypertensive patient. if his 
forbears on both sides have been long-lived. In the 
patient’s personal history we lay stress on a past 
history of nephritis, suggesting as it must that the 
hypertension is not essential but renal, and conse- 
quently more serious. Indulgence in alcohol or 
tobacco to excess and a life of constant stress are 
unfavourable factors. With regard to sex, there is 
no question that generally speaking the outlook is 
far more favourable in women than it is in men. 
This is particularly the case when hypertension 
appears at the time of the climacteric. The meno- 
pausal woman may suffer from very severe symp- 
toms, such as excruciating headaches, sometimes 
requiring veneseotion for their relief, from vertigo, 
from tachycardia, or from anginal symptoms so 
violent as to be mistaken for a coronary occlusion ; 
her tension may soar to prodigious heights—220/110 
or even higher. It must. be remembered that hyper- 
tension may become manifest in these women a 
year or more before the periods cease, and that it 
may endure ten years or even more after the last 
period, when the unfortunate patient, and some- 
times also her doctor, fondly imagine that the 
change is finished. Given a clean family history 
and no abnormal physical signs, the prognosis in 
these patients is entirely favourable. Nevertheless 
an unwarrantedly gloomy prognosis is often given 
to them, and they are sometimes subjected to 
unnecessary and irksome dietetic restrictions. Even 
where there is obtrusive evidence of structural 
change associated with hypertension—e.g., hard 
arteries, enlarged heart, or even retinal changes— 
the outlook is usually more favourable in the female 
than in the male. 


Age.—The younger the patient, the more serious 
the prognosis. A really gross hypertension dis- 
covered in the thirties nearly always runs a rapid 
course to a fatal termination. Conversely, hyper- 
tension appearing in late middle life is often almost 
symptomless for many years. 
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There is general agreement that the outlook is 
worse in obese subjects than in those of spare build. 
At the same time it must be remembered that spare 
individuals do sometimes succumb to a malignant 
type of hypertension, and also that rapid loss of 
weight may be one of the symptoms of this condition. 
Volhard classified hypertensives according to the 
patient’s complexion, as red ” or pale,“ the former 
tending to run a benign and the latter a malignant 
course. It is quite true that many malignant hyper- 
tensives are pale, but on the whole the complexion 
is an unreliable prognostic guide in hypertension 
generally. 

The finding of thickened arteries, and of cardiac or 
aortic. enlargement naturally adds to the gravity of 
the prognosis, though these findings are quite com- 
patible with many years of comparatively good 
health. More ominous findings are pulsus alternans 
and gallop rhythm, both of which, if continuous, 
suggest death within a year or so. The onset of 
auricular fibrillation also adds to the gravity of the 
case, though I have known hypertensives to fibrillate 
but nevertheless to maintain fair health for five years 
and more. 


Electrocardiographic examination is sometimes 
helpful, especially if serial electrocardiograms demon- 
strate a progressive myocardial change. The finding 
of such a condition as a bundle-branch block does 
not necessarily indicate impending cardiac failure, 
for this condition, if stationary, is quite compatible 
with years of cardiac efficiency. As to the prognostic 
importance of the actual blood-pressure reading, 


generally speaking the higher the diastolic pressure 


the worse the prognosis. Not too much atten- 
tion, prognostically, should be paid to the systolic 
pressure. . 


A common mistake is to regard any retinal changes 
as being of grave significance. It is quite true that 
renal neuro-retinopathy, characterised by optic 
papillitis, retinal edema, and patches of cotton- 
wool” exudate, is usually followed by death within 
a year; but the arterio-solerotio or hypertensive 
retinopathy as described by Foster Moore—charac- 
terised by the irregular retinal arteries which com- 
press the veins and may be associated with a few 
renal hemorrhages, but without optic papillitis or 
retinal odema— is not nearly so ominous. 


The presence or absence of albuminuria is not 
nearly as important as it is usually considered to be. 
Far more important is the specific gravity of the 
urine. 
day urine whose specific gravity is fixed at 1010 
after drinking a pint of water, is of far more ominous 
significance than is albuminuria. If the specific 
gravity of the urine is not satisfactory a urea- 
concentration test should be done, and if this is not 
normal, the blood-urea should be estimated. Evi- 
dence of impaired renal function adds to the gravity 
of the outlook in proportion to the degree of impair- 
ment; but I recently saw a woman whose blood- 
urea had been persistently above 150, and had on 
occasions exceeded 200, during a period of more 
than two years, without any serious incapacity. 
Evidence of rapidly progressive renal inadequacy is 
always of serious import. It must not, however, 
be forgotten that a temporary nitrogen retention 
may be caused by hypertensive cardiac failure, so 
that if there is evidence of such cardiac failure, and 
if the specific gravity of the urine is high, some 


MEDICINE AND THE LAW 


A night urine of low specific gravity, and a 
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recovery of renal function may be hoped for if the 
cardiac condition responds to treatment. 


SYMPTOMS 


Certain symptoms of the hypertensive patient are 
perhaps more important, prognostically, than are 
the physical signs; dyspnea on slight effort and, 
more still, paroxysmal nocturnal dyspnea, are 
serious symptoms. Attacks of acute left ventricular 
failure (cardiac asthma) are often fatal, but some- 
times there may be a surprising degree of recovery 
from a solitary, though desperately alarming, attack 
of this nature. Anginal symptoms certainly make 
the life a somewhat precarious one, but it may con- 
tinue to be precarious for many years. The appear- 
ance of cerebral symptoms, slight strokes, or even 
the more serious attacks of hypertensive encephalo- 
pathy naturally make us fear further trouble of this 
nature. At the same time we often see hypertensive 
patients who survive for years after an attack of 
hemiplegia, even if followed by other cerebral vascular 
lesions. Finally it may be said that on the whole 
hypertension is regarded a little too seriously, both 
by the lay publio and by the medical profession; 
and that very important factors in the prognosis 
are the sanity of the patient—and of his doctor. 


MAURICE Cassipy, M.D., F. R. C. P., 
Senior Physician to St. Thomas’s Hospital. 


MEDICINE AND THE LAW 


Unsuccessful Claim against Dentist 


Ir could hardly be accounted negligence on the 
part of a dentist if new dentures for a patient were 
not a perfect fit at the first attempt. In a case at 
the Manchester county court not long ago the judge 
observed that it was well known that false teeth 
required time to settle.“ The patient had claimed 
£29 88. as damages for breach of contract. She said 
she paid her dentist this sum for a double set of 
teeth which he undertook would be of excellent make 
and a perfect fit. The first set was uncomfortable 
and she had them remodelled. Afterwards she 
found them so painful that she could neither eat, 
speak, nor sleep ; moreover, she graphically complained, 
they shut like a trap. She took them back to the 
surgery, and, after an interview which was evidently 
wanting in harmony, left them there. The dentist’s 
defence was straightforward. He said he did not 
maintain that the teeth were a perfect fit, but all 
they needed was a little adjustment ; he was willing 
to make a new set if necessary. Expert witnesses 
were called on his behalf who said that some adjust- 
ment, which it was quite usual to make, would have 
resulted in a proper fitting. Accepting this view, 
and holding that the plaintiff had never given the 
defendant the chance to complete his work, the 
judge gave judgment with costs in favour of 
the dentist. 


EDENBRIDGE HOsPTTAL.— On Sept. 19th a new 
block to this hospital was opened, consisting of a con- 
sultation clinic and additional bedrooms for nurses. The 
cost has been £2800, of which £2300 has been raised, and 
afurther appeal for £250 for equipment made at the 
Opening ceremony was answered by an anonymous 
donor who promised the whole amount. 
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MAINTENANCE COSTS IN HOSPITAL 
BT Anprew Torrwe, M.D. Aberd., D. P. H. 


A SENIOR MEDIOAL OFFICER, LONDON COUNTY COUNOIL 


HOSPITAL finance is a most complicated subject, 
and the more experience one has of its difficulties 
the more one realises the inadvisability of drawing 
comparisons between the costs of any one hospital 
and those of another. Few, if any, hospitals are 
exactly alike as regards construction, lay-out, type of 


work done, staffing arrangements, occupation rates, 


and financial commitments. It is futile to attempt 
comparison of costs without a full realisation of the 
varying degree to which all or any of these factors 
influence them. In the preface to the hospital 
costing returns issued by the Ministry of Health the 
following caveat appears: A number of factors 
must be taken into consideration before a proper 
comparison can be made between the average costs 
of different institutions.” I wish to endorse this 
opinion very strongly and to deprecate attempts to 
draw invidious comparisons between the costs of 
maintenance unless full cognisance is taken of these 
varying factors. 

Before discussing the more important of these 
factors let me stress the fact that, consequent on the 
passing of the Local Government Act, 1929, and the 
appropriation of the hospitals previously controlled 
by boards of guardians, municipalities took over 
institutions which varied very markedly in construc- 
tion, equipment, and tradition. Each hospital 
brought with it a widely differing inheritance of 
scales of salaries, wages, ration and other allowances, 
proportion of staff to patients, hours of duty, pensions, 
&c. The standard of medical work aimed at, and 
achieved, was very far from constant; the distribu- 
tion of beds as between acute and chronic and the 
demand for beds showed wide variations. While 
it never will be possible to make hospitals, which 
vary in either type or function, conform to arbitrary 
standards of cost, it is only a question of time till 
many of the anomalies are removed. We cannot 
by a stroke of the pen cancel existing arrangements 
as to staff wages, pensions, or hours of work; we 
cannot immediately do a complete and final classifica- 
tion of hospitals for differing types of work nor can 
we solve the problem of providing sufficient beds 
for peak demands without having an excess number 
in periods when the incidence of sickness is low. 
We cannot dispense with nursing staff when demands 
are low and hope to replace them as required from 
labour exchanges or elsewhere. 

The chief factors influencing the published cost per 
patient per week are: (1) percentage occupation ; 
(2) wages of staff; (3) engineering and works services; 
(4) type of medical or surgical work done; and 
(5) cost of food, drugs, dressings, &c. 


Percentage Occupation 


The most important single factor influencing the 
stated weekly cost of maintaining a patient in hospital 
is the relation existing between the number of beds 
provided and the average number occupied. 

With the exception of the cost of food, drugs, 
and dressings, all major cost items are very largely 
independent of the number of beds occupied, but, as 
the weekly oost is arrived at by dividing total costs 
by this number, it is obvious that the final figure 


depends almost entirely on the size of the divisor. 
There are so many factors outwith local control 
which affect this figure that deductions as to the 
efficiency or otherwise of hospital administration 
drawn from the stated costs are bound to be fallacious. 

It should be borne in mind that hospitals provided 
by a local authority must admit all cases who apply 
for admission and who come within the approved 
categories. We are unable to select our cases as 
can the voluntary hospitals. It is essential, there- 
fore, that we maintain a sufficient margin of beds 
to deal with, not only the normal, but with the seasonal 
or peak demands. This seasonal variation is a marked 
and well-recognised phenomenon in hospital work ; 
it is particularly noticeable in poor areas, such as the 
East End of London, where, in winter, large numbers 
of sufferers from complaints such as bronchitis, 
catarrhal and rheumatic states must come into 
hospital owing to there being no reasonable facilities 
for their treatment at home. l 

On account of this variation in the demand, for 
beds it is impossible to maintain a steady occupation 
over twelve months of anything approaching 100 per 
cent. except in those hospitals whose function is such 
that something in the nature of a waiting-list 
is possible. Even a busy hospital which is full and 
frequently overfull in winter may show a drop to 
70 per cent. or less in summer with the result that 
its percentage occupation for the twelve months 
cannot be greater than 85 per cent. It has to be 
remembered that, even although a hospital of 700 
beds returns 100 vacant beds, these are probably 
distributed throughout its 25 wards and its special 
departments and are not all available for admission 
of any stated type of case. Assuming that the 700 
beds are divided into 25 wards of 28 beds each, the 
100 vacant beds would be got if there were 24 patients 
instead of 28 in each ward. The probability would 
be that the general wards were even more fully 
occupied than this and that there were more empty 
beds in special departments such as maternity, 
skin, venereal diseases, mental observation, and 
children’s. 

For the year ending March, 1934, the percentage 
occupation in the L.C.C. general hospitals was 79-6 per 
cent. of the nominal accommodation. At most of the 
hospitals extra beds were taken into use in winter, 
not necessarily because all the accommodation was 
takən up, but on account of certain wards being 
unavailable owing to reconstruction or to quarantine. 

In arriving at these percentage occupation figures 
no allowance was made for beds which for any reason 
were unavailable. It is the custom in most voluntary 
hospitals to base the percentage occupation rate on 
the number of available beds and not on the nominal 
accommodation. Before comparing percentage 
occupation figures it is essential to know the basis 
on which they are calculated. 

Let me now consider seriatim the causes of varia- 
tion in percentage occupation. 

AVAILABILITY OF BEDS 

(a) Reconstruction. At most municipal hospitals 
a regular programme of reconstruction and improve- 
ment has been in progress since the appointed day 
and this has reduced the number of beds available. 
Naturally at certain hospitals the amount of work 
has been much greater than at others. At one 
L.C.C. hospital approximately 120 of the 554 beds 
have been regularly unavailable since 1931. This 
has resulted in their maximum attainable occupation 


808 THE LANCET] 


figure being in the neighbourhood of 70 per cent. 
Apart from the cost of the work itself this low rate 
has inflated the published cost of all services to each 
occupied bed. 

(b) Decoration—On an average approximately 
one-fifth of a hospital is—or should be—closed for 
three months per year for cleaning and painting. 
While this, being general, does not affect comparative 
occupation rates, it reduces the average annual 
percentage attainable. 

(c) Quarantine.—The extent to which hospitals 
are susceptible to outbreaks of infectious disease 
depends very largely on the number of children’s 
beds and on the provision of reception or observation 
wards. It is impossible to avoid introduction of 
infection into children’s wards unless all new 
admissions are kept in separate isolation oubicles 
for at least 14 days (21 days in the case of chicken- 
pox which is perhaps the most infectious of all). 

(d) Proportion of beds in special wniis.—These are 
not available for normal admissions and it is difficult 
to run these departments—e.g., for venereal disease, 
- maternity, tuberculosis, mental observation—without 
having a reasonable margin of available beds. Over- 
provision has in some cases been made, and it is only 
by experience that the correct proportion of beds 
can be allocated. As a rule wards for venereal disease 
are not fully occupied. Vacant beds in these wards 
cannot be used for other purposes and it is usually 
thought advisable to provide for possible peak 
requirements for this disease. 

The monthly percentage occupation of the special 
units in the L.C.C. general hospitals for the year 
ending March 31st, 1934, was as shown in Table I., 
the figure for all beds being given for comparison. 


TABLE I 


Percentage of Occupied Beds and Total Accommodation in 
Special Units during each Month of the Year 1934 


Percentage of occupied 
Accommoda- beds 
Month tion in — 
special units. | In special | In hospitals 
units. as a whole. 

January 2014 55 87 
February 2014 66 90 
arc 2014 60 89 
April 2091 57 86 
May 2064 51 83 
June 2064 46 77 
July 2058 47 75 
A t 2056 40 73 
September 2041 35 73 
October . 2065 44 75 
November 2081 53 79 
December 2081 55 79 
Average for the year 2062 50 81 


This comparatively low occupation rate of beds in 
special departments has obviously an adverse effect 
on that of the hospitals as a whole. Careful considera- 
tion is being given to the possibility of reducing the 
number of beds in these units; some have been 
closed and in others reallocation has already taken 
place but, as it is essential to provide a margin in 
each, it is not possible to attain as high an occupation 
rate as for general beds. 

(e) Reserved wards.—Wards are sometimes reserved 
for a certain type of case irrespective of demand. 
While there is much to be said for allocating patients 
to wards according to age and type of illness, over- 
classification reduces the number of beds available 
for general admissions and is to be discouraged. 
Classification should be, within reasonable limits, 
elastic, otherwise one finds a case being refused 
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admission to a hospital in which there are empty 
beds because it does not fulfil certain arbitrary criteria 
of eligibility. 
SITUATION 

The situation of a hospital as regards locality, its 
accessibility, its proximity to other municipal or 
voluntary hospitals, its reputation in the district, 
all have their effect on percentage occupation, and 
hospitals vary very widely in all these points and the 
influence of each is so obvious that little comment 
is necessary. It should be remembered that a 
hospital which caters almost exclusively for the poor 
in a poor district is much affected by the variations 
in seasonal demand already referred to. 


LENGTH OF STAY 

This is a most important factor and it depends on 
many causes, most of which are not equally applicable 
to all hospitals. It is affected by :— 

(a) Proportion of beds reserved for chronic sick 
and tuberculosis cases; number of beds normally 
occupied by maternity, surgical, or medical cases ; 
number of beds allocated for short stay cases—e.g., _ 
tonsils and adenoids for operation. 

(5) Facilities for transferring chronic sick easily 
and regularly to an appropriate institution. 

(c) Whether an out-patient department is provided 
and, if so, whether full use is made of it, of the district 
medical officers and of district nursing services to 
complete treatment. 

(d) Facilities available in the district for home 
nursing of minor ailments ; in poor areas the number 
of admissions of such cases is greater than in better- 
class districts and the average length of stay is short. 

(e) Facilities for transferring suitable cases to 
convalescent homes or hospitals for completion of 
treatment. 

(f) Efficiency of hospital arrangements :— 

(1) Number of discharge days and the strictness with 
which every patient who may be fit for discharge is 
examined. 

(2) Practice of making the day of admission of other 
than emergency surgical cases fit in with operating days. 

(3) Keenness shown to get chronic sick and other 
suitable cases moved to institutions or convalescent 


hospitals even when there is no urgent demand for 
hospital beds. 


Many of the foregoing points depend very largely 
on personal interest ; while it is probably too much 
to say that cases are kept in longer than is strictly 
necessary with a view to reducing cost per patient 
per week at the expense of total annual costs to the 
local authority there can be no doubt that, as long 
as so much stress is laid on the comparative value 
of these published figures, there is no inducement to 
aim at a quick throughput of cases, except in the 
few hospitals where the demand for beds regularly 
exceeds the supply. At present little, if any, credit 
is given to a hospital for the number of cases treated 
per year. Admittedly hospitals are not strictly 
comparable as regards this figure: those with many 
beds for the chronic sick and tuberculous are at a 
disadvantage; those with large maternity units, 
tonsils, and adenoid clinics, &c., should treat a 
greater number of cases per year; but the anomalies 
are not greater than those obtaining under the present 
system of comparison. 


Staff Wages 


Wages account for about 55 per cent. of the cost 
of the average hospital; the amount depends on 
several factors: 


(1) The number and type of the resident medical staff 
and consultants. 
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(2) The number of staff in proportion to the number 
of patients. 
(3) The proportion of probationers to senior nursing 


(4) The rates of pay which obtain. 


The number of staff depends on :— 

(1) The type of work done—highly specialised, surgical, 
or medical units require a larger medical and nursing staff 
than normal wards. 

(2) The size of the ward unit, the arrangement of wards 
and of the hospital generally as regards convenience and 
ease of working; a hospital with good provision of lifts 
and transport facilities generally requires a smaller 
domestic staff, 

(3) The standard set by the old authority. Very large 
domestic and laundry stafis were engaged at some hospitals 


to give people work instead of relief and, as transferred 


officers, these employees cannot be dispensed with. 


To a very great extent these factors are outside 
local control; owing to differences in construction, 
lay-out, and the type of work done complete uniformity 
cannot be hoped for. 

The prevailing rates of pay are still less under local 
control and the many anomalies cannot be removed 
while such a large proportion of hospital staffs are 
transferred officers. Even when all staff is under 
the terms adopted by local authorities uniformity 
will not be reached throughout the country. The 
law of supply and demand, affected by industrial 
and topographical considerations, will continue to 
operate. Table II. shows the wide variations in 
number and cost of staff at certain L.C.C. hospitals 
—in most cases those with the highest and lowest 
costs in their respective groups. 


„ TABLE II 
Number and Cost of Staff at Certain L. C. OC. Hospitals 


Cost of 


staff 
staff excluding 3 stan 
dpalle ie Aloe 0 beds Patient 

oor wot: pee ty eee: per week). 
I. 3-1 152 3-7 oid 
3-0 176 2.9 341 
3°8 168 3.4 195 
21 132 1.7 138 
2:9 130 1-6 132 
3-0 130 2.0 141 
3-3 185 3-1 219 
2.3 119 2˙3 178 
III. e 3:1 148 2.3 142 


The costs are in pence per patient per week and are 
based on a uniform percentage occupation of 80. It is 
noteworthy that the cost of an approximately equal 
medical and nursing staff at one hospital is nearly 4s. per 
patient per week more than at another. The numbers of 
“other staff” and costs show similar anomalies. The 
difference would be much greater if correction had not 
been made for variations in percentage occupation. 

In the preface to the Ministry of Health’s costing 
returns for hospitals the following statement appears 
in paragraph 8 :— 

“The wide diversity in the circumstances of many of 
the institutions for each of the different purposes with 
which Part I. of the Costing Returns is concerned makes 
it inadvisable to calculate the average weekly cost in 
detail under different heads of expenditure, for each 
group of institutions.” 

It is obvious that unless the proportion of staff 
to patients can be, and rates of pay are, made constant, 
it is impossible to expect any reasonable approxima- 
tion of weekly costs to a uniform standard. 
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Engineering and Works Services 
Approximately 18 per cent. of the cost per patient 


per week in L. C. C. hospitals is expended on these 


services. The figures for various hospitals differ 
widely. Consider, for example, the figures at certain 
hospitals for the twelve months ending March, 
1934, given in Table III. ö 


TaBLF III 
Cost of heating and | Cost of special works 
l lighting. and maintenance. 
— Hospital. 
Pence per patient per week. 

1 72°4 45 
2 40-2 15 
3 85°5 99 
4 90-0 116 


Heating and lighting costs depend on the lay-out 
of the hospital, the efficiency of the system, the cost 
of coal, and the rates at which gas and electric power 
can be obtained. The works ” figure depends on 
the amount of reconstruction or improvement that 
has been undertaken and on the local conditions 
which influenced the price at which it can be carried 
out. Number of staff and rates of pay have also a 
bearing on these figures. 


Type of Work Done 


Assuming that the other factors influencing cost 
operate to the same degree in a number of hospitals, 
cost per patient per week depends largely on the 
type of case treated. Consultant services, more 
and better qualified medical and nursing staff, 
expensive diagnostic and treatment equipment are 
essential where work of a high medical or surgical 
standard is undertaken. It is the impossibility of 
assessing accurately the scope and quality of the 
work done at any other hospital which makes com- 
parison difficult. Even the number of operations 
performed per annum is an unreliable figure as, at 
many, all routine tonsillectomies done for the school 
medical department are included. Special units, 
such as those for plastic or thoracic surgery, cancer, 
venereal diseases, thyroid diseases, and diabetes, 
may add considerably to average costs. 


Cost of Food, Drugs, Dressings, &c. 


(a) Food.—The proportion of the weekly main- 
tenance expended on patients’ food, drugs, and 
dressings is smaller than is usually thought. On 
food it is usually under 10 per cent. The amounts 
spent in the various L.C.C. hospitals still show 
divergencies, but there are now evidences of a general 
levelling up. | 

(b) Drugs, dressings, medical and surgical appliances. 
The average cost of drugs and dressings and 
medical equipment is about 4°5 per cent. of total costs. 
The amount depends very largely on the type of work 
done, although wise buying and careful specification 
followed by unremitting control of issue and use 
have a marked effect in reducing it. 

In comparing costs under this heading it should 
be borne in mind that the large authority, catering 
for a number of hospitals, is in a position to buy 
much more cheaply than is the authority to which 
only a few institutions belong. The L.C.C. is 
peculiarly fortunate in this respect, its hospital 
service being so large and comprehensive that it can 
obtain food, drugs, dressings, and equipment of the 
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very best quality at rates much below those normally 
obtaining. | 


Conclusion 


In view of the influence which so many factors, 
which are either permanently or temporarily outside 
local control, have on the cost of maintaining a 
patient in hospital it is impossible to expect uniformity. 
It is futile to base a comparative estimate of the 
efficiency of various hospitals on published costs 
without allowing for the many varying standards 
and conditions. 


I have to thank Sir Frederick Menzies, medical 
officer of health to the L.C.C., for permission to 
publish this article which is based on various reports 
submitted by him to the hospitals and medical 
services committee of the L.C.C. 


MENTAL CARE IN 1935 
BOARD OF CONTROL REPORT 


THE twenty-second annual report of the Board of 
Control, for the year 1935, shows that overcrowding 
in public mental hospitals is getting worse and has 
in a few hospitals rendered emergency measures 
necessary. The number of in-patients has increased 
by 1711 and the total number of beds by 1390; 
there are now 2261 more beds than are authorised, 
and the actual overcrowding is more serious even 
than this figure suggests. The continued increase 
in the number of patients does not reflect a real 
increase in mental disorder, but corresponds to the 
rising birth-rate of a generation ago. One new mental 
hospital is nearly finished; Essex and Lancashire 
are to have a hospital each, but not for several years. 
While the pressure may be less next year, accommoda- 
tion will remain strained in some areas. The most 
interesting event of the year was the opening of 
Holme Lacy, near Hereford, for private patients. 
This is a historic country mansion in beautiful 
surroundings. Two admission hospitals with con- 
valescent homes were opened, at Wadsley and 
Glamorgan, and the Board are glad to note that the 
provision of these essential units continues steadily, 
for no mental hospital without a detached admission 
unit and treatment centre can be regarded as complete. 


MENTAL TREATMENT ACT 


The Board report a steady development in the 
administration of the Mental Treatment Act. The 
number of voluntary admissions has increased by 
43 per cent., from 4078 to 5834. The number of 
temporary patients admitted was 1258 as against 
697 in the previous year, an increase of over 80 per 
cent. The Board point out that this result alone 
within five years of the passing of the Act more than 
justifies its provisions. Nearly a quarter of the 
admissions to public mental hospitals are now 
voluntary. As the public come to realise the vital 
importance of early treatment the proportion of 
voluntary rate-aided admissions may become as 
large as that of the voluntary private admissions, 


and it is reasonable to expect that in time at least 


half the total admissions will be voluntary. The 
present regrettable prejudice against treatment in 
public mental hospitals cannot, the Board consider, 
survive if half the patients enter voluntarily, 15 per 
cent. temporarily, and only a third are certified. 
The ratio of voluntary admissions to total direct 
admissions varies widely over the country, but the 


Board do not think that temporary admissions would 
exceed 15 per cent. even if administrative difficulties 
were less, They are, however, satisfied that Section 5 
of the Act is complicated and difficult and may deter 
those who would like to use the procedure. There is 
still a discrepancy between the chances of a rate- 
aided and a private patient being admitted under 
this section. | 


The Act permits out-patient, voluntary, and 
temporary treatment to be given in general hospitals, 
and it was hoped that the great voluntary hospitals 
would take this opportunity of providing for the 
treatment of early mental disorder. It turns out that 
few voluntary hospitals have done so, and some muni- 
cipalities are beginning to make provision for early 
mental treatment in their own general hospitals. 
The number of rate-aided cases dealt with by urgency 
order has been disappointingly small; relieving 
officers have been slow to realise that there is no hard 
and fast rule requiring the removal of a patient to 
a public assistance institution before certification. 


The important changes in the machinery and . 


administration of the Board which the Act introduced 
have led to a more expeditious dispatch of business 
and to smoother coöperation between the Board and 
the local authorities. The object of these changes 
was to make the organisation and procedure of the 
Board like those of large Government departments, 
but the process is not yet complete. The section 
governing visiting committees is a complicated 
provision; it is now on the whole working satis- 
factorily, but the Board might welcome some 
simplification, The mental treatment rules have 
worked with a minimum of difficulty. 

The term mental hospital has now been generally 
substituted for asylum and person of unsound 
mind” for “‘lunatic.” The Board have, however, 
received more than one proposal that the word 
‘mental’? should be left out. Proposals like this, 
coming within five years of the passing of the Act, 
suggest, they say, that the search for euphemisms 
is not without its dangers. The Board cannot accept 
the view that the word mental has in itself any 
stigma and feel that to call a mental hospital merely 
a hospital could only result in confusion by failing to 
indicate its essential purpose. 

The number of out-patient centres continues to 
increase, but some areas are still not served and in 
some centres the intervals between sessions are far 
too long. Early mental patients are shy creatures 
and will not readily give their confidence to a doctor 
who is only prepared to see them once a month. 
The Board realise that these centres make a heavy 
demand on the medical staff of the hospitals but point 
out that the remedy is to increase the staff. They 
hope that visiting committees will bear in mind the 
crucial importance of out-patient work when they are 
considering requests for additional medical staff. 
Out-patient centres save many patients from the 
need for in-patient treatment and cost little to main- 
tain. Financially they are the best investment a 
visiting committee can make. If full use is to be 
made of them the medical staff must be assisted by 
trained social workers, who can make a more complete 
picture of the patient’s home conditions than the 
doctor can by his questions or correspondence. 
The demand has until recently exceeded the supply, 
but more graduates from the London School of 
Economics’ course are now available. One London 
hospital released its almoner for a year to take the 
course, and Borstal institutions have given their 
male officers a year’s leave for the same purpose. 
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In some mental hospitals an early and constructive 
effort is made to assist treatment by forming a 
contact with the relatives and friends of new 
admissions and helping them to understand the 
nature of the breakdown. 

Boarding-out is systematically attempted either 
through the hospital social worker or by arrange- 
ment with the Mental After-Care Association or the 
local voluntary association for mental welfare. 
The Board consider this work is better done by the 
existing organisations. 


COORDINATION OF VOLUNTARY EFFORT 


The Board take the view that institutional care is 
only part of a. health service which includes all 
aspects of mental hygiene. The special problems of 
child guidance, the treatment of borderline cases, 
after-care and preventive care, and mental deficiency 
are all closely related, and to attempt to deal with 
them in isolation is neither scientific nor economical. 
The Board have noted with pleasure the growing 
movement in favour of combining, either by 
amalgamation or federation, all the various voluntary 
agencies interested in different aspects of mental 
health. They consider that the want of unified 
direction and of a comprehensive central body able 
to view the problem as a whole has made the mental 
hygiene movement relatively ineffective in this 
country. Without some measure of union, or at 
least of coöperation, no effective appeal can be made 
to the public for financial support and—an even 
graver source of weakness—no real advance can be 
made in bringing home to the publio the needs and 
possibilities of the work. 


LIBRARIES AND DIET 


The Board stress the importance of books and 
papers to the mental patient and recommend to all 
mental hospitals the report on libraries issued by a 
committee of the Mental Hospitals Association. 
They consider that much might be done to make meals 
more attractive and service better, and regret that 
no English mental hospital has yet experimented with 
the cafeteria system which has been so successful 
in America, by which the patient takes a plate to 
the service counter and is offered a choice of dishes. 
In practice the relative popularity of different dishes 
can be gauged accurately and the wastage is no more 
than with the present rigid system. The amount 
left on the plates is considerably less—in fact, the 
only complaint made in America is that there is not 
enough swill left to feed the pigs! Incidentally, the 
cafeteria system relieves the nurses of much of their 
present work of serving the meal. The Board 
also repeat their plea for giving women patients an 
opportunity to wear more attractive clothing. 


OBSERVATION WARDS 


The Board are perturbed by the results of an 
inquiry they have made, with the Ministry of Health, 
into the observation wards in municipal hospitals and 
public assistance institutions. Some of the larger 
cities have well-equipped wards with a trained and 
experienced staff, but in many so-called observation 
wards new patients are mixed with chronic patients 
and low-grade mental defectives; there are no 
facilities for classification and the staff are not specially 
trained. Other authorities extemporise a small 
ward, which can hardly be efficient. On the other 
hand, a big ward is apt to absorb money and attention 
that ought to be spent on the hospital and offers a 
temptation to undertake treatment, which ought 
not to be given there at all. The Board hold that no 
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observation ward ought to be used unless the number 
of patients is expected to justify keeping at least 
one trained nurse always on duty on each side. 
Proper use of the Mental Treatment Act will, they 
consider, obviate much of the need for such wards. 


Mental Deficiency 


The number of new beds provided by local 
authorities during the year is 1088, and the Board 
are satisfied with the year’s work. They find it 
remarkable that so many local autor have 
provided at least the first section of a colony. There 
are now comparatively few local authorities in 
England without beds of their own. In Wales the 
position is less satisfactory and, except for progress 
at one institution, there is no improvement to record. 
Many more daily training centres are still required 
for mental defectives living at home, but the Board 
warn authorities that centres can never take the 
place of the colony, and to send a child from a bad or 
inefficient home to a centre because there is no room 
for him in an institution is fair neither to the centre 
nor to the child. There is also need for evening clubs 
for young adult defectives, and several excellent 
clubs are working in large centres. Their chief need 
is a sufficient number of voluntary workers, for 
defectives cannot organise their own amusements. 
Scout and Guide organisations do valuable work. 
The Board hope that authorities will adopt a more 
liberal and uniform practice in granting licence and 
make every effort to return to the community those 
defectives who have become sufficiently stabilised 
to live a normal life and contribute to their support. 
As a preliminary to licence, hostels are valuable, 
particularly for the higher-grade girls. The Board 


deprecate the recall of patients who have shown 


themselves able to hold their own in industry, merely 
because they have married. They report favourably 
on the experiment at Sheffield by which visiting 
consultants have been employed to remedy physical 
conditions. Treatment has often led to a marked 
improvement in behaviour, by removing irritating 
physical conditions, especially from the ears, nose, 
throat, and eyes. 

The Board point out the great variation in the 
ratio of mental defectives notified by local education 
authorities: from 3 per 10,000 at Plymouth to 
0-3 or less in twenty-five other areas. The expecta- 
tion that the local education authorities would do 
most of the ascertaining under the Mental Deficiency 
Acts is far from being realised. The Board include 
in the Appendix a memorandum drawn up by the 
Board of Education which shows some of the difficulties 
of ascertainment and notification and suggests how 
they may be mitigated. 

Dealing with community care, the Board note that 
voluntary supervision is increasing rapidly while a 
number of local authorities make little use of statutory 
supervision. They recommend statutory supervision 
as preferable because it allows the local authority to 
vary the treatment at any time and thus deal with the 
patient before he comes on the danger list. Many 

stabilised defectives who have no relatives or friends 
might be licensed to employers or foster-parents, 
but only under three conditions : a progressive scheme 
of training in the institution, a periodic review of all 
patients to decide which are fit for licence, and a 
proper organisation to find guardians and ‘provide 
supervision outside. They believe there is further 
scope for boarding out with foster-parents medium- 
grade defectives of good habits. They show by an 
example how training in an institution, combined 
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with a wise system of re-socialisation and care in the 
community, may fit girls for a decent and useful 
life after discharge. 

The Board also remark that a considerably larger 
number of mental defectives have been dealt with 
for crime, but that crime has not substantially 
increased among juvenile defectives. Public assist- 
ance institutions are less often used for housing 
criminal defectives, and have only been used when 
the local authority has no colony of its own and cannot 
find a contract institution willing to receive its 
defectives. 


PARIS 


(FROM OUR OWN CORRESPONDENT) 


THE STERILISATION OF THE DRINKING WATER 
OF PARIS 


RECENTLY the Hôtel de Ville was the scene of a 
presentation of the Grand Medal of Paris by the 
president of the municipal council to Colonel Bunau- 
Varilla, to whom the city owes the present purity 
of her drinking water. It was in 1930 that the 
municipality decided to adopt his system of chlorine 
sterilisation of the water drawn from the Seine, the 
Marne, and the Ourcq, and in 1932 the sterilisation 
plant was installed at Ivry. Since then there has 
been a remarkable drop in the incidence of typhoid 
fever in the city. On the occasion of this presenta- 
tion, Colonel Bunau-Varilla quoted the following 
figures. In 1925 the mortality in France was 17-4 
per 1000 inhabitants, whereas the corresponding 
figure for Germany and England was between 11 
and 12. In 1935 the French mortality had fallen to 
between 15 and 16 per 1000—a fall traceable in large 
part to chlorine disinfection of drinking water. He 
went on to calculate that if the State introduced 
legislation providing for the chlorine sterilisation 
of drinking water, it would be possible to reduce the 
country’s mortality by three more units per 1000 
inhabitants, bringing it down to between 12 and 13. 
In this way 120,000 lives might be saved every year, 
and the country would have an excess of births over 
deaths running into 100,000 instead of its birth- 
death deficit of 20,000. 


WELFARE OF JUVENILE PROSTITUTES 


According to Mlle. Serin, médecin en chef des 
Asiles, the ranks of the precocious prostitute under 
the age of 18 are growing, at any rate in the large 
towns. Some 500 of them pass through the prison 
of Fresnes every year, and this number does not 
include the many girls sent home by the police 
with a warning, or those who are transferred to some 
institution or other without being drafted through a 
prison. It was hoped that the new laws of October, 
1935, dealing with the care of children in trouble 
and abolishing the relatively Draconian law of 1921, 
would prove as salutary as they were designed to be 
merciful, but it has been found that the machinery 
available for dealing with these delinquents was not 
there to give effect to the new legislation ; an institu- 
tion designed by the new law to house a certain class 
of juvenile offender simply did not exist. Between 
February and July of this year Mlle. Serin has under- 
taken an exhaustive analysis of 88 juvenile offenders 
between the ages of 15 and 18, and her examination 
has shown that in as many as 44 cases these children 
presented grave faults of character. Nearly all 
of them had been the victims of precocious debauch 
before they were launched on their careers as 
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prostitutes; 10 of them were so mentally backward 
that they were completely incapable of regular 
remunerative work. Even when the intelligence was 
normal, the mentality was often inelastic and even 
dangerous. An inquiry into the antecedents of 
these children showed that alcoholism in the parents 
existed in 46 cases, mental disease in 20, and congenital 
syphilis in 15. Only in 2 cases was it found advisable 
to recommend admission to an institution for super- 
vised education. There were 40 girls who were 
referred back to their families, and the rest were 
dealt with in various other ways, 2 being admitted 
to an asylum and 2 others to a psychiatric clinic 
for observation. Truly the juvenile prostitute is 
heavily handicapped from the outset. 


COMPULSORY RETIREMENT OF DOCTORS AT 65 


The prospect of the enactment in the near future 
of a law withdrawing the licence to practise medicine 
from all doctors on attaining the age of 65 has 
generated quite a lively correspondence in the 
Parisian medical press. In the Presse Médicale 
for Sept. 5th a correspondent recalls the experiences 
of Dupuytren on a visit to London where he was 
féted in the grand manner by his English colleagues. 
One of his hosts was Astley Cooper, living at the time 
in retirement at his country seat. Here he enter- 
tained Dupuytren, whose raptures over the magnificent 
trees in his host’s park evoked from the latter: 
“ Yes, they are certainly fine. Every morning I 
examine them to decide which I shall choose to hang 
myself from. In London I should have been dead of 
fatigue; here I shall die of boredom.” Whereupon 
Dupuytren urged his host to return to London. 
Cooper did so, and remained in harness till his death 
many years later. Impressed by this experience, 
Dupuytren used often to say that he would stick to 
his guns to the last, and that when he could no longer 
walk to his patients, he would be carried to them. 


MEDICAL EXAMINATION OF MEDICAL STUDENTS 


Last year the Paris faculty of medicine undertook 
the organisation of a systematic medical comb-out 
of first-year medical students. The results have been 
such that this practice will be repeated this autumn. 
Every medical student registering as such will receive 
an invitation voluntarily to undergo a medical 
examination at a certain time and place. The 
examinations are conducted by members of the staffs 
of Parisian hospitals, and special attention is paid 
to the respiratory system with a view to the early 
detection of tuberculosis. Every precaution is taken 
strictly to preserve professional secrecy, and it is 
only when the student consents that the findings of an 
examination are communicated to his parents or 
family doctor. | 


SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


ABERDEEN ROYAL INFIRMARY 


THE Aberdeen Joint Hospital scheme, which 
culminated in the opening of the new Royal Infirmary 
in Aberdeen on Sept. 23rd by the Duke of York, 
must be the envy of many other hospital centres. 
It is due to the foresight of Prof. Matthew Hay and 
the coöperation of the town council, the University 
Court, and the directors and managers of the 
Infirmary, the Royal Hospital for Sick Children, and 
the Maternity Hospital, that this new scheme was 
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made possible. It will result in concentration of the 
hospital work of the district in a way that is probably 
unique in this country. The scheme of having 
hospitals and teaching institutions in one area 
led to the acquisition of a site of 100 acres at Forester- 
hill, near the Royal Mental Hospital. On this 
site the Sick Children’s Hospital was opened in 1928 ; 
the new Royal Infirmary is now completed; the 
Maternity Hospital will soon be ready for occupation ; 
and the foundations of the University buildings are 
being laid. Through the efforts of Sir Andrew Lewis, 
when Lord Provost of the city, £410,000 was raised 
in the course of two years for the Joint Hospital 
scheme of which £350,000 was available for the new 
Royal Infirmary. An appeal for an additional 
£100,000 to complete the sum still needed for buildings 
and equipment has been launched by Lord Provost 
E. W. Watt. 


THE SCOTTISH EDUCATION DEPARTMENT 


The Secretary of State for Scotland has appointed 
Dr. John Jardine, to be assistant secretary to the 
Scottish Education Department. Dr. Jardine, who 
is a graduate of Edinburgh University, graduated in 
1904 and after spending some time in general practice 
was appointed school medical officer for the counties 
of Midlothian and Peebles. He served with the 
Army during the duration of the war, being awarded 
the O. B. E. (military) and being also mentioned in 
dispatches. In 1924 he was appointed medical 
officer and inspector of physical training to the 
Scottish Education Department, and since 1931 
he has held the post of junior assistant to th 
Department. : 


NEW APPOINTMENTS AT THE EDINBURGH ROYAL 
INFIRMARY 


Dr. R. M. Murray-Lyon and Dr. W. Lindsay Lamb 
have been appointed honorary assistant physicians 
to the Royal Infirmary in succession to Prof. Edwin 
Matthew, who is retiring, and Dr. D. Melville Dunlop, 
who was recently appointed to the chair of thera- 
peutics in the university. Dr. Murray-Lyon is at 
present assistant pathologist at the Royal Infirmary, 
and Dr. Lamb is clinical tutor at the Aberdeen Royal 
Infirmary. 


UNITED STATES OF AMERICA 


(FROM AN OCCASIONAL CORRESPONDENT) 


SYLVATIC PLAGUE 


THE growing interest in rodent plague in this 
country dates from early in 1934 when a plague 
epizoGtic was recognised among ground squirrels on 
ranches lying north and east of Bakersfield, Cali- 
fornia. Public health authorities on the west coast 
were thus apprised that the control methods that 
they had believed to be both thorough and effective 
had in fact failed. Without leaving any detectable 
trace of its wanderings plague had crossed from the 
coast countries to the foothills of the Sierra Nevadas. 
Employees of the U.S. Forestry Service or Biological 
Service now recognised plague in Modoc county in 
the north-east corner of California. In May, 1934, 
a shepherder of Lakeview, Oregon, became ill with a 
temperature of 105° F., pulse 110, leucocytosis of 
14,000, and a tender swelling in the right groin the 
size of an egg. On the second day a “‘ dusky livid 
line developed over his body, and on the third day 
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he died. The diagnosis of plague was confirmed 
bacteriologically. In June, 1934, a 10-year-old 
schoolboy visited a California ranch in which plague- 
infected squirrels had been found. He contracted 
bubonic plague and though he recovered from the 
bubo he died on the 118th day from plague meningitis. 
During 1935 no human cases were reported, but 
extensive areas of rodent infection were discovered. 
Plague was proved in 107 Oregon squirrels out of 
1492 that were shot, in 4 wood rats, and in 1 white- 
footed field-mouse. Plague was demonstrated in a 
ground squirrel as far east as Beaverhead county in 
the State of Montana. 

A Committee on Sylvatic Plague was appointed 
by the Western branch of the American Public 
Health Association meeting at Helena, Montana, in 
July, 1935. Dr. Karl F. Meyer, director of the Hooper 
Foundation, became its chairman, and has ever 
since been active in its interest. The title of the 
committee has drawn fire from some health officers 
who maintain that plague is plague and nothing 
gained by calling it sylvatic.“ Dr. Meyer defends 
the title which was originated, he says, by R. Jorge 
in a monograph entitled ‘‘ Rongeurs et Puces” 
(Masson, 1928). The French “ peste silvatique ” 
became sylvatic plague in a review of the memorial 
volume of the Manchurian plague prevention service 
(Jour. Amer. Med. Assoc., 1935, cv., 535). Dr. Meyer 
defends the terminology as of epidemiological signifi- 
cance. Rat plague, he says, “rises and falls within 
a century and finally flickers out; wild rodent 
sylvatic plague is everlasting and permanent.” 

During the present year a case of bubonic plague 
has been reported in Sonoma county north of San 
Francisco Bay. The patient was a veterinarian but 
the source of his infection has not been established. 
A new procedure for detecting plague among squirrels 
was suggested to the committee by Dr. C. R. Eskey 
of the U.S. Public Health Service. This consists of 
making an emulsion of pooled fleas which emulsion 
is injected into guinea-pigs. Using this method 
Dr. Eskey has proved the presence of plague in fleas 
collected from Citellus, elegans in Elko county, 
Nevada. The Hooper Foundation has had equal 
success with the method applied to Californian fleas. 
Courses of instruction for field workers have been 
organised by the Sylvatic Plague Committee and by 
the University of California. 


ALLERGIC REACTIONS TO SCHICK TEST 
Simultaneously with the publication of Parish’s 


article on this subject in THE LANCET, 1 two cases of 


allergic response were reported from Vanderbilt 
University. Both cases were in individuals who had 
been immunised with alum-precipitated toxoid. In 
neither case was the subject sensitive before the 
administration of the prophylactic. In both cases 
the symptoms were controlled by the administration 
of adrenaline. In the second case urticaria reappeared 
after some hours but was finally banished by 
ephedrine sulphate given by mouth. 


1 THE LANCET, August 8th, 1936, p. 310. 

1 Keller, A. E., and Harris, S., Jr.: Immediate Allergio 

Response following a Schick Test, Amer. Jour. Pub. Health 
1936, xxvi., 809. 


SUNDERLAND AND DURHAM COUNTY EYE INFIR- 
MARY.—Sir John Priestman has offered £50,000 for the 
rebuilding of this hospital. Sir John has previously given 
a similar sum to the Monkwearmouth Hospital of which 
he is president. 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 
various occupations. Zach contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index. 


FROM A DEPARTMENTAL DOCTOR 


I 


In his last novel, the Faithful Lovers,“ Mr. 
J. D. Beresford relates a conversation. between a 
boy of seventeen and his nearly fifty-year-old father. 
They are walking in Kensington Gardens upon an 
early autumn day, and the boy remarks that, in his 
opinion, it is absolutely the best time of the year. 
His father disagrees and votes for the Spring. He 
has become old enough to realise, he says, the sadness 
in the decay of the year and also its warning. Looked 
at more objectively, however, there is a good deal 
to be said for autumn, and particularly for October, 
even by the middle-aged and elderly. If Spring is 
the season of hope and youth in what we call Nature 

-—instinctively separating ourselves, as most of us 
do, from the rest of Nature when we thus speak 
of it—Ootober, and especially in university cities, is 
surely youth's particular month in the human 
calendar. By a blesséd dispensation of the educa- 
tional authorities, it is the month chosen for the 
new entry at school, university, and hospital, endow- 
ing us older ones with a second and delightful edition 
of Spring. 

* * * 

There are of course many other things to be 
said in favour of October. It is as good a month 
as any for a country holiday and better than some. 
It has scents and sights, the aroma of cobwebbed 
hedges in early morning, the faint smell at dusk of 
farmyard bonfires, that are all its own. But, for 
those of us who are city-bound, its supreme gitt 18 
this returning tide of youth, once more irrigating 
the streets and the class-rooms and the theatres and 
wards of the hospitals. 

It is perhaps not easy to realise what this renewal 
means in towns whose universities are as ancient 
as themselves, or in those dedicated solely to com- 
merce or to the amenities of the retired. What 
they have always known they appreciate less fully. 
What they have never known they do not, perhaps, 
miss. But in such a town, for example, as Reading, 
never lovely and for long completely utilitarian, the 
coming of a university must be too apparent to 
escape anybody’s notice. Decoratively and psycho- 
logically, the blazers and bobbed heads have invaded 
it for nothing but its good and unexpected grace. 

Also the push-bicycles, still perhaps, more than 
anything else, the sign-manual (or pedal) of youth ; 
and this suggests the question, which English town 
contains the most push-bicycles to the acre? If 
anybody could answer, it ought to be the doctor 
trying to save time between his visits. Oxford and 
Cambridge must be well in the running. But one 
would like to hear the opinion of the doctors in 


Bedford. 
* * * 


Everybody, no doubt, tends to romanticise the 
other person’s job, but there must be.many doctors 
who will envy the teaching staffs of the medical 
schools and hospitals in these first days of October. 
If they are not the veriest hacks, they cannot fail, 
in their intimate collision with all these new young 
minds, to receive some personal benediction denied 


blame. 


to the rest of us. They will no doubt have to run a 
critical gauntlet, resulting in verdicts discreetly hidden 
from them; and many of these verdicts will of 
course be much too sweeping, whether in praise or 
But they will once more have the supreme 
chance, as they listen to some ill-informed but 
dazzlingly cogent question, of reviewing the problems 
of medicine with the innocence of eye that alone 
makes the greatest discoveries. 


There will also be renewed in the wards of most 
hospitals, in these first days of October, the meeting 
of two streams of youth itself—the stream that has 
passed through the hospital college or engaged in its 
medical studies directly after leaving school, and the 
stream that has come down from what are ‘called the 
ancient universities. The latter will probably be 
observed by the former with a certain element of 
distrust. Is the culture of New College or King’s 
to be flaunted a trifle too obviously before their 
eyes? And New College and King’s will at first, 
perhaps, be inclined to regard those others from 
a rather too careful distance. But it will all be 
a part, and not the least part, of the medical 
education of both, their ultimate absorption into 
what is probably the most democratic and least 
class-conscious of all the learned professions. 


** * * 


But what has all this got to do with most of us, 
who are not attached to any medical school or 
hospital? Not a great deat perhaps, except to remind 
ourselves that the hospitals are still there and that 
youth is in them, and that we ourselves do not 
revisit them as often as we should do. It may not 
be easy; and some of us are disinclined, no doubt, 
to play the part of the revenant. We remember the 
elderly—and obviously ignorant—gentlemen who 
used occasionally to appear in our own days. We 
trusted we should never be like them. They scarcely 
seemed to have learned even the alphabet of their 
supposed job. And now we hesitate to take the risk. 
All those boys will know, for example—at any rate 
in theory—the pathology of a dozen sorts of brain 
tumours that never apparently existed in our time ; 
and they will divine, however careful we are, the 
depths of our inadequacy. And yet, and yet— well, 
there was the naive old gentleman who provoked 
our own ribald laughter by admitting that he had 
never heard of an opsonic index, and what exactly 
was a sheep-rabbit? And where is the opsonic 
index now? So let us at least have half a heart. 
Some of these curiously named processes and 
reactions and syndromes that bewilder us may also, 
just possibly, go to the grave of having been really 
something rather different. And if these lads can 
recite the names of a lot of new weeds in the human 
garden, we may still perhaps be able to give them a 
hint or two as to whether the lawn will last for a few 
more games. It will be the very small gift of which 
our grey hairs have paid part of the price. It will 
in any case be considerably less than the largesse 
we shall receive. 

* * * 


And if we hesitate, God forgive us, because we 
disapprove of the rising generation, because we 
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think they are incapable, lacking in fibre, devoid of 
application, degenerate in manners, let us remember 
the example of the late Dr. John Caius. He had 
been physician to three monarchs, Edward VI., Queen 
Mary, and the young Queen Elizabeth. He had 
helped to found a college. He was old in practice. 
He ought to have known. And the generation that 
was then beginning to follow him caused him the 
profoundest misgivings. They had lost the true faith. 
They were churlish in behaviour. Worst of all, they 
were soft. If they be not,“ he lamented, “ all 
day by the fire with a toast and butter and in their 
furs, they be straight sick.“ And after John Caius 
had been gathered to his fathers, and in the shapes 
of Raleigh and Drake and Marlowe and Shakespeare, 
they girdled the globe, defeated the Armada, and 
created the Midsummer Night’s Dream. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Soon after Jan. Ist, 1937, short-service surgeon lieu- 
tenants of 1933 seniority, and officers of 1932 seniority 
permitted to defer their applications, are to report whether 
or not they wish to be considered for transfer to the per- 
manent list. About March applications for transfer will 
be considered and the selections made will be promulgated. 
Should any officer wish to defer decision he should report. 
Since May Ist, 1934, all entries have been on a short- 
service basis of three years. 


Surg. Lt.-Comdr. E. T. S. Rudd to rank of Surg. Comdr., 
and to St. Angelo for H.M. hospital ship Maine. 
Surg. Lt. C. D. D. de Labilliere to rank of Surg. Lt.- 
Comdr. 
Surg. Lts. M. H. Adams to Barham and C. V. Harries 
to Sussex. 
ROYAL NAVAL VOLUNTEER RESERVE 


Surg. Lt.-Comdr. E. R. G. Passe to Dolphin. 
Surg. Lt. G. P. McCullagh promoted to Surg. Lt.-Comdr. 
Surg. Lt. R. T. Gaunt to St. Vincent. 


Mr. E. G. Wilkinson, of Edgbaston, has been appointed 
Admiralty surgeon and agent for Birmingham, and Mr. 
E. F. Baines, of Whitby, for Whitby. 


ROYAL ARMY MEDICAL CORPS 


Capt. W. A. D. Drummond to be Maj., Jan. 29th, 1935. 
(Substituted for notification in the Gazette of Feb. 15th, 
1935.) (Vide THe LANOET, Feb. 23rd, 1935.) 


SUPPLEMENTARY RESERVE OF OFFICERS. 
Capt. W. F. de C. Veale resigns his commn. 


ARMY DENTAL CORPS 


Applications are invited for dental surgeons for appoint- 
ment to 12 commissions in the Army Dental Corps. Can- 
didates will be selected for these commissions without 
competitive examination and must be not over the age 
of 28. Successful candidates will be given short-service 
commissions for six years, at the end of which period they 
may either retire with a gratuity of £1000 or apply for 
permanent commissions. Full particulars and form of 
application may be obtained from the Director, Army 
Dental Service, War Office, London, S. W. I. 


J. A. M. Gemmell, S. G. Gourley, J. E. Maywhort, and 
C. H. James to be Lts. (on prob.). 


TERRITORIAL ARMY 


Maj. and Bt. Lt.-Col. K. Pretty to be Lt.-Col. 

Capt. D. S. Middleton to be Maj. 

Supernumerary for service with O.T.C.: Capt. J. F. 
Fraser (Empld. Aberdeen Univ. Contgt. (Med. Unit), Sen. 
Div., O. T. C.) to be Maj. 

A. R. Bowtell (late Cadet, Malvern Coll. Contgt., Jun. 
Div., O. T. C.) to be Lt. 

P. T. Cooper (late Offr. Cadet, Marlborough Coll. Contgt., 
Jun. Div., O. T. C.) to be Lt. 
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ROYAL AIR FORCE 


Squadron Leader F. B. O. L. B. Crawford, to Head- 
quarters, Bomber Command, Uxbridge, for duty as 
Medical Officer. 

Flight Lts. promoted to rank of Squadron Leader : 
R. Thorpe and P. B. L. Potter. 

Flying Offrs. promoted to rank of Flight Lt.: S. R. C. 
Nelson, R. S. Peill, H. E. Bellringer, T. J. M. Gregg, 
C. M. Carlyle-Gall, R. L. Soper, R. S. B. McClean, A. S. 
Amsden, and A. B. Marshall. , 

Flight Lt. J. H. Cullinan to R.A.F. Depôt, Uxbridge. 

Flight Lt. W. P. Griffin is transferred to the Reserve, 
Class D. 

Flying Offrs. E. B. Harvey, to R.A.F. Station, Hendon, 
and J. H. Preston, to Medical Training Depôt, Halton, on 
appointment to short-service commission. 

Dental Branch.—F lying Offrs. C. H. Beamish, E. Martin, 
and A. C. Wilkie, to Medical Training Depôt, Halton, on 
appointment to non-permanent commissions. 

Flying Offr. D. P. Boyle is promoted to the rank of 
Flight Lt. 

RESERVE OF AIR FORCE OFFICERS 


T. A. G. Hudson is granted a commission as Flight 
Lt. in Class D. 

Flight Lt. D. B. Smith relinquishes his commission on 
completion of service. 

Special Reserve.—Flight Lt. J. L. H. Easton resigns his 
commission. i 

INDIAN MEDICAL SERVICE 

Capt. G. C. Phipps to be Maj. 

Capt. Y. N. Lal relinquishes his temp. commn. 

Indian Medical Department.—Maj. (Sen. Asst. Surg.) A. 
Bayley-de Castro, M.B.E., retires. 


The King has given permission to Dr. Gleb Von Anrep, 
F.R.S., professor of physiology at the Egyptian University 
of Cairo, to wear the insignia of Commander of the Order 
of the Nile conferred upon him by the late King of Egypt. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
SEPTEMBER 19TH, 1936 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0; 
scarlet fever, 1743; diphtheria, 1034; enteric. 
fever, 106; pneumonia (primary or influenzal), 
409; puerperal fever, 31; puerperal pyrexia, 100; 
cerebro-spinal fever, 13; acute poliomyelitis, 29 ; 
acute polio-encephalitis, 2; encephalitis lethargica, 
5; continued fever, 1 (Battersea); dysentery, 23; 
ophthalmia neonatorum, 81. No case of cholera, 
plague, or typhus fever was notified during the week. 

Of the 106 notifications of enteric fever the county of London 
rovided 16 (in 11 boroughs, 5 in Lambeth), ddlesex 10 
tscattered over 6 urban tricts), Southampton 20 (Bourne- 


mouth 15), Dorset 7 (Poole 6, Weymouth 1), Surrey 9 (Sutton 
and Cheam 5). 


The number of cases in the Infectious Hospitals of the London 
County Council on Sept. 25th was 2755, which included : 
Scarlet fever, 938; diphtheria, 757; measles, 94; whooping- 
cough, 392; puerperal fever, 17 mothers (plus 11 babies) ; 
encephalitis lethargica, 285; poliomyelitis, 2. At St. 
Margaret’s Hospital there were 18 babies (plus 9 mothers) with 
ophthalmia neonatorum. 


Deaths.—in 122 great towns, including London, 
there was no death from small-pox or scarlet fever, 
13 (1) from enteric fever, 4 (1) from measles, 11 (2) 
from whooping-cough, 34 (3) from diphtheria, 61 (15) 
from diarrhcea and enteritis under two years, and 
19 (8) from influenza. The figures in parentheses 
are those for London itself. 

The deaths from enteric fever outside London occurred at 
Bournemouth 6, Poole 2, Enfield, Harrow, Derby, and Cardiff 
each 1. Deaths from diphtheria were reported from 18 great 


towns, Hull 6, Manchester 5, Liverpool 3, no other great town 
more than 2. 


The number of stillbirths notified during the week was 
227 (corresponding to a rate of 35 per 1000 total 
births), including 38 in London. 
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THE MEDICAL REGISTER 


UNTRACEABLE PRACTITIONERS, 1936 


WE have been requested by the authorities of the General Medical 
Council to publish the following list of registered medical practitioners 
who had not, when the list was sent to press, replied to letters written 
to them on behalf of the Council under Section 14 of the Medical Act, 
1858, in order to ascertain whether their addresses on the Medical 
Register are still correct. The date given after each name is the date 


of original registration ; 


qualification registered by the practitioner. 


the qualification given is the principal 


The letters (E), (8), 


or (I) indicate whether the practitioner was originally registered in 


England, Scotland, or Ireland; 


and the expressions (Col) or (For) 


indicate that the practitioner is registered in the Colonial List or in 


the Foreign List in the Register. 


Any practitioner, wherever resident, 


who finds his or her name in the list should write without delay to ‘the 


Registrar, 


General Medical Council, 44, Hallam-street, Portland- 


place, London, W.1, unless he or she was originally registered in Scotland. 
Practitioners originally registered in Scotland should write directly 
to the Registrar of the Branch Council for Scotland, 44, Queen-street, 
Edinburgh, 2. The name of every practitioner in the list from whom 
a further communication is not received at a very early date will be 
omitted from the, next issue of the Register in accordance with the 
provisions of Section 14 of the Act of 1858. 


Abdel-Al, Ahmed, M. R. OC. S., 1914(E). 
Abdul, Haq, M. B., 1930(Co Ù. 


Adair, Thomas Med., L. R. C. P. & S., 
189508). 

Adam, Basil John, M. B., 198019); 
vani, Dowlatram G., IL. R . & S., 


Allan, Robert F., i 1925(Col) 

an, William B., 1926(K). 
Allan, William S., M. B., 1905 (S8). 

à yu T H., L. R. C. P. & Z., 
Allison, Herbert C., M. D., 3 Col). 
Allport, Evett G., M. R. C.S , 1902(E). 

ond, Walter W., M. C. P. & S., 

1923 (Col) 

man, A8 L., L. S. A., 18 (1050. 
Anderson, 5 NM. B iets 150 
Ansari, M r A., M. B. `j N 
i, Gbaldullan M. B., 
1933(Col). 
Anson, George F. V., M. R. O. S., 19 
0 d, Thomas, M.B., 15081), 
Arseneau, Edmond A., L. M. S., 19261001). 
Mohamed, L.M.S.S.A., 30E) 
Ashe, Patrick, L.R.C.P. & S., i913) 
Ashley. Thomas E. „ M. R. O. S., 191 (E). 
Aspinall, Robert S., F.R.C.S., 1916(E). 
Atcherley, John, M. R. C. S., 1892(E). 
Atkinson, John L. „ M. R. O. S., 1909(E) 
Austin, Grace L., M. R. C. S., 1927 (E). 
Baliga, Anappa V., M. R. C. S., 1931 F). 
Barron, Richard D., M. R. C. S., 190 66K). 
Barry, James, L. R. C. P. & S., 189508). 
Barry-McKenna (Mrs.), Catherine 

(formerly Barry), M. B., 1924 (J). 

Basu, Amiya K., M. R. O. S., 1931 a 
Bates, Henry L., M. R. C. S., 1880 (KE). 

Ba tho, Marion L., L. A. H., 1911 (J). 
Baxter, Robert „M. B., i 
Baylis, Vera R T., L. M. S. S. A., 

1932 (K!). 

Beale, Alfred G., F. R. O. S., 1885 (E). 
Beard, Emile A. 61 M. B. 19188 ). 
Beaus é, Donald „L. R & S., 


Beith, ae McN., M. B., 1919(Col). 
Bell, Harry Git R., MB. 1932(Co ). 


Bell-Smy 5.11. B. 1. Eileen 
B. 191700) 


N Constance A., M. B., 1902(S). 
Bhurke, Gajanan M. 11 55 S., 1930 (Col). 
Biggs, Lesley N. 

Binnie, John F., 121 ae 1886 608). 

wea TEV (Mrs. ). Elsen E., L. M. S. S. A., 


Black. 1102) est, L.R.C.P., 1885(S). 
Blythman, Arthur E., L. S. A.. H. MB. 
Gustav T. 


. (formerly 


Bohrsmann, 
1931(Col). 

Boland, Charles V., M. D., 1915(E). 

Bolger, Patrick T., E. R. G. S., 1887(1). 

Bonney, Henry C., 

Booth, Sydney, L. Re G. P. & S., 1894(8). 


° 


Borga onkar, Venktesh N. M. B., 1930 (E). 


ottrell, Stanley H. R.” (former! Van 
Ryck de Groot, S. H. R.), L. R. O. S., 
1892 (E). 
Bour, n F., M. R. O. S., 1888 (E). 
Bowie, John T., M. B., 191108). 
Bozill, “Duncan de Gouroy, M. R. O. S., 
Brabazon, Edward, M. R. C. S., 12060); 
Brabya j sorge W., L.R. G. P. S.. 
Bray, Frederick Hy M B., 1915(E). 
ray, Simon R., 5.193800 
Brennan, Edward, 
Brew, George A., aes 1255 ol. 
rewis, Andrew S., M. B., 
Brooke Gilbert ., L. R Nig S., 
1897 (E). 
Brooks, Ivan E, M.B. 1846) 
Brown, Norah „ M. B 
Browne Harrie S. D., Me 205 2 E) 
Bruce, Hugh G., 2(8). 
Bruser, Harry H ; 14920 8 
Buckingham, Renal E., 5 
1927 (Col). 
Budd, Arthur, M.C., M. B Tier KE ). 
Burgess, Edward A., M. R. G. S. s STIE 
Burns Thomas, L. R. O. P. S., 
1888(9). 
Butterfield, Soori e R., M.B., 1933(Col). 
Byrne, Henry, L . C. S., 1 bg 1887 (I). 


Cagney, Patrick, M. B., 1913(1). 
Caldwell, Geor e F. A., M. B., 19298). 
Cameron, Harold D., F. R. G. S. „1925 (Col) 
Cameron, Hugh F., M.D., 1933 (Col). 
Campbell, Arthur D., L. R. O. P., 1879(B) 
Caraher, Francis A., LER .O. P. 1 
1926(J). 
Carleton Gladys O. +i 1918(S). 
Carney, 118. . 1912(Col) 
Garraher Jane. M. 1526 D 
Cassar, M. D., 1907 Col 


ert, 
Catzel, Jack, M. B., 1933000 1). ‘ 
Cavanagh, ‘Charles, L. R. C. P. & S., 


Chan, Sze Pong, M. B., 190 7(E). 

i Trichinopoly, 
L.M.S.S.A., 

„M. B., 1921 (J). 

Abraham N., M. R. C. S., 


1 Raghunath R., L. R. C. P. & S., 


1907(8). Cyril, M.B., 1915(Cc D. 
0 
Ghiplonkar, Trim bak L. M. S., 


1913(Col) 
Christal, Charles H., L. R. C. P. & S., 
19085). 
Church, John E., M. R. O. S., 1925 E). 
Church, Robert A. H., M. B., 1922 (Gol). 
Clancy, Gordon S., M. D- 16 e 
Clar Allan | W. 


18878). 
Clarke, . B., H. M., C. M. G., C. B. E., 
D. S. O., M. 895(I). 


915(E). 
ag M. B., 15150 ol). 


Coleman, Philip, M.B., 1925(1). 
Coll, Charles J., MB ”1922(1). 
Coll, Daniel G., M.B. š 
Collins, Annie, M.B. 
Collins, Edward 
Colombowala, Munchersha R., L. R. O. P. 


). 
Colquhoun, enn G., M. B N 
Co Arthur J., M.B., 1 
Connolly, Edward Wake R. o . 1914(E). 
F. R. C. S., 


Connolly, Joseph de W., 
1923(Col). 


B. ). 
ames M., L. M. S. S. A., 1929(B). 
Cook, Edmund A., L. R. O. P. Ta, 10g (S). 


1932(E). 
Coulton, Jobn J., M. 
Courtney, William, 
e 

id e, Josep 

rawford, Charles 
1 John P. 55 
Cross, David G. a 


up” 
880 


bye * 
QBS wt 
WOS: 
8888 
ag 


32(Col). 
„ 1920 (S). 
E). 


n 
: 80 05 


Q 
* 
R 
8 
2 


ham, der 
0 eae John L., I). 
upp e, JO “9 
Currie, William F., M.B., 1315000). 


F 


ao B., 1883(E). 
„1887 (J). 


93(E). 
An tonino, M. bi. 1929(For). 
Fen Gon, Kedarnath, G. T. E., M.B 


Kenneth J. H., 5 


1921 E). 

Davis, Wiliam E., L.S.A. 1880 (E). 

1917 (“). 

Davison, . if. B. 1972053 
Davison LE 7 912(I). 
Deane, Arthur M., M. B., 1304 E). 
e John L., L. R. C. P. S., 
33 fan aes d, 88 eT C. aa d): 
Denniston, W hfe 0 tei 908(E). 


PII . S E. E., M. R. O. S., 
e Christophel F. W., L.M.S., 
1930 (Col). 

Desgrocellliers, Georges H., M.D., 1927 

Delos, Alfred, M.D., iPas (Ool). 

Devane, James, M.B., 19 1(I 


de Vaugelas-Hone, 


Sylv ‘ = 
19180005 Hone), M. C. F. & 8. 
1918(Col 


Dewar, 8 L. S. A., 123 ai 


Dewar, John E., r R. iO S., 1 

Dey, Nalini Nath, L. R. G. P. 1 S; 3500555 
e Charles J., M. R. O. S., 1$86(E). 

Dhondy, Ard G., L. N.0 & sS., 
ixon, Wiliam A., L. R. O. P., 1890 (E). 

Dodhi (Miss), Avabai J., M. B., 1920 (Col). 

Donovan, Robert L., M. B., 1522 (0). 

Dorion, Walter A., L. R. O. P. & S., 
1904 (8) 

Draper, Thomas F., M.D. 296 ol). 

Drew, William T., M. R. G. S., 1 7205) 
ryden, „Douglas D., L.R.C.P. S., 
ube, Kali C., L. M. S., 1908(Col). 
uff, Wiliam W., M.D. 1890). 

Duffy, Charles A. G. „M. b., 19 4(Col). 
ugdale, William, L. R. C. B., 1880(1) 

Dugre, Rodrigue, M. D., 1922 Col) 


0 e 0 9 0 
Dunn, Spencer S., M.B „ 18880). 
Durrani, Niger M., II. R. O. S. 1932(E). 


Eardley, Francis H., M. B., 1927 (I). 
Ede, Frances, L. S. A., 1898(E). 
Edwards, David R., M.R. oS S., 1899(E). 


o (Mrs.), Vivienn (formerly 
unson), M. R. G. S., 19210). 
Elion, Joseph, M. S., 1889(I) 
y O. S., M. D., 1920 (00). 
Elliott, Jene L. R. C. B. & S., 1914(I) 


Elliott, Nicholas P., M. R. C. S., 1881(B). 

Ellison, J prep E. (formerly Hliason, 
J. Ellas), M. B., 11 8009 

Elf Johan M. R. C. S., 1917 (E). 


English, Michael A., L. R. C. P. & S., 
1921(1). 


THE LANCET] 


THE MEDICAL REGISTER 


[oor. 3, 1936 817 


Esler, John, M. Bi 1923(Col). 

Evans, William, M.R.C.S., ae 
Evers (Mrs.), Ida B., L. R. C & S., 
1895 (I). 


Fenton, Ne N. O., M. B., at 

Figini, sty 1910 (For). 

Finlay, Monzid F M.B., pee: 
‘Arthur, M.D., 1902(For). 


Hag 01 
Fletcher-Barrett, Wiiliam, M. B., 1917 C). 


arles 19 1925(Col) 
Friedman, Jacob, L. L. . S., 1930 (Co)). 
a ( e M. B., 


(For). 
Furkert, Frederick P., F. R. C. S., 1932(Col). 


Galasso, Attilio, M. D., TOPLE 00): 
Garde, Alfred J. „M. B., 1 
Genge, Francis H. „ M. B. 
Ghosh, Ekendranath, M. 
Gillespi e, John H., M. C. P. & 
Sies Gladstone’ R., M.B., To ela 
mgt V., M. B., 1930 (Col i 
Vaman G., L. R. C. P. & S., 


© 
eo 
© 


1915(Col). 
am, Kenneth J. M., L. M. S. S. A., 


oderick W., M.D., 418187055 
Graydon, William L B., 1919(Col). 


930(Col). 
Gupta, Amarnath, M.B. „ 1922(Col). 


Hackett, wee L., M.B., 1922(Col). 
Ham, H Hendry J P., M. B., e 
Harper, Lloyd M., 11 875 1 920 (Col). 


9138080. 
Harwoo ed, F.R. F. P. S., 1913000 1). 
vshankar K., L 


Hat 
1925(Col). 

Henderson, Randolph C., M. D. 92 0 

Her n L., 9 1925 5(For). 

Hobson, Arthur F., M. B., 193300 oi) 

Hodgson Thomas H., M. C. P. S., 
1932001 


House, Walter K., M. D., 1932 (Col). 
Hughes, John V., M. B., 1919(Col). 
Hugo, Dirk de Vos, M. B., 1884(S). 


James, Herman H., L. R. C. P. & S., 
19248). 


James, Thomas Glyn, M. R. C. S., 1917 (E). 

Jamieson, William G., M. B., 1919(Col). 

Johnston, Leonard W. M. B., 1926 (Col). 
bnston, „Llewellyn H., M. C. P. & S., 


ohnston, William G., L. M. S., 1934(Col). 
Jones, David W., M. R. C. S., 1914 4E). 


La Flèche, 1 G. ME: M.D., 1921 


Co 
Labe Priya N., M.B., 1926(Col). 
Lakhwarah, Mela R., M. B., 20000 (Col). 


C. P. & S., 18898). 
Leone, Pietro, M.D., 193i (For). 
t, Lee E., L. M. S., 1919 Col]. 


„L. M. S., 1932 (Col). 
Linehan, Be Bridget, M. B., 192 5505 
Lloyd, Richard E. M. B., an E). 
Lloyd, Wray D D. M., I. 
Logan, Herbert L., ‘cM 25(Col). 
Lozina, Constantine, 5.55 10 J 
Luke, Eric H. M., M. B., 8 
Lynn, Robert W., M. R. C. S. & S. 
1929(Col). 


MacAvelia, Millard T., M.D., 1920(Col). 
McAvoy, James E 1922(Col). 
McCumisky, Phili „MI. B., 1931 (G0). 
Mackuan- Robinson: Matthew E. (for - 
merly Robinson), F. R. O. S., 9 60505 


McGregor, James S., L.M.S. ins a 
McKay, William J., M. B., 18 10 ol). 
MacKenzie, Ross G., L.M. S., 1934(Col). 
MacLatchy, Robert F., M. D., 1927 Col). 
Macpherson, Cluny, C. M. &., L. M. S., 
1921 (Col). 
McQ , Joseph P., M.B., 1930(Col). 
McShane, cietus, M. B., 1915(Col). 
agwood, William J., M. D., 1950805 
Maitland, Duncan G., 3.04323 
1 


Maloolmeon, Alexander S., M. B 


Mancino, Andrea, M. D., 1930 (For). 
Mason, James E., M. O. P. & S. Nd 
Masters, Francis H., M. B., 1902 (Col). 
Mayer, Ernest t, M .S., 1 
Mehta, Daulat R., 55 5 


1930 (Co 1). 
„L M. S., 1912 Col 
Mohd Aslam, M.B., 1931(Go (33 
Moir, D’Arcy H., M. 
Monteith, Jot ohn „MD 


„M. B., 1927(Col). 
Moore, George H., M. B., 1928 Col). 

E., M. B., 1919 Col). 
Morar: Martin R., L. R. C. P. & S., 


Mudali, Arcot K., L. M. S., 1899(Col). 
Mukhopadhyay, Siddheswar, M.B., 1934 


Mulcahy, Daniel, M. B., 870 ). 

Munsif, Krishnala 1 G., M.B oe 
Murphy, Robert J., es B. 0(Col). 
Murray, pL oa P. & 8. „1921 (Col). 
Murray, W tha A. M. D., 1917 Co). 


Nabar, Gangadhar V., L. M. S., 1926 (Col). 
Natali, Claudio, M. D., 1933 (For). 
Navalkar, Shivehankar V., L. I. S., 1919 


(Col). 
Newell, John A., M.B., 0 
Newman, Fran 1700. 
Nove-Josserand, Marie By ‘ L.C.P 
& S., 1924(Col). 


Old, George G., M.B., ae 

Onhauser, Claire M. R., M. C. P. & S., 
1927(Col). 

O’Riordan, John P., L. R. C. P., 1884 (J). 


Parma Nand, L. M. S., 1920(Col). 
Pattabhiramayya, Papatla, M. B., 1929 


(Co 
e ere aa a: 1990 1930 (Col). 
Pearlman 2010 ol). 
Perumal, spac. MD R. M. L. M. S., 1932 


(Col). 
Petherbridge, Walter C., M. B., 1 
Pichaimuttu, e, F.R.C. 1 1922(Col). 
Pirrone, Antonino, M. D., 193 1 Fo 
Plunkett, Thomas R., M. B., 1934060. 
N Arthur, M. B., 1921 Col). 
Power, Paul, M. B., 1959063 
Price, Erio E., F. R. C. S 931(Col). 
Price, Revecca, M.B., 182 22(Col). 


i Kaikobad B., L. M. S., 1914 
ol). 
Raman Pillai, Koyikal P., M. B., 192 1 (Co I). 


ma Pai, Tharuviparambil R.-P., M. B., 
An 1). 
„ Sris C., M. B., 1929(Col). 
ied dick, Joseph W., M. B., 1919(Col). 


Mrs.), Lilian R. (formerly 
Grady), M. B., 1924(Col). 
ellly, Wellington H., M. C. P. & S., 1919 


. Ricciulii, Temistocle, M 155 39085 (For). 


Ritchie, ‘John B., 20 (Col). 
Rountree, Jean Gra ace, „I. B. 1931(Col). 
Rush, James W., M.B., 1920(Col). 


Saha, Kalidas, M.B., 1930(Col). 
St. amana, George, M. C. P. 


(O 

Sakai, Michio, M. B., 1924(Fo; r). 
Sandes, Stephen G., NM. B., 1932 (O00). 
Sandhu, Rajindar S., M. B., e 
Santoro, Soccorso, M.D. OCF 9785 
Sargent, William V., M. D., 91909 (Col). 
Scant Narain, M. B., 1929(Co 1). 

M: Pi 1918(Col). 
& a e 


& S., 1917 


d E., 
Small, Huch A., M.B., 193 300 ue 
Small, Ronald H., M. B., 1931 Col). 
Smeaton, Bronte Creagh, M.B., 1931 


(Col). 
Smith, Aloysius D., M. B., 08 
Smith, Dorothy B., M. B., 1932 (Col) 
Sogu, Meherwan A., 1922 (Col). 
Solomon, Norman . M. B., 1933(Col). 
wat crs niin Andrew N „ M.D., 1919 


Somogyi, St A E I.. M M. Pa oe 
ec K 


95 
1932 (CO 50. 
Stewart, Robert B., M. C C. P. & S., 1921 


(Col). 
Stokes, Harry L., M. Hi 19241001); 
Stone, James d. R., M. C. P . & S., 1919 
o 
Sud, Ram N., M.B., 1921(Col). 


Sutton, Mordaunt” G., F.R.C.S., 1919 
(Col). 


Tallat, Jacob, F. R. Q. S., 192 Kol). 


Teney, Heber F., oa B., 27(Col). 
Thomas, Maurice E., M. B., 21701 w 
Trood, Charles F., MB 1891 (Co 


Turaga, Lakshmi N Be. B., 19320500. 
Ullah, Mohammad S., M. B., 1922 (Ool). 


Vandaele, George, M. D., 1915 For). 
Van Zyl, Francois D. du T., M. B., 


Vishwa Nath, M.B., 1929(Col). 


Waddell, Thomas J., M.D., 1920(Col). 

Waite, James, M.D., 1920(Col). 

Wald, ‘Orlando E., M. O. P. & S., 1331080. 
Walmsle ; Eh M. F., am 87581 Col). 


1931 


Witherow, Pa eC., MOB 1930 (Col). 
Wood, Charles, M. Bo S). 

Wood, James, M.D., 1896(E). 

Wulffaert, Franz, M De, 1915 For). 


Zagni, Luigi, M. D., 1934 (For). 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDIOAL ASSOOIATION.—During October courses will be 
given in medicine and surgery at the Metropolitan Hospital 
(Oct. 5th to 10th); in gynecology at the Chelsea Hospital 
for Women (Oct. 19th to 31st); and in neurology at the 
West End Hospital for Nervous Diseases (Oct. 9th to 24th). 
From Nov. 2nd to 14th there will be an all-day course 
in urology at St. Peter’s Hospital, and in medicine, surgery, 
and gynezcology at the Royal Waterloo Hospital. Week- 
end courses will be given on heart and lung diseases at. 
the Royal Chest Hospital (Oct. 10th and llth); on general 


surgery at the Royal Cancer Hospital (Oct. 17th and 18th) ; 
and on obstetrics at the City of London Maternity Hospital 
(Oct. 24th and 25th). 
Hospital an evening course of clinical cases and patho- 
logical specimens will be held on Tuesday and Thursday 
evenings, Nov. 24th to Dec. 10th, at 8 P.., and a course 
of lectures on endocrinology on Monday, Nov. 23rd, and 
on Wednesdays and Fridays from Nov. 25th to Dec. 16th, 
at 8.30 p.m. Detailed syllabuses of all courses can be 
obtained from the secretary of the fellowship, 1, Wimpole- 
street, London, W. 
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OPENING OF THE MEDiCAL SCHOOLS 


WE print below extracts from the addresses 
delivered at the opening of the autumn session at 
three of the London medical schools. Lord Horder 
spoke at the Westminster Hospital on Sept. 28th, 
Sir Crisp English at St. George's Hospital on Oct. Ist, 
and Miss Elizabeth Haldane at the Royal Free 
Hospital also on Oct. Ist. 


THE DOCTOR AS HUMANIST 
By LORD HORDER, K. C. V. O., F. R. C. P. 


Docrok and patient. Only after years of experi- 
ence of that unique relation —after blunders immeasur- 
able, after chances that have been lost for ever by 
a single word said or unsaid, after failures that were 
so nearly being successes but for a method that 
was neglected or an assumption that was premature, 
after humiliations and disappointments and mis- 
understandings—only then do we begin to appreciate 
all that this relation can mean in human life and 
affairs. How crude we are at first, and how clumsy 
even at the last! The body of the patient is sensitive 
enough in most cases, and must always be assumed 
to be more sensitive than appears, but the mind ! 
—“ the filmy gossamer itself is not more delicate, 
nor needs a gentler approach, than are some of the 
minds with which we have to deal. If I say that 
in the doctor's work there must be shown a power 
of utilising a wider range than other men can utilise, 
of faculties in some degree innate in all,” I am 
quoting F. H. Myers’ definition of genius, which 
seems egregious. And yet I cannot better express 
the mechanism by which the best doctoring is done. 
The whole of the doctor’s experience of humanity 
must be focused upon his single patient. He must, 
as it were, withdraw into the patient, taking this 
whole world of experience with him, and with that 
same infinitely delicate flexibility of soul to which 
I have referred. 


It is thoughts like these that lead me to emphasise 
the necessity for Medicine to preserve its humanist 
function. The doctor has always had this reputation. 
„He that sinneth against his Maker, let him fall 
into the hands of the physician.” Almost this seems 
to suggest that the doctor is an asylum, a place of 
refuge, against the anger of the Almighty Himself, 
though no doubt the more obvious meaning is that 
when Nature’s laws have been transgressed the 
doctor is the person to guide the wanderer back to 
the straight path. (The trouble with so many 
patients is that they want the doctor to carry them 
back.) But the idea of a sanctuary is in accordance 
with the best traditions of Medicine, and it is in 
this sense that I am speaking. 


The patient is to be protected not.only against 
death and against pain, he is to be protected against 
the quack who would batten on his infirmities, 
against his friends, and, too often, against himeelf. 
Once his bona fides is established and he has entered 
the consulting room of the doctor’s own personality 
—not merely the consulting room of the doctor’s 
house, which, after all, may be no more than it is 
generally called by our American friends, his office 
—once this has happened the patient, like the person 
of the King, is sacred. He has a divine right to the 
utmost that the doctor can give him—his training, 
his skill, his experience, his wisdom, his time, his 


physical and mental comfort. The Chechs have a 
motto: The guest in the house is God in the 
house.” With a due regard for the solemnity of 
the thought, I do not shrink from the analogy, for 
it exactly fits my thesis. The patient’s only 
credentials consist in the frank avowal: ‘ Doctor, 
I am a sick man; please help me.” This formula 
once honestly spoken, and there must be no thought 
in the doctor’s mind of who the patient is, or 
what he is. 

It is sometimes the patient himself, not the doctor, 
who fails to realise the tremendous simplicity of this 
contract. I was once consulted by a well-known 
bone-setter—his trouble was an intractable rheu- 
matism—and when the examination was over the 
patient said, regretfully, ‘‘I wish I had come to see 
you before.“ Why didn’t you?” I asked. 
“I thought you would have a bias against me,“ 
said the anatomy-adjuster. ‘‘My dear man,” I 
exclaimed, if Beelzebub himself came here and 
said, ‘Doctor, I’m ill, cure me,’ I should do my 
utmost for him.” And so, I feel sure, would any one 
of us. I can picture the scene. Enter the Devil, 
rather nervous. There is something unusual about 
the situation. . . bother this inferiority feeling 
tries to cover it with a shake of the hand that is 
a shade too hearty . . . walks round a little but is 
motioned to what, after all, can only be the patient’s 
chair. (‘‘ Blast the fellow!” thinks the patient, 
“I believe he knew I was pretending not to know 
which it was!” Patience, patience,” thinks the 
doctor, even the Devil, properly handled, comes to 
heel when he’s sick.”) Although, of course, the 
doctor has long ago seen the horns and tail and 
cloven feet, his controlled gaze does not suggest 
that he has, and when, later, the patient lies on the 
couch, these deformities are adroitly covered lest 
their possessor be unduly embarrassed. This is all 
rather simple technique. Should the patient now 
show signs of regarding the doctor’s apparent 
indifference to his anatomical peculiarities as meaning 
that they do not come into the case, they are one 
by one uncovered and, gently but firmly, these 
deviations from the average human configuration 
are pointed out, and their bearing upon the symptoms 
explained. 

I referred just now! to Ian Hay’s true instinct 
that Medicine could not be mechanised, and I said 
that he probably little knew what efforts to do so 
had been made in recent years. You know to 
what I refer: the exploitation of instruments of 
precision, the elaboration of bacteriological and 
biochemical methods, the commercialising of phar- 
macology, the rapid sequence of new machinery in 
physiotherapy. 

There is good in all these things, but if we are 
not careful we shall let them overlay, and replace, 
the most essential factor in the diagnosis and treat- 
ment of disease—personal contact of doctor and 
patient. The patient won’t save himself from this 
happening. He has seen most of the rest of his 
life mechanised—why not Medicine? His faith in a 
piece of apparatus in the doctor’s room is pathetic. 
And standardisation thrills him nearly as much as 
mechanisation. He knows what his blood pressure 
“ought ” to be—‘‘one in front of my age, isn’t it, 


2 In the early part of Lord Horder’s address he alluded to the 


- remarka made by those chosen in the last few years to speak at 


the opening of the session at Westminster Hospital Medical 
School. 
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doctor ?#’’ (I have never discovered, even yet, who 
told the public this fairy story.) As if there isn’t 
trouble enough, we now have the instrument makers 
dictating standards, as though our patients may not 
even express their individuality in their blood 
pressures if they want to. Last week I borrowed a 
colleague’s manometer and found that a certain 
sector had its numbers printed in red, the others 
being in black. And the face of the dial bore the 
time-honoured name of Recklinghausen! It reminded 
me of the white line painted at the 30-mile per hour 
mark on the speedometer of some motor-cars. 


The doctrinaire attitude towards diet adopted by 
certain pundits makes a great appeal to many 
patients, who seem to think that any day now 
Medicine may discover a standard diet, if indeed it 
has not already done so. I might easily multiply 
these vain hopes and stretchings out after the right 
or standard rules of life and of health. It is the 
doctor’s job to counter all this and to reveal the 
patient to himself. His whole duty is to examine 
carefully, explain clearly, instruct hopefully, and 
watch diligently. 


As mankind develops—I was going to say pro- 
gresses, but that is perhaps too rash a word; it 
were safer to say that as the pattern of life changes, 
the individual looms larger, and not smaller, as the 
dominant element in the doctor’s work. For, as 
I have pointed out elsewhere, the trouble is no 
longer that he is cramped by authority, but that 
he is fatigued, or even runs himself to destruction, 
by his freedom. Men and women are beginning to 
take control of life, just as they have taken control 
of the earth, the sea, and the air. But control of 
life comes slowly, and in the meantime they hurt 
themselves. They realise that the causes of their 
unhappiness lie in the biological sphere, as do the 
causes of their physical ills, and so they seek help 
from the physician rather than from the priest. 
Bewildered by the prospect which their new-found 
liberty has opened up to them, and as yet 
unaccustomed to deal with the raw material of their 
natures as now revealed, they come to the doctor 
for guidance. Every one of these problems is an 
individual problem and must be handled as such. 
To these people the doctor is the realist. He is the 
link between the fine abstraction which still beckons 
and the particular application which their present 
distress demands. He is in a unique position: he 
has, or he can have, if he will, all the evidence before 
him. And since, to the doctor, the individual is not 
a metaphysical constant, as he is prone to be to 
the priest, but a physical variable, this outlook 
enables him again and again to lift up the weary 
head and to comfort the sorrowing heart. First the 
explanation, then the guidance, and hope, that best 
of tonics, is reborn. 

Clearly the doctor must needs be priest as well as 
physician. He, too, must be shriven. For the 
patient may have placed his trouble in a lower 


category than that to which it rightly belongs. It 


may be the loss of his aspirations and his ideals from 
which he is suffering, not a mere failure to adjust 
his physiological, or even his psychological, balance. 
Anyway, if the doctor was of necessity a humanist 
in former generations, it behoves him, for reasons 
I have tried to make clear, to be all the more a 
humanist to-day. And humanist is an under- 
statement half the time: every good doctor, if I say 
the whole truth, feels impelled to answer the recording 
angel’s question, as did the Rabbi of old: “ write 
me as one that loves his fellow men.” 
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LOOKING FORWARD 
By Sm Crisp ENGLISH, K.C.M.G., F. R. C. S. 


If you cast your minds forward, you will of course 
realise that you will be working under very different 
conditions from those of to-day. In twenty years 
or so, say in 1956, many of the ways of life and 
medical practice will have changed greatly. Let us 
attempt to forecast some examples of these changes. 


Speed and mechanisation will have continued 
their onward career; in fact, much of the change will 
have been brought about by the demands of increasin 
speed. Aeroplanes will be then nearly as common 
as motor- cars are to-day, and the principle of the 
autogyro, the vertical rise from the ground, will be 
effective, so that the scope of the aeroplane will be 
greatly increased. It will be common practice for 
you to visit patients by aeroplane, and for patients 
to be transported by the same means from place to 
place. Aerial ambulances are already in active use, 
and in the future the larger hospitals in cities and 
towns will have flat roofs for their reception, and of 
course, lifts running up on to those roofs. The 
roads will be altered for increase of speed, and you 
in your motors will cruise along them at 100 miles 
per hour; pedestrians and cyclists will be isolated 
and will no longer have opportunities of bemg killed 
by cars. You will have noticed that cars have 
increased by 78 per cent. in the last four years; 
if this increase continues, I must leave it to your 
imagination as to how, in twenty years’ time, you 
who will practise in large towns will get about. 

Telephones with television will be in regular 
practical use; the doctor will see on the television 
screen the tongues and tonsils of his patients; he 
will see the rash-covered baby held up by its mother 
for diagnosis ; he will also see his guineas, but will 
be unable to reach them. 

Machinery will have brought you many other 
improvements, time-saving and labour-saving devices. 
Air-conditioning and sound-proofing of hospitals and 
many other buildings will be more or less universal, 
for clean air and regular temperature in hospitals 
will hasten recovery and diminish complications ; 
and in other public buildings it will do away with 
that foul over-heated atmosphere which is far too 
common nowadays. There will be automatic 
machines for dispensing medicines in the out-patients 
departments; simple apparatus for taking X rays, 
more like our cameras or wireless sets of to-day ; 
dictaphones for reproducing and typing the dictated 
letters without the intervention of a secretary. 
‘Food, amongst other articles, will be ordered from the 
shops by telephone and television; kitchens as we 
know them nowadays will to a large extent dis- 
appear, for most food will come to the home prepared, 
or at least partly prepared. Bottled and other 
preserved food supplied by good firms is, as you 
know, already almost as good as fresh food. In the 
more densely populated areas community kitchens 
will serve large groups of houses. Noise, that active 
producer of nervous strain, will be greatly diminished 
and unnecessary noise will be a punishable offence ; 
this will be greatly due to the efforts now being made 
by Lord Horder. 

Preventive medicine in the days to come will be 
a real part of your work. We have all heard the 
statement that the Chinaman only pays his doctor 
as long as he is well: how far this statement is 
correct I do not know, but it contains a most remark- 
able principle. Except in connexion with health 
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insurance services, a doctor is paid only when his 
patients have been ill, from which emerges the 
unpleasant fact that the more illness there is, the 
better for the doctors ; yet, when you come to think 
of it, the primary duty of our profession should be to 
prevent iliness and accident and to keep the popula- 
tion as well as possible. This point of view has not 
received the practical attention it demands, but in 
future prevention will certainly come to be recognised 
as our first duty. This can only be carried into 
effect by the wide extension of public medical services. 
Amongst the better-to-do patients it is probable that 
the practice will re-start of paying a doctor so much 
a year to keep the individual and his family well, and 
illness itself will bring him no extra pay. In brief, 
our job in life should be to keep people well. Actually, 
at the present time, we only flourish on their illnesses 
and accidents. Preventive medicine will surely 
continue to develop, especially as regards children 
and in the industrial world. As regards industry 
there are at the present time between 30 and 40 
million working hours lost each year to industry, 
and it is quite certain that industry will save much 
as they create greater and more expert supervision 
of the health of the workers. 

In your days you will devote a considerably larger 
proportion of your time to prevention than we do. 
Nearly all the population will be insured against the 
expenses of accident and disease, just as houses now 
are insured against fire and burglary. How far the 
voluntary hospitals will have survived as such 
is doubtful. The scientific side of medicine and 
surgery will have progressed immensely. Much that 
we practise to-day will be abandoned and more 
scientific and also simpler methods of investigation 
and treatment will take its place. 

One great improvement which will have taken place 
concerns the relations between hospitals and practi- 
tioners; one must not forget that general practi- 
tioners form more than three-quarters of the profession. 
At present the glaring defect in our organisation is that 
hospitals as a whole are of very limited use to practi- 
tioners, particularly to those in country districts. 
The day will come when the profession is divided up 
geographically, both in towns and country, around 
the larger hospitals so that practitioners will regard 
their local hospital as their natural medical centre. 
Here they will have opportunities of learning and 
discussing the latest treatments, of seeing the hospital 
practice, of using a well-stocked library, and also 
of having a luncheon room, for much may be learnt 
and arranged during and after a good lunch. Such 
a scheme will cut out that soul-destroying isolation 
which is far too common nowadays, especially in 
country districts. 

These are just a few of the many changes which 
inevitably will come and will make material differences 
in your lives and your work twenty years hence. 


PAST MEMORIES AND FUTURE HOPES 
By ELIZABETH HALDANE, C.H., LL.D. 


In the ‘sixties and ‘seventies of last’ century 
women grew dissatisfied with what they began to 
think were their limitations. And a strange thing is 
one which I should not have mentioned had I not 
been specially asked to do so, and that is that the 
dissatisfaction even reached to a lively nursery of 
four boys and a girl then living in an old-fashioned 
Adams square in Edinburgh. And so without any 
outside encouragement from teachers, parents, or 
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others around her the small nine-year-old girl took 
up the cudgels for her sex. I mention this, not 
because the child was different from other children, 
but because to me it is an interesting fact that the 
wind bloweth where it listeth, and that, although 
everyone around may be hostile (as was so in this case), 
when a great grievance is once recognised as such, the 
atmosphere seems to penetrate even where it is 
least expected. Here things came to a crisis when 
women declared their right to study as men studied 
for the same great professions, and the little girl 
whose voice could not be heard above the louder 
voices of the schoolroom (for, though later on one of 
the boys was going to do valiant work for the cause 
of women, the tutor studying to be a medical missionary 
meantime dominated the situation) decided to write 
her views in a paper entitled Fair Play, or a Few 
Words for the Lady Doctors, and then insisted on her 
arguments being read and considered. The paper, 
as may be imagined, is amusing enough, but its 
arguments are sound. They were quite simple— 
“ You say women are incompetent and frivolous: 
They ask for the chance to do real work in the world 
and to show whether they can do it or not—Why 
then not give them that chance?” .. It was 
the movement in the early ’seventies that so moved 
me as a child, and I can remember the indignation 
with which silently I heard our family doctor speak 
of the women’s efforts. I often think if a child 
felt as I did, what must their efforts have cost women 
to whom publicity was physical suffering—women 
many of whom estranged themselves from their 
families in the day when families reigned supreme, 
and when breaking with tradition was a crime? 7 

I should like to say something of what I personally 
consider as the ideal of a doctor. I have known 
those who came very near to it. My ideal is that of 
a woman or a man who is both skilled in her or his 
work, observant and patient, but also—and this is 
the important point—one having an understanding 
of, and sympathy with, human nature. Now it 
may be said that this comes or does not come naturally. 
And no doubt there are some people specially so 
endowed by nature. But it is also capable of being 
taught. What I mean is that while learning is being 
inculcated, dd let us remember Bacon’s saying in his 
Essay on Studies, To spend too much time in studies 
is sloth ... to make judgment wholly by their rule is 
the humour of a scholar. They perfect nature and 
are perfected by experience.” Well, I think that 
Bacon means by that, that learning is not everything ; 
we must also gain by experience what life alone can 
teach us. And that is not far removed from common 
sense and the sense of common humanity that the 
unlearned may have as well as the learned. I have 
known a doctor look at his patient as a case, 
just as employers sometimes look at their employees 
as hands.“ In this they both fail to diagnose 
what is wrong when things go wrong, and wonder 
why it is so. They both consider that they have 
obeyed the rules of the game: they have seen to 
the conditions prescribed in the one case, they have 
been just and honourable to their employees; while 
in the other case they have told the patient what 
he ought to do, how he should take certain medica- 
ments and observe certain rules of health, perhaps 
partake of or refrain from certain foods or drinks. 
Why is there a strike in the one case and dissatisfac- 
tion in both? Because neither has really understood 
that they were dealing with something living and 
human, something more than a mere machine, and 
have just failed to understand what is meant by 
doing this. 
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Then I have known other employers who seemed 
to live in perfect friendship with their people, those 
who in dangerous trades like mining were always there 
when troubles came, and were ready to risk their 
lives for those for whom they felt responsible, and 
who kept in touch with the aged and disabled; just 
as I have known so many doctors and men of science 
who set at naught health, comfort, and even life 
when there was work to be done. Perhaps no 
profession has so many heroes among its members, 
so many to whom their work is paramount. I 
think of how the ordinary general practitioners, 
for whom I have the greatest respect, took up double 
work during the war, and spent day and night— 
bleak, snowy nights often in our northern land— 
never complaining when they were called up, tired 
as they were, perhaps unnecessarily. ‘‘ Honour a 
physician with the honour due to him.” We often 
echo these words from the Holy Writ when we think 
of them. 

So you see that the good physician is far more 
than a clever doctor ; he or she is one who is prepared 
to use himself or herself as well as his or her skill, 
in dealing with patients, and for this training as 
well as goodwill is required. For understanding 
human beings is the hardest task we can put our 
hand to. I may be old-fashioned but I am inclined 
to think that the person of goodwill and ordinary 
common sense who has set himself to the task of 
understanding his fellows does, after the experience 
that every doctor has or ought to have, see more than 
the professional psychologist. I had a friend, an 
old physician, and I know how he insisted on the 
individual being studied, not alone, but in connexion 
with his family and surroundings, and how he 
emphasised what Sir Farquhar Buzzard emphasised, 
the necessity for team-work and clinics. And I 
can see that wise Scot of whom I speak—Sir James 
Mackenzie—looking at his patient and telling him 
that a change might do him good, but to remember 
that Blackpool had advantages for him that others 
might claim for Cannes, and that the worry of 
unnecessary expense would so be obviated and the 
same good result obtained. Above all I like to think 
of his advice to carry on where carrying on was 
clearly the right thing to do, and to take an example 
from himself whose serious affection of the heart 
never served as an excuse for an idle old age. I have 
often felt indignant with the specialist who has said 
to those no longer young: You must be content 
to live an invalid life,” or Give up work —the 
knell of despair. I am glad to say that advice in 
one case caused nothing but a revulsion which resulted 
in the patient living a normal and useful life to the 
age of a hundred! How difficult it is to lay down the 
law for things that everyone must learn for himself 
by experience and observation! But I think I may 
certainly say this, that women have special gifts in 
the case of the latter. 


KEIGHLEY VICTORIA HospPITAL.—An entirely new 
children’s block is to be built at this hospital. It 
will contain one large ward of 32 beds facing south, 
with full length sun balcony. Mr. Allan Bradley has 
offered £1000 towards this. The nurses’ home is nearing 
completion. 

STROUD GENERAL HOSPITAL. A block of ten new 
private wards is to take the place at this hospital 
of the existing wards which are inadequate and unsatis- 
factory. An addition has also to be made to the nurses’ 
home, since at present some of the nurses have to 
share rooms. Altogether an expenditure of £8500 is 
contemplated. 


INTERNATIONAL CANCER CONGRESS 
IN BRUSSELS 


TRE second International Congress of the Scientific 
and Social Campaign against Cancer was held at 
Brussels from Sept. 20th to 26th, and was attended 
by over 500 delegates, representing 42 countries, 
under the presidency of Dr. Lerat, president of the 
Belgian National League against Cancer. The formal 
opening of the congress took place on Sept. 20th, 
at the Palace des Académies, in the presence of the 
King of the Belgians, when Dr. Lerat, M. Emile 
Vandervelde, Minister of Public Health, and M. 
Justin Godart, president of the International Union 
against Cancer, welcomed the delegates and outlined 
in general terms the ‘present position of the anti- 
cancer campaign. 

Morning and afternoon sessions were held at the 
Faculté de Médecine to deal with a full programme 
of communications representing all aspects of work 
upon cancer: pathological, clinical, radiological, and 
social. The meetings in the mornings were sub- 
divided into the following sections: carcinogenic 
agents ; factors of predisposition and of resistance 
to carcinogenesis ; diagnosis and surgical treatment; 
radiotherapy and social campaign against cancer. 
It would be impossible to give any comprehensive 
account of the numerous short papers presented 
at these sessions. Unfortunately no printed collec- 
tion of abstracts of these was issued in advance, and 
it was therefore not unlikely that any individual 
delegate might miss some important paper. 

In the afternoons reports of greater length were 
delivered in three concurrent sessions under the 
general headings of Biology, Diagnosis, and Social 
Campaign against Cancer. These reports, of which 
printed copies were available in bound volumes, 
were frequently the subject of animated discussion 
and, while no startling new facts of outstanding 
importance emerged, the concise reviews of recent 
work were of great value in providing a bird’s-eye 
view of the present position attained in cancer 
research. 

' Carcinogenic Agents 


In particular attention was drawn to the fine work 
of E. L. Kennaway and J. W. Cook, who presented 
an up-to-date review of chemical compounds as 
carcinogenic agents. Of special interest was the 
account given of the cholanthrene derivatives which 
may be obtained by comparatively simple chemical 
processes from cholic acid and deoxycholic acid. 
These are the two principal acids of human bile, 
but so far there is no evidence that methylcholan- 
threne or any related compound is an etiological 
factor in human cancer. However the fact that 
“the biological testing of cholanthrene and methyl- 
cholanthrene has shown that these two hydrocarbons 
are carcinogenic agents of greater potency than any 
compounds hitherto investigated,” as well as their 
relationship to substances normally present in the 
human body, attaches the greatest interest to further 
work upon these compounds. The high esteem 
in which this chemical work is generally held 
was manifested at the congress by the award to 
Kennaway and Cook of the prize of the Union 
Miniére du Haut Katanga at a reception held on 
Friday, Sept. 25th. : 

The part played by viruses in the ætiology of cancer 
was reviewed by W. E. Gye and others, provoking 
a discussion which recalled the recent International 
Congress of Microbiology in London but added nothing 


822 THE LANCET] 


ABERDEEN ROYAL INFIRMARY 


[oot. 3, 1936 


that was not fully debated at that earlier meeting. 
At another session James Ewing (New York) discussed 
problems in histological tumour diagnosis in an 
informative paper. He advocated the wider adop- 
tion of tumour registries such as already obtain in 
the United States. The examination of tumours by 
aspiration biopsy, using an eighteen gauge needle 
on a strong suction syringe and staining the resulting 
plug of tumour cells on a glass slide after fixation, is, 
in Ewing’s opinion, a method that might be more 
frequently used in the interests of rapid diagnosis 
and the welfare of the patient. He also pronounced 
the opinion that specialised tumour pathologists are 
now required to deal with the vast field of tumour 
morphology.’ Such pathologists should work in close 
contact with the radiologists in order that they may 
follow the stages in treatment and accurately gauge 
different grades of malignancy and also degrees of 
radiosensitivity of tumours. 

The carcinogenic potentialities of solar radiations 
and steps in the chemical mechanism by which such 
cancers are produced were discussed by A. H. Roffo 
(Buenos Aires). In particular the part played by 
cholesterol and its acquisition of radio-active pro- 
perties were stressed both by this worker and by 
F. Viés (Strasbourg) and A. de Coulon (Lausanne), 
the latter workers pointing out, however, that this 
hypothesis had not yet been experimentally demon- 
strated and that other possibilities, more intimately 
connected with the ultra-violet component of luminous 
sources, must also be considered in such investiga- 
tions.- 

X Ray and Radium Therapy 

An important section of the congress was devoted 
to the discussion of X ray and radium therapy. A 
review of the progress achieved in X ray work since 
the Madrid Congress in 1933 was presented by 
F. Carter Wood (New York). The necessity of scien- 
tific precision in applying this type of therapeutic 
agent should need no emphasis but has not yet been 
widely enough recognised; the use of drosophila 
eggs and, in some laboratories, the eggs of other 
species of fly, as biological indicators represents 
a step forward in this direction. Carter Wood 
discussed low and high voltage radiation, and sug- 
gested that the construction of more 1,000,000 volt 
apparatus was unwise until evidence had been 
obtained that the very great cost involved was 
warranted. He advocated the Regaud-Coutard 
technique, and emphasised the importance of adhering 
strictly to the author’s method if this form of therapy 
is adopted and the avoidance of so-called “ modifica- 
tions of the technique. He expressed the opinion 
that this method of treatment when employed with 
very short wave-lengths will unquestionably enable 
us to attack types of neoplasms which have not 
hitherto benefited. 

The dangers of indiscriminate and uncontrolled 
drinking of radio-active mineral waters was pointed 
out by B. Rajeswky (Frankfurt a.M.), who demon- 
strated, in two human subjects, the accumulation 
of considerable quantities of radium in the organs 
and more particularly in the vertebræ and long bones. 
The part played by hormones in the production 
of tumours was discussed at several sessions. ; 
Lacassagne (Paris), a pioneer in this branch of cancer 
research, described the comparative effects of œstrone, 
equiline, and equilenine in producing adenocarcinoma 
in mice of the Girard strain. He found that similar 
effects were produced in all groups, but with equiline 
and equilenine a longer period of time was needed 
to achieve the same effect as that produced by 
estrone. He has also confirmed the observation 


made by W. Cramer and E. S. Horning in this 
country of the production of hypophyseal tumours 
containing ,an excess of chromophobe cells in mice 
treated with these substances. 


In retrospect two main impressions emerge from 
the papers read at this important congress. As regards 
treatment, much hope must be attached to future 
developments in X ray therapy; with growth in 
knowledge concerning the application, combined with 
scientific standardisation of the dosage, this mode of 
attack appears to carry the greatest promise. In 
the laboratory the present recognition of a great 
variety of carcinogenic agents of an extrinsic character 
seems to mark a definite stage in research, and the 
feeling is widespread that efforts must now be directed 
towards the discovery of some more fundamental 
intrinsic factor or factors which may determine the 
development of cancer in the presence of one of these 
known extrinsic agents, | 


ABERDEEN ROYAL INFIRMARY 


On Sept. 23rd the Duke of York opened the splendid 
new buildings of the Royal Infirmary, Aberdeen. 
This venerable hospital dates back two hundred years. 
The old infirmary buildings, originally built on the 
outskirts of the city, are now in a congested site in 
its centre. The buildings have been altered and 
enlarged at intervals since 1739, but the timb came 
when the directors were confronted with the problem 
of running a hospital altogether inadequate for the 
needs of the citizens and for the training of medical 
students, and incapable of further extension owing 
to the limitations of the site. Other medical insti- 
tutions in the city were equally in need of enlarge- 
ment and up-to-date accommodation, and it was due 
to the vision of the late Prof. Mathew Hay that the 
solution was brought about. He conceived the idea 
of a concentration of hospitals and teaching facilities 
on some elevated site on the edge of the city where 
the patients could be treated under the most favour- 
able conditions. In due course a new sick children’s 
hospital was built and opened in 1928 containing 
140 beds, constructed entirely on the pavilion system, 
and equipped on up-to-date lines. This hospital should 
satisfy the needs of the community for many years to 
come. Immediately adjacent lies the new maternity 
hospital which is completed and will soon be occupied. 
Almost in continuity is the new Royal Infirmary. 
A hundred yards to the north is the University 
Institute which is in course of construction and 
should be finished within a year. .It provides com- 
plete accommodation for teaching and research for 
the departments of medicine, surgery, midwifery, 
pathology, bacteriology, biochemistry, and pharma- 
cology. The medical student of the future will 
spend the last three years of his medical course in 
the buildings comprising the joint hospital scheme. 
Well within a mile to the west of the Royal Infirmary 
is Woodend Hospital, a municipal institution of 350 
beds, which is also used for clinical instruction, while 
about half a mile to the east lies the Aberdeen Royal 
Mental Hospital. 


The new Royal Infirmary building occupies a central 
position on the southern slope of the joint hospital site. 
It has been planned to accommodate 500 patients in 
three separate ward blocks of four storeys. The main 
corridor runs east and west. On the north side are 
administrative offices, kitchens, storerooms, and quarters 
for certain resident officials. 

The ward blocks are situated on the south side of the 
corridor and consist of a medical block containing 146 
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1. Medical block. 2. Administrative section. 


left of the maternity hospital. The 


3. Surgical block. 


\ 


4. Special departments. 5. Maternity hospital. 
The nurses’ ome is not shown but lies to the right of the medical block, while the sick children’s hospital (also not shown) lies to the 


University Institute lies in "front of the administrative section. The photograph was 


supplied by Mr. Gloyer ‘Of P Aberdeen, by kind permission of the Aberdeen Press and Journal. 


beds, a surgical block with 252 beds, and a block for 

special diseases (eye, ear, nose, and throat, and skin 
3 containing 102 beds. In the medical and surgical 
blocks, the constructional arrangement is such that each 
unit occupying a floor has a sub-corridor parallel to the 
main corridor, giving the maximum accommodation for 
side-rooms and service-rooms, and making the units self- 
contained. Sanitary accommodation is within the main 
walls and accessible both from the main ward and the 
corridors of the side wards. 

The medical block houses three medical units, each of 
32 beds. The fourth floor is designated ‘‘ special medical 
ward ” and part of the accommodation has been arranged 
for a metabolic unit with dietetic kitchens and biochemical 
laboratory. The fifth floor accommodates 18 beds in small 
wards, and is intended for the treatment of cases of 
sickness occurring in the staff of the institutions in the 
scheme. 

The surgical block houses three main surgical units, each 
of 56 beds each; a gynecological ward of 34 beds in one 
main and several small wards; an orthopedic unit of 
30 beds similarly arranged ; and a genito-urinary unit of 
20 beds. Twin operating theatres, joined by a central 
sterilising and preparation room and flanked by anes- 
thetic rooms, are attached to each unit. They are 
situated on the north side of the corridor, access being 
obtained by a short passage-way. 

In the special diseases block the ward units are of 
34 beds, with separate theatres for each department. 
The topmost storey has a self-contained dental unit with 
accommodation for operative work and rooms for special 
skin treatments. The ground floor of this block houses 
the X ray, radium, and physiotherapy departments. 
Special attention has been given to the equipment of the 
X ray department, which is considered to be unusually 


complete and abreast of recent developments in both 


diagnostic and therapeutic work. 


edgings. 


: voluntary subscriptions. 


dan 

Except i in the X ray department, natural ventilation has 
been secured throughout. The medical block, which was 
the first section of the building to be undertaken, is 
heated by hot-water radiators. The remainder of the 
building is heated by roof panels. Ward floors are of 
wood blocks; corridors have rubber flooring with terrazzo- 
The entrance halls are laid with terrazzo and, 
in certain sections, walls are faced with the same material. 
Tile work is confined to the theatres, kitchens, and sanitary 
annexes. Corridors are finished in plaster and flat 
enamelled. Theatre flats have light blue tiling; wards 
are in shades of light green and verandahs are painted 
in warmer sunlight colours. Considerable use has been 
made of steel tubing and stainless steel in ward and 
theatre equipment. A considerable amount of accom- 
modation is allocated for teaching and research work. 
There are three main lecture rooms. Each ward has a 
well-fitted clinical laboratory for microscopic and chemical 
investigations. 

The nurses’ home has, been provided in the north-west 
corner of the site. Lecture rooms, study and demonstra- 
tion rooms, and public rooms are on the ground floor, while 
258 bedrooms occupy the four upper storeys. Fitted 
wash-hand basins with hot and cold water and built-in 
furniture have been provided in each bedroom, and a large 
recreation hall has been provided. 

In deference to the strongly expressed wishes of the 
community, the buildings have been constructed of granite, 
of which 40,000 tons were required. The mass of granite 
makes an impressive building and has needed no architectural 
embellishment. 


The new Royal Infirmary cost approximately 
£525,000. This sum has been raised entirely by 
This effort is the more 
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_ CORRESPONDENCE 


ROYAL MEDICAL BENEVOLENT FUND: 
AN APPEAL 


To the Editor of THE LANCET 


Smr,—I have hesitated this year in making my 
usual appeal to your readers for the Christmas gift 
fund of the Royal Medical Benevolent Fund, because 
we have had a generous response from many members 
of the medical profession to our Centenary appeal 
for new subscribers and for donations, My hesitation 
was, however, dispelled by the following letter from 
one of our annuitants, a spinster lady of 75, who 
has been lame since she was 15. When submitting 
the last return of her very small income, she wrote : 

“ Tho kind Xmas gift of EI 10s. must be added to my 
income. It comes, a regular gift, but I know you might 
not be able to send it to me. Every Xmas I am just a 
little expecting and very much hoping to receive it.” 


This letter made me feel that our annual Christmas 
gift fund must not suffer. We have between 700 
and 800 names on our books and as in previous years 
‘we hope to send each a Christmas gift of 30s. 

I ask for very generous help from all. 

I am, Sir, yours faithfully, 
Tuos. BARLOW, 


11, Chandos-street, Cavendish-square President. 
* TLondon, W. i, Sept. 28th. ’ 


ROCHDALE AND AFTER 
To the Editor of THE LANCET 


Sm,—The true maternal mortality-rate is the 
number of deaths of women from pregnancy per 
1000 pregnancies. This rate can never be known to 
us, for we have no certain criterion of pregnancy. 
What we call the maternal mortality-rate—the 
number of deaths of women from causes connected 
with reproduction per 1000 live births—gives us the 
cost in maternal life of producing citizens. If this 
rate is cast accurately, as it can be done (and can 
only be done) by accepting the New South Wales 
convention, The death of every female between 
the ages of 15 and 45 shall be attributed to repro- 
duction unless it is proved otherwise, we obtain a 
product free from error which gives facts of great 
value to social medicine. Dissection of this rate and 
inquiry into each death tell us what we want to 
know—namely, what does kill our mothers, from 
which we can deduce how to reduce the toll. 
Attempts to obtain a rate of maternal mortality 
more acceptable to medicine fail because they always 
entail factors none of which can be freed from 
ambiguity. l 

The success of the Rochdale experiment was not 
due to any special method employed, for everything 
that was done in Rochdale has been in operation 
elsewhere and many places can show a persistently 


(Continued from previous page) 
praiseworthy inasmuch as the population of Aberdeen 
numbers only 170,000 persons, while the total popula- 
tion of the area served by the hospital is under 
half a million. It is of interest to recall that the 
original subscription list for the building of the 
Royal Infirmary in 1739 amounted to £510 9s. 7d. ; 
the number of patients admitted in the first year 
was 21, of whom 2 died, 9 were declared cured, and 
10 incurable. 


The architect is Mr. James B. Nicol, F. R. I. B. A., in - 


conjunction with Messrs. Pite, Sons, and Fairweather as 
consulting architects. 


low maternal mortality through the employment of 
methods quite different from those used at Rochdale. 
What caused the success was the strength of the 
determination to codrdinate all facilities locally 
available; it was the fruit of good administration. 
We are told that 50 per cent. of maternal mortality 
is avoidable. Actually everything above 2 per 1000, 
and, theoretically, above 1 per 1000 is avoidable. 
But this does not mean that half or more of maternal 
deaths are due to bad practice, negligence, or 
stupidity ; for comparatively few deaths are so 
caused. The main cause of fatality, that which is 
preventable, is failure to bring without delay the 
help that is available to those who need it. Though 
maternal disease is, of course, the primary cause of 
all maternal deaths, nearly all maternal diseases are 
amenable to remedy if treatment is given at the 
right time. Most of our failures are due to delay 
and most of the delay is due to faulty administration. 
Medical administration depends little upon schemes 
and schedules ; its essence is individual field work to 
bring the benefits of medicine to the people for the 
people by removing all obstructions to its carriage. 
l I am, Sir, yours faithfully, 
DUNSTAN BREWER. 
Public Health Department, Swindon, Sept. 28th. 


THE OXFORD GROUP AND THE MEDICAL 
PROFESSION 


To the Editor of THE LANCET 


SR, May I make some comment on the admirable 
letter of Dr. Claxton which appeared in your issue 
of Sept. 19th, particularly in the light of the com- 
ments made upon it in the current one. The unsigned 
letter in my opinion reflects upon your judgment in 
permitting Dr. Claxton’s letter to be published at 
all; moreover, the writer’s use of the word ‘‘sec- 
tarian °” is entirely inaccurate; further, I would 
direct his attention to Dr. Claxton’s statement that 
in regard to certain of his patients who have made 
contact with the group he has noted a striking 
difference in their mental and physical health“; 
also he says that from the same source there grows 
“a new vision of the purpose of medicine—namely, 
that the treatment of the whole of man’s threefold 
nature rather than concentration on the physical 
aspect is the secret of real health.” I think every 
thoughtful person will approve at least the relevance 
of Dr. Claxton’s letter to the practice of medicine. 

In this connexion might I direct attention to the 
valuable analysis made by Lord Horder when speak- 
ing at the recent meeting of the British Association 
on the subject of strain in modern life. He pointed 
out that one of the serious contributory causes is 
lack of adequate development on the spiritual side, 
and clearly indicated that remedy must come in 
this direction. Dr. Claxton has known it to happen ; 
so have I. Dr. Troup writes in a more sympathetic 
way, and I would ask him to take Dr. Claxton’s 
advice to make honest investigation and inquiry 
into this movement. If he studies it in this way, 
and particularly by direct personal contact, he will 
no longer be able to repeat the essentially untrue 
statement about ‘‘ sumptuous hotels.“ 

The medical profession is conservative and rightly 
so; but with that healthy and protective side goes 
a curious slowness in accepting new ideas, Dr. 
Troup congratulates Dr. Claxton on his courage. 
That word recalls to my mind a certain incident. 
About 1905 I wrote a timid and tentative paper 
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for our local medical society entitled: A plea for 
the more systematic employment of Psychotherapy. 
Being then a junior it was received with a kindly 
tolerance, but I remember that the outstanding 
commentary was congratulation on my courage ! 
Those who were interested in the psychological side 
of medicine in those days will know something of 
the opprobrium which was the lot of any of us who 
talked much about the subject. Yet how silly such 
a congratulation would sound to-day ! 

I should like to add that I have taken considerable 
pains to make actual contact with the Oxford Group, 
which is absolutely and entirely non-sectarian, and 
I am satisfied that it has a true spiritual dynamic 
and can profoundly modify human lives and conduct 
in the real spirit of Christian teaching in a way that 
is little short of miraculous. I wish to support as 
earnestly as I can Dr. Claxton’s plea to the profession 
to investigate open-mindedly the potentiality of the 
group in the total therapeutic effort which it is the 
duty of our profession to employ for the benefit of 
suffering humanity. 

I am, Sir, yours faithfully, 
Leeds, Sept. 25th. W. H. MAXWELL TELLING. 


To the Editor of THE LAN CET 


S, —In few branches of study does nomenclature 
play a larger part than in the medical sciences and 
it is, or should be, the constant endeavour of medical 
men to avoid terminological inexactitude. There 
have recently appeared in your columns three letters 
on the subject of Buchmanism which, in each case, 
your correspondents designate “The Oxford Group 
Movement.“ A movement it is, in groups perhaps, 
but why Oxford ? That city has had many things 
laid at her door—lost causes, and forsaken beliefs, 
and unpopular names, and impossible loyalties—and 
now Buchmanism. Beyond the fact that its adherents 
hold an annual meeting in Oxford, Buchinanism has 
no connexion whatever with the city or university, 
and the apparently widespread belief that there is 
some deeper association has elicited this letter. 
Fortunately Oxford has learnt to withstand the 
shocks of time and circumstance with serenity, and 
the damage, if any, from this minor trauma will not 
be permanent, but do let us have accurate nomen- 
clature. I am, Sir, yours faithfully, 

Oxford, Sept. 27th. ALEXANDER COOKE. 


MILK-BORNE SORE-THROAT 
To the Editor of THE LANCET 


Sim, — In the interesting account by Drs. Camps 
and Wood in your last issue (p. 756) of an outbreak 
of epidemic sore-throat of milk-borne origin, no 
mention is made of a bacteriological examination of 
the milk of individual cows in the incriminated herd. 
In my opinion, it was unfortunate if this was not 
done, because from past experience in the United 
States and from at least one instance in this country 
(S. V. Golledge: Vet. Record, 1932, xii., 1499) there 
are strong reasons for believing that such milk-borne 
outbreaks arise through multiplication within the 
cow’s udder of hemolytic streptococci which are 
derived from infected human beings during the 
process of hand milking. In the United States it 
has been proved that, although obvious symptoms 
of mastitis may not be present in such infected cows 
at the time the veterinary examination is made, 
they may nevertheless be discharging in their milk 
millions of hemolytic streptococci per c. em. In this 
way a single cow can bring about gross contamination 
of the mixed milk of the herd. It is inconceivable that 
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widespread epidemics in the human population could 
occur without gross contamination of the milk- 
supply, or that this could arise from direct con- 
tamination of the milk by infected human beings. 
Moreover, experiments which are being conducted 
in this institute are showing that Strept. pyogenes, 
added to raw milk which is then kept at 22°C., 
does not multiply appreciably until the milk has been 
stored for some 36 to 48 hours. 
I am, Sir, yours faithfully, 


F. C. MINETT, 
Research Institute in Animal Pathology, Royal 
W jvondon, W., 
ept. : 


SURGICAL INSTRUMENTS 
To the Editor of THe LANCET 


SIR. My attention has been drawn to a remark 
made by Mr. Denis Browne at the Oxford B. M. A. 
meeting (reported in THE LANCET, August 15th, 
p. 378) that one of the profession’s primary curses 
is that instruments were made by people who did 
not understand their use, and used by people who did 
not understand their making.“ It was Burke, 
I think, who stated that one could not draw up an 
indictment against a nation, and I venture to protest 
that there are many in the surgical instrument 
industry who understand the uses to which instru- 
ments are put, | 

It is true that the instrument-maker cannot use 
instruments under operating-theatre conditions and 
the surgeon does not manufacture his own instruments. 
On both sides, therefore, such knowledge will always 
be theoretical. Another difficulty is the number 
of separate branches of surgery. The kit of an 
ophthalmic, plastic, E.N.T., or orthopxdic surgeon 
may each contain 100 to 200 tools of patterns unused 
in any other branch of surgery. When an instru- 
ment has been made to the satisfaction of its inventor, 
the general practice of reputable firms in the industry 
is to make an exact duplicate from which all other 
copies are taken. This puts the responsibility of 
the shape and design of a surgical instrument on the 
surgeon whose name it bears. But Mr. Denis 
Browne’s remark draws attention to a weak patch 
in the industry which is frequently shown when an 
instrument- or appliance-maker’s assistant is asked 
to assist a surgeon who designs an instrument or 
appliance. There are not at present a sufficient 
number of trained assistants capable of speaking with 
the surgeon in his own language and understanding 
those primary surgical and mechanical difficulties, 
and the anatomical limitations of the surgeon and his 
patient, which are encountered when designing 
instruments. The leading members of the industry 
have, therefore, recently founded an Institute of 
British Surgical Technicians in order to supply a 
trained body of men who have studied those basic 
fields of knowledge where the surgeon and craftsman 
meet in common endeavour. 

On its educational side a three-year course of 
training is in being. The subjects studied are 
mathematics, physics, chemistry, metallurgy, 
anatomy, physiology, pathology, pharmacology, and 
finally the principles of surgery and surgical instru- 
ments. The training has been arranged to meet 
the difficulties of the surgical instrument and appliance 
industry. To supplement this work the Institute 
has also—with the assistance of members of the 
surgical profession, to whom it is deeply indebted— 
arranged lectures to their workshop craftsmen on 
the use of surgical instruments. The lectures given 
last year were attended by some 200 men ; it will thus 
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be seen that there is a serious effort being made in 
the British surgical industry to train their personnel. 
The scheme has been running but a few years and its 
benefits can only be judged by experience. 

If Mr. Denis Browne could persuade the powers 
that be to allot us funds for research purposes, such 
help would be warmly welcomed by the Institute of 
British Surgical Technicians who have many problems 
awaiting resolution. It may interest your readers to 
know that it had been foreseen that the limited 
knowledge of surgery imparted by the above- 
mentioned training, combined with manufacturing 


technical ability, might lead to the encouragement of. 


a certain undesirable type of practitioner in the 
appliance field, and therefore the members of the 
Institute and their pupils have voluntarily signed 
a code only to work in coöperation with legally 
qualified medical practitioners. 
I am, Sir, yours faithfully, 
H. Guy DREW, 


Chairman oE the Council, Institute of Brit. 
urg. 


Sept. 25th. Technicians. 


SPANISH MEDICAL AID 
To the Editor of THE LANCET 


SIR, A committee has been formed in Holborn 
and West Central London to interest the public in 
and to raise money for medical aid for Spain in 
collaboration with the National Spanish Medical Aid 
Committee. It is hoped that the response will be 
big enough to maintain a small unit completely. 
A meeting has been arranged at the Conway Hall 
on Monday, Oct. 5th, at 8.30 P. u., and the speakers 
include Prof. J. R. Marrack and Prof. J. B. S. 
Haldane, F.R.S. I appeal to your readers to respond 
to the urgent need of the Spanish people by coming 
to the meeting, or sending donations or offers of 
help to me.— I am, Sir, yours faithfully, 

JANET VAUGHAN, 
Chairman. 
Holborn and West Central London Committee 


for Spanish Medical Aid, 6, Gordon-square, 
W.C.1, Sept. 28th. 


MEDICAL SCHOOL LIBRARIES 
To the Editor of THE LANCET 


Smr,—In connexion with the annotation under the 
above heading on p. 754 of your issue for Sept. 26th, 
it may interest your readers to hear that since March, 
1926, instruction in the use of the library and in 
bibliographical methods has been given each session 
to new students in the London School of Hygiene 
and Tropical Medicine, which is, however, entirely a 
post-graduate institution. This instruction, in its 
fullest form as given to the bacteriology class, now 
consists of three lectures illustrated by lantern slides, 
each lecture being followed by a period for practical 
exercises. 

In the first talk the chief contents of the library, its 
arrangement, and the regulations for its use are described, 
the method of classification in use is explained, and a 
few of the most important rules governing the compila- 
tion of the catalogue are illustrated by lantern slides of 
typical catalogue entries. Then follows a conducted 
tour round the library and practical tests in the locating 
of books on the shelves by the use of the catalogue or 
classification scheme. The second lecture deals with the 
principal reference books, abstract journals, and periodical 
indexes, and is designed to reveal to the student some 
of the wealth of bibliographical material at his disposal 
and the way to use it for finding out information. The 
practical work here consists in hunting up references from 
incomplete data. The third lecture is a lesson in the 
compilation of bibliographies and lists of references, the 
correct manner of setting them out, and the abbreviation 


of the titles of periodicals. The aim here is to enable 
students to make their own literary work as helpful as 
possible to others. This too is followed by practical teste. 


Owing to the crowded state of the public health 
and tropical medicine curricula, the instruction to 
new students in these two classes has to be drastically 
cut by the omission of all practical work and by the 
reduction of the number of lectures from three to 
two and to one respectively. It is believed that 
such instruction can do something, however little, 
to repair at the eleventh hour a gap that has unfor- 
tunately been left in the undergraduate medical 
education of this country. 

I am, Sir, yours faithfully, 
CYRIL C. BARNARD, 


Librarian, London School of Hygiene and 
r 


Sept. 29th. opical Medicine. 


AN ALLEGED REMARK 
To the Editor of Tas LANCET 


Str,—Owing no doubt to an error in the preparation 
of the index, certain incidents in Prof. Harvey 
Cushing’s recently published book From a Surgeon’s 
Journal 1915-1918 ” are attributed to myself. The 
matter would be of no importance except for an 
alleged remark of mine, on page 154, about Sir 
Almroth Wright. As I never made this, and should 
in any case have been wholly incompetent to criticise 
Sir Almroth’s work, I should like to make this clear 
and say that I did not have the pleasure, and honour, 
of meeting Prof. Cushing until about ten years after 
the war was over. 

I am, Sir, yours faithfully, 
H. H. BASHFORD. 

General Post Office, London, H. O., Sept. 29th. 


EXPLORATORY THORACOTOMY 
To the Editor of THE LANCET 


SR, —An important factor in the lack of progress 
of wsophageal surgery has probably been a totally 
unjustified fear of opening the pleura. In your last 
issue Mr. O’Shaughnessy draws attention to the 
comparative impunity with which transpleural 
explorations may be made if suitable anesthesia 
is employed. 

Experience with a large series of intrapleural 
operations has convinced me that the use of dif- 
ferential pressure anzsthesia makes an exploratory 
thoracotomy as safe as an abdominal exploration. 
Under such circumstances the opening of the pleura 
is attended by no disturbance recognisable by either 
the anesthetist or the operator. The suggestion, 
recently revived, that the preliminary establishment 
of an artificial pneumothorax is an adequate alterna- 
tive is in my opinion a retrograde step, despite the 
striking successes obtained by King and Muir. It is 
obviously impossible to guarantee that both pleural 
cavities will not be opened during any extensive 
mediastinal dissection ; such an occurrence is only 
safe in the presence of differential pressure, otherwise 
the resultant bilateral pneumothorax would prove 
fatal. : 

That the disturbance of such a thoracotomy is 
negligible is illustrated by a case at present under 
my care. In a female, aged 43 years, suffering from 
cesophageal carcinoma, the csophagus had been 
exposed and extensively mobilised for radium appli- 
cations on three occasions within a period of a month ; 
in each case approach was by the transpleural route— 
twice on the right side and once on the. left. Dif- 
ferential pressure anæsthesia protected her from any 
disturbance of her normal respiratory and cardio- 
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vascular functions both during the operations and 
in the convalescent period which is now complete. 
I am, Sir, yours faithfully, 


GEORGE A. MASON. 
Newcastle-upon-Tyne, Sept. 24th. 


FIXED DENTAL APPLIANCES 
To the Editor of THE LANCET 


SIR, With reference to the letter of Mr. Olver in 
your issue of Sept. 5th, actual experience is perhaps 
more valuable than theoretical considerations. In 
1905, following an accident and the loss of front 
teeth, there was constructed for me a 4-tooth fixed 
bridge, which is attached to the roots of a canine 
and a central incisor. This has never given me the 
least trouble, and to-day, after some 31 years, the 
condition of the surrounding tissues is entirely satis- 
factory, and X ray examination shows an equally 
satisfactory condition of the teeth roots. Perhaps 
I should add that the work was done by a highly 
skilled dentist, who has subsequently been responsible 
for after-care. 

I am, Sir, yours faithfully, 
Sept. 28th. NoEL BAaRDSWELL. 


ANTITOXIN TREATMENT OF SCARLET FEVER 
To the Editor of TR LANCET 


Smr,—Dr. Burton queries the rarity of desquama- 
tion in my cases of scarlet fever treated with intra- 
venous or intraperitoneal antitoxin and discharged 
from hospital after a short isolation period. In 
Table III. of my article the average isolation period 
in 2428 intravenous cases was shown to be 18-2 days 
and in 733 intraperitoneal cases 21-2 days. The 
series inevitably included many cases in which the 
isolation period was longer than the average. The 
period of observation and the number of cases 
involved were therefore quite sufficient for the 
determination of the point with certainty. 


Dr. Burton has a feeling that the same immediate 
results can be produced by adequate doses given 
intramuscularly. One wonders upon what experience 
of intravenous and intraperitoneal antitoxin treat- 
ment of scarlet fever his feeling is based. I agree that 
in some mild cases immediate results may be similar, 
but even in these desquamation is not so consistently 
absent. In the sharper cases, however, and par- 
ticularly in those of septic type, the great difference 
in immediate results between intramuscular anti- 
toxin on the one hand and intravenous or intra- 
peritoneal on the other is patent to any observer. 
** Adequate ”’ doses given intramuscularly are usually 
from one and a half to four times the intravenous 
or intraperitoneal doses—a point well worth remem- 
bering when the cost of routine antitoxin treatment 
of scarlet fever is being considered. 

With regard to the grave risks to which Dr. 
Burton refers, I would say that the routine use of 
the intravenous route requires reasonable care and 
vigilance, some experience and judgment, and also 
some means of selecting and maintaining in stock 
those batches of antitoxin which prove to be relatively 
free from the unknown shock-producing constituent. 
These may be stringent but are by no means imprac- 
ticable conditions. But what are the risks of intra- 
peritoneal injection in a hospital? I know of none 
that cannot be avoided by the most elementary 
precautions and the simplest technique. 

I am, Sir, yours faithfully, 
H. SrANLET BANKS. 


Park Hospital, Hither Green, London, S. E., Sept. 29th. 


BACTERIOLOGICAL GRADING OF MILK 
To the Editor of THE LANCET 


Sir,—In milk examinations for report to the 
Ministry of Health from Jan. Ist next the platé count 
is to be superseded by the methylene-blue reduction 
test. Since the coliform presumptive test is retained 
the assumption is that the reduction test gives the 
same general results as the plate count. Now in 
spite of the acknowledged though over-emphasised 
inaccuracy of the latter, it does give results which 
are fairly comparable over a period of years, as a 
general indication of the cleanliness or otherwise of 
milk samples. Does the reduction test give the 
same 7 

In my hands there is frequently a marked dis- 
parity between the count and the reduction time in 
parallel tests. For instance such results as these :— 


Reductiontime Platecount Reduction time Plate count 
in hours. per c.cm. in hours. per c. em. 
14 1, 700 4 116,600 
3 i 2,350 Over 44 132,800 
3 .. 120,400 » 44 346,400 
4 8,800 „ 41 60,000 
44 4,250 


These results are somewhat disconcerting, and sug- 
gest that factors are operating in the reduction test 
that do not influence the plate count. One wishes 
therefore to know which test is the better indication 
of cleanliness or otherwise. I should be interested 
in hearing the experience of others who are con- 
stantly engaged in milk examinations. 

I may add that in my experience the reduction 
test agrees far more closely with the coli content 
than with the plate count. 

I am, Sir, yours faithfully, 
A. H. PRIESTLEY. 

Public Health Laboratory, Burnley, Sept. 25th. 


THE PATIENT LOOKS AT THE HOSPITAL 
To the Editor of THE LANCET 


SIR, —In the book which you reviewed last week 
Miss Florence Fidler, though kind to doctors, has 
some hard things to say about nurses and voluntary 
hospitals, and although many will not be able to go 
all the way with her, it must be admitted that certain 
of her criticisms strike home. The 1932 Report of 
THE LANCET Commission on Nursing left little to 
be said on this subject. Miss Fidler complains that 
little or nothing has been done to improve matters 
since its issue. In her view, nurses are stultified by 
a training which is too militaristic in conception 
and which sets too great store by trivial detail at 
the expense of more vital things. The nurse, she 
maintains, like the soldier, is taught slavishly to 
obey orders rather than to think for herself. Without 
contesting the point that the best soldier is the 
stupidest,” which could be better dealt with by the 
Staff College at Camberley, one is tempted to wonder 
to what extent a nurse should think for herself. 
That a probationer’s main duty is to obey orders 
few will deny. To adapt W. S. Gilbert, the awful 
prospect of a lot of bright young pros.“ in close 
proximity, all thinking for themselves, is what no 
one could face with equanimity—not even, I suspect, 
the patient. Miss Fidler further contends that she 
would rather be nursed by an intelligent amateur 
than by a professional nurse. Not many, I imagine, 
will agree with her, and I must conclude either 
that she has been singularly fortunate with the 
amateurs or singularly unfortunate with the profes- 
sionals whom she has met. Nor is she more kindly 
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disposed towards the voluntary hospitals. With 
the story of the patient who was wakened to be given 
a sleeping draught and with the hardship of being 
roused at cock-crow to be washed we are all familiar, 
but with the difficulty of administering a huge 
hospital without a time-schedule, most of us are 
mercifully less so. Nevertheless, it is told of a certain 
distinguished surgeon that, when about to operate, he 
would sometimes ask a new dresser, “‘ Who is the 
most important person in this theatre at the present 
time ? ”, to which he received the invariable and 
incorrect reply, You, sir.” The fact that the patient 
was more important than the surgeon always came 
as a shock to the dresser, and that this should be so 
is, perhaps, not without significance. Although as 
students most of us were frequently enjoined to 
examine the patient, not merely his pathological 
knee or elbow, and although Allbutt railed against 
the practice of describing a disease as an entity,“ 
a term properly to be applied to the sufferer and not 
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to the disease, it may still be true that we are too 
much in the habit of regarding hospital patients 
in some sort as convenient—and insentient—recep- 
tacles for interesting morbid processes. The more 
sensitive among us may recall with horror clinical 
demonstrations in the medical wards in which the 
hopelessness of the prognosis was enlarged upon in 
graphic and untechnical terms which the patient, 
no less than the student, could readily understand. 
Mr. Henry Ford has noted with disapproval that 
the hospital patient in the United States seems all 
too often to be looked upon as the chattel of the 
physician or surgeon in charge, and Miss Joyce 
Dennys has humorously and shrewdly put forward 
certain aspects of the patient’s case. It is obviously 
salutary that doctors and nurses should sometimes 
see themselves as patients see them however unpalat- 
able and iconoclastic the patient’s views may be. 
I am, Sir, yours faithfully, 


Sept. 25th. PRACTITIONER. 


MEDICAL NEWS 


University of Leeds 


At recent examinations the following candidates were 
successful :— 


$ M.D. 
E. O. Allibone (with distinction) and Marjorie Haynes. 


FINAL M.B., CH.B. EXAMINATION 


Part I.—K. B. Aske, Eileen M. Bateson, D. Benson, W. A. 
Bridgwood, R. Cargill, $. P. H. Fergus, H. T. Hardy, L. Roberts, 
C. H. Robinson, and A. H. Snalam. 

Part II.—Rosemarie Blackwood, Joan M. Coward, F. A. 

C. L. Davidson, M. Glick, M. Headlam, M. A. Kader, 
R. C. Lawrence, E. Moore, R. Petticrew, J. D. F. Thornton, 


and P. H. Wyon. 

Part III. — CO. L. Davidson (with second-class honours), Joan 

M. Coward, F. A. Crosfill, M. Glick, M. Headlam, M. A. Kader, 

R. C. Lawrence, E. Moore, R. Petticrew, J. P. Senior, J. D. F. 
Thornton, and P. H. Wyon. 5 
L. D. e 

B. Blackburne, L. K. Caygill, Mary B. Gaukroger, S. Goldman, 

P. R. Greenwood, F. Grindrod, K. M. Newbould, Annie Pickering, 
and B. Watssman. 1 
D. P. M. 


A. Kelly. ee 


Kathleen Horne, W. Lomax, N. W. Roberts, S. Suvi, and 
Barbara M. G. Taylor. 


The William Hey gold medal and the West Riding 
panel practitioners prize in medicine were awarded to 
Robert Love Lamming. 


University of London 

Five lectures on the physiology of vision will be given 
by Dr. R. J. Lythgoe on Mondays, beginning on Oct. 12th, 
and four lectures on the physiology of hearing and speech 
by Dr. Phyllis Tookey Kerridge beginning on Nov. 16th. 
On Tuesdays, Oct. 13th, 20th, 27th, and Nov. 3rd, Dr. 
Charles Reid will lecture on the endocrine organs in 
relation to metabolism. The lectures will be given at 
5 p.m. at University College, Gower-street, London, W. C. 
They are open to all. 


British Institute of Philosophy 

An address entitled On Being a Philosopher ” will be 
given by Prof. H. F. Hallett at University College, Gower- 
street, London, W. C., at 8.15 P.. on Tuesday, Oct. 13th. 
Cards of admission can be obtained from the director of 
oa at University Hall, 14, Gordon-square, London, 
W. C. I. 


Royal Sanitary Institute 

A sessional meeting of this institute will be held in the 
Guildhall, Norwich, on Saturday, Oct. 17th, when Dr. T. 
Ruddock-West, medical officer of health for Norfolk, 
will open a discussion on cultural methods for the isolation 
of tubercle bacilli in milk. 

On Friday, Oct. 23rd, a meeting will be held in the 
Town Hall, Loughborough, when the administration of 
the accredited milk scheme in Leicestershire will be dis- 
cussed. Dr. J. A. Fairer, medical officer of health for 
Leicestershire, will be the opening speaker. 


King’s College Hospital 

On Wednesday, Oct. 14th, at 8.30 P.M., Sir StClair 
Thomson is addressing the Listerian Society of this 
hospital upon A House Surgeon’s Recollections of Lord 
Lister. The meeting is open to all members of the medical 
profession. 


Medical Peace Campaign 

The meeting held last Thursday in the Hastings Hall, 
B.M.A. House, under the chairmanship of Dr. E. P. 
Poulton, was attended by some 50 medical men and 
women, when it was resolved to form a British section 
of the International Medical Association for the Prevention 
of War. Various matters for investigation and research 
were suggested, and it was agreed to call a public meeting 
for discussion of them at some time to be decided later. 
Anyone desiring to join the section or willing to serve on 
the proposed advisory council should communicate with 
the hon. secretary, Dr. Cecile Booysen, at 12, Kent- 
terrace, London, N. W. I. : 


Westminster Hospital Dinner 

There was a large attendance of past and present 
students at the annual dinner of the Westminster Hospital 
medical school, held at the Trocadero Restaurant on 
Sept. 26th. Mr. A. Tudor Edwards, who presided, in 
proposing the toast of the medical school, paid tribute 
to the late Mr. K. A. Wolfe Barry, who as chairman of 
the committee of management had for many years given 
a great deal of his time to the Westminster Hospital. It 
was sad that he had not lived to see the new hospital 
and medical school, in the planning of which he had been 
keenly interested. They gave a cordial welcome to his 
successor, Mr. Bernard Docker. Mr. Tudor Edwards 
said that the past year had seen great advances in the 
scheme for building the new hospital on the Embankment. 
A few months ago satisfactory negotiations had been 
concluded for the sale of the old site. Work on the medical 
school and nurses’ home was now proceeding; funds 
amounting almost to £42,000 had been collected, but a 
further £11,000 was still required. The need for the 
move was shown in the medical school by the great 
increase in the entry of students, for in a few years they 
had doubled their numbers. Dr. John Davies, in a lively 
and humorous speech responding to the toast, pleaded 
for a closer association between past and present students 
and for more readers of Broadway, the hospital magazine. 
Mr. N. F. Coghill replied on behalf of the students and 
gave an encouraging account of the various clubs’ activi- 
ties. He said that it was important but difficult to interest 
the preclinical students in the clubs before they came to 
the hospital. Dr. Adolphe Abrahams, dean of the medical 
school, wittily proposed the toast of The Guests, to which 
Lord Horder and Major-General W. P. MacArthur replied. 
Dr. Arnold Stott proposed the health of the chairman, 
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Royal Institute of Public Health 

The Harben lectures for 1936 will be delivered by Dr. 
F. J. Poynton, consulting physician to University College 
Hospital and the Hospital for Siok Children, Great Ormond- 
street, at the lecture hall of the Institute of Hygiene, 
28, Portland-place, London, W., on Oct. 12th, 13th, and 
14th at 4 P. M. He will speak on juvenile rheumatism. 


Society of Chemical Industry 

The programme of the London section of this society 
includes the following lectures: Mr. H. E. Cox, D. Sc., 
the chemical aspects of dermatitis (Oct. 5th); Mr. F. 
Tattersfield, D.Sc., and Mr. J. T. Martin, modern develop- 
ments in insecticides (Dec. 7th) ; Mr. E. R. Davies, 
infra-red photography and its field of application (Feb. Ist) ; 
Prof. F. Paneth, natural and artificial radio-elements and 
their practical ‘applications in chemical and biological 
research (March Ist). The meetings will take place at 
8 p.m. at Burlington House, W. I. 
Florence Stoney Prize 

An award of this prize, which is open to past students 
of the London School of Medicine for Women, will sbortly 
be made for an essay or published paper on the treatment 
of (a) oancer, or (b) hyperthyroidism, by methods primarily 
not surgical; or for laboratory work associated with the 
influence of radiations. Essays should be sent to the warden 
of the school, 8, Hunter- street, London, W. C., by May Ist. 


Westminster Hospital and the Coronation 

Stands are being constructed at this hospital from which 
a view of the Coronation procession can be obtained. 
The proceeds of the stands, which will accommodate 
2037 spectators, will be devoted to the rebuilding of the 
hospital and its medical school. The price of seats ranges 
from ten to fifty guineas. 


Presentation to Dr. J. J. Adams 

To commemorate his 50 years of service as coroner and 
60 years as medical practitioner in Antrim, a public 
presentation has been made to Dr. J. J. Adams, consisting 
of his portrait and of an illuminated album containing 
illustrations of his residence and of the various halls and 
other public gifts that he had presented to the district. 


Dr. Adams was the last of the Irish coroners to be elected 


by public vote; he was appointed a justice of the peace 
in 1893. 
British Emergency Force in Palestine 


Bt. Colonel R. C. Priest and Major A. G. Harsant have 
been appointed consulting physician and consulting 
surgeon respectively to the British Emergency Force 
in Palestine, with the temporary rank of colonel. 


Colonel Priest was educated at 1 Universit 
. Thomas’s Hospital, gradua B. in 1908. The fo Gein 
year he Jonoa the Royal Army Mikal Corps. He holds the 
degrees o t M.A. and M.D. Camb., and M. R. C. P. Lond., and 
Meas’ a Fellow of the College this year. He also 
holds the diploma in tropical moarne and hygiene. Colonel 
Priest was medical specialist at the Queen Alexandra 
H tal, Millbank, from 1928 to 1933, since when he has been 
in t. He is an honorary physician to the King. 
Major Harsant studied at the London Hospital and ed 
in 1916, entering the Service in the same year. He obtained 
the F. H. G. S. Eng. in 1930, and the degrees of M.D. and M.S. 
Lond. in ee and 1933. He also holds the diploma in tropical 
medicine and hygiene. Before taking up vno Sy eee of 


surgical alist at Cairo in 1932 he filleda post in the 
Aldershot. Command. 
Appointments 


pe arcs Fe W. R., M. B. Glasg., F. R. O. S8. Edin., has been 

appo inted Hon. Surgeon in Charge of the Ear, Nose, and 
Throat Department of the Rochdale Infirmary. 

ARNOLD a D., M.R.C.P. Lond., Clinical Yiuberculosis 

Offer for 

J. MORTON, M.B. Edin. D. M. R. E., 9 Radio- 
logist to > the Ro Royal Bea Bon-Bathing Hospital, Marga 

SE „Assistant Medleal Officer 

1 Health for’ marian 


Dine Charlotte's Maternity Hospital.—The following appoint- 
ments are EO 
T , M.B. N. Z., Senior Resident Medical Officer ; 
So B. Toronto, D.P.H., Assistant Resident 


MB. ar een Anesthetist and District 
fficer : ; 
aa A., edion a 88 Eng., Resident Angesthetist. 
Surgeons under the Factory and Workshop Acts: 
L. GROOM K Wisbech District, Cambridge), and Dr. 
e (Wollaston District, Northants). 


V acancies 


For further information refer to the advertisement columna 


Alton, Hampshire, Lord Mayor her oe Cripps: Hospital.. 

4 Syan 1 pg, W. S. ee Din tor of ee 
ralia, Sydney Ho — Director of the Kane- 

matsu Memorial Institute of Pathology, £1500. 

Barnstaple. North Devon 1 —Res. M. O., at rate of £150. 

Belgrave Hospital for Ohildren, 1, Clapham-road, S.W.—Asst. 
Surgeon for Ear, Nose, and Throat, 25 guineas. Also two 
H. P.'s and one H. S., each at rate of 2100. 

Birmingham City Mental Hospital.— Jun. Asst. M. O., 8 

Brighton, Royal Sussex County Hospital. — Cas. H. S., £120 

Burnley Victoria Hospital.—H.P., at rate of £150. 


Chesterfield and North Derbyshire al Hospital.— 
Fracture H. So at 0 . Fin Carr ga pna 


Dart fond, K River Hospitals.—Res. Med. Supt., 1200. 
Derby, Derbyshire K al Infirmary. ORE pa a, De £750. 
Kau: E Sy a Memorial Hospital.—Jun. Res. M.O., at 


Glasgow Eye Infirmary.— es. H. » £100. Also Olin. Asst., £30. 
Golden- re Throat, Nose oad Ear Hospital, Golden-squar e, 
Registrar. Also House Anes honat, at rate of £160. 


Also H. P., AA 9 te of or 2180 
. 0 at ra 
- £50 respectively. : 


Hospital for Epilepsy anà 1 Maida Vale, W. 5 
M. O. and H. P., at rate of £150 and £100 respectivel 
Huaderanteld, 16 Hall Mental Hospital, Kir dover beg Lpitth 


„ 8350. 
Hull . MO rmary.—Res. Surg. O., £200. 
Jersey General Hospital and Poor Law Infirmary.—Asst. Res. 
i M.O., at rate of £150. 
Lancaster Royal 1 Jun. H. S., at inate of £130. 


Tete 29005 y Mental Hospital, Humberstone. —Second Asst. 


London Hospital, 1 0 1 1 First Asst. and Reg., £300. Also 
First Asst. and say Fone o Bar, N Nose, and Throat De t., £150. 
in X Ray Dept., £100. 


London Hospital, E.— 

London School o Mfeateine 5975 1 8, Hunter. street, W. C.— 
Florence Stoney Prize, £25. 

Macclesfield General Inſirmary.— Second H. S., at rate of £150. 

Maidstone, Kent County Ophthalmic Hospital.—Ophth. H. S., at 
rate o 

5 Ancoats Hospital.—Ansesthetist, 1 guinea each 
a 

Manchester Royal Eye Hospital.—Junior H. S., 38120. 

Manchester Royal Inirmary.— Four H. S. 's, each at rate of £50. 
Also Res. Jun. M. O. for Barnes Convalescent Hospital 
at rate of £150. 


E St. Marys Hospitals—Hon. Surgeon for Children’s 


Margate and District General Hospital.—Res, M. O., 2150. 
Melton, Suffolk, St. Audry’s Hospital.—Jun. Asst. M. O., £350. 
Metro olitan ospital, Kingsland-road, E.—Sen. and Jun. 
. P.'s and H.S.’s, also Cas. O. and Res. Anesthetist, 
each at rate of £100. 

National Hospital for Diseases of the Heart, Westmorelana-street, 
W.—Res. M.O., at rate of £150. Also Out-patient M.O., 
at rate of £125. 

National Temperance Hospital, Hampstead-road, N.W.—H.P., at 
rate of £100. 

. Royal Victoria Infirmary.—Jun. Surg. 


Norwich, ’ Norfolk Mental Hospital.— Asst. M. O., £350. 


Nottingham City Mental Hospital.—Jun. Asst. M. O., £350. 


Nottingham General Hospital.—H.S. for Ear, Nose, and Throat 
Dept., at rate of £150. 
Paddington Green Chiidren’s Hospital, W.—H.P. and H.S., each 


816 
Paris-Hertford British 9 Res. M. O., £150. 
Pontypool and District Hospital.—Res. ~ O., £150. 
Prince of Wales’s General H ospa; N.—Hon. Physician to 
Dept. of Physical Medicin 
Princess Elizabeth of York Hospital for eat Oe Shadwell, E.— 
Asst. Surgeon to Ear, Nose, and Throat D 
Princess Louise, Kensington, Hospital for Children, St. Quintin- 
avenue, W.—H.S., at rate of £120. 
Quon. Mary’s Hospital for the East End, Stratford, E.— Res. 
een Oo ae TT for Ohad Hackney-road, E.—Asst. Physi 
8 ospital for ren, Hac 0 — si- 
olan. Also H.S., at rate of £100. 7 
Radium inthe, Riding House-street, W.—Res. M.O., at rate of 


£25 
Richmond, Surrey Royal Hospital.—Sen. and Jun. H.S., at 
rate of 2150 A and £100 respectively. 
Roua Free Hospital, Gray’s Inn-road, V7 Res. Cas O., £150 
Royal National Orthoped e > Hospital, 234, Great Portland-street, 


W.—Two Surg. pa 
St. Marys Bef oar! Pomen anà Children, Plaistow, E.—Res. 

H.S es. HI. P., at rate of £155 and £150 respectively. 
St. m ary ’s Hospital I natitute of l ene Research, Padding- 

„ e 

Shegield Chita ospital.—H.S., at nate of 2100. 

Sag ord Standon Hall, Orthopedic Hospital.—H.S., £200. 
n Medical Service. Two Med. Inspectors, each £720. 


* 
. 


830 


Surrey County Council.—Asst. M.O., E600. 

Booey. 0 Hospital Convalescent Hume.—Res. M.O., at 
rate o 

Truro, Royal Cornwall Infirmary.—H.S., £170 

pin 1 9 Children, Tite-street, Chelsea, S.W.—Sen. 

Also Dental Surgeon. 

West age Bospital, Hammersmith W.—H Asst. 
Radiologist (Diagnosis). Also Res. Cas. O., at vate ‘ot £100. 

Weston-super-Mare Hospital.—Res. H. P., £150 

The Chief 1 of Factories announces vacancies 185 


Factory Surgeons at Oban (Argyll), Kingswoo 
(Gloucester), Turrin (Aberdeen), and Waltham Abbey fees). 


Medical Diary 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TUESDAY, Oct. 6th. 

Orthopcedics. 5.30 P.M. Mr. T. Fripp: 1. Pseudo- 
fracture of the Femur. Mr. i ‘A. Cholmeley : 2. Trans- 
plantation of the Biceps for 8 Paralysis. 

. J. Seddon: 3. Extensive Brachial Birth Para- 
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Clinical. 5.30 P. M. Mr. Hamilton Bailey: 1. Paget’s 
Disease Affecting the Left Femur only. 2. Ectopia 
Vesicee Treated by Implanting Ureters ae the Bowel. 
Mr. Hamilton Bailey and Dr. Garland : Soc ae 
Heart Failure Treated by wes Toidectom Mr. 
Hamilton Bailey and Dr. K. Addison’ 8 
Disease Treated by Suprarenal e Br. R. W. B. 
Ellis: 5. Gargoylism (Osteochondro dystrophy, Corneal 

Mental Defect) 


McMullen: Post- 


Opacities, Hepatosplenomegaly, an 
in a Boy. of 21 months. 
Ophthalmo i .30 P. M. Mr. W. H. 


0 (Proident Address). 
HARVE S ae OF LON 
THURSDAY, Oot 8 755. 30 a 5 (Manson House, 
Portlan ), Dr. Peter Kerley: Value 2o 


X Ray piece. T, to the General Practitioner. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


MENTAL HYGIENE REUNION. 

Monpay, Oct. 5th.—2.30 P.M. (Ministry of Health), Dr. 
Jakob Billström, Dr. Repond, and Prof. G. Vermeylen : 
Mental Hygiene and the Cinema. 

TUESDAY.—10.30 a.M., Dr. Hans Roemer, Prof. Viktor 
a ert, and Dr. Heinrich DFH. n : Mental Hygiene 

the Nurse. 2.30 P. M., Bouman, Prof. L. 
Rochiin, and Dr. J. r. J. R. Rees: Mental Hygiene and the 
Schoo — 

BRITISK, DOO GRADUATE MEDICAL SCHOOL, Ducane- 

roa 

MONDAY, Oct. 5th.—2.15 P.M., Dr. Duncan White: Radio- 
logical Demonstration. 

TUESDAY.—4.30 P.M., Dr. H. Yellowlees: Psychological 
Medicine in Practice. 

WEDNESDAY.—Noon, clinical and pathological conference 
poe. 2.30 P. M., clinical and pee cee con- 
1 surgical). 4.30 P.M., Mr. J. Barnard, 

: crosco 


py- 

EN 2.15 P.M., operative obstetrics. 2.30 P. M., 
Mr. Geoffrey J effergon ; Surgery of Nervous System. 
3.30 P. M., Prof. F. J. Browne: Antenatal Care. 

FRIDAY.—2. 15 P. M., Department of Gynecology: Patho- 
logical demonstration. 

Daily, 10 A. M. to 4 P.M., medical clinics, sted ar clinics or 
versione: Obstetrical and gynscological clinics or 


Mr. Morriston Davies: 
of Diseases of the Chest Noon, Dr. E. A 
1 ve 85 Unilate 


Dr. R. W. A. Salmond and Ard. Gwenda “Hilton : : 
Demonstration of Cases Treated by X Rays. 3 P. M., 
Mr. E. A. Devenish: The Treatment of Acute Infec- 
tions of the Hand. 3.30 P.M., H. Neame: The 
Differentiation of Iritis from Conjunctivitis. 4 P.M. 5 
Prof. S. J. Cowell: 1 in Everyday Practice. 
FRI DDAT.—10 A. M. r. A. M. H. Gray: Some 
Infections of the Skin and their Treatment. 11 A. M., 
Mr. E. K. Martin: The Surgery of the B Tract. 
Noon, Dr. M. L. Rosenheim: Mandello Acid in 5 5 
Treatment of U Infection. 12.30 P. M., pr M. 
Maizels: Sedimentation-rate. 2 P. M., My 
Formby Nasal Symptoms of Aller s P. M., 
F.J Barrington : Tumours of the B dder. 3.40 P. M., 
Dr. W. J. Pearson and Dr. R. H. Dobbs: Demonstra- 
tion ot the Oxygen Tent. 4 P.M., Sir Bernard Spils- 
bury y: Circulatory Disturbances Causing Sudden 
ea 


Open only to former students of the hospital. 
ST. MARY'S HOSPITAL, W. 
THURSDAY, Oct. 8th. 5 P.M., Dr. G. O. Barber: Types 
of Practice and Methods of Purchase 
ROYAL PENTAN HOSPITAL OF LONDON, Leicester- 
square, 
T WEDNESDAY, Oct. 7th.—2 P. M., Dr. S. Blackman: Radio- 


first of eight lectures). 
FRIDAY. 7 (Arat 30 P.M., 55 H. Stobie : : Surgical Procedures 
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NATIONAL HOSPITAL, Queen-square, W.C. 

MONDAY, Oct. h.—3.30 P. M., Dr. Kinnier Wilson: The 
Motor N 

TUESDAY.—3.30 P.M., Dr. Carmichael: The Sympathetic 
Nervous System. 

WEDNESDAY.—3.30 P.M., Dr. Kinnier Wilson: Clinica 
Demonstration. 

THURSDAY.—3.30 P.M., Dr. Carmichael: The Sympathetic 
Nervous System. 

FRIDAY.—3.30 P.M., Dr. Bernard Hart: Psychopathology 


(1). 
Out- patient clinic daily at 2 P.M. 
. FOR SICK CHILDREN, Great Ormond-street, 


WEDNESDAY Oct. 7th.—2 P.M., Dr. Alan Moncrieff: Care 
of the New-born. 3 P.M., Dr. W. W. Payne: The 
Source and Action of the Vitamins. 

e clinics daily at 10 A. Mx. and ward visits at 


oe aa SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


TUESDAY, Oct. 6th.—5 P.M., Dr. M. Sydney Thomson: 
Animal Diseases Communicable to Man. 
WEDNESDAY.—5 P.M., Dr. I. Muende: Introduction to 
Histopathology of the Skin. 
THURSDAY.—5 P.M., Dr. J. M. H. MacLeod: Ringworm 
Infections (Chesterfield Lectures). 
WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 
Ho 0 t. Pin. 10 edical ds, genito-urinary 
ONDAY, Oc —10 A. M., m wards, g o- 
operations, skin clinic. 11 A. M., surgical wards. 2 P. M., 
operations, surgical wards and clinic medical, eye, 
and gynæco 3 clinics, gynecological w. 4 
4.15 P. M., -Armytage: Functional Hemor- 


rhage. 

TUESDAY.—10 A. M., medical wards, dental clinic. 11 A. M., 

atin’ cal wards, throat o operations. 2 P.M., operations, 
cal, surgical, and throat, nose, and ear clinics. 
4. 15 P. M., Dr. Sydney Owen: The New born Baby. 

WEDNESDAY.—10 A. M., children’s ward and clinic. 11 A. M. 3 
medical wards. 2 P. M., gynæcological operations, 
medical, surgical, and eye ’ clinics. 

THURSDAY.—10 A. M., neurological and gynæcological clinics. 
Noon, fracture "demonstration. 2 P.M. „ Operations, 
medical, surgical eye, and genito-urinary clinics. 
4 P.M., venercal diseases 

FRIDAY.—10 A. M., medical wards, dental and skin clinics. 
N Noon, lecture on treatment. 2 P.M. operations, 

cal, and throat, nose, and ear clinics. 
5 poe P. M., Dr. Geoffrey Konstam : Thyrotoxic Heart 

pasar ee —1⁰ A. M., medical wards, children's and surgical 


The lectures at 4.15 P. Mu. are open to all medical practi- 
tioners without fee. 
CENTRAL LONDON THROAT, NOSE, AND EAR HOS - 
PITAL, Gray’s Inn-road, y C. 

FRIDAY, ct. 9th.—4 P Dr. D. R. Paterson: Upper 
ysphagia (Annual 1 Address). 
artta OF MEDICAL PSYCHOLOGY, Malet-place, W.C. 

THURSDAY, Oct. Sth.—3 P.M., Dr. H. Crichton-Miller : 

Aim and Scope of Psychotherapy. 4.30 P.M., Dr. 
J. R. Rees: The Psychiatric Interview—Difiiculties 
of Patient and Physician. 


5.45 P. M., Dr. Rees: Per- 
suasion and Re-education. 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 
MONDAY, Oct. 5th, to SATURDAY, Oct. 10th.—BROMPTON 
HOSPITAL, S.W. M. R. C. P. course in chest diseases 
twice weekly, at 5 P. M.) .—INFTANTS HOSPITAL, 
Vincent - square, S. W. Mon., 3 Wed., and Thurs., 
8 P. u., primary F.R.C.S. tomy and ph alology 
course. — ROYAL CHEST HOSPITAL. City-roa 
Mon., Wed., and Fri., 8 P.M., advanced course in chest 
diseases —NATIONAL HOSPITAL FOR DISEASES OF THE 
HEART, Westmoreland-street, W. All-day course in 
cardiology.—METROPOLITAN GENERAL HOSPITAL, 
Kingsland-road, E. All-day course in medicine, 
surgery, and the specialties.—StT. JOHN’S HOSPITAL, 
5, e-street, W.C. Afternoon course in dermato- 
logy.—RoyaL CHEST HospiraL, City-road, E. O. 
Sat. and Sun., course in chest diseases. 


UNIVERSITY OF BIRMINGHAM. 
TUESDAY, Oct. 6th.—10.45 a.M. W Hoenn) Dr. 

O. Brenner: Cardiac Pain. 1.30 A. M., Mr. N. 
Sankey : The Management of Thyrotoxicosis. 12. 15 P. M. 

Mr. D. J. Evans: Problems in the Treatment o 
Middle-ear Disease. 2.30 to 4 P.M. (Children's Hos- 


rok K. D. Nes. Prof. Bertram Lloyd, 


and Dr. G. Teall: Empy: 
WEDNESDAY.—10.45 P.M. (General ral Hospital), J. M. 
mellie: Pyuria and its Treatment with Dianaan 
Acid. 11.30 A.M. J. B. Leather: Surgical Affeo- 
12.15 P. M., Beatson 


ions of the Guil-plaadder. 
Hird: Ocular Pain and Headache. 
This cour is open to former students of the medical 
schoo. 
MANCHESTER ROYAL INFIRMARY. 
TUESDAY, Oct. 6th.—4.15 P. M., Mr. A. H. Southam: Acute 
Infections of the Hand. 
Frmay.—4.15 P.M., Lantern Demonstration of Plastic 
8 cal Cases. 
LEEDS PUBLIC DISPENSARY. 
WEDNESDAY, Oct. 7th.—4 P.M., Mr. A. D. S : Domon- 
stration of Thyroxine Infection into the Middle Har 
for Certain Forms of Deafness and Intractable Tinnitus. 
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NOTES, COMMENTS, AND ABSTRACTS 


EDUCATION AND CITIZENSHIP 


Ir was at one time a common complaint in educated 
circles in the United States that the men who were 
ready to enter upon a political career were not repre- 
sentative of a sufficiently high standard of education 
and culture. t university gatherings, inaugural 
celebrations, anniversary occasions, and so on, the 
orator would frequently ask his young audience to 
remember that a debt was owed by all of them to 
the State, and that all should be ready to take a 
part in any burdens which the development of 
State or municipal enterprise would lay upon their 
shoulders if they accepted the responsibility. 
Addresses of this character were commoner two 
generations ago when, judging by the words of their 
own leading men, the conduct of public affairs was 
corrupt in too many cases and sometimes flagrantly 
so. Many of the abuses which were thus pointed out 
have disappeared but some have not, and Dr. W. J. 
Mayo, h of the staff at the Mayo Clinic, Rochester, 
U.S.A., would seem to consider that the well- 
educated classes in the United States are still not 
over-anxious to play a part in public affairs, while 
their participation in their working is necessary for 
the better development of the country. 


We print below, in abridged form, his recent address 
to the students of Notre Dame University, Indiana :— 


REVERENCE FOR EDUCATION 


Ihe outstanding feature of American public life 
to-day is reverence for education. The cost of educa- 
tion borne by the American people is greater than 
any other expense supported by the people, and this 
burden is borne willingly, with the expectation that 
finer citizenship will be the result, and with the hope 
that the democratic form of government, to maintain 
which the nation has offered life and wealth in four 
prons wars, shall be made safe and dependable in 

he years to come. As one travels through the 
United States one is impressed by the splendid school 
buildings seen in all sections. In nearly every village, 
no matter how remote or how poor, will be a structure, 
the school building, which is magnificent compared 
to its surroundings, a source of pride to the inhabi- 
tants, and regarded by them as a hostage for the 
future. The school-house is the proud monument to 
the desire of the people that their children shall 
receive a better education than they themselves 
had. It is a visible testimonial of their loyalty to 
the country in which they live, and of their resolute 
determination that its future shall be made secure, 
not by efforts of arms, but by efforts of intellect. 
Apparently there is an unconscious feeling that if 
we are to have the government we desire, and 
prosperity for all, it must come from education. 


VALUE OF YOUTHFUL VIEWPOINT 


There is a divine discontent with the existing 
order of things which leads to progress. Youth is 
ever insurgent, dissatisfied with conditions as they 
exist, and this state of mind is necessary to progress. 
Youth has visions of the future which are not shared 
to an equal extent by those of middle and later 
age; Youth is a builder of images, a dreamer of 
dreams. When guided by scientific imagination, 
youth builds images to be compared with known 
facts, and dreams true dreams. We of the older 
generation admit freely that our viewpoint has been 
greatly . the misfortunes through which 
we have passed. e believe too often, as our elders 
believed when we were young, that youth is head- 
strong, unruly, without due reverence for the estab- 
lished order of things. The older generation is always 
uncertain about the younger generation. In earlier 
times young people were kept innocent, perhaps 
ignorant, with the expectation that innocence would 
be a protection to their morals and ethics. The 


young people are more sophisticated to-day, and 
perhaps because they know more of evil they will be 
better protected from it than they would had the 
so-called innocence of last generations been main- 
tained. The old should remember that they represent 
the past, and that the young represent the future. 
For the best results, the wisdom of age must travel 
with the dreams of youth. Age carries mental scars 
left by experience which shorten vision, but age 
carries wisdom. Youth and age should travel to- 
gether; each needs the other for orderly scientific 
advancement. Age, if it has gained something which 
is personal to the individual so that he has something 
to lose, will probably be conservative and will fear 
new experiences. Imagination is the gift of youth. 
In may hospital ward rounds I am always surrounded 
by the younger men ; I give them from my experience, 
and they give me their fresh viewpoint. 


PRESENT-DAY EDUCATIONAL TENDENCIES 


A smart column writer recently said that culture 
is what a person has left when he has forgotten what 
he learned in college. After I had had my laugh, I 
began to wonder whether there was not a good deal 
of truth in this definition of culture, for, after all, 
college education is supposed to teach us how to 
think as well as what to think. It is supposed 
to develop the power of reasoning and observation, 
to fire the imagination. To repeat what we have 
memorised, of itself is not more in effect than is done 
by a phonograph record, and perhaps is just about 
as informative. I sometimes question whether the 
present tendency to depend so much on memorising 
knowledge gives a sound basis of education for the 
future. Knowledge is static, wisdom is active and 
moves knowledge, making it effective. As I think 
back on my own classmates in college, I am impressed 
with the fact that many of them who have fine 
memories and stood at the heads of their classes, in 
some way in the after years missed acquiring wisdom 
and did not come up to our expectations. Some 
students can fill their minds with any given subject, 
book, chapter, and page, and can regurgitate this 
knowledge at examination and thereby win class 
leadership. Such memorising of knowledge has not 
necessarily relation to wisdom. After all, the best 
the college can do is to give the students breadth of 
knowledge, not necessarily depth of knowledge. 


“ As I look on the present-day tendencies in higher 
education, I notice a remarkable difference from con- 
ditions as they existed when I was a college student. 
The valuation of culture for its own sake was then 
in the ascendancy, and our eyes were fastened almost 
wholly on the past. And yet, knowledge of the past 
gave the foundation on which has been built the 
present, and on which we predict the future. Per- 
sonally I have not been in sympathy with the view 
that because there are already so many well-trained 
men, something must be done to prevent younger 
men from entering our professional schools. It 
certainly is a sad commentary on our times if we 
introduce unnecessary obstructions and obstacles 
to prevent students from entering the professions 
or to trap unwary students—so that they may be 
prevented from continuing their studies after their 
course is started—unless such procedures result in 
turning out better men and are not merely evidence 
of an unconscious trade-union state of mind which 
tends to make a profession an aristocracy. Let us 
not get the idea that there are too many doctors, 
too many lawyers, architects, engineers, nurses, 
grocers, coal-miners, and what not. As a matter of 
fact, it would Appear that there are too many of all 
of us; yet that assumption of itself refutes the 
argument that we must reduce the number in each class. 
It is almost a paradox that when we have too much 
of everything collectively, we worry most because 
we have too little individually. 
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“ To-day is commencement day for you, and it 
means just what it says, not the end of education 
but the beginning of education which comes from 
living with our fellow men. General adult education 
progresses through books, newspapers and, to some 
extent, perhaps, through the radio and even the 
movies; but it is a different kind of education from 
that be in the schools and colleges. Good roads 
and automobiles have enabled us to become better 
acquainted with different sections of the country, 
and if we are observing, we begin to get the idea, 
after all, of the solidarity of the American people. 
As we become more civilised we are beginning to 
rca not the differences that lead to antagorism 
but the common impulses and desires which lead to 
better understanding. What holds us together 
fundamentally is respect and affection for our 


country. 
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LOOKING AHEAD 


“ The large majority of the citizens of the United 
States are reasonably intelligent and, as far as their 
knowledge goes, reasonably fair-mmded. Let us 
admit that we are governed by the average man 
doing the best he can to adjust governmental pro- 
cedures to do justice to all, but subject to all sorts 
and kinds of propaganda. Many of the proponents 
of the various schemes and projects to cure our 
political ills, because they cannot marshal facts to 
appeal to the intelligence, must therefore, to gain a 
hearing, appeal to the emotions, which are only too 
easily aroused by prejudice, invective, and mis- 
leading statements. As a matter of fact, it appears 
at the present day to be quite the thing for some of 
the intellectual high-hats to try to prove that all 
the beliefs and institutions we hold dear are delusions. 
The so-called intelligentsia have been most voci- 
ferous in this direction. As an intelligent observer 
defined them, they are people who have been 
‘educated beyond their intelligence.’ 


A change is coming in the social condition of 
the people of the United States which in a way is 
comparable to the change that is taking place in 
older countries through the elimination of hereditary 
royalty and nobility. Fortunately it does not take 
the average American citizen long to recognise that 
radical change from a government ‘of the people, 
by the people, and for the people ’ which permits 
of free debate and expression of opinion would be 
disastrous. As a people, we realise how much, better 
we are situated than are those peoples under the 
governments of communism, nazi-ism, or fascism, 
which promptly become tyrannical in order to enforce, 
through fear, the viewpoint of an organised minority 
and eliminate debate, free thinking, and other fruits 
of education. But we must ever recognise that the 
majority of our people must have so satisfactory a 
social condition that they will not become so desperate 
as to be mislead by pernicious propaganda of this 
description. One thing we all can agree upon is the 
value of. education and faith that education will 
enable the young, who are to take our places, to 
solve their problems as we of the older generations 
solved ours. Out of this composite education 
we finally accept the idea that man does not 
live 155 himself alone but as an integral part of 
society.“ 


The generation to which Dr. Mayo’s father belonged 
was as regards the Middle West States a band of 
pioneers, and he speaks as one who has lived through 
enormous developments. His exhortation to the 
young American who is benefiting by great schemes 
or the promotion of education, to use his oppor- 
tunities for the good of his country, has a universal 
application. 


A Drricutt Name.—In dictionaries and in 
scientific records the name of the famous Mendeleyev 
appears in three varieties of spelling, with or without 
accents. The Soviet Year Book spells the name as 
we now reproduce it. 


BIRTHS, MARRIAGES, AND DEATHS 
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CHANGING VIEWS ON TUBERCULOSIS 


THE reader in search of curious facts connected 
with medical views on tuberculosis from the dawn 
of history until the present day will find a compact 
mine of information in a monograph recently pub- 
lished by Dr. Gerald B. Webb.! Bizarre remedies 
and loathsome concoctions more related to magic 
and mythology than to common sense will surprise 
nobody even vaguely familiar with ancient and 
medieval medicine. Far more astonishing are the 
instances in which modern ideas are expressed 
centuries before their time—e.g., Richard Morton in 
1689, But a skilful physician ought in this dis- 
temper to give directions about the air, eating and 
drinking, the passion of the mind, and the other 
things which belong to the government of the patient, 
with as much care as about the medicines. For 
without a careful ordering, and a cautious use of 
them, the most noble remedies signify nothing in 
the cure of consumption (p. 174). Modern oppo- 
nents of the excessive devotion to milk shown by 
some of their colleagues will agree with Gideon 
Harvey (1686), that the only milk which can cure 
consumption is pigeons’ milk sold on the first of 
April. Cupping can hardly be used in America, as 
had the author ever seen it done he could hardly 
have described the excellent illustration of this pro- 
cedure (from Avicenna’s Canon) as the use of 
cautery for pulmonary disease; the flame illus- 
trated is obviously being used to warm the air in 
the cups, thus creating a vacuum on cooling, just 
as it is to-day in many European countries. The 
book contains some unusual illustrations. It is well 
worth reading. 


1Clio Medica—Tuberculosis. By Gerald B. Webb, M. D., 
Lecturer on Medical History, University of Colorado. New 
York Paul B. Hoeber, Medical Book Department of Harper 
Bros. 1936. Pp. 205. $2. 


Births, Marriages, and Deaths 


BIRTHS 


JAMESON Evans.—On Sept. 24th, at Fleet, Hants, the wife 
of T. C. Jameson Evans, M.B., B.Chir., of a daughter. 

MANSELL.—On Sept. 19th, at Sutherland-avenue, W., the wife 
of Major R. A. Mansell, R. A. M. O., of a son. 

SPENCH.—On Sept. 24th, at Devonshire-place, W., the wife of 
Dr. A. W. Spence, of a son. 

WALEER.—On Sept. 23rd, the wife of Dr. Hugh Austen Walker, 
of Loughton, of a daughter. 


MARRIAGES 


BARTLEY—TAYLOR.—On Sept. 22nd, at St. James’s, Piccadilly, 
Christopher Hardy Douglas Bartley, M. B., B. Chir., 
Margaret Edith Taylor, of Northwood, elder daughter of 
the late Mr. and Mrs. W. H. Taylor, of Harold Wood. 

FLackK—LomMas.—On Sept. 30th, 1936, at St. 8, Prestwich, 
Dr. Isaac Harvey, son of Dr. and Mrs. I. lack, of Rad- 
cliffe, to Isabel Graham, daughter of Mr. and Mrs. E. 
Lomas, of Prestwi 


ch. 
DEATHS 


FITzGERALD.—On Sept. 22nd, William Edward G. Fitzgerald, 
L. R. C. P., L. R. C. S. I., of Finborough-road, S.W 

PERROTT.—On Sept. 17th, Charles 
L. R. C. S. I., o Kingswood near Bristol, aged 73. 

RvuppD.—On Sept. 22nd, William Arthur Rudd, M.D. Durh., 

M.R.C.S. Eng., of Sandgate, Kent, late of Lexham-gardens, 
Kensington, aged 69. 

N. B. 4 fee of 78. 6d. is charged for the insertion of Nolices of 

Births, Marriages, and Deaths. 


THE LATE DR. WILLIAM MurRpuy.—tThe death 
occurred at the end of last month of Dr. William 
Paul Murphy, a well-known Dublin physician. He 
was the son of a Waterford solicitor and graduated 
in 1927 as M.B., B. Ch., B. A. O. N. U. I. After graduation 
he took up radiological work and became radiologist to 
the St. Kevin's Hospital, Dublin, having previously been 
assistant radiologist at the St. Vincent's Hospital. He 
enjoyed the particular friendship of the university authori- 
ties, while he was also associated with much national 
work in the Free State, where his brother, Mr. C. N. 
Murphy, is assistant secretary to the Department of 
External Affairs. 


ohn Perrott, L. R. O. P., 
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ADDRESSES AND ORIGINAL ARTICLES 


INFECTIONS OF FINGERS AND HAND * 


By R. M. HANDFIELD-JonEs, M. C., M.S. Lond., 
F. R. C. S. Eng. 


SURGEON TO OUT-PATIENTS, Sr. MARY’S HOSPITAL, LONDON 


WE have had during this year the sad experience 
of losing one of our most brilliant young surgeons as 
the result of a slight prick of one finger. It should 
need no such tragedy to bring home to us the vital 
importance of these infections. I ask each one of 
you to picture yourselves lying in bed with an infected 
hand and forearm. Three days ago you had a simple 
infection in the distal segment of the finger, of which 
you thought little, and to-day, feeling desperately 
ill, you face the horror of a spreading lymphangitis 
up your forearm and arm, and you dare not think 
of the possibilities which may lie ahead. If I have 
filled your thoughts with something of the anxiety 
that you would feel, let me ask you to regard every 
patient with a septic finger in a similar light. If 
you do you will never again look upon it as a trifle 
of minor surgery. 


Prophylactic Treatment of Hand Injuries 


Statistics show that hand injuries are very common 
in industrial workers, but that permanent disability 
is due to the resultant infection rather than to the 
traumatic destruction of tissue. The trivial wounds, 
such as are produced by a rose thorn, a splinter of 
‘wood, or a needle, are however of even more sinister 
import, for in them a virulent organism may be 
implanted and little or no drainage is provided. 
We face our own peculiar dangers in the surgery, the 
operating theatre, and the post-mortem room. The 
steps to be taken after an injury to the finger or 
hand are as follows :— 


1. Cease all work.—This may appear quite unnecessarily 
fussy, but the loss of part of a day’s work is preferable 
to weeks of sepsis. 

2. Encourage bleeding.—The immediate concern of the 
victim and of the onlookers is to stop the bleeding, the 
very worst thing to do. Bleeding will wash out organisms 
from the depth of the wound as nothing else can do. 
If there is little bleeding or it has stopped, it should be 
encouraged by holding the part under a stream of very 
hot water and bandaging the arm to obtain venous con- 
gestion. Brisk oozing should be allowed to continue for 
two minutes, 

3. Cleanse the wound.—If the hand was clean at the 
time of injury, it should be thoroughly washed; if it 
was dirty, as it often must be in many occupations, more 
harm than good is done by washing. The injured part is 
then placed in a bath of (neat) tincture of iodine for 
five minutes, the edges of the wound being separated 
to allow free access of iodine. Dabbing with a swab of 
iodine is futile. 

4. A sterile dressing is applied, and great care must be 
taken to ensure that the bandage is loose so that there 
is no interference with the flow of blood. 

5. Immobilise the arm in a sling till bedtime. Then 
spend 12 hours in bed with a sedative to be certain of 
long sleep. This completes the prophylactic treatment, 
and if m the morning there is pain, swelling, tenderness, 
or 5 a surgical opinion should be sought without 
delay. 


It may be asked how we are to deal with those 
penetrating wounds, which are so likely to affect 


ourselves, such as a deep prick with a needle. It is 
* Post-graduate lecture delivered at St. Mary's Hospital òn 
5002" 


difficult to disinfect such a wound, for the point of 
entry is minute and the track is very quickly sealed. 
If possible the puncture must be made to bleed and 
the immediate application of the arm compressor 
of the sphygmomanometer should be utilised and all 
the foregoing instructions carried out. If there is 
the slightest doubt about the presence of infection 
at the time, I strongly advise an intramuscular 
injection of 5 c.cm. of Prontosil to be given at once 
and repeated every twelve hours for two days. 
I have been asked whether it would not be advisable 
to open up the track with a double-edged tenotome 
so that bleeding may be profuse. Careful thought 
should, I think, convince us that this should be 
condemned as a panic method. It is impossible to 
guarantee that the whole length of the track is 
opened, but it is indisputable that a much wider 
area of tissue is exposed and if streptococci have 
gained entrance this procedure can do nothing but 
harm by increasing the area available for absorption. 

The issue in these serious cases is determined by 
the conflict between the virulence of the organism 
and the resistance of the patient. It is worth 
remembering in this connexion that we owe a duty 
to ourselves as well as to our work, and that a regular 
annual holiday is worth more than any number of 
sick insurance premiums of whatever value. A time 
comes when the steady application to work without 
a break ceases to be praiseworthy and inspires only 
a pity for the intellectual frailty which so misjudges 
the true values of life. 


Distal Segment of the Fingers 


The distal phalanx, the attachments of the flexor 
and extensor tendons, and the fibro-fatty pulp in 
front of the bone, enclosed in skin, may be considered 
together. A transverse section of the area shows 
that a number of fibrous septa (from 12 to 14) pass 
from the skin to the periosteum in the whole extent 
of the pulp. A longitudinal section shows that the 
fatty pulp ends at the insertion of the flexor tendon 
and the septa gain firm attachment to the deep 
fascia which reaches the periosteum immediately 
beyond the tendon insertion. The pulp is therefore 
a closed space which is itself divided into compart- 
ments by the fibrous septa. The artery to the 
articular surface of the distal phalanx is given off 
in the middle segment of the finger and reaches this 
part of the bone without entering the pulp. The 
dense lymphatic plexus in the space communicates 
freely with the vessels in the periosteum, to which 
infection can be carried in the early stages of septic 
finger. 


CLINICAL PICTURE 


The infections of the distal pulp follow trivial 
wounds such as the needle, thorn, or splinter prick, 
but in some cases no portal of entry can be demon- 
strated, the organisms gaining entrance through the 
ducts of the sweat glands. The infection is usually 
staphylococcal in origin and starts in the fat of one 
of the pockets. Owing to the peculiar anatomy of 
these compartments, a rapid rise of tension occurs 
and unless it is relieved the soft tissues become 
necrotic and the infection spreads through all the 
compartments and to the periosteum. Delayed or 
imperfect treatment can lead to osteomyelitis of the 
phalanx, to involvement of the tendon sheath, to 
spread into the hand and forearm and into the 
bones and joints of the hand and wrist. 
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Within a few hours of injury the patient is aware 
of a soreness or pricking sensation in the distal 
segment of the finger. This rapidly increases to 
severe throbbing pain which prevents sleep and rest. 
In the early stages the site of injury becomes swollen 
and tender and within 12 to 24 hours the whole of 
the distal segment is tensely swollen and the area of 
tenderness is extending. Later the tension is replaced 
by induration and eventually an area of fiuctuation 
appears. The middle and proximal segments of the 
finger and even the dorsum of the hand may become 
swollen, but there is no tenderness there. The 
temperature is raised to 100° or 101° and the patient 
is tired from lack of sleep, but there are no signs of 
constitutional involvement. 

Differential diagnosis—The only condition which 
can possibly be mistaken is acute lymphangitis (see 
below). 

TREATMENT 


. The treatment is early incision, provided we are 
confident of our diagnosis. If operation is withheld 
till fluctuation is present, the patient is condemned 
to needless suffering and is subjected to quite 
unjustifiable risks. I have emphasised the anatomy 
of the closed pocket in order to show that the mid- 
line incision is useless, for it can open only one 
compartment. This leads either to no drainage or, 
at the best, inadequate drainage and it leaves a 
painful scar on the tactile part of the finger. A lateral 
incision opens the pocket more satisfactorily and if a 
cut is made on each lateral surface all the fibrous 
septa can be divided and through-and-through 
drainage obtained. In advanced cases I strongly 
advise the laying open of the whole pocket by uniting 
the two lateral incisions by a cut over the top of 
the finger. The whole flap is raised from the bone, 
the pus evacuated, a small strip of rubber tissue 
inserted, and the flap replaced. Healing is rapid 

and the scar is hardly visible within two months. 


Acute Lymphangitis 


Acute lymphangitis is almost invariably strepto- 
coccal in origin, the organisms being introduced by 
a trivial prick usually in the distal segment of the 
finger. The condition is essentially an infection of 
the lymphatic vessels and in the early stages no 
extralymphatic inflammation occurs and no pus is 
formed. The lymphatic flexus being infected, the 
process spreads rapidly through the normal lymphatic 
capillaries, enters the lymph vessels of the forearm, 
and finally reaches the epitrochlear and axillary 
glands. Locally a diffuse red swelling results and 
within a few hours red lines can be seen runnin 
up the forearm. These are the infected lymph 
vessels, to which the process for a time is confined. 
Later the infection spreads into and outside the 
lymphatic capillaries and the red lines become wider 
and finally fuse in a broad red and swollen area. 
Soon the whole hand is swollen, the skin is red, tense, 
and shiny and small vesicles appear, especially upon 
the dorsum. If the condition does not resolve, the 
brawny swelling spreads up the forearm and arm. 
The vesicles fuse to form large blisters, the colour of 
the skin: changes to a dark blotchy purple, and 
abscesses begin to develop locally in various parts of 
the hand or the tendon sheaths become involved. 
The more virulent type of lymphangitis leads to a 
general septicemia and death within a few hours. 
Kanavel classifies this condition as follows :— 

1. Acute lymphangitis without local complications.— 
The swelling is localised to the finger and hand, there 
are red lines in the forearm, and the temperature is about 
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102° to 103°. The condition subsides as rapidly as it 
arose. 

2. Acute lymphangitis with local complications.—In 
this group a small abscess develops in the site of the 
infection after the lymphangitis has subsided. 

3. Acute lymphangitis with septicemia and associated 
with severe secondary lesions—e.g., space abscesses or 
teno-synovitis. | 

4. Acute fulminating lymphangitis with a virulent 
septicemia ending fatally within 48 or 72 hours. 


CLINICAL PICTURE 


The clinical picture in the first few hours is of 
great importance, because the original site of infection 
is frequently the end of the finger and the condition 
may be mistaken for a distal pulp abscess. The onset 
in both is similar in that a trivial prick is followed 
after a few hours by discomfort in the finger end. 
In lymphangitis the swelling of the pulp is slight 
and generalised and it spreads up the finger and on 
to the dorsum of the hand. This swelling in the 
distal compartment never becomes so tense as in a 
pulp abscess, and the tenderness is less severe and 
is present over all the swollen area. The red lines 
will be seen in the forearm and the high temperature 
and possibly rigors suggest the presence of a lesion 
more serious than a distal pulp abscess. The 
differential diagnosis between the two conditions is 
of paramount importance, for the pulp abscess 
demands early incision and drainage, whereas in 
acute lymphangitis an incision may convert a mild 
case into a fatal one. They are contrasted in tabular 
form below. 

DIFFERENTIAL DIAGNOSIS 


— Distal pulp Acute lymphangitis 
abscess. in finger end. 
Cause s Slight injury— Slight injury— 
rick, &o. prick, &c. 
Earliest sign Tense discomfort Discomfort ; no 
with throbbing. throbbing. 
Swelling— 
Early oe Tense—swelling Swelling slight ; 
moderate. not tense. 
Late Marked ; red, Moderate ; not 
. tense, and shiny. tense or shiny. 
Spread Up finger and on Up rand on 
to hand. to hand unex- 
pectedly marked. 
Tenderness .. Over infected pulp | Over the whole 
only; marked. swollen area; 
moderate only. 
Red lines 5% Absent. Present. 
Constitutional signs Mild. Marked. 
TREATMENT 


Treatment is local and general. The patient is 
kept in bed and the whole upper extremity swathed 
in a linseed poultice and splinted with large quantities 
of wool. This is renewed every three hours. Active 
surgical intervention is never needed in the early 
stages and is called for only for the relief of definite 
complications such as acute teno-synovitis, fascial 
space, or superficial abscesses. It cannot be too 
strongly emphasised that an incision can do nothing 
but harm, by opening up unaffected lymphatics and 
allowing infected lymph to enter them, by which 
means the area of absorption is greatly increased. 
General treatment is directed towards elimination of 
toxin and the reinforcement of the patient’s natural 
defences. Absolute rest and full nursing must be 
enforced and free evacuations from the bowels and 
free diuresis obtained. The patient’s strength is 
maintained by highly nutritious and easily assimilable 
food. 

The cases which progress to severe constitutional 
involvement become very gravely ill and some of 
them die within 48 or 72 hours without responding 
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to anything that is done for them. Others succeed 
eventually in overcoming the septicæmia after a long 
illness, in which local complications in the hand 
arise and need surgical treatment. 

I am impressed with the splendid results obtained 
from the use of prontosil, a Congo red product, in the 
streptococcal infections, and am in no doubt that 
I have been able to save at least three lives from its 
use in the last six months. It is being extensively 
used at the septic block of Queen Charlotte’s Hospital 
with very encouraging results. It should be employed 
in every case of lymphangitis of the hand, as these are 
always of streptococcal origin. Bayer Products Ltd. 
have recently issued a warning that prontosil should 
not be used intravenously owing to toxic sequels, 
and in view of this we should use it intramuscularly, 
though personally I have seen no ill results follow 
the intravenous method. Blood transfusion is of 
great value in all cases of septicemia and the patient’s 
group should be tested early in the course of the 
illness and a suitable donor kept on call. I have no 
time to give the details of the treatment of septi- 
chmia, but I would remind you of the need for 
giving nutriment and for ensuring sleep, without 
which the patient must die. These two problems are 
always the most difficult to solve in the severe cases. 

I must emphasise the danger of making an incision 
into an area of lymphangitis. If you have never 
seen such a patient killed by an ill-judged incision 
I have, and you must take my word for it. You see 
hundreds of cases of trivial sepsis in the fingers and 
nothing alarming has ever happened to you and you 
think of me as being an alarmist. I never see a 
septic finger till it has gone wrong, except a few 
early cases referred to me in the building here. 
Please remember that every case you see may be 
the 1 in 1000 patient who is going to go wrong. 
I would like therefore to advise what should be 
done in an infection of the end of the finger, in which 
you may be in doubt. I have given you the con- 
trasted signs and you have followed them and are 
still in doubt. In such a situation incision must be 
withheld till you are sure. Delay in opening a pulp 
abscess may lead to necrosis of the terminal phalanx 
and possibly to spread to the rest of the finger, but 
an incision into an area of lymphangitis can convert 
a mild case into a fatal one. If in doubt the choice 
is obvious. 

Tendon Sheath Infections 


The index, middle, and ring fingers have separate 
flexor sheaths, whereas those of the thumb and little 
finger are in continuity with the sheaths beneath the 
anterior annular ligament. The sheaths may be 
infected by severe lacerations or secondarily involved 
when the organisms are carried by the lymphatics. 
If drainage is delayed the synovial lining is destroyed 
and the tendon is fixed, or the tendon may die or 
the pus may erupt into the fascial spaces of the 
palm and spread into the forearm, all which go to 
produce a seriously crippled hand. 

The symptoms and signs are :— 

1. Throbbing pain in the affected area. 

2. Symmetrical enlargement of the whole finger. 

3. Exquisite tenderness over the course of the sheath. 
4. Great pain on full extension of the finger. 

5. The finger is held in moderate flexion at all joints. 


CLINICAL PICTURE 


The clinical picture will include the primary 
infection to which the teno-synovitis is secondary, 
the onset of which is marked by a spread of the 
local signs and a marked deterioration in the general 
condition of the patient. The swelling is not confined 


to the affected finger, but spreads on to the dorsum 
of the hand and into the proximal segments of the 
neighbouring fingers, and in neglected cases it will 
affect the forearm also. There is some tenderness 
over all the swollen area, but along the course of the 
sheath even gentle pressure cannot be tolerated. The 
finger at rest is held in semiflexion at all joints and 
if an attempt is made slowly and gently to straighten 
it the patient submits with some anxiety until full 
extension is approached and then the pain is 80 
great that no further manipulation is permitted. 
This picture applies to all the five digits, but in the 
thumb and little finger the infection will probably 
extend into the bursæ. In this event, the area of 
exquisite tenderness corresponds to the surface 
marking of the bursa concerned, and the hand 
becomes greatly swollen especially in the dorsum. 
A raised temperature, rapid pulse-rate, and rigors 
indicate the severity of the infection. 


TREATMENT 


Treatment of the index, middle, and ring finger 
sheaths. An incision is made along the lateral 
border of the finger—never in the middle line— 
opposite the middle or the proximal phalanx. The 
choice depends on the situation of the primary 
lesion and the presence of secondary complications 
e. g., infection in the lumbrical canals. At first the 
sheath is opened in this segment and pressure over 
the unexposed portions will then afford an indication 
of the severity of the infection. Except in very 
early cases, it will be necessary to extend the skin 
incision over the previously untouched proximal or 
middle phalanx and to open the sheath opposite it, 
but the segment over the joint must be left intact. 
If the palmar extension is full of pus, the incision is 
prolonged for three-quarters of an inch into the palm. 

A similar procedure is adopted in the little finger, 


and when the sheath is opened pressure over the 


ulnar bursa indicates the extent of its invasion. If 
drainage is necessary a director is passed into the 
bursa from the finger incision and its groove turned 
forwards and towards the ulnar border of the palm. 
The scalpel is then pushed bodily along the groove 
as far as the anterior annular ligament and the bursa 
laid open without injury to other structures. The 
sheath of the flexor longus pollicis provides a different 
problem in that it must be exposed by careful dis- 
section to preserve intact the thenar muscles, and 
the incision must stop one thumb-breadth from the 
lower border of the anterior annular ligament. This 
ensures the safety of the branch of the median nerve 
which supplies the thenar muscles, and if the long 
flexor tendon is lost, the short flexor remains. The 
skin incision follows the palmar margin of the short 
flexor muscle. 

The best position for the fingers after these 
incisions is semiflexion at all joints, but if the sheath 
has been opened in its whole length, this position 
may encourage prolapse of the tendons and this must 
be prevented by keeping the fingers extended for th 
first seven days. 3 


Fascial Space Abscesses in the Palm 


The middle palmar space lies deep to the flexor 
tendons and superficial to the interossei muscles, 
reaches from the middle line of the shaft of the 
middle metacarpal to the border of the hypothenar 
muscles, and extends from the level of the carpo- 
metacarpal joints to that of the distal flexion crease 
in the palm. 

The thenar space lies on the surface of the adductor 
transversus pollicis muscle oi deep to the superficial 
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muscles and extends from the middle metacarpal 
to the thumb. The lumbrical canal of the index 
finger enters this space, while those of the middle, 
ring, and little fingers enter the palmar space. 

The spaces are infected by spread from sepsis in 
other parts of the hand and appear as complications 
of a pre-existing condition. One or more incisions 
have been made but the local condition has failed 
to improve. The cardinal signs are the type of the 
swelling and the area of tenderness. The dense 
palmar fascia covering the middle palmar space 
prevents any considerable swelling, but even so the 
normal concavity of the palm is obliterated and the 
swelling is extremely tense. In the thenar space 
abscess the thin fascia yields readily and the ballooning 
of the thenar eminence is characteristic. The tender- 
ness is severe over the exact surface marking of the 
space concerned. 

TREATMENT 


The middle palmar space is approached in 
one of several ways. The choice of incision is 
determined by the lumbrical canals of the little 
and ring fingers. If one canal has obviously been 
the route of infection or is grossly infected, it is 
opened by an incision extending from the web 
directly upwards to the middle flexion crease in the 
palm. It must never go above this lest the super- 
ficial palmar arch be divided. In the absence of any 
indication of the origin of the infection, the lumbrical 
canal of the little finger is the guide to the space, 
but the web need not be opened. The lumbrical 
muscle is identified and traced to its origin from the 
flexor tendon, behind which the pus will be found. 
A wick of rubber tissue provides adequate drainage. 

The thenar space is best approached from the 
dorsum. The incision is made along the radial 
aspect of the shaft of the index metacarpal bone and 
is deepened to expose the lower border of the adductor 
transversus pollicis muscle, in front of which the pus 
is lying. A blunt-pointed pair of forceps is passed 
round its lower border and along its anterior surface, 
drainage being established by a wick of rubber 
tissue. 


General Technique in Treatment 


(a) Anewsthetic.—Gas-and-oxygen or a full general 
anesthesia is required except in mild lesions when 
gas alone is sufficient. The pulp abscess and a 
paronychia can be dealt with by blocking the digital 
nerves with novocain at the base of the finger on 
each side. It is never justifiable to use an ethyl 
chloride spray as a local anesthetic. 

(b) A tourniquet should always be used and the 
arm compressor of a sphygmomanometer is the safest 
type. For incisions in the distal pulp the digital 
arteries may be compressed at the root of the finger. 

(c) No incision is to be made until the operator has 
decided that pus is present and its exact location. 
No incision is made on the dorsum of the hand until 
every other possible site has been eliminated. 

(d) Drainage tubing should never be used. Rubber 
tissue is enough. 

(e) Fomentations are rarely needed after 72 hours, 
after which gauze soaked in paraffin and flavine 
(1 in 2000) is laid lightly in the wound. 

(f) Baths of iodine (1 drachm of the official tincture 
to the pint of warm water) are useful in clearing up 
the infection; baths of hot dry air are even better. 

(g) Active movements should be begun at once and 
for this reason dressings should be as light as possible 
and a loose bandage used. Movements are best 
done at first in the wet or dry baths. If this is done 
no joint should become stiff. 
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IN OTORHINOLOGICAL WARDS 
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S. D. ELLTorr, M. B. Lond., D. P. H. 


DEMONSTRATOR OF BACTERIOLOGY, COLLEGE 
HOSPITAL MEDIOAL SCHOOL 


THE conditions in ear and throat wards of hospitals 
are in some respects peculiar as regards cross-infection 
with hemolytic streptococci. In such wards patients 
with septic conditions such as acute tonsillitis, 
peritonsillitis, otitis, acute mastoiditis, and so forth 
are generally admitted alongside relatively clean 
patients such as those undergoing the operations of 
tonsillectomy, submucous resection of the septum, 
and the like. The experience of the past in surgical 
and lying-in wards suggests that such an arrangement 
must be fraught with danger. The ear and throat 
surgeon works in an operative field which in the 
majority of cases is potentially, if not actually, septio. 
Owing, perhaps, to this there has been a tendency 
to interpret the septic complications which may 
develop after relatively clean operations as 
unavoidable and arising intrinsically—i.e., as a result 
of stirring up latent infection within the patient 
himself. The observations recorded in this paper 
suggest that these septic complications are to a great 
extent extrinsic—i.e., are derived from other patients 
with active streptococcal disease or infection and are 
therefore largely preventable. An admirable dis- 
cussion by Dan McKenzie! on septic complications 
in otorhinological work and their possible connexion 
with cross-infection makes it unnecessary to enlarge 
on the more general] aspects of the problem. 

Four wards belonging to the Royal Ear Hospital 
(the throat and ear department of University College 
Hospital) were investigated. The ear hospital is a 
separate building from the main hospital. The 
wards are modern and skilfully planned. Open- 
air balconies with room for several beds are attached 
to each ward. Ward M. accommodating eleven 
males, is 483 ft. long, 27 ft. wide, and 12 ft. high, with 
ample windows and through ventilation. The 
distance between adjacent bed centres was originally 
84 ft., but this has since been altered (vide infra) 
in the interests of prevention. Ward F, the female 
ward, is practically identical in all respects. Ward C, 
and C, are two children’s wards of equal size and 
adjacent to each other; each of them is 40 ft. long, 
16 ft. wide, and 114 ft. high, Ward Ci accommodating 
six, and C, five patients. To these four wards both 
septic and apparently non-septic cases were admitted. 
In addition to the main wards there are eight single- 
bed wards. 

The inquiry was begun in February, 1933, and 
was continued until August, 1936. During this 
period of 34 years fourteen outbreaks of cross-infection 
were traced, six in 1933, five in 1934, two in 1935, and 
one in the early months of 1936. The diminution 
in the number of outbreaks of cross-infection as time 
went on is ascribed to the various preventive measures 
which were put into operation. Not only the number 
of the outbreaks, but also their clinical severity became 
less. 

THE SEROLOGICAL METHOD OF INQUIRY 

In order to trace the degree and extent of cross- 

infection the following method was employed. 
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The throat and nose and any likely lesions of all 
incoming patients were swabbed and hemolytic 
streptococci were isolated if present. The isolated 
streptococci were typed by agglutination. The 
patients, nurses, ward-maids, and so forth were 
reswabbed every week and the redistribution of their 
streptococci was followed. Bacteriological findings 
were linked up with clinical occurrences in the wards. 
It is hardly necessary to say that during the three 
years’ survey there were minor irregularities in this 
procedure, which was occasionally modified owing to 
holidays and other interruptions. 

The serological classification followed was that of 
F. Griffith, and the agglutination technique employed 
was the slide method described by this author.? 
The serological make-up of hemolytic streptococci 
as met with in otorhinological wards is sufficiently 
diverse to make it highly improbable that the same 
type would be introduced on more than one 
occasion during ashort period of time. When a type 
found in one patient appears in another, previously 
uninfected, it may reasonably be ascribed to cross- 
infection. : 

DESCRIPTION OF OUTBREAKS 


In the following description the term outbreak 
is used where the transference of infection from 
patient to patient has been proved by bacteriological 
methods. Not all the patients affected in a given 
outbreak showed definite clinical manifestations of 
infection. Where clinical manifestations referable 


to cross-infection were demonstrated the infection. 


is referred to as manifest.“ Where infection was 
acquired without the manifestation of clinical 
symptoms the infection is referred to as “latent.” 
The bed numbers in the descriptions and diagrams 
are to be taken as representing patients. When 
two patients occupied the same bed in succession 
they are referred to as a and “b” respectively. 
Thus bed 1 (a) represents the patient in bed 1 and 
bed 1(b) represents another patient subsequently 
occupying the same bed during the same outbreak. 
As the diagrams of specimen outbreaks, on a scale of 
2:3 mm. to the foot, give the disposition of the beds 
they may be used for following the descriptions of the 
remaining outbreaks. Except where otherwise stated, 
it may be assumed that patients were operated 
upon within 24 hours of admission to the ward. 


Outbreak I.—Ward M (male): 8 patients and 
1 nurse affected; 8 infections manifest, 1 latent. 


Bed 11.—Feb. 26th, 1933: Admitted with acute mas- 
toiditis. Streptococcus type 6 isolated from mastoid, 
nose, and throat on admission. March 7th: Patient 
developed erysipelas around infected mastoid, strepto- 
coccus type 6 recovered from erysipelatous lesions. Bed 7.— 
March 6th, 1933: Admitted for submucous resection of 
septum, swabs from throat and nose negative for strepto- 
cocci. March lith: Developed septic pharyngitis, 
streptococcus e 6 recovered from nose and throat. 
Bed 3 (a).—Feb. 26th, 1933: Admitted with carbuncle of 
nose, swabs from throat and nose negative for strepto- 
cocci. March 8th: Discharged feeling well. March 10th: 
Readmitted to bed 3 (a) with erysipelas, streptococcus 
type 6 recovered from throat and nose. Bed §.—March 
7th, 1933: Admitted for tonsillectomy, swabs from 
throat and nose negative for streptococci. March 13th: 
Developed acute otitis media, streptococcus type 6 
recovered from throat, ear, and subsequently from the 
mastoid which became infected leading to meningitis. 
Bed 6 (a).—March 9th, 1933: Admitted for mastoidec- 
tomy, swabs from throat, nose, and ear negative for 
streptococci. March 16th: Developed septic pharyn- 
git is, streptococcus type 6 recovered from throat. Bed 3 (b). 
—March 16th, 1933: Admitted for tonsillectomy, swabs 
from throat and nose negative for streptococci. March 19th : 


Developed septic pharyngitis, streptococcus type 6 
recovered from throat. Bed 4.—March 14th, 1933: 
Admitted for submucous resection of septum, swabs from 
nose and throat negative for streptococci. March 20th: 
Streptococcus type 6 recovered from throat. March 22nd: 
Developed erysipelas. March 23rd: The ward sister 
developed septic pharyngitis, streptococcus type 6 
recovered from throat. (Swabs from throat negative for 
streptococci March 16th.) Bed 6 (b).—March 22nd, 
1933: Admitted for tonsillectomy, swabs from nose and 
throat negative for streptococci. March 27th: Strepto- 
coccus type 6 recovered from throat, no symptoms of 
streptococcal infection. 


Outbreak II.—Ward F (female) and Ward C 
(children) and single-bed ward: 10 patients and 2 
ward-maids affected ; 7 infections manifest, 3 latent 
and 2 with indefinite symptoms. 


Bed 2.—April 4th, 1933: Admitted with carcinoma of the 
ethmoid. May 29th: First swabs from nose and throat 
positive for streptococcus type 15. Patient had con- 
tinued pyrexia from day of admission. Bed 9.—-May 5th, 
1933 : Admitted with chronic frontal sinusitis. May 14th : 
Developed pyrexia. May 29th: First swabs from nose 
and throat positive for streptococcus type 15. Bed 11 (a).— 
May 25th, 1933: Admitted for nasal polypi. May 29th: 
First swabs from nose and throat positive for strepto- 
coccus type 15, no symptoms referable to the infection. 
(Note.—Owing to the failure to obtain swabs from these 
three patients on admission it was impossible to determine 
by whom streptococcus type 15 was first introduced.) 
Ward-maid (a).—May 30th, 1933: Streptococcus type 15 
recovered from nose. Streptococci were not found at 
previous examinations. No symptoms referable to the 
infection. Single-bed ward.—May 30th, 1933: Admitted 
for tonsillectomy. June 3rd: Developed septic pharyngitis, 
streptococcus type 15 recovered from throat. Subse- 
quently developed mastoiditis, streptococcus type 15 
recovered from mastoid at operation. Bed 10 (a).— 
May 29th, 1933: Admitted for tonsillectomy, swabs from 
throat and nose negative for streptococci. June 6th: 
Developed septic pharyngitis, streptococcus type 15 
recovered from throat. Bed 10 (b).—June 18th, 1933: 
Admitted for submucous resection of the septum, swabs 
from throat and nose negative for streptococci. June 22nd: 
Developed septic pharyngitis, streptococcus type 15 
recovered from throat. Ward-maid (b). June 14th, 
1933: Swabs from throat and nose negative for strepto- 
cocci. June 20th: Developed septic pharyngitis, strepto- 
cocous type 15 recovered from throat. Bed 11 (b).— 
June 20th, 1933: Admitted for submucous resection of 
septum. June 23rd: Continued pyrexia following opera- 
tion, streptococcus type 15 recovered from the throat. 
Bed 3.—June 19th, 1933: Admitted for submucous 
resection of septum, swabs from nose and throat negative 
for streptococci., July 3rd: General malaise with pyrexia, 
streptococcus type 15 recovered from throat. Subse- 
quently developed otitis media. July 10th: Strepto- 
coccus type 15 recovered from ear, nose, and throat. 
July 24th: Discharged. July 25th: Readmitted with 
profuse epistaxis. Bed 8.—June 27th, 1933: Admitted 
for submucous resection of septum, swabs from nose and 
throat negative for streptococci. July 4th: Headache 
and general malaise with pyrexia and enlarged cervical 
glands, streptococcus e 15 recovered from nose. 
Ward Ci, bed 1.—April 2lst, 1933: Admitted for mas- 
toidectomy, streptococcus type 12 recovered from mastoid, 
swabs from nose and throat negative for streptococci. 
July 5th : Developed scarlet fever, streptococcus type 15 
recovered from the throat. Note-—The ward-maids (a) 
and (ö) had been employed in relief duty in ward C. 
Bed 2, a nasal carrier of type 15 streptococcus, was occupy- 
ing a bed in ward F throughout the epidemic. After her 
discharge on July 5th no further cases of infection with 
type 15 streptococcus occurred. 


Outbreak III.—Wards C, and C, (children): 4 
patients affected, 4 infections manifest. 

Bed C,1.—April 21st, 1933: Admitted with acute 
mastoiditis, streptococcus type 12 recovered from mastoid 
at operation, swabs from throat and nose negative for 
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streptococci.. July 5th: Developed scarlet fever, strepto- 
cocous type 15 recovered from throat (see outbreak II). 
Bed C,2.—June 6th, 1933: Admitted for mastoidectomy, 


swabs from throat and nose negative for streptococci. . 


June 25th: Developed general malaise with pyrexia, 
streptococcus type 12 recovered from throat. Bed C,4.— 
June 28th, 1933: Admitted for tonsillectomy, swabs from 
throat and nose negative for streptococci. July Sth: 
Developed septic pharyngitis, streptococcus type 12 
recovered from throat. Bed O,4.—July 2nd, 1933: 
Admitted for tonsillectomy (no swabs taken on admission). 
Dick . July 3rd: 10 c. em. antiscarlatinal serum given 
intramusculerly. July 4th: Malaise and pyrexia, doubtful 
scarlatiniform rash, streptococcus type 12 recovered from 
the throat. July 5th: 5 c.cm. antiscarlatinal serum 
given. July 8th: Developed bilateral otitis media. 


Outbreak IV.—Wards C, and C, (children): 
7 patients and 1 nurse affected; 4 infections manifest, 
4 infections latent. 


Bed C I.— Sept. 30th, 1933: Admitted for mastoidec- 
tomy, streptococcus type 5 isolated from nose and throat 
on admission. Bed C2 (a).—Oct. 4th, 1933: Admitted 
for tonsillectomy. Oct. 6th: Streptococcus type 5 
isolated from nose. Bed 0,2 (b).—Oct. 5th, 1933: Ad- 
mitted for mastoidectomy. Oct. 10th: Developed slight 
continued pyrexia—no symptoms, streptococcus type 5 
isolated from throat. Bed Oi I. August 3rd, 1933: 
Admitted for tonsillectomy, throat and nose swabs nega- 
tive for streptococci. Oct. 10th: Developed irregular 
continued pyrexia, no symptoms, streptococcus type 5 
isolated from throat. Bed C,3.—Oct. 9th, 1933 : Admitted 
for tonsillectomy, throat and nose swabs negative for 
streptococci. Oct. 15th: Developed septic pharyngitis, 
streptococcus type 5 isolated from throat. Bed C,5 (a).— 
Oct. 14th, 1933: Admitted for tonsillectomy. Oct. 16th: 
Streptococcus type 5 recovered from nose and throat. 
(No symptoms of streptococcal infection.) Bed C,5 (b).— 
Oct. 16th, 1933: Admitted for tonsillectomy. Dick +. 
10 c. em. antiscarlatinal serum given intramuscularly. 
Oct. 18th: Developed pyrexia, streptococcus type 5 
recovered from throat. Nurse.— Oct. 26th, 1933: Strepto- 
coccus type 5 recovered from throat of a nurse who had 
recently been appointed to duty in the ward. No symptom 
of streptococcal infection. 


Outbreak V.—Ward F: 
2 infections manifest. 

Bed 3 (a).—Sept. 12th, 1933: Admitted for submucous 
resection of the septum, swab from tbroat positive for 
streptococcus type 11. Developed pyre 


2 patients affected ; 


xia following 
operation. Bed 3 (b).—Sept. 25th, 1933: Admitted with 
post-nasal discharge, swabs from throat and nose nega- 
tive for streptococci. Oct. 2nd: Developed septic 
pharyngitis, streptococcus type 11 recovered from throat. 


Outbreak VI.—Ward M: 7 patients and 2 nurses 
affected ; 9 infections manifest. 


Bed 6 (a).—Nov. 7th, 1933: Admitted for tonsillectomy, 
throat and nose swabs negative for streptococci. Nov. 13th: 
Developed septic pharyngitis, streptococcus type 12 
isolated from throat. Bed 7 (a).—Nov. 7th, 1933: Ad- 
mitted for submucous resection of septum, throat and nose 
swabs negative for streptococci. Nov. 13th: Developed 
septic pharyngitis, streptococcus type 12 isolated from 
throat. Bed 2.—Nov. 20th, 1933: Admitted for tonsil- 
lectomy, throat, nose, and ear swabs negative for strepto- 
cocci. (Dick +, received 5 c. om. antiscarlatinal serum 
on admission.) Nov. 23rd: Developed septic pharyngitis, 
streptococcus type 12 recovered from throat. Nov. 27th : 
Developed broncho-pneumonia. Dec. 5th: Blood culture 
grew streptococcus type 12. Dec. 12th: Patient died. 
P.M.: Typical appearances of streptococcal septicemia 
with lung abscesses from which streptococcus type 12 
were recovered. Bed 4 (a).—Nov. 6th, 1933: Admitted 
for mastoidectomy, throat and nose swabs negative for 
streptococci. Dec. 4th: Developed septic pharyngitis, 
streptococcus type 12 recovered from throat. Note.— 
This patient had been nursed during part of his stay in 
hospital on the ward balcony in a bed next to bed 2. 
Bed 4 (b).—Dec. 7th, 1933: Admitted with epithelioma 
of vocal cord. Swabs from nose and throat negative for 


streptococci. Dec. llth: Developed septic pharyngitis, 
streptococcus type 12 recovered from throat. Bed 7 (6).— 
Dec. 3rd, 1933: Admitted for antrostomy and removal 
of nasal polypi, swabs from nose and throat negative for 
streptococci. Dec. llth: Complained of headache and 
general malaise (no pyrexia), streptococcus type 12 isolated 
from nose and throat. Bed 6 (b).—Dec. 6th, 1933: 
Admitted for mastoidectomy, swabs from nose and throat 
negative for streptococci. Dec. 18th: Complained of 
general malaise and developed pyrexia, streptococcus 
type 12 recovered from throat. Nursing staff.—Dec. Tth, 
1933: Two nurses developed septic pharyngitis, strepto- 
coccus type 12 recovered from throats. 


Outbreak VII.—Wards M and F: 
affected ; 4 infections manifest. 


Ward M, bed 1.—Feb. 17th, 1934: Admitted for laryn- 
geal obstruction and with a recent tracheotomy wound, 
streptococcus type 18 recovered from throat and tracheo- 
tomy wound. Feb. 22nd: Developed erysipelas, strepto- 
coccus type 18 recovered from lesion. Ward F, bed 2.— 
Jan. 30th, 1934: Admitted for removal of impacted 
wisdom tooth, swabs from throat and nose negative for 
streptococci. Feb. 20th: Developed septic pharyngitis, 
streptococcus type 18 recovered from throat. Ward M, 
bed 2.—Feb. 19th, 1934: Admitted for tonsillectomy, 
swabs from throat and nose negative for streptococci. 
Feb. 26th: Developed septic pharyngitis, streptococcus 
type 18 recovered from throat. Ward M, bed 4.—Feb. 


4 patients 


28th, 1934: Admitted for tonsillectomy. Swabs from 


throat and nose negative for streptococci. March th: 
Developed septic pharyngitis, streptococcus type 18 
recovered from throat. Note—No carrier of type 18 
streptococcus was discovered who could have accounted 
for the transference of infection from ward M to ward F. 
Constant masking was observed by both patients and 
attendants during this outbreak. 


Outbreak VIII.—Ward M: 2 patients affeoted ; 
2 infections manifest. 


Bed 4.—Feb. 14th, 1934: Admitted for submucous 
resection of the septum, streptococcus type 22 recovered 
from the throat. March 5th: Developed pyrexia, strepto- 
coccus type 22 recovered from throat. Bed 3.—Feb. 28th, 
1934: Admitted for tonsillectomy, swabs from nose 
and throat negative for streptococci. March 65th: 
Developed septic pharyngitis, streptococcus type 22 
recovered from throat. Both patients wore masks during 
their stay in the ward. 


Outbreak I[X.—Ward M: 
2 infections manifest. 

Bed 3.—Jan. 22nd, 1934: Admitted for tonsillectomy, 
swabs from nose and throat negative for streptococci 
(Dick —). Jan. 29th: Developed septic pharyngitis, 
streptococcus type 3 recovered from throat. Bed 7.— 
Jan. 28th, 1934: Admitted for tonsillectomy, swabs from 
throat and nose negative for streptococci. Feb. 2nd: 
Developed septic pharyngitis, streptococcus type 3 
recovered from throat. Note.—The source of the infection 
in the outbreak was uncertain. Constant masking was 
observed by both patients and staff at the time. 


Outbreak X.—Ward F and single-bed ward. 
3 patients and 2 nurses affected; 56 infections 
manifest. 

Bed 9.— Feb. 26th, 1934: Admitted with chronic 
ethmoiditis, swabs from nose and throat negative for 
streptococci. March 7th: Developed septic pharyngitis, 
streptococcus type 9 recovered from throat. Bed 8.— 
March 4th, 1934: Admitted for tonsillectomy, swabs 
from nose and throat negative for streptococci. March 8th : 
Developed pyrexia, streptococcus type 9 recovered from 
throat. Single- bed ward (floor above).—Admitted for 
mastoidectomy. Same day: developed septic pharyn- 
gitis, streptococcus type 9 recovered from throat. Same 
day: two nurses developed septic pharyngitis, one being 
the night nurse who also had charge of the single-bed 
wards. Streptococous type 9 was recovered from the 
throats of both nurses. Streptococci had not been found 
at previous examinations. Note.—The source of the 
infection during the outbreak was uncertain. Constant 


2 patients affected ; 
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masking was observed by both patients and staff during 
the outbreak. 


Outbreak XI Ward M: 3 patients affected; 
3 infections manifest. 


Bed 4 (a).—May 6th, 1934: Admitted for tonsillectomy, 
swabs from tbroat and nose negative for streptococci. 
May 14th: Developed septic pharyngitis, streptococcus 
type 1 recovered: from throat. Bed 5.—May 15th, 1934: 
Admitted for tonsillectomy, swabs from throat and nose 
negative for streptococci. May 23rd: Developed septic 
pharyngitis, streptococcus type 1 recovered from throat. 
Bed 4 (b).—May 16th, 1934: Admitted for tonsillectomy, 
swabs from throat and nose negative for streptococci. 
May 19th: Developed septic pharyngitis, streptococcus 
type 1 recovered from throat. Note.—All these patients 
were removed from the ward to the ward balcony on the 
second day after admission. Bed 5 occupied a position 
on the balcony which had just been vacated by bed 4 (a) 
on discharge. Beds 5 and 4 (b) were separated by an 
intervening bed on the balcony, but were in adjacent 
beds for 24 hours in the ward. 


Outbreak XII.—Ward F: 8 patients, 2 house 
surgeons, and 1 nurse affected; 10 infections manifest, 
1 infection latent. 


Bed 1.—Jan. 10th, 1935: Admitted for carcinoma of 
pharynx, swabs from throat and nose negative for strepto- 
cocci. (The pharyngeal condition was treated with 
radium.) Feb. llth: Developed bronchitis, streptococcus 
type 1 recovered from sputum. Feb. 17th: Patient died. 
Bed 4.—Feb. 6th, 1935: Admitted for submucous resec- 
tion of the septum and antrostomy, swabs from throat 
and nose negative for streptococci. Feb. llth: Developed 
septic pharyngitis, streptococcus type 1 recovered from 
throat. Bed 3 (a).—Feb. 6th, 1935: Admitted for antro- 
stomy, swabs from throat and nose negative for strepto- 
cocci. Feb. 10th: Developed septic pharyngitis, strepto- 
coccus type 1 recovered from throat. Bed 9.—Feb. llth, 
1935: Admitted for tonsillectomy, swabs from throat 
and nose negative for streptococci. Feb. 16th : Developed 
septic pharyngitis, streptococcus type 1 recovered from 
throat. Bed 6 (a).—Dec. 12th, 1934: Admitted with, 
carcinoma of the tonsil, swabs from throat and nose 
negative for streptococci. Feb. 18th, 1935: Strepto- 
coccus type 1 recovered from throat, no symptoms of 
streptococcal infection. Same day: Two house surgeons 
and one nurse developed septic pharyngitis, one case 
complicated by toxic jaundice; 
recovered from the throat of all. One house surgeon 
remained on duty despite infection. Bed 2.—March 18th, 
1935: Admitted for antrostomy, streptococcus type 22 
recovered from throat on admission. March 23rd: 
Developed septic pharyngitis, streptococcus type 1 
recovered from throat. Bed 6 (6).—March 13th, 1935: 
Admitted for tonsillectomy, throat and nose swabs nega- 
tive for streptococci... March 26th: Developed septic 
pharyngitis, streptococcus type 1 recovered from throat. 
Bed 3 (b).—March 31st, 1935: Admitted for tonsillectomy, 
throat and nose swabs negative for streptococci. April 8th : 
Developed . septic pharyngitis, streptococcus type 1 
recovered from throat. Note.—The source of infection in 
- the outbreak was uncertain. 


Outbreak XIII.—Ward M: 
2 infections manifest, 1 latent. 


Balcony bed.—August 30th, 1935: Admitted with 
sarcoma of orbit, streptococcus type 1 recovered from nose 
and throat. Bed 10.—Sept. 14th, 1935: Admitted with 
herpes otica, swabs from nose and throat negative for 
streptococci. Sept. 23rd: Developed septic pharyngitis, 
streptococcus type 1 recovered from throat. Patient 
moved to balcony. Bed 3.—Sept. 23rd, 1935 : Admitted 
for submucous resection of the septum, swabs from nose 
and throat negative for streptococci. Sept. 29th: Deve- 
loped septic pharyngitis, streptococcus type 1 recovered 
from throat. Note.—A friendship developed between the 
patients occupying beds 10 and 3 and it was the custom 
of the latter to visit and chat with his friend who was 
confined to a balcony bed with septic pharyngitis. Patient 
from bed 3 subsequently developed the same infection. 


3 patients affected; 


streptococcus type 1 


Outbreak XIV.—Ward M: 
5 infections manifest. 


Bed 6 (a).—Dec. 30th, 1935: Admitted for tonsillec- 
tomy. Jan. Ist, 1936: Developed pyrexia. Jan. 3rd: 
Developed scarlatiniform rash (negative Schultz-Charlton 
reaction). Jan. 10th: Streptococci recovered from throat. 
Bed 8.—Dec. 30th, 1935: Admitted for tonsillectomy. 
Jan. 3rd, 1936: Developed septic pharyngitis. Jan. 10th: 
Streptococci recovered from throat. (Note.—This patient 
was & brother of the patient in bed 6 (a).) Bed 5.—Jan. Ist, 
1936: Admitted for submucous resection of the septum. 
Jan. 3rd: Developed septic pharyngitis. Jan. 5th: 
Streptococci recovered from throat. Bed 10.—Jan. 3rd, 
1936: Admitted with mastoid abscess. Jan. 7th: Opera- 
tion. Jan. 9th: Developed pyrexia. Jan. 13th: Strepto- 
cocci recovered from throat and nose. Bed 6 (b).— 
Dec. 22nd, 1935: Admitted for submucous resection of 
the septum. Dec. 24th: Developed pyrexia and moved 
to balcony. Jan. 13th, 1936: Streptococci recovered 
from throat. 


Note.—The streptococci isolated from these five cases 
produced colonies of similar and characteristic appearance 
on blood-agar and gave the same fermentation reactions 
over a wide range of sugars. None of the organisms, 


5 patients affected ; 


however, were agglutinated by the Griffith type sera. 


An antiserum was prepared from the strain recovered 
from one of the patients but after absorption with known 
heterologous strains it was found to agglutinate not only 
the streptococci recovered from the five patients affected 
but also strains which were known to be of different type. 
It was assumed, therefore, that the strain produced 
“ group ” and not type- specific agglutinins. For this 
reason it was not possible to prove absolutely the identity 
of the streptococci recovered in this outbreak although 
there was strong presumptive evidence that they were 
all the same strain. 


DISCUSSION 


It appears from these observations that a situation 
of considerable gravity existed in the wards which 
were the subject of the investigation. Though it had 
been suspected that cross-infection was the cause of 
certain complications occurring amongst the patients 
it was only in the light of the bacteriological findings 
that the extent of the danger could be estimated. 
It is clear that in wards where otorhinological patients 
are collected together certain types of patients run 
considerably more risk than they would have done 
had they been nursed in their own homes or separated 
from other septic or quasi-septic cases. 

That the complications arising from cross-infection 
may be very serious is illustrated by outbreak VI. 
in which a patient admitted for tonsillectomy died 
from septicemia, and by outbreak XII. where the end 
of a patient with carcinoma was undoubtedly hastened 
by an acquired infection. In another and earlier 
outbreak not included in the preceding series, three 
healthy young men admitted to the same ward for 
tonsillectomy died in rapid succession from broncho- 
pneumonia. We were unable to make any serological 
investigation of these patients, but from all of them 
either during life or after death hemolytic streptococci 
were isolated with the same colonial appearances 
(and these were somewhat characteristic) and the 
same fermentation reactions over a large range of 
sugars. 

The conditions generated as a result of cross-infection 
show the varied clinical pattern characteristic of 
hemolytic streptococcal infection. In outbreak II., 
pharyngitis, otitis, mastoiditis, and continued pyrexia 
occurred in one series. In outbreak I. three patients 
developed erysipelas, but cases of mastoiditis and 
pharyngitis also occurred in the series. In outbreak 
III. a patient with mastoiditis propagated infection 
which resulted in cases of otitis, septic pharyngitis, 
and continued pyrexia. During the same time he, 
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himself, fell victim to scarlet fever due to a strepto- 
coccus, presumably derived from a concurrent 
streptococcal outbreak in another ward although no 
cases of scarlet fever had occurred in the latter 
ward. 

As might be expected, the most likely type of 
patient to be responsible for starting an outbreak 
is one suffering from active, and, in particular, acute 
streptococcal disease—pharyngitis, mastoiditis, and 
so forth. Patients free from manifest streptococcal 
disease, nurses, and ward-maids also figure in some 
of the outbreaks as carriers or as victims. We had 
reason to suspect that carcinoma patients with 
tracheotomy wounds were particularly likely to 
propagate infection. The most susceptible type of 
patient is apparently one who has just undergone 
such operations as tonsillectomy or submucous 
resection of the septum, where no adequate protection 
can be arranged for the exposed surfaces. Instances 
occur of transference of infection from ward to ward 
in the same building and even to patients nursed on 
the open-air balconies. 

The outbreaks show the same seasonal incidence 
as streptococcal epidemics in general, occurring for 
the most part during the winter months. 


PREVENTION 


In discussing methods for the prevention of cross- 
infection in otorhinological wards certain facts must 
be taken into consideration: (1) a majority of the 
patients when admitted have manifest streptococcal 
disease or at least latent streptococcal infection; 
(2) a minority, consisting chiefly of those admitted 
for operation, are free from streptococcal infection ; 
(3) operations, particularly tonsillectomy and sub- 
mucous resection, render the nasopharynx highly 
susceptible to streptococcal infection; (4) hemolytic 
streptococci are readily disseminated by droplets 
from the nasoph They may be borne by air 
or in dust for considerable distances,“ or they may be 
“ arried from patient to patient by doctors, 
nurses, and visitors and by fomites—e.g., bedding, 
eating and drinking utensils, books, and so forth. 

With these facts in view it is obvious that the 
prevention of nasopharyngeal cross-infection is not 
easy. We do not propose to give detailed suggestions 
for prevention but merely to indicate the methods 
which from our own experience seem to be most 
promising. It is desirable that obviously septic 
patients be placed in separate wards from relatively 
“clean” patients admitted for operation, &. It 
is also desirable that separate operating theatres be 
provided for the two types of cases. It is doubtful, 
however, whether many institutions as they are at 
present designed and administered would find these 
suggestions easy to carry out. 

Whether or not clean and septic patients are 
warded separately the residual problems remain 
much the same. Methods must be based on the 
assumption that practically all otorhinological patients 
are to be treated as potential originators of infection, 
and also, in their turn, as potential victims of it. 
Our observations show that an already septic patient 
can acquire a new infection accompanied by a new 
surgical complication from a septic neighbour. 
Under these conditions it would appear that only 
by a more or less strict system of bed isolation ” 
will cross-infection be effectively controlled, and it 
may be assumed that the more strict the isolation the 
more successful will be the result. The complete 
systems of bed isolation or barrier nursing 
which have been employed in the prevention of cross- 
infection among patients with the ordinary infeotious 


diseases 45 6 are probably beyond the financial and 
administrative resources of most voluntary hospitals, 
but many of the measures can be adopted with 
comparatively little expense or disorganisation. 
We have employed a simplified method of bed 
isolation which though open to theoretical criticism 
appears to have been reasonably effective in practice 
and has very much reduced cross-infection in our 
wards. The main points of the method are as 
follows: 

(1) Beds are so arranged as to allow 17 ft. between 
adjacent bed centres and the open-air balconies are 
kept in night and day use during all seasons. 

(2) Patients obviously septic or found to be 
bacteriologically positive for hemolytic streptococci 
are put into isolation.“ They are placed on the 
open-air balconies or alternatively in the ward, 
in a corner position if possible, and surrounded by 
a three-piece glass screen 7} ft. high. They are not 
allowed to leave the area surrounded by the screen 
nor may other patients approach within the screen. 

(3) Each “screened ” patient is provided with his 
own thermometer, bedpan, urine bottle, towels, 
&o. A clean sterile gown is daily hung within the 
enclosure and is worn by nurses approaching the 
patient for washing, bed-making, &c. 

(4) Nurses are provided with sterile gowns and 
rubber gloves when doing dressings. 

(5) The eating and drinking utensils of all patients 
are boiled up immediately after use. 

(6) After the discharge of a “screened” patient, 
the screened area he occupied and as far as possible 
everything within it are disinfected or sterilised. 
Blankets and canvas mattress covers are washed, 
mattresses and pillows are baked. Bell, locker, wall, 
chair, and screen are washed down with disinfectant. 

(7) We have not been convinced that the use of 
masks when doing dressings and so forth is of any great 
value, but it is possible that simple cellophane masks 
may be of some use. Gauze masks are probably less 
than useless unless frequently renewed. 

The screens are an effective, though imperfect, 
barrier against droplet infection; they are also 
a constant reminder to nurses and others that special 
care must be taken and they effectively discourage 
the approach of other patients. On all parts of 
the screen on the side near the patient we have been 
able to isolate hemolytic streptococci of the sero- 
logical type harboured by the patient. At the same 
time we were able to pick up a few colonies on plates 
placed a foot or two outside the screen. 

Without doubt the most important single factor 
in the prevention of cross-infection is the care and 
instructed intelligence of the nursing and resident 
medical staff. A medical officer who is thoroughly 
conversant with the problem should be responsible, 
for the admission of patients and their distribution 
to the best possible advantage in the ward. The 
nurses should also be specially instructed in the 
principles of prevention of cross-infection. How 
fully bed isolation methods can be applied must 
depend upon local resources. The minimum eventually 
adopted should at least be sufficient to reduce cross- 
infection to negligible proportions as judged not only 
by clinical but also by bacteriological observation. 
In the design and equipment of new ear, nose, and 
throat wards special provisions should be made for 
facilitating measures against cross-infection. 


CONCLUSIONS 


(1) Cross-infection with hemolytic streptococci 
from which severe and even fatal complications may 
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arise is common in otorhinological wards and 
institutions. 

(2) A number of examples of cross-infection have 
been studied in detail, chiefly by tracing the trans- 
ference of infection by the aid of serological methods. 

(3) The clinical manifestations of cross-infection 
are diverse, septic pharyngitis, otitis, mastoiditis, 
adenitis, erysipelas, scarlet fever, septic broncho- 
pneumonia, and septicemia being among the condi- 
tions met with. Several of these conditions may 
occur in one outbreak due to the same strain of 
streptococcus. In some outbreaks one or more 
patients acquire infection without showing any 
signs of disease than can be ascribed to it. 

(4) The cross-infection can be largely prevented 
by employing a modified system of barrier ” nursing 
and other sanitary precautions in the wards. 
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and the present surgeons, Mr. Harold Kisch, Mr. F. 
Watkyn-Thomas, and Mr. M. L. Formby, for their constant 
coöperation in this investigation. We owe a special debt 
to Mr. J. W. Pugh, the registrar of the Royal Ear Hospital, 
for keeping us in touch with the clinical side of the 
problem and for taking a predominant part in devising 
and putting into execution practicable methods of 
prevention. Dr. F. Griffith, of the Ministry of Health, 
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IMPAIRMENT OF ANTERIOR PITUITARY 
FUNCTIONS BY FOLLICULAR 
HORMONE 


By Prof. BERNHARD ZONDEK, M.D.* 


From the Gynecological and Obstetrical Department of the 
Rothschild-Hadassah Hospital, Jerusalem) 


OVARIAN function depends on the gonadotropic 
hormones of the anterior lobe of the pituitary. 
Without an anterior lobe there is no maturation of the 
follicle, no ovulation, no formation of corpus luteum, 
no conception. The ovary in its turn also has a 
regulative influence. The follicular hormone pro- 
duced in the ovary under the influence of prolan A 
may either stimulate or depress the anterior lobe. 
If folliculin is injected into a senile mouse, which 
has not shown ostrus for several weeks, wstrus will 
be induced and continue regularly.“ Thus in the 
senile animal it is possible to reactivate (in the sense 
of Steimach and Sand) ovarian function which has 
ceased. The explanation can only be that folliculin 
stimulates the gonadotropic function of the anterior 
pituitary lobe. In other circumstances, however, it 
may depress this function, and it is evident, as I wrote 
in 1931, that the hormone produced in the sexual 
gland under the influence of the anterior lobe has a 
regulative etfect on its producer. Opinions differ 
about the depressive action of the estrogenic hormone, 
and to quote an editorial article in this journal“ 
5 the results in this field are often confusing and 


__ © This work was done partly with the aid of a grant from the 
Rockefeller Foundation. 
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contradictory, evidently because of wide variation 
in factors now recognised to be important, such as 
amount and form of hormone administered.” I 
summarise some findings as follows :— 

Spencer, D’Amour, and Gustavson ‘ found inhibition 
of growth after administration of 630 R.U. (rat units) 
of ostrin during nine weeks. They rest content with 
establishing that the control rats weigh 45 g., whilst the 
experimental rats weigh 36g. Leonard, Mey er, and 
Hisaw 5 injected 2 R. U. of cstrin daily into infantile rate 
and after 41-66 days noted inhibition of sexual function 
but no great depression of body-weight; the average 
weight of the experimental animals was 141 · 3 g. and 
that of the controls 152:7 g. Korenchevsky and Dennison 
treated rats (aged four weeks) for 30—43 days with 60-180 
units œstrin daily and found decreased appetite and gain 
in body-weight without any definitive change in the fat 
deposition and depressed development of the sexual 
organs. On administration of large doses (180 inter- 
national units (I. U.) of œstrin) the weight of the control 
animals varied from 198 to 300g., the weight of the 
experimental animals from 175 to 252 g. Barnes, Regan, 
and Nelson ? were able to induce depression of the diabeto- 
genic hormone of the anterior lobe of the pituitary by 
means of cstrin. Shumacker and Lamont,“ on the other 
hand, found that continued administration of cestrin 
(9 R. U. daily for 67 days) influences neither the growth 
nor the thyrotropic, adrenotropic, and gonadotropic 
function of the anterior lobe. Engel® also obtained 
negative results. The effect of growth hormone in rate 
could not be influenced by giving cestrin at the same time. 


Whether œstrin activates or depresses the function 
of the anterior lobe depends on the amount of hormone 
administered and the duration of the treatment: 
small doses stimulate while large ones depress. 
Contradictory results have been reported, but these 
results are explainable by the different doses adminis- 
tered. In investigations showing depression the 
authors have often been satisfied with experiments 
over short periods, discontinued as soon as any certain 
result could be stated—within 40 or at the most 
66 days. My own experiments have been based on a 
different supposition. I intended to study the effect 
of hormone administered continuously over several 
months, so as to discover the maximal effects 
obtainable. 

My starting-point was a clinical observation. In 
Palestine, where sterility is particularly important, 
I have often found in sterile women a characteristic 
atrophy of the uterus, which is rarely seen in Europe. 
The uterus is not shortened but extremely narrow. 
When I tried to induce uterine growth with folliculin, 
I observed that it is possibie to affect the menstrual 
cycle in women who have hitherto menstruated 
normally. For example, in a woman of reproductive 
age with normal menstruation, injections of 100,000 
to 200,000 mouse units (M. U.) of cstrin between the 
sixch and twenty-fourth days of the cycle will prevent 
the onset of the next period ; indeed, it may produce 
several weeks’ amenorrhœa. In such cases it could 
be established that the cstrin acted through the 
anterior lobe of the pituitary ; the failure of menstrua- 
tion was associated with degeneration of the corpus 
luteum and absence of premenstrual changes in the 
mucosa uteri. These clinical findings, described in 
detail elsewhere, 16 led me to study the effect of large 
doses of cestrin on animals, and I found that if, for 
example, 1000 M.U. was injected twice weekly for 
several months into a rabbit (either infantile or 
mature), the uterus showed (1) cystic hyperplasia 
of the mucosa, (2) infarct-like necrosis of the muscle 
wall, and (3) aseptic suppuration in the cavum uteri." 
Thus while small doses of œstrin produce a physio- 
logical reaction (proliferation of the mucosa), large 
doses cause a pathological reaction (cystic hyper- 
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plasia and eventually destruction, necrosis, and 
aseptic suppuration). 
Prolonged administration of estrin to rats has 
interesting results which I have already briefly 
reported 1% 
and which 
I wish to 
communi- 
cate here in 
more detail. 
' I will state 
the result at 
once. If 
follicular 
hormone is 
given over 
several 
months cer- 
tain func- 
tions of the 
anterior 
lobe of the 
pituitary 
may be eli- 
minated. 
Whereas 
hypophy- 
sectomy 


205 6 8 10 12 14 16 i8 20 22 27. removes all 
| WEEKS OLD 


the func- 
tions of the 


FIG. 1.—Growth of rats (weight in grammes) . 
showing effects of 18 weeks’ treatment with anterior 
fal total of 180, 000 Wai. of monformon ental lobe at 

on). A= contro =exper once, cestrin 
leads to 


their failure one after another. The gonadotropic 
function is the first to be affected, which means 
that the cells producing gonadotropic hormone 
are the most sensitive; the growth hormone is 
not affected till later. Hence, according to the 
duration of the ‘treatment we are able to produce 
either eunuchoid rats or eunuchoid dwarf rats. We 
may produce the different effects in the bird (cock) 
even more distinctly than in the rat; the gonado- 
tropic function fails first; then the bone structure 
begins to show characteristic alterations ; stunting 
of growth follows, and finally there are specific 
metabolic changes. I propose here to report on these 
effects but not in the order of their appearance. 
I will begin by describing the reaction which affects 
the whole body—the disturbance of growth. 


DWARF RATS | 
The younger the rats at the beginning of the experi- 
ment the greater will be the stunting. It is best to 


start the treatment when -the rats are 4-6 weeks’ 


old and weigh 30-50 g. Subcutaneous administration 
of 5000 M. U. of Dimenformonſ twice weekly proved 
to be the optimal dose. During the first 3-4 weeks 
experimental and control animals develop similarly 
to a weight of 55 g.; then the experimental animals 
become somewhat backward. The difference between 
them becomes more distinct at a weight of 70 g. 
The growth curve of the controls rises continuously, 
but in 3—4 months from the beginning of the experi- 
ment the cestrin-treated animals stop developing. 
Of the 131 rats treated with follicular hormone all 
showed stunted growth: the majority reached a 
weight of 90-100 g., compared with 160-170 g. for 
the controls—i.e., they showed a deficiency of nearly 
45 per cent. (Figs. land 2). In some series the weight 


+I am indebted to Er. M. Tausk, of the Organon-Oss, for 
supplying dimenform 


deficiency approached 60 per cent.; the dwarf 
animals became stationary at 70 g., while the controls 
reached 170g. The ditference in the longitudinal 
growth however was less conspicuous; the control 
animals have an average length of 16-5cm., the 


TABLE I 
Difference in Length between Controls and Dwarf Rats (om. ) 
FIRST SERIES: DWARF RAT = 90 G. 


Experi- | Percentage 
— Control. montat reduction. 
From hoad to root of ma 16-5 14-4 12-6 
‘Length ar 48 4˙4 8 ·4 
Length o tall“. l 15-9 12:2 23-3 
SECOND SERIES: DWARF RAT = 70 G. 

From head to root of tail 15-5 11:5 25 ·8 
Length of head oe 5 4°5 10 
Length of tall .. a 10-5 38°2 


experimental animals 14-4 om.—i.e., a difference of 
about 13 per cent. only. In the much retarded 
animals (weight of the dwarf animal 70 g., of the 


control 170 g.) the .difference in length is 4 m. 


(26 per cent.). (See Table I.) 

The dwarfing is proportional: the head is narrower 
and shorter, the circumference of the thorax smaller, 
the tail much shorter (23-38 per cent.), and the 
bones shorter and lighter.4* The inner organs are 
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FIG. 2. —Bunuchoid dwarf rats (d) and on (a), both aged 
5 months. The dwarfing has been induced 365,0 000 M.U. 
of dimenformon given over four months. The lower photo- 
graphs show the animals pinned, and demonstrate the absence 
01 a ‘scrotal sac in the dwarf. 3 
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also smaller and lighter. In order to avoid too many 
Tables, I give here the average weights of the organs 
in 8 controls and 8 experimental animals (Table II.). 
The deficiency is greatest in kidneys and pancreas, less 
in heart and liver, and least in brain, lungs, spleen, 
and thymus. The pituitary itself, as I have already 
pointed out, 12 provides an exception, but its enlarge- 
ment, which may amount to 170 per cent., occurred 
only in male rats, whilst the female rats treated in 
parallel experiments had small pituitaries. A second 
exception is the adrenal, which also enlarges in males 
(about 9 per cent.), although in estrin-treated females 
it is smaller than in the controls. 

Are we really dealing with pituitary dwarfism— 
i.e., a deficiency of the growth hormone of the anterior 
lobe of the pituitary ? It might reasonably be thought 
that the animals eat less in consequence of the long 
treatment, and are therefore retarded in their growth, 
as suggested by Korenchevsky and Dennison.“ 
As will be shown later, they do eat a little less, but 
only because they have ceased growing and therefore 
require less food. Besides, their utilisation of food 
is different from that of the controls. That we are 
actually dealing with pituitary dwarfism is proved 
by the fact that the stunting of growth can be abolished 
by administration of growth hormone. At first, 
I thought that the anterior lobe was so weakened by 
the follicular hormone that the cells were no longer 
able to produce the hormonotropic substances. 
But this is not so. I analysed ł the pituitaries of 
dwarf rats and did not find smaller quantities of 
gonadotropic hormone (prolan A) in dwarf rats 
than in control rats of the same age. Also 
in a very large tumour of the pituitary induced 
with follicular hormone (dimenformon) 18 I found at 
least as much gonadotropic hormone as in a normal 
pituitary. That means that the anterior lobe of the 
dwarf rat does produce hormone, that the hormone is 
stored in the anterior lobe, but that the cells cannot 
send this hormone into the blood stream. The 
follicular hormone affects the anterior lobe in such a 
way that the latter becomes unable to make use of 
the hormones it produces. By analogy we may 
assume that the growth hormone, although the 
anterior lobe produces it, is prevented from getting 
to the body cells. Thus there is a basic difference 
between hypophysectomy and the elimination of 
anterior pituitary function by means of follicular 
hormone. When the gland is removed the production 
of all gonadotropic substances stops for ever. Pro- 
longed treatment with follicular hormone, on the 
other hand, results only in a blockade of the function 
of the anterior lobe—and not even of the entire 
anterior lobe, since the thyrotropic and parathyro- 
tropic function is not impaired at all, but may be 
stimulated! We are producing a partial blockade, 
and we are able to impair the various functions in 
sequence instead of simultaneously. We do not 
inhibit production of hormones in the cells of the 
anterior lobe, but we prevent the delivery of the 
hormone from the cell to the blood stream. In other 
words, the follicular hormone does not inhibit the 
mechanism of production, but only the mechanism 
of secretion. 


PERCUTANEOUS ADMINISTRATION OF CSTRIN 


The follicular hormone is active not only in sub- 
cutaneous, oral, and rectal administration, but also 
(as I showed in 1929 14) percutaneously—i.e., it is absorbed 


t The analysis for gonadotropic hormone in the pituitary 
must be cardd out on infantile mice; details of the technique 
will be published later. 

§ We have since succeeded in producing seven other tumours 
of the pituitary. 
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through the skin. If an cestrin-containing ointment is 
rubbed into the shaven skin of the back of castrated mice, 
these mice go into estrus. In male guinea-pigs I was able 
to produce growth of the mammez and milk-secretion 
by rubbing follicular hormone into the skin of the back.“ 
These findings led me to try percutaneous administration 
of the hormone clinically with results I have lately 
described. 5 

Having ascertained follicular hormone applied to the 
skin has an activating influence on the sexual organs, 
I proceeded to test whether the inhibitory effect on the 
anterior lobe could be induced in the same manner, In 


TABLE II 


Average Weight of the Organs of Controls and of Dwarf Rats 
(8 of each). The rats were fwe months old and had 
received 260,000 M. U. dimenformon in four months. 


Percentage 
Controls. reduction. 


Total weight —37 
Kidneys ‘ —31 
Pancreas ie —31 
Heart x —23 
Liver ss —21 
Spleen ae —10 
Brain só —13 
Thymus a —12 


male and female rats, weighing 30 g., the hair of the back 
was plucked out from a circular spot, and on this spot 
one or two drops of solution of dimenformon in benzene 
were dropped three times weekly. The controls received 
benzene only. The result could have but one meaning. 
All the animals treated with dimenformon were backward 
in growth; after 11 weeks they weighed on the average 
only 89g. compared with 152g. for the controls—a 
deficiency of over 40 percent. It is clear that the follicular 
hormone paralyses the anterior lobe of the pituitary in 
percutaneous as well as in subcutaneous administration. 


DWARF CHICKENS 

Having established that continued cstrin treatment 
eliminates the anterior pituitary wth hormone 
in mammals, I tried to find out whether the same 
thing happened in birds. It is known that hormones 
have a different 
effect on mam- 
mals and birds ; 
for example, 
prolan induces 
typical reactions 
in the ovary of 
infantile rodents 
(HVR I-III), 
but not in in- 
fantile chickens; 
so it was pos- 
sible that pro- 
longed adminis- 
tration of fol- 
lioular hormone 
would have no 


effect on the 8 10 2 14 46 i8 20 22 
chicken. Our WEEKS OLD 
investigations pris. 3—Growth of cocks {weight m 

sho 2 o vv 7 

havo shown, deem with a total of 1,600,000 M.U. 
owever, a of dimenformon. A control. B =experi- 
the chicken mental l. 

reacts in the 


same way as the rodent, and that it is a very good 
object for the study of bone changes. 


The experiments were carried out with white leghorns, 
and they started at the age of 6 weeks (average weight 
300 g.). The chickens were kept under natural and 
physiological conditions. In the chicken, as in the rat, 
the gonadotropic function is the first to be inhibited. 
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The cock’s comb and the wattles do not develop but 
remain ge ee and the development of the spur is 
retarded. o gonadotropic funetion of the anterior lobe 
is inhibited by much smaller doses of ostrin than are 
required for elimination of the growth hormone. Even 
18 weeks’ administration of 25,000 M.U. of dimenformon 
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FIG. 4.—Left: control cock. Right: cock showing eunuchoid 
dwarf gro h induced by 16 weeks’ treatment with a total 
of 1,600,000 M.T. of dimenformon. 


twice weekly (i.e., a total of 900,000 M.U. of dimenformon) 
does not produce any distinct stunting of growth, and 
such backwardness is evident only after injection of 
50,000 M.U. of dimenformon twice weekly. During the 
fourth or fifth week on this dosage the experimental 
animal is found to be a little smaller and lighter; after 
eight weeks, the control weighs 850 g. on an average, the 
experimental animal 700 g. After sixteen weeks the 
weights are 1225 g. and 890 g. respectively (Figs. 3 and 4). 
The treated chickens move more slowly and are bodily 
weaker than the control animals; furthermore, decrease 
of the yellow pigment at the beak and at the legs as well 
as decrease of the pigment of the auriculæ can be stated. 
Treated cocks look and. behave like hens, and brought 
18 with normal cocks they are treated by them 
e hens, 


BONE CHANGES IN DWARF ANIMALS 


Pituitary dwarf animals show characteristic changes 
in the bones which may be demonstrated well in 
radiograms || In rats we see a distinct shadow at the 
proximal end of the diaphysis, which closes concavely 
towards the medullary cavity. Thus the medullary 
cavity of the bone is shortened. The changes are 
most apparent in the femur and the tibia and are less 
obvious in the humerus and the ulna. The epiphyseal 
junctions are usually open in the experimental 
animals, whereas they are already closed in the 
controls. These results coincide with the findings 
of human pathology, for in human pituitary dwarfs 
the epiphyses remain ununited until old age 
(Erdheim 16). The bones of my experimental animals 
are still being anatomically examined, and the data 
will be given in detail elsewhere. Among the teeth the 
anterior incisors are delayed in growth, but no changes 
could be demonstrated with X rays. 

More evident still, though different, are the bone 
changes in the dwarf cock. While the difference 
between spongiosa and medullary cavity is very 
distinct in the controls by radiography, the whole 
medullary cavity is obscured: in the experimental 
animal, so that no difference can be recognised. This 
process begins after four weeks’ treatment with 
400,000 M.U. dimenformon in all. These changes 
are most conspicuous in the femur and in the tibia 
(Fig. 5), while the humerus shows hardly any 
at all. However, the vertebral column shows the 
same process—i.e., filling up of the medullary cavity 
(Fig. 6). When sawing through the femur or the 
tibia one sees and feels the soft medullary cavity in the 
control animal, whereas the bones of the experimental 


I am indebted to Dr. A. Druckmann, head of the X ray 
tute of the Rothschild-Hadassah Hospital, for his kind 
ce. 


‘very considerable. 


animal are filled with substance. The longitudinal 
section shows still more distinctly that the spongiosa 


is as though filled in with a finely porous, easily 


crumbling tissue (Fig. 7). Only unimportant rem- 
nants of the medullary cavity are to be found in the 
centre of the diaphysis. The histological and chemical 
findings in the chicken-bone will be reported later. 
The ditferences in size and weight of the bones are 


is shortened by 19 per cent., the tibia by 31. The 
difference in weight in the femur is over 40 per cent. 
and in the tibia 30 per cent. (Table III.). 


TABLE III 
Difference of Bones in the Dwarf Cock and in the Control 


Control. Dwarf. 
Bone. 
Length Weight Length Weight. Length) Weight 
oe g. = 8 | tion . tion %. 
Femur 8 761 | 65 4°52 | 188 | 40-6 
Tibia 13 9:39 | 9-0 6-92 | 30-8 | 30-0 


GROWTH OF DWARF RATS INDUCED WITH GROWTH 
HORMONE 


In the following experiments I wanted to establish 
the reaction of dwarf rats when administration of 
follicular hormone ceases. After seven months’ 


treatment with follicular hormone (altogether 
300,000 M. U.) the rat shows 

all the typical signs of E 
experimental dwarfing. If * . 


at this point administra- 
tion of follicular hormone 
is stopped, no change can 
be noticed in the animal 
during the following weeks. 
After a month the vaginal 
smear showed still per- 
manent œstrus. Although 
the animal did not sub- 
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FIG. Sa. —Radlograms of chicken bones. Left: femur of 
control. Right: femur of dwarf after 16 weeks’ treatment 
with 1,600,000 M.U. of dimenformon. Note the obscuring 
of the medul cavity. 

FIG. 5b.—Left: tibia of control. Right: tibia of dwarf. 
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sequently. receive any follicular hormone for ten 
weeks it neither grew nor gained weight. Apparently 
the anterior pituitary lobe is blocked by the con- 
tinued cestrin treatment in such a way that even after 
the treatment ends it is unable to exert its effect. 


The result, however, is entirely different if, after the 


wstrin is stopped, Evans’s growth hormone is injected. 
The dwarf rats received 5 units of Antuitrin G T 
twice daily, and after two weeks the weight had already 
risen from 92 to 108g. After three weeks it rose 
to as much as 130 g. and the animal had grown 
2cm. These experiments, as it seems to me, are of 
fundamental importance because they prove that the 
inhibition of growth and absence of weight-increase 


caused by wstrin is due to the lack of anterior pituitary ; 


growth hormone i in the body. 


SUMMARY 


1. Prolonged administration of follicular hormone 
interferes with the functions of the anterior pituitary 
lobe. 

2. The process does not affect all the anterior 
pituitary functions equally and simultaneously. 
The gonadotropic function is the most sensitive and 
atrophy of the genitals is the first effect (rat). The 
scrotal sac vanishes completely, the penis becomes 
small, the testes remain infantile, and formation of 
spermatozoa is completely inhibited. Seminal vesicle 
and prostate are atrophic. In females the ovaries 
are so small that they cannot be recognised with the 
naked eye. They contain only small follicles, but 

never corpora lutea. 


TI am indebted' to Parke Davis and Co. for supplying 


FIG. 6.—Spinal column of two cocks : control (a) and dwarf (b). 
Here again the dwarfing was induced by 16 weeks’ oa. 
tration of 1,600,000 M. U of dimenformon. The changes a 
similar to those in the tibia and femur, but not all the 
vertebree react in the same way. The brackets indicate those 
chiefly affected. 
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FIG. 7 Tig. 50. Nl sections of the bones of the dwarf cock 
(cf. Fig. 5). Notice the > spongiosa walled in by a fin 
porous 1S. iy crumbling tissue. (A) = Femur of the control. 

(B) ree of the dwarf after 16 weeks’ treatment with 
1,600,000 M. U. enformon. (0) = Tibia of the control. 

(D D) = Tibia of the dwarf after 16 weeks’ treatment with 
1,600,000 M.U. dimenformon. 


3. The same reactions can be induced in the bird. 
In the cock the comb fails to continue its develop- 
ment, becoming anemic and atrophic. Nor does 
the spur develop. The testes show atrophy, and 
spermatogenesis is absent. By means of follicular 
hormone it is possible to produce. both eunuchoid 
rats and eunuchoid cocks. 

4, Failure of the growth hormone follows failing 
of the gonadotropic hormone. The deficiency may be 
induced both in rats and in cocks, and after several 
months’ treatment with follicular hormone we have 
eunuchoid dwarf rats and eunuchoid dwarf cocks. 

5. In the dwarfs the head is narrower and shorter, 
the circumference of the thorax is diminished, the 
tail considerably shorter, the bones shorter and lighter, 
and the inner organs smaller and lighter. 

6. The pituitary and the adrenals on the other 
hand are enlarged—in male rats only, not in females. 

7. The effects described may be induced by per- 
cutaneous as well as subcutaneous administration 
of follicular hormone. 

8. The inhibition of growth is accompanied by 
characteristic changes of bone structure. Epiphyseal 
junctions, already closed in the control animal, 
remain open in the experimental animal (rat). Still 
more pronounced are the bone changes in the dwarf 
chicken. The entire spongiosa is filled with finely 
porous tissue, leaving only negligible remnants of 
the medullary cavity. In radiograms the . whole 
medullary cavity is obscured and the contrast between 
spongiosa and medullary cavity disappears. These 
changes are seen chiefly in the femur, tibia, and 
spinal column, and not at all in the humerus. 

9. If the ostrin treatment is discontinued after 
several months, the animals do not spontaneously 
resume their growth. However, if Evans’s pituitary 
growth hormone is administered, they begin to grow 
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and gain weight. This shows that the dwarfing 
is of pituitary origin. 

10. The anterior pituitary lobe of the eunuchoid 
dwarf rat contains the same amount of gonadotropic 
hormone (prolan A) as the anterior lobe of the control 
animal, This shows that follicular hormone does 
not inhibit the production of the gonadotropic 
hormones in the anterior lobe cells, but only prevents 
the hormones from entering the blood stream. The 

follicular hormone may be said to block the anterior 
lobe cell secretion. oa 

11. In hypophysectomised animals all hormono- 
tropic functions suddenly fail, whereas prolonged 
cestrin treatment leads to their elimination conse- 
cutively. I shall later demonstrate that the elimina- 
tion of anterior lobe function is only partial, not all 
the hormonotropic secretions being impaired. It 
seems, however, that some functions may be stimu- 
lated (e.g., thyrotropic and parathyrotropic). Thus 
our experimental animal has significant differences 
from the hypophysectomised animal. 
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EXPERIMENTAL PRODUCTION OF 
SARCOMA WITH THOROTRAST 


By FREDERICK R. SELBIE, M.D. Aberd. 


(From the Imperial Cancer Research Fund, London, and the 
Bland-Suiton Institute of Pathology, the Middlesex Hospital) 


TEIS preliminary report is presented in order to 
draw attention to the tumour-producing properties 
of thorotrast, a colloidal solution of thorium dioxide 
which is extensively employed in radiology for 
visualisation of the blood-vessels, cerebral ventricles, 
liver, and spleen. Roussy, Oberling, and Guérin 1 
were the first to show that thorotrast is carcinogenic. 


They inoculated 50 rats, subcutaneously or intra- 
peritoneally, with 1-0 c. em. of thorotrast every 3 or 4 
days until each animal had received 5-0 c.cm.; 15 rats 
lived long enough to develop tumours, and in 8 of these 
tumours appeared between 12 and 18 months after the 
commencement of the experiment. Out of 10 that had 
been inoculated in the peritoneal cavity, 4 had large 
invasive intraperitoneal sarcomas almost always accom- 
panied by smaller nodules, which on examination proved 
to be primary sarcomas. Of 5 rats which had been 
inoculated subcutaneously 4 had sarcomas at the site of 
injection. ‘The sarcomas invariably occurred in asso- 
ciation with deposits of thorotrast ; this was particularly 
well seen in the smaller intraperitoneal nodules. Two of 
the subcutaneous sarcomas were successfully transplanted. 


Thorotrast, in the doses employed, was therefore 
shown to be a powerful carcinogenic agent and 


provided a simple means of producing tumours in 
rats on a large scale. 
l EXPERIMENTS 


To confirm this result and to test tho facility with 
which tumours could be produced by this method, 
an experiment was started in the laboratories of the 
Imperial Cancer Research Fund on June 17th, 1935. 
To 60 rats subcutaneous inoculations of 0'3 c.cm. of 
thorotrast were given in the right flank; 14 days later 
they received a second dose of 0:3 c. em. at the same 
site. A further 60 mice were also inoculated in the right 
flank at the same times, but with two doses of 0:1 c. em. 
The injected thorotrast remained localised and formed 
firm yellowish nodules which, on section, were seen to be 
composed mostly of macrophages which had ingested the 
thorotrast in the form of highly refractile, deep yellow 
granules. The presence of a tumour was detected by an 
increase in the size of one of these nodules. 


Up to the present, 144 months after the experi- 
ment was begun, 14 tumours have appeared. in 
the rats. 

The first rat tumour appeared at 11 months and subse- 
quent tumours were noted as follows: 4 in the thirteenth 
month, 7 in the fourteenth month, and 2 in the fifteenth 
month. There were 42 rats alive at the end of the twelfth 
month, so that the yield of tumours in 143 months was 
14 out of 43 surviving rats (including the first tumour 
rat), or 33 per cent. 


The tumours, so far as they have been examined 
histologically, are spindle-celled sarcomas. Metastases 
in the axillary lymph glands have been found in one 
rat. Autoplasts have been positive in 5 rats and 
transplantation has been successful with two tumours. 

In the mice, only two tumours have appeared, 
9 months and 143 months after inoculation. This 
low yield of tumours in the mice is probably due to 
differences in tissue susceptibility, for spontaneous 
tumours in the rat are mostly derived from con- 
nective tissue, whereas spontaneous tumours in the 
mouse are mostly derived from epithelial structures. 


DISCUSSION 


Thorotrast is a stabilised colloidal solution of 
thorium dioxide, containing 19 to 20 per cent. thorium 
dioxide by weight. When it is introduced into the 
blood stream it flocculates and is taken up by the 
cells of the reticulo-endothelial system—particularly 
in the liver, spleen, and bone-marrow. There is con- 
siderable evidence that it remains in the retioulo- 
endothelial system for a long time and that it is 
very slowly eliminated. Leipert 2 has made chemical 
estimations of the amount of thorotrast present in 
the liver, spleen, kidney, and other organs of 3 patients 
who died after intravenous injection with thorotrast, 
and of 3 rabbits. The percentages of thorotrast 
recovered and the periods after injection were : 


In man: 64:3 per cent. at 2 days, 56:9 per cent. at 
4 days, and 97-0 per cent. at 60 days. 

In the rabbit: 48-5 per cent. at 28 days, 98-8 per cent. 
at 67 days, and 70-9 per cent. at 91 days. 


It is reasonable to assume that thorotrast owes its 
carcinogenic properties to the radio-activity of 
thorium dioxide and its disintegration products 
which maintain their activity for years. It has been 
determined that the amount of alpha radiation in 
25 C. em. of thorotrast is equivalent to that in 0-5 to 
1-0 microgramme of radium and that the amount of 
beta and gamma radiation is too small to be of 
physiological significance. Thorotrast is therefore 
dangerous because of the highly destructive action 
of the alpha particle and its wide distribution in the 
tissues after intravenous injection.“ 
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Mesothorium and radiothorium, two of the dis- 

integration products of thorium dioxide, are two of 
the main constituents of the luminous paints which, 
by ingestion, produced fatal poisonings and osteo- 
genic sarcomas in dial painters, as reported by 
Martland.“ 5 He attributed the lesions found in 
these patients to radio-active deposits in the bones. 
Early cases, suffering from jaw necrosis and severe 
anemia, died 3—4 years after they left the factory. Later 
cases suffered from chronic crippling lesions, due to 
radiation osteitis, Osteogenic sarcoma appeared later. 
In the 4 cases in which post-mortems were obtained the 
appearance of the tumour was first noted at 8, 8, 9, and 
10 years after the patient had stopped working with 
luminous paint. Other cases were diagnosed as suffering 
from osteogenic sarcoma at 33, 8, 9, and 9 years after 
they had left their employment, while 1 was diagnosed 
as osteogenic sarcoma when she had been working in the 
factory for only 34 years. 
It may be concluded from Martland's data that 
tumours resulting from radio- active deposits in 
human tissues would not be expected to appear 
until a period of at least 8 years had elapsed. 

Although the amount of radio-active elements 
stored in the body after an injection of thorotrast 
for diagnostic purposes is much smaller than that 
recovered from Martland’s cases, it is quite possible 
that it is sufficient to cause malignancy. As has 
been shown in the present paper, 0-6 c.cm. of thoro- 
trast in the rat will produce sarcomas as readily as 
5-0 c. em., the dose employed by Roussy and his 
co-workers. In 3 of the 4 cases of Martland in which 
a post-mortem examination was made, the amount 
of radio-active substance in the whole skeleton was 
estimated at 50, 12, and over 6 microgrammes. 
Although the total amounts were so divergent, 
tumours in these three cases appeared at approxi- 
mately the same time after exposure had ceased. 
It is evident that even smaller deposits of radio- 
active material, such as those resulting from the 
injection of thorotrast in radiology, may produce 
tumours. In a recent annotation in THE LANCET 
(Sept. 5th, 1936, p. 584) attention was drawn to two 
cases described by Flemming and Chase where 
proliferative changes took place after the injection of 
thorotrast. In one there was a diffuse hyaline 
fibrosis where thorotrast had escaped locally during 
intravenous injection 5 months previously. In the 
other there were, in the liver, areas of proliferative 
fibroblastic reaction in the portal spaces 5 months 
after intravenous inoculation of thorotrast. 

Because of the ultimate danger of malignancy, 
radio-active substances such as thorotrast should 
never be introduced into the human body, all the 
more so since there are other non-toxic radio-opaque 
substances. That malignant changes in man subse- 
quent to the injection of thorotrast have not yet 
been recorded cannot be adduced as evidence 
against this, for visualisation of the liver and spleen 
by this method was introduced by Radt “ only 
7 years ago and malignancy would not be expected 
to appear until at least 8 years after injection. 


SUMMARY 
The observation of Roussy, Oberling, and Guérin, 
that thorotrast is carcinogenic, has been confirmed. 
A much smaller dose than that used by the French 
workers can produce tumours in rats. 
Thorotrast should never be introduced into the 


human body, because of the danger of inducing 
tumour formation. 
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TREATMENT OF ASTHMATIC ATTACKS 
BY INHALATION OF ADRENALINE*® 


. By NIELS A. NIELSEN 
(From the Medical Clinic B, University of Copenhagen) 


In 1912 Ephraim 1 saw during bronchoscopy that 
subcutaneous injection of adrenaline caused anemia 
of the mucous membrane of the bronchi, and he 
drew the conclusion that the beneficial effect of 
adrenaline injections in asthmatic attacks was due 
to this anemia. At the same time he showed that 
endobronchial application also caused anzemia of 


the mucous membrane, and he therefore advised 


intratracheal administration of a nebulised solution 
of adrenaline as a treatment of asthmatic attacks. 
In the following years a number of writers advised 
both this method and adrenaline inhalation in the 
treatment of asthmatic attacks. Intratracheal 
administration was soon discontinued on account 
of its inconvenience to the patient. Statements are 
comparatively vague about the therapeutic effect 
of treatment by inhalation; and although it is 
mentioned in recent text-books it appears only to 
have been used to a very slight extent, which may 
be taken as a proof that the results have not been as 
good as was first hoped for. This may presumably 
be due to the drug not having reached the pulmonary 
tissue in a large enough quantity, reckoned per unit 
of time, and the fact that prolonged administration 
has not been of effect may be due to too quick a 
destruction of the adrenaline, the necessary concentra- 
tion not being reached. The idea of using an 
adrenaline solution of stronger concentration presented 
itself, and in practice we have found this procedure 
to be very successful 
TECHNIQUE 


The adrenaline solution used was of the following 
composition :— 


Adrenaline we xa 1 gramme 
Chlorbutol di se 0-09 g. 
Hydrochloric acid (2N) sis á 2°8 e. m. 
Sodium bisulphite 9 2 8 0:01 g. 
Sterile distilled water, to 10 o. em. 


Nebulisation was carried out either through the 
side tube of the Triplex spray, or through the 
asthminhal spray; both have been found in previous 
experiments ? to render a sufficiently fine nebulisation 
with particles of a similar order of size. 


Inhalation takes place through the mouth. It is very 
important that the nebulised solution should be properly 


inspired by the patient. If the inhalation takes place 


* The suggestion was originally due to the chemist, Mr. J. K. 
Gjaldbaek who made it to Prof. E. Warburg, after ‘which the 
effect of strong a . solutions was e ed in corel 
the department. y_surgeon, Mr. L. C. Herldév- 
Müller, had e Mr. Gjaldhook's attention to the taot that 

a case of ast ‘which he had had the opportunity of 
observing inhalation of the preparation Asthminhal had had an 
excellent therapeutic effect. Mr. Gjaldbaek made the solution 
we have used, which, according to the Austrian special register, 
contains the same amount of adrenaline as asthminhal. 

1 Ephraim, A.: Deut. med. Woch., 1912, xxxviii., 1453. 

* Larsen, K. H., and Nielsen, Niels A.: Acta med. scand. 

To be published. 
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during the last phase of inspiration or if the tongue lies 
against the palate, so that inspiration takes place chiefly 
through the nose, the patient during the next expiration 
blows out a cloud of the nebulised solution. The patient 
is told to press the ball of the spray once at the beginning 
of every inspiration and to breathe deeply with the mouth 
wide open. 

The dose may be expressed in milligrammes, each 
compression of the ball of the triplex spray (side tube) 
nebulising an amount of the solution corresponding to 
1/12 mg. of adrenaline, each compression of the asthminhal 


spray corresponding to 1/18mg. The dose has varied | 


between 1/6 and 1 mg., most often being A mg. 
RESULTS 


The treatment has been tried on 40 patients with 
asthmatic attacks, 30 of which were in hospital, 
while 10 were treated in the consulting room. The 
patients were 17 women, 18 men, and 5 children. 
Their ages varied between 10 and 70. All had typical 
attacks. In 3 cases only one attack was treated, 
since these patients only had this single attack during 
their stay in hospital; the remaining cases were 
treated repeatedly, one even more than 250 times. 
In all, more than 400 attacks have been treated. 

In all cases the treatment was very successful. 
The effect appears practically immediately. In 
slight attacks the respiration is already eased after a 
few inhalations of the nebulised solution, and half 
a minute after the end of the inhalation the respira- 
tion is no longer sibilant, and the rhonchi have dis- 
appeared—the attack is over. If the attack is more 
severe it may take a few minutes before the effect 
reaches its maximum—there is often some coughing 
and expectoration, and some sibilation and dyspnea 
may be left. But in all cases there was considerable 
improvement, and the patients themselves stated they 
felt greatly benefited. Even in a case of status 
asthmaticus, in which subcutaneous injection of 
Img. of adrenaline had been without effect, the 
condition improved considerably upon inhalation. 

Only twice has the treatment been without effect. 
In one it was the first time the patient had tried the 
treatment, but later on it had an excellent effect. 
In the other, the patient had previously used the 
treatment with very good results. It therefore seems 
likely that there was no effect because either the 
solution in the spray was too old, or the technique 
of inhalation was faulty, the solution not reaching 
the pulmonary tissue in sufficient concentration. 

It is difficult to determine the duration of the 
effect obtained. In some few cases, when the patients 
were in status asthmaticus, the effect seems to have 
lasted a fairly short time, though seldom less than 
an hour; in one case, however, it was only ten 
minutes. 

No change in sensitivity towards adrenaline was 
observed. Several patients have used the same 
dose for months with equal effect. One patient 
used the treatment 250 times without there being 
any signs of decrease in the efficiency. 

We have not observed any disadvantages from this 
treatment. The patients have not complained of 
palpitations or other subjective symptoms of 
adrenalism. One patient inhaled 1 mg. adrenaline 
12 times at intervals of an hour without any incon- 
venience. Two others received about 0-5 mg. adrena- 
line 4 times at intervals of 5 minutes, also without 
any inconvenience. It is only if the dose.is exceeded 
considerably that palpitations or tremor may be 
seen. 

DISCUSSION 


The experiments show that the therapy has an 
excellent and almost immediate effect, that the 


treatment may be repeated at will, even at short 
intervals, and that neither changes in sensibility 
towards the drug, nor any inconvenience have been 
observed. 

The dose of adrenaline administered is smaller 
than the dose which in previous experiments was 
found to give an absorptive effect.? It is therefore 
justifiable to presume that the effect obtained is 
due to a local action. 

SUMMARY 


In 40 asthmatic patients more than 400 attacks of 
asthma have been treated with inhalation of 10 per 
cent. solution of adrenaline, nebulised in the triplex 
or asthminhal spray. In every case there was 
quick and excellent effect from the treatment. Changes 
in sensibility to the treatment has not been observed, 
and the treatment has not caused inconveniences of 
any kind. The favourable result is considered to be 
due to a local effect of adrenaline. 
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Tar so-called acquired or adult form of acholuric 
jaundice was originally separated from the congenital 
type of Chauffard! and Minkowski? by Hayem and 
Widal. It is however maintained by most modern 
authorities 3 4 that the two forms are essentially the 
same, that they differ only in the age-period at which 
the clinical manifestations become apparent, and that 
the fundamental defect is congenital. Nevertheless, 
the two types present certain clinical features which 
serve to distinguish one from the other, and very 
often the hematological picture is strikingly different. 

We propose, in the short study of the following 
three cases, to point out the important hematological 
facts concerning the adult disease, to discuss how 
the blood picture differs from that found in the con- 
genital type, to emphasise that the adult disease 
bears a close superficial resemblance to pernicious 
anzinia, and to discuss the major diagnostic differences. 


TECHNIQUE 


The hematological methods employed were : 


Fragility.—These determinations were made on venous 
blood by the quantitative method of Whitby and Hynes,“ 
which possesses the advantage of showing those minor 
degrees of hyperfragility that are not apparent by macro- 
scopic methods. 

Red cell diameter.—The modified Price-Jones method 
describe by Hynes and Martin was used because the 
area method gives a more accurate figure for the calcu- 
lation of cell thickness. 

Corpuscular volumes were measured by Wintrobe’s ? ° 
hrmatocrit method. 

Red cell thickness was estimated from Von Boros’ ® 
formula. Comparatively rough estimations can be made 
by measuring a column of cells in rouleaux in a wet pre- 
paration with the micrometer eye-piece, afterwards ` 
dividing the length by the number of cells.!“ This method, 
however, gives a mean measurement only of the thickest 
parts of the cells (Fig. 1). The alternative method of 
measurement is to use the formula for calculating the 
thickness of a cylinder 

(Thickness = — Vor) 
area "T 


used by Von Boros? in constructing his chart. This, 
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when applied to a biconcave disc such as a red cell, 
measures the average thickness of a mean cell. 


The cases we are describing serve to emphasise 
that a colour-index determination by itself is mis- 
leading unless combined with volumetric measure- 


ce om 


FIG. 1.—Left : method of measuring the thickness by rouleaux 

formation, showing how only the thickest part of the 
Distance A to 

cell is measured. Number of cells thickness. Right: 

method of measuring the ae thickness of the mean cell by 

applying thé formula X= = thickness. The black areas 


area 
inside the rectangle equals the stippled area outside. (C D= 
diameter. E F = average thickness.) 


ments, because a high colour-index only occurs 
with an enlarged volume of the cell and this increase 
is frequently interpreted as indicating simple macro- 
cytosis—i.e., an enlargement in diameter alone; 
thus attention is focused on this feature only. The 
colour- index cannot give any indication of the plane 
in which the cell size is increased. Generally speaking 


an increase in diameter is associated with a roughly 


proportional increase in volume, and similarly a 
decreased diameter with a decreased volume. If 
on measurement of the red cells it is found that the 
mean corpuscular volume is larger than can be 
accounted for by the cell diameter then it is obvious 
that the thickness is increased. It is this increase 
in thickness that it is so important to recognise in 
the diagnosis of an obscure hemolytic anemia, and 
though not so pronouncéd in the adult type of 
acholuric jaundice as in the congenital, it is definitely 
present. 


CASE RECORDS 


CasE 1.—A married woman, aged 46, gave a six months’ 
history of increasing lassitude and breathlessness. A 
diagnosis of pernicious anemia had been made after a 
routine blood count, and she had been treated with 
liver extract given by mouth and by intramuscular 
injection. In spite of treatment her condition had slowly 
deteriorated and she had gradually developed an increas- 
ing lemon yellow tint. Shortly before admission she 
became dyspnaic and so weak that she had to stay in 
bed all the time. She began to run a swinging tempera- 
ture and was admitted on Jan. Ist, 1935, under the care 
of Dr. G. E. S. Ward. There was no history of any pre- 
vious attack or of any similar attack in any blood relation. 

On examination she was a well-covered woman of deep 
lemon yellow tint. There was nothing of note in any 
system except a firm spleen palpable four fingers-breadth 
below the left subcostal margin. The urine was normal 
apart from a small quantity of urobilin. Blood investi- 
gations are reported in the Table. The van den Bergh 
was indirectly positive, and there were five units present. 
Wassermann reaction was negative. Free hydrochloric 
acid was present in the fractional test-meal, and radio- 
grams of the bones and stomach were normal. 

Treatment and progress. There was no response to 
very large doses of Hepastab and iron. A transfusion of 

500 c. em. of citrated blood resulted in a severe rigor and 
marked hemolysis, the jaundice increasing. Diagnosis 
having been established on the criteria mentioned below, 
a continuous drip transfusion was given (6320 c. em. 
citrated blood), after which the only reaction was à very 
slight attack of bronchial spasm. 

Splenectomy was performed by Mr. E. Pearce Gould 
three days later. Blood destruction ceased at once but 
there was no increase in the hæmoglobin and red cells. 
This was attributed to some superficial sepsis of the wound 
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and thrombosis of a vein in the leg. The patient made 
an uninterrupted recovery (Fig. 2). 

Pathological report. The spleen, which weighed 730 g., 
was congested and showed two small anemic infarcts. 
On microscopic examination there was some fibrosis of 
the splenic reticulum ; the sinuses were packed with red 
blood corpuscles and free iron was present. There was 
no evidence of increased phagocytosis of red cells. 


CASE 2.—A married woman, aged 46, complained of 
shortness of breath, palpitations, and increasing lassitude 
at the end of 1934. She was treated with liver but no 
improvement was noted. At the end of March, 1935, 
she noticed that her conjunctive had turned yellow and 
gradually her skin too became pigmented. She was 
diagnosed as a case of pernicious anwmia and treated 
more energetically with liver but she went steadily down- 
hill. A transfusion on May 26th failed to arrest the down- 
ward progress and she was admitted to the Middlesex 
Hospital on June llth, 1935, under the care of Dr. R. A. 
Young. On careful inquiry there was no history of any 


previous attack even remotely resembling jaundice, nor 


was there anything of note in the family history. Her 
only relative (son) was examined and found normal. 

Zæamination.— Patient was a well-covered woman with 
lemon yellow jaundice of the skin and conjunctive. The 
teeth were heavily infected and the mucous membranes 
were pale. There was no abnormality in any system 
except that the tip of the spleen could just be felt. The 
Wassermann reaction was negative and the urine was 
normal apart from a trace of urobilin. Both the direct 
and indirect van den Bergh tests were positive. 

Treatment and progress. Further hematological inves- 
tigations having established the correct diagnosis, the 

atient received two transfusions each of 600 c.cm. of 
citrated blood; each of these was accompanied by a 
severe rigor. In these transfusions every possible pre- 
caution had been taken in view of the reactions which 
have been recorded in this type of case.? On July 3rd a 
continuous drip transfusion was begun as a pre-operative 
measure and 2950 c. om. of citrated blood given in 26 hours. 
Two moderate rigors occurred in the first six hours of the 
transfusion. The hemoglobin level at the end was 88 per 
cent, 

Immediately after the transfusion was completed on 
July 4th, splenectomy was performed by Mr. Gordon 
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FIG. 2.—Fragility ourve from Oase 1. 
Taylor. Convalescence was complicated by the develop- 


ment of a subphrenic abscess, but after drainage com- 


plete recovery took place. Improvement in the anemia 
was very slow while any sepsis was present, 

This patient has at the time of writing a red cell count 
of 6,000,000. 

Pathological report.— The spleen weighed 745 g. and 
was deeply congested. The Malpighian bodies were not 
prominent. Microscopically the spleen showed slight 
fibrous thickening of the capsule. There was slightly 


THE LANCET] 


excessive fibrosis of the pulp and some diminution of the 
Malpighian follicles. The pulp showed excessive destruc- 
tion and phagocytosis of the red corpuscles. There was 
also present in the pulp numerous immature red cells, 
a few small aggregates of hemocytoblasts with erythro- 
blasts and myelocytes—especially eosinophils, and also 
a few megakaryocytes. ö 


Cask 3.—A married woman, aged 56, gave two years’ 
history of general weakness and pain in the epigastrium. 
She had a sudden attack of faintness in August, 1935, 
and was left so weak that she had to stay in bed. It was 

that this was due to bleeding from a gastric 
or duodenal ulcer. Patient gave a doubtful history of 
an attack of jaundice two years ago. Apart from this 
nothing else had ever been noted. This patient was 
admitted on August 23rd, 1935, under the care of Dr. 
C. E. Lakin. 

Zæamination.— No positive findings were noted in any 
system. The skin was of an earthy tint and the spleen 
was not palpable. X ray revealed a deformed duodenal 
cap but no ulcer crater was seen. Occult blood in the 
fæces was negative. The indirect van den Bergh was 
positive, 

Treatment and progress. The patient was given an 
ulcer diet with alkaline powders and large doses of iron. 
She made a gradual improvement and was discharged 
well. This patient improved so rapidly on iron that it 
was considered unnecessary to submit her to operation. 
It will be of interest to note if and when this patient has 
a further crisis. 


Hematological Findings of the Three Patients on 
Admission 
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Further blood counts during convalescence and up 
to this month have showed steady and permanent 
improvement. A few weeks after splenectomy the 
fragility in Cases 1 and 2 was less than normal 
whilst macrocytosis disappeared, the red cells becoming 
hormocytic. Fragility in Case 3 up to six months 
ago remained increased but she was not operated on. 


COMMENTS 


Among the important clinical findings in the adult 
type of acholuric jaundice, as noted by Whitby and 
Britton,‘ is the extreme severity of the anemia as 
compared with that in the congenital forms. In the 
latter, even in severe crises, it is uncommon to find a 
hemoglobin of 20-30 per cent. or a red cell count 
of 2,000,000. Again, the crises in the former group 
are far more serious and last a longer time ; repeated 
crises are not so common and this may be due to the 
fatal outcome of a first or second crisis. Though 
none of our cases succumbed, death is said to be 
much more common in this group. We, like other 
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authors, 11 12 have found that no history of attacks 
in childhood could be obtained even after the most 
careful and repeated questioning. We have also 
investigated all the available relatives, but have not 
been able to find evidence of an altered blood picture. 

Of particular interest and of considerable importance 
in making the diagnosis is the reaction of the patients 
to treatment with hemopoietic substances. Because 
the superficial blood picture without volume estima- 
tions suggested pernicious anemia, prolonged and 
extremely intensive treatment of these cases was 
carried out with fresh liver, with liver extract by 
mouth and by intramuscular injection, and with 
stomach preparations. The result was a deterioration 
in the patients’ condition. Fractional gastric analysis 
after admission showed small amounts of free hydro- 
chloric acid and this should cast a considerable doubt 
on a diagnosis of pernicious anæmia. 

That these patients are unsuitable for transfusion 
has been repeatedly stressed (Dawson è and Witts 13) 
and so this life-saving measure is often withheld 
from these cases. We found in Cases 1 and 2 that 
very severe reactions followed transfusion of rela- 
tively small amounts of citrated blood (500-600 c. em.). 
These reactions, which took the form of severe 
rigors, gave many anxious moments and occurred in 
spite of the most careful grouping of donors. Care 
was taken to give the blood as slowly as the usual 
method permitted and to keep it warm during the 
whole time of transfusion. In Case 1 a sudden 
increase in hemolysis was noted, but not in Case 2. 
Using the drip transfusion technique !“ 10 we were 
able to give as much blood as we desired with two 
moderate rigors in Case 2 and an attack of bronchial 
spasm only in Case 1. We attribute the good results 
in the two cases that came to operation to the use 
of this method of transfusion. It enables blood to be 
run in very much more slowly; it avoids severe 
reactions and at the same time brings the hemo- 
globin much nearer normal, thus lessening operative 
risk. It is not necessary to raise the hemoglobin to 
100 per cent., since this entails the risk of edema of 
the lungs. A figure of from 70-80 per cent. is 
probably sufficient. ° 

The treatment of these cases is generally regarded 
as unsatisfactory. Splenectomy, which is so effective 
in the congenital cases, is thought to be dangerous 
and unsuccessful in its end-result in the adult type. 
It is impossible to argue from our two cases, but 
we feel that with the use of the drip transfusion as 
a pre-operative measure the operative risk is con- 
siderably diminished because the patient is left in 
a much better state to face the post-operative period. 
This is of particular importance if there is any inter- 
current sepsis. In common with most other anæmias 
these cases fail to respond while even slight sepsis is 
present. In both our cases splenectomy was followed 
by cessation of blood destruction but no improvement 
was noted until what sepsis there was had been cleared 
up. It is therefore easy to visualise that in a patient 
insufficiently prepared for operation small degrees 
of sepsis may result in a fatal outcome. 

Cases 1 and 2 serve best to emphasise the points 
we wish to make on the hematological side. The 
features of both counts are: 

1. A strikingly high mean corpuscular volume. 

2. The definite increase in the colour-index and in the 
mean cell diameter. 

3. The increase in mean corpuscular thickness. 

4. The relatively low mean corpuscular hemoglobin 
concentration indicating that the cells are not fully 
heamoglobinised. 

5. The high constant reticulocytosis without treatment. 
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6. The minor degree of hyperfragility and the decreased 
fragility after operation. 


The second finding on superficial examination often 
leads to a mistaken diagnosis of pernicious anæmia; 
the first finding may do so too unless the third is 
also considered. The increase in thickness although 
slight is, however, more pronounced than in per- 
nicious anzmia, and this with the fourth, fifth, 
and sixth findings should make the hematological 
diagnosis from pernicious anzemia clear. 

The constant reticulocytosis is of particular import- 
ance as it is usually the first feature to put one on 
one’s guard against making a diagnosis of pernicious 
anzmia. With regard to the difference in the hæma- 
tological findings of the adult and congenital types, 
there are three important facts : 

1. In the adult type, an increase in fragility to salines 
may be absent or so slight as to be only detectable by 
accurate quantitative methods. The absence of hyper- 
fragility in about 10 per cent. of the congenital type has 
been pointed out by Dawson and Gannslen,** but it seems 
however to occur more often in the adult type, especially 
if the cells are macrocytic. : 

2. The apparent microcytosis so characteristic of the 
congenital type is very commonly absent. The red cells 
in a large proportion of cases are macrocytic. 

3. As a consequence of this macrocytosis the mean 
corpuscular thickness is not increased to the extent that 
it is in the congenital type (Haden 3'02 8). 

Haden has shown that spherocytosis is a funda- 
mental feature of the congenital type of acholuric 
jaundice. Whether the thick cell is due to a congenital 
defect in the erythron, to an alteration in salt content 
or other substances which alter the osmotic pressure 
within the red cell thus attracting water and balloon- 
ing the cell, or whether it is due to a nutritional 
defect has yet to be determined. Haden?’ has 
further suggested that the hyperfragility in saline 
solutions probably depends on this globular shape. 
Investigations on animal cells (goat and cat) have 
shown that the degree of fragility is directly pro- 
portional to the thickness. The absence or very 
slight fragility found in the adult type as contrasted 
with the hyperfragility of the congenital type is 
undoubtedly due to the comparatively slight increase 
in thickness of the red cells. 

While this increased fragility to saline in vitro 
may depend to a large extent on the shape of the 
cells, there is probably another factor present in 
patients with acholuric jaundice which induces 
increased hemolysis. This must be the preponderat- 
ing factor in the adult type because the fragility is 
relatively normal. 

Dawson * and Witts 18 previously have noted that 
there was clinical evidence of active hemolysis of 
transfused cells. We found in Case 1 that after a 
large quantity of blood (6320 c.cm.) had been trans- 
fused there was a considerable discrepancy between 
the calculated theoretical and actual hemoglobin 
level at the end of the drip transfusion—a difference 
of 25 per cent.—accompanied by an increase in the 
bilirubin content of the blood. That this was not 
due to alteration in total blood volume is shown by 
the difference not occurring in large numbers of 
transfusions in patients with other diseases. It has 
also been confirmed by direct estimations of blood 
volumes. In this case there was also a continuation 
of blood destruction (from 90-62 per cent. hæmoglo bin) 
in the three days before splenectomy, but this ceased 
immediately after operation. 


OTHER CASES RECORDED 


In a brief search we have found similar cases 
recorded usually under the heading of “ macrocytic 


hemolytic anzmia.” Most of these have been 
reviewed by Lovibond, 2 who records another example 
which very closely resembles our first two patients, 
apart from the age of onset, which was in early adult 
life. The fragility was normal except on one occa- 
sion, but these determinations were not done by the 
quantitative method and so slight hyperfragility 
cannot be excluded. The failure of response of 
Lovibond’s patient to splenectomy may be accounted 
for by the low pre-operative blood level. A strepto- 
coccal infection of the wound was a serious complica- 
tion and probably contributed to the fatal issue. 
The cases reported by Davidson 11 (7, 8, 9) appear 
to us to belong to the same group as Cases 1 and 2. 


SUMMARY AND CONCLUSIONS 


1, Three cases of adult acholuric jaundice of a 
macrocytic type are reported. 

2. In the clinical and hematological discussion on 
these cases we have emphasised the importance of 
complete hematological investigations, including 
volume estimations in any anemia of obscure origin 
and have shortly described the methods. 

3. With the more complete blood picture given 
by these investigations the diagnosis from pernicious 
anæmia, to which acholuric jaundice bears a strong 
ote ee resemblance, may the more easily be 
made. 

4. The adult type of acholuric jaundice differs 
from the congenital type in that the fragility is less 
increased or absent, and the cells are often macro- 
cytic and only slightly increased in thickness. 

5. The treatment of acholuric jaundice in the 
middle aged by splenectomy, often described as 
unsatisfactory, is more effective if adequate pre- 
operative preparation of the patient is carried out 
by transfusing with sufficient amounts of blood. 


We should like to thank Dr. Young, Dr. Lakin 
and Dr. Ward for permission to record these 
cases. We have used records obtained in the Bland- 
Sutton Institute of Pathology and the Courtauld Institute 
of Biochemistry, and have included these with the kind 


permission of Prof. J. McIntosh and Prof. E. C. Dodds. 
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NEw GLASdow HoOsPTTAL. -A new Scottish homao- 
pathic hospital is to be erected in Glasgow at a cost of 
nearly £250,000. It will contain 100 beds, and the 
design allows for the accommodation to be doubled with 
no disturbance to the original building. 
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‘LARGE DUODENAL DIVERTICULUM _ 
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AN unmarried woman, aged 65, was referred to 
me by Dr. J. J. Coulthard on March 16th of this 
year. She stated that she was in perfect health 
until November, 1935, when she began to have 
attacks. of severe pain in the right hypochondrium 
passing through to the back. i 


The pain was like a very bad stitch and lasted from a 


short. time to over an hour. It was worse when lying 
on the right side and often came on at 1 or 2 o’clock in the 
morning. Though having no time-relation to food, it 
was relieved by the diet of two-hourly feeds of Benger’s 
food and milk which she took for two weeks before being 
radiographed, and it was definitely made worse by solid 
food. There was no nausea, no sickness, no flatulence 
and the bowels were regular. The patient looked ill, 
was losing weight, and was tender in the right hypo- 

2 po c chondrium. 


other physical 
signs; rectal 
examination 
was negative 
and the urine 
was normal. 
The patient 
> had been 
radiographed 
by Dr. W. C. 
Long of Tun- 
bridge 
who reported 


of a large 
diverticulum 
of the second 
part of the 
duodenum 
— me (see Figuro). 
: lateral) showing the diver- aus the 
Radiogram II.). St. — Arr h 4 = Antrum. 17 = Rap E 
P- pylorus. D: and Dn = first and second 2 
parts of duodenum. was in the 
i head of the 


pancreas, it would not be covered completely with 
peritoneum and I was afraid that excision might be 
followed by a duodenal or pancreatic leak. However, 
the patient was losing so much ground that Dr. Coulthard 
urged that the operation should be done. l 
Operation.—On March 23rd, 1936, I performed a right 
paramedian laparotomy under avertin and gas-and- 
oxygen, given by Dr. Douglas Belfrage. The diverticulum 
could be seen and felt in the head of the pancreas in the 
position shown in Fig. 24 of Spriggs and Marxer’s account ! 
of diverticula. It differed from the one there illustrated 
in that it was larger, was lying in the head of the pancreas, 
covered by pancreatic tissue. The peritoneum was not 
thickened and there was no stellate scarring producing the 
whitish thickened areas shown in Fig. 24. After all the 
other abdominal organs had been examined and found 
healthy, the peritoneum and thin layer of pancreas over 
the diverticulum was incised. The diverticulum 
immediately presented itself as a tense rounded swelling 


and was easily dissected out with very little hemorrhage. | 


It was not more than i / Sth to 1/16th of an inch in thickness 
and measured 3 by 3in. The mucous lining was not 
inflamed and not ulcerated. The diverticulum was larger 
than Dr. Long expected from his radiological examination. 
I think this was because the diverticulum was under 
such a degree of tension in the head of the pancreas that 


Ar. Briggs. E. T. and Marxer, O. A.: Quart. Jour. Med., 1926, 
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when this tension was relieved it became more distended. 
This explanation is supported by the. way in which it 
bulged through the incision in the pancreas. The opening 
into the duodenum measured 1 by 1} in. and was situated 
Just in front of the ampulle of Vater. ‘The common bile- 
duct, the pancreatic duct, and the main vessels were 
separated from the diverticulum by a thin. layer of pan- 
creatic tissue which was not disturbed during the operation. 
The diverticulum was excised and found to contain only 
a small quantity of yellow fluid, so that the tension must 
have been due to gaseous and not fluid pressure. The 
gaping hole in the duodenum was sutured longitudinally 
with two layers of No: 00 chromic catgut. As was fore- 
seen before operation, the edges of the: duodenum. had 


no peritoneal covering. The thin layer of pancreatic 


tissue and peritoneum incised to expose the diverticulum 
was sutured and covered with an omental graft. The 
wound was closed in layers with a rubber drainage-tube 
down to the omental graft and another under the skin. 


Progress.—The general condition of the patient after 


the operation was good but on the fourth day there was a 
heavy infection of the urine with coliform bacilli and 
yellow fluid escaped through the tube. There was no 
escape of biliary fluid from the wound and no glycosuria. 
The wound was dressed with allantoin and white vaseline 
to check the slight pancreatic digestion of the skin around 
the drainage-tube. The track formed by the drainage- 
tube healed in two weeks. The patient made a good 


recovery, and is now free from symptoms, putting on 


weight on an ordinary diet; the urine is normal. 


As I could not find any record of an excision of a 
diverticulum from the head of the pancreas, I wrote 
to Sir Edmund Spriggs who says. that. he knows 
of one that was excised with complete success three 
or four years ago. This operation is, however, 


uncommon as most duodenal diverticula’ do not 


cause symptoms, though a few do. On the other 
hand, Dr. Long thinks that they usually do give rise 
to symptoms and says he has examined radio- 
graphically four examples of this condition. In 


one patient he found two duodenal diverticula in ‘the 


pancreas of a patient sent up for radiographic 
examination for some other condition, and he thought 


her symptoms were definitely referable to the 


diverticula. l DET 
I record this case not merely as an example of the 
successful excision of a diverticulum in the pancreas, 
for luckily such operations are needed but rarely, 
but also to point out the risk of a duodenal or 
pancreatic leak after operation. The slight pan- 
ereatic leak gave cause for anxiety in this instance. 
It was lucky that there was no duodenal leak, for this 
would have been a more serious complication. ` 
The diverticulum was congenital in origin and 
yet it did not give rise to symptoms until the patient 
was 65. It must have increased in size gradually 
from presssure until it was large enough when 
distended to produce pain directly by tension’ and 
by the consequent pressure on the pancreatic and 
biliary ducts. 3 | | | 


SEROUS CYST OF THE BREAST — 
ITS CURE BY INJECTION N 


By F. C. Pysus, M. S. Durh., F. R. C. S. Eng. 


SURGEON, ROYAL VICTORIA INFIRMARY, NEWOASTLE-UPON-TYNE 


It has been the custom to excise, with some 
surrounding tissue, the single serous cyst of the breast. 
Three cases are recorded to show that they can be 
cured readily and painlessly by injection. 

Case 1.—Miss A, aged 43, had a single cyst removed 
from the left breast in 1925. In 1930 she was seen again 
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with gall-stones and a cyst was excised from the right 
breast. In September, 1934, she was again seen with a 
further cyst in the left breast, the right having remained 
normal. She was not anxious for further operation 
and agreed to make a trial of injection. She was admitted 
to hospital as a precaution and 25 c.cm. of serous fluid 
was aspirated from a cyst in the lower part of the left 
breast; 2 c. om. of quinine and urethane was then injected. 
There was no pain at the time and next day there was 
no reaction. Three months later there was no sign of 
the cyst or any thickening. In September, 1936, two 
years after, no sign of any cyst or thickening can be 
found. 


CASE 2.—Mrs. B, aged 38, was seen in December, 1934. 
Three years before she had had a pain in the left breast 
and occasional aching, worse at the menstrual periods. 
The breasts were normal in size, but there was a visible 
lump in the upper half of the left. Fluctuation denoted 
its cystic nature. The success apparent in Case 1 three 
months after injection encouraged a further trial of the 
method. The absence of any pain and reaction in the 
previous case suggested that admission to hospital was 
unnecessary. In December, 1935, 3 oz. of slightly turbid 
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fluid was aspirated from the cyst and 3c.cm. of quinine 
and urethane was injected. Three weeks later the 
patient stated that she had had no pain or discomfort and 
there was no sign of the cyst or any residual thickening, 
In September, 1936, a year and nine months after injection, 
a critical scrutiny of the breast fails to discover any sign 
of present or past lesion. 


CasE 3.—Mrs. C, aged 49, in December, 1935, felt some 
stiffness about the left breast and noticed a lump about the 
size of a hen’s egg. Examination showed normal breasts 
except for a cyst on the inner aspect of the left. In March, 
1936, 30 c. om. of slightly turbid fluid was aspirated from 
the cyst and 3 c. em. of quinine and urethane injected. 
The following day there was a slight reaction locally, 
but no pain. In September, 1936, six months after 
treatment, the breasts are normal and it is impossible 
to detect where the cyst has been. 


It has always seemed to me unduly radical to 
excise these smooth-walled cysts, and the three 
cases recorded here show that a less radical treat- 
ment, involving no risk, pain, or invalidity, suffices 
to cure them. 


MEDICAL SOCIETIES 


ROYAL MEDICO-CHIRURGICAL SOCIETY 
OF GLASGOW 


AT a meeting of this society on Oct. 2nd Dr. J. W. S. 
Blacklock and Dr. Stanley Graham opened a dis- 
cussion on 

Acute Diarrhea in Infancy 


Dr. BLACKLOCK in summarising the results of an 
investigation made with Dr. K. J. Guthrie, said that 
the two main causes of acute diarrhœa in infants 
were gastro-enteritis and dysenterio ileo-colitis. Of 
the former the primary type was more severe than 
that which was secondary to some focal or diffuse 
inflammatory condition. No specific ætiological 
factor was discovered in primary gastro-enteritis, 
though he regarded as significant the high incidence 
of coliform organisms found in this disease in the 
upper coils of small bowel, which are normally sterile. 
Improper feeding, leading to imperfect or absent 
gastric secretion, with resulting loss of the normal 
acidity, was thought to favour the occurrence of 
coliform bacilli in the small bowel, and their presence 
in this situation was possibly the cause of the pro- 
found toxemia often associated with gastro-enteritis. 
Post-mortem lesions in the bowel were sometimes 
very slight considering the severity of the illness ; 
in the liver various degrees of damage, amounting 
at times to focal necrosis, were observed. In the 
cases of ileo-colitis only Flexner and Sonne strains 
were isolated from the fæces, the former type of 
infection being on the whole of greater clinical severity. 
Difficulty was experienced in isolating the specific 
organism from the stools except in the early stages 
of the disease, though at times dysentery bacilli 
were recovered from the bowel mucosa at autopsy. 
Various types of inflammatory change were found in 
the lower bowel—e.g., acute catarrh, membranous or 
ulcerative colitis, often associated with lymph- 
‘ adenitis. Lastly, the typhoid-paratyphoid group of 
infections might run a mild atypical course in 
infanoy, with consequent danger of being overlooked, 
and it was therefore important that an early bacterio- 
logical diagnosis should be made. 

Dr. GRAHAM said that the summer peak of infantile 


mortality due to diarrhea was now replaced by a 
winter peak due to respiratory infections. Neverthe- 


less, in Scotland some 600 infants under twelve 
months of age died last year of diarrheal diseases, 
mainly gastro-enteritis and ileo-colitis. The latter 
was now recognised as an infection due to a dysentery 
bacillus, and gave a characteristic clinical picture 
with blood, mucus, and pus in the stools. It was 
endemic throughout the child population in the same 
Way as meningococcal meningitis, and from the 
records of the admissions to hospital it seemed to be 
on the increase. About gastro-enteritis and especially 
its stiology there was still considerable difference 
of opinion. In reviewing the evidence in favour of 


infection rather than a dietetic error, it appeared that 


infection was the more likely, although the nature 
of the infecting agent was so far unknown. On the 
other hand, dietetic errors had often to be considered 
as contributory. The mortality from ileo-colitis was 
much less than from gastro-enteritis, partly because 
gastro-enteritis occurred in a younger age-group 
than ileo-colitis. One other important factor in- 
fluencing mortality was the state of nutrition. Gastro- 
enteritis commonly developed in marasmio infants 
and was very often a terminal event. Infants under 
70 per cent. of their expected weight showed a mor- 
tality of 65 per cent., whereas in those up to weight 
for their age the mortality was 28-5 per cent. Gastro- 
enteritis seldom occurred in breast-fed infants and 
rarely in infants up to weight for their age and 
living under reasonably good hygienic conditions. 
Stress must therefore be laid on these factors in th 

prevention of the condition. l 


MIDLAND MENTAL PATHOLOGICAL SOCIETY 


TEIS society held its fifth general meeting in the Univer- 
sity of Birmingham on Oct. Ist. Mr. F. A. R. Stammers 
gave an address on intracranial surgery, illustrated by 
cases which showed, among other things, his method 
of rib grafting into large skull deficiencies. Emphasising 
the importance of early diagnosis, he remarked upon the 
uselessness of waiting for the classical signs of brain 
tumour (vomiting, headache, and papilledema), which 
really indicated impending death. Sir Gilbert Barling 
described some of his own pioneer experiences in brain 
surgery. He showed a large brain tumour successfully 
removed over 40 years ago, and a tumour containing pieces 
of shrapnel which even after three years were surrounded 
by beads of pus; he also demonstrated a case he had 
successfully operated upon for brain tumour 26 years 
previously. 
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REVIEWS AND NOTICES OF BOOKS ° 


Principles of Bacteriology and Immunity 
Second edition. By W. W. C. Torrey, M. A., 
M. D., M. Sc., F. R. C. P., F. R. S., Professor of Bac- 
teriology and Immunology, University of London; 
Director of the Division of Immunology, London 
School of Hygiene and Tropical Medicine; and 
G. S. WILSON, M.D., F. R. C. P., D.P.H., Professor 
of Bacteriology as applied to Hygiene, University 
of London, London School of Hygiene and Tropical 
Medicine. London: Edward Arnold and Co. 
1936. Pp. 1645. 50s. 


Ir is only some half-dozen years since the first 
edition of Topley and Wilson’s book was published, 
and during this short period it has already become 
a classic. Of works on bacteriology there are plenty, 
many of them in their way good, though many are too 
nebulous and complicated for the elementary student 
and not sufficiently complete for the expert. Topley 
and Wilson ” is definitely a book for the advanced 
student, and as such is unrivalled by any other one- 
volume work. The new edition has been thoroughly 
revised and accounts are given of important new 
researches, including those published only during 
the last few months. It is rare to find the functions 
of a reference book and a text-book so admirably 
combined, and even the elementary student of 
bacteriology, provided his interest is sincere, will 
find the book invaluable, but he should take it in 
graded doses. Apart from the wealth of accurate 
and detailed facts which make up the bulk of the 
volume, there are a number of sections, notably 


those on the measurement of immunity reactions. 


and on herd immunity, which are in themselves 
inspiring contributions to scientific method. The 
sections devoted to the systematic description of 
_ bacteria are of high quality and the authors must 
already have reaped reward for the care bestowed 
on them, in the gratifying knowledge that their work 
has become a standard of frequent reference through- 
out the world. The part devoted to infection and 
resistance, most of the substance of which has been 
separately published by Prof. Topley in his ‘‘ Outline 
of Immunity,” is an original presentation of the 
subject, and shows its author to be not only an out- 
standing immunological thinker but also an educa- 
tionist of insight. The work as a whole is compre- 
hensive in scope, containing full accounts of animal 
infections, filtrable viruses, and the bacteriology of 
milk, water, and sewage. It even includes an excellent 
chapter summarising the outstanding facts of soil 
bacteriology. It is always clear even when difficult 
and controversial matters are under discussion, and 
the reader may be assured that he will always find 
accurate facts, a most judicious summing-up of 
controversies, and an unequivocal statement of the 
authors’ own opinions. Another feature which calls 
for praise is the literary and editorial care which 
has been expended upon the work. No doubt in a 
book of the size minor errors must occur, even in a 
second edition, but if they are present in this one 
it will need an eagle eye to detect them. 


Syphilis and Yaws 


Syphilis sive morbus humanus. By CHARLES S. 

Butter, M.D., LL. D., Rear Admiral (M.C.) U.S. 

Navy. Brooklyn, N.Y. 1936. Pp. 137. 

THE purpose of this book, so the author tells us, 
is threefold: (1) to give popular instruction on 
venereal diseases, (2) to disprove the theory that 


syphilis was introduced into the Old World from 
America, and (3) to show that yaws is in fact syphilis. 
To secure the first object, slang expressions and 
ungraceful words are used, mainly, it appears, 
because Fracastoro, who tried the polished method 
in 1530” failed to get his message across to the 
people. The greater part of the book is, however, 
devoted to building up a case for the unity of yaws 
and syphilis, and practically all the remainder to 
an attempt to show that syphilis was known in the 
Old World long before the discovery of America. 
There are some terrifying photographs of facial 
disfigurement, doubtless inserted to reinforce the 
popular appeal of the book, but the author's conten- 
tions are for the most part too technical to be readily 
followed by the non-medical reader. The book is 
not likely to achieve the first of its three aims, and 
it is doubtful whether the evidence brought forward 
to secure the second and third will be accepted as 
conclusive by instructed readers. 


Nature Hits Back 


By MacpHERSON LAWRIE, M. B., Physician in 
Psychological Medicine to Queen Mary’s Hospital 
for the East End, London. London: Methuen 
and Co., Ltd. 1936. Pp. 180. 5s. 


THAT the fault, dear Brutus, is not in our stars 
but in ourselves, that we are underlings is the 
argument of this very sensible book. Dr. Lawrie 
contends, and many will agree with him, that it is 
not the gross disease of hospitals which represents 
the real tragedy of human illness; this is to be found 
rather in the house or the street in the form of nervous- 
ness, despondency, and lassitude, which spoil more 
lives, wreck more homes, and create more poverty 
than grave disorder.“ It is refreshing to meet a 
psychologist who admits the limitations of psycho- 
logy. If we are to cease being underlings, we must, 
he thinks, cast out unreasonable fear which breeds 
lethargy and despondency. No doubt heredity and 
organic disease play some part in the production of 
these disordered mental states but, according to 
Dr. Lawrie, it is modern environment which, by 
producing a state of nerve exhaustion, is the arch- 
enemy of human health, happiness, and freedom. 
Writing of nutrition as a factor in environment, he 
complains that nowadays not only do we overeat, 
especially of meat and sugar, but also that we eat a 
great deal of rubbish as a result of which we must 
have recourse to the chemist, the dentist, and the 
doctor. There is the inevitable chapter on the endo- 
crine glands and an interesting one on sex. Birth 
control has removed the danger, the risk, and the 
adventure of promiscuous love, and rid it of its 
fascination. The age is rapidly becoming sexless.” 
These are rash words indeed when the sale of condoms 
in America last year realised 317 millions. In the 
excellent chapter on children, the author steers a 
middle course between the heurists and the heavy 
fathers. Provided that the child is healthy, child 
psychology is comparatively simple; it is only when 
over-sensitivity is established as a result of broken 
sleep, indigestion, fatigue, and eyestrain that child 
psychology becomes almost impossibly difficult. 
A return to more rational nutrition which would 
eliminate dental caries, the conquest of pretence, 
and the liberation of affection are the remedies 
proposed for these insidious and widespread, though 
sub-clinical, diseases of the street. 
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Variations and Diseases of the Teeth of 
Animals 
By Sir FRANK COLYER, K.B.E., LL.D., F.R.C.S. 
London: John Bale, Sons and Danielsson, Ltd. 
1936. Pp. 750. 42s. 
Sir Frank Colyer is the honorary curator of the 


odontological section of the Royal College of Surgeons- 


Museum and has devoted much labour to its develop- 
ment; now he has placed those interested in problems 
of comparative odontology further in his debt by 
the publication of this work, which really is not one 
book but two. The first and longest part is anatomical. 
Variations in number, shape, and position in the 
different orders of mammalia are here discussed and 


illustrated. Not only have the resources of his own ` 


museum been ransacked, but he has visited many 
museums in other parts of the world, and the result 
is a work of the same order as Bateson's Material 
for the Study of Variation.“ The second part is 
devoted to the comparative pathology of diseases 
of the teeth. Here the appeal is to those interested 
in pathology rather than to the zoologist. The 
chapters on caries and parodontal disease in animals 
are of special interest. Sir Frank concludes from 
the evidence he has accumulated that food stagnation 
rather than the structure of the teeth is the chief 
predisposing factor in the production of caries in 
animals. This. of course does not exclude the 
importance of structural factors in dental caries in 
man. The last chapter on odontomes in animals is 
one of the most interesting. Sir John Bland-Sutton 
was the first to place on record the occurrence of 
odontomes in animals, His classification still remains 
in essentials unchallenged and Sir Frank Colyer’s 
work on these fascinating tumours is worthy of being 
placed alongside that of Bland-Sutton. 

The book contains a wealth of material skilfully 
set out and is beautifully produced ; the illustrations 
number over a thousand. The price can hardly bear 
any commercial relation to the cost of production. 


The Patient and the Weather 
By WILLIAM F. PETERSEN, M.D., and MARGARET E. 
MILLIKEN, S. M. Vol. I., Part 2. Autonomic Integra- 
tion. Michigan: Edwards Bros., Inc. 1936. Pp. 781. 
THE second part of the first volume of this volu- 
minous work has reached us. The first part of the 
first volume and the second and third volumes have 
already been reviewed and the inevitable delay in pro- 
ducing the conclusion of the first volume is explained. 
We are not certain now whether we have the whole 
work, but enough has been published to show that 
Dr. Petersen, with whom Dr. Margaret E. Milliken 
is now associated, is producing a remarkable book 
of reference. In this volume recourse is again had 
to lithoprinting by which it is estimated that a con- 
siderable saving of expense is brought about. For 
library purposes there will be a little inconvenience 
in the fact that Vol. I. of Part 1 was produced in the 
ordinary manner. Per 
We have here a graphic survey of disease distri- 
bution in America from which Dr. Petersen feels 
justified in drawing the inference that meteorological 
environment has much to do with the reactions of 
the human organism as they find clinical expression 
in various diseases. The longer part of the volume 
discusses in detail cases illustrating the reactions of 
the subject to atmospheric environment ; these 
chapters are followed by a study of the bacterial 
carrier in relation to typhoid and the flora of the 
throat. The varying influence of climate on male 
and female adults and on children is represented 


with a wealth of charts and graphs, and the book 
closes with a chapter entitled the Human Organism 
as a Cosmic Resonator, wherein the reactions of proto- 
plasm are predicated on adaptability to environment. 
The reflections in this chapter are supported by a 
wealth of references. The book is enormous and its 
closely printed pages contain illustrations, tables, 
and charts, while most of the chapters are followed 
by columns of references. 


Elements of Psychology 


By KNIGHT Dunar, Professor of Psychology in 
the University of California. London: Henry 
Kimpton. 1936. Pp. 499. 128. 6d. 


Prof. Dunlap’s new edition records psychological 
experiments and speculations since the publication: 
of his Elements in 1932. The book is designed 
for students and is a sound exposition of the 
fundamentals of psychology seen through the eyes 
of one who starts with the nervous system and 
does not roam far into metaphysical realms. The 
author rejects many of the current views on instincts 
and also the traditional doctrine of imagery and its 
part in mental growth. For medical men the final 
chapters are of interest, inasmuch as Prof. Dunlap 
summarily dismisses the psycho-analytic contribu- 
tions to our understanding of the human mind. 
His criticisms do not appear to be those of one 
with a first-hand knowledge:of either the theory or 
practice of psychopathology and psychotherapy. 


NEW INVENTIONS 


A NEW STAND FOR A GAS-AND-OXYGEN 
APPARATUS 

THis stand is suitable for the McKesson and the 
Boyle, and works equally well as an oxygen stand 
where minimum space is necessary. The stand is 
supported upon four rubber-tyred castors which them- 
selves rotate on ball bearings. These castors are 
supported at the ends of metal arms, which are 
hinged at their proximal ends to the stand. The 
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metal arms are so arranged that on moving one 
outwards the remaining three move into position 
similarly. This is effected by means of a central 
sun wheel around which are four planet wheels, to 
which are connected the proximal ends of the arms 
bearing the castors. By this means a stable support 
is provided which runs easily and will not tip over, 
and yet when not in use folds into very small dimen- 
sions. The actual size of the stand when open is 
12 in. by 12 in., and when closed is 8 in. by 8 in., 
and will pack into a space of 8 in. by 8 in. The base 
is so made as to be interchangeable with any standard 
Boyle or McKesson stand. 

The stand was made for me by Messrs. A. Charles 
King Ltd., 34, Devonshire-street, London, W. I. 


FRANEIS Evans, M. B. Lond., D. A. Eng. 
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NEWLY APPROVED REMEDIES 


TWENTY-NINE new substances have been 
admitted to the British Pharmacopeeia 1932 in 
the addendum of which copies are now available 
for inspection. These new substances are of great 
interest, although the Commission have found it 
necessary to exclude, on account of proprietary 
monopolies or restrictions, certain other drugs 
which might well have been included. Among 
the substances described for the first time are two 
pentavalent organic arsenicals, tryparsamide and 
acetarsol, of which the latter can be given by 
mouth in doses of 1 to 4 grains; it has been used 
under the name Stovarsol in the prophylaxis and 
early treatment of syphilis and in the treatment of 
amoebic dysentery. Ergometrine, the recently 
isolated principle to which the action of liquid 
extract of ergot is mainly due, gets a place in the 
addendum, as well as histamine acid phosphate, 
which is used to stimulate the secretion of hydro- 
chloric acid in the fractional test-meal. An 
organic mercurial diuretic is introduced under the 
name mersalyl and a radio-opaque oil for diagnostic 
radiology is called iodised oil. Chiniofon is an 
iodine substituted hydroxyquinoline derivative 
used in the treatment of amebic dysentery. 
These last three substances are better known 
under their proprietary names, Salyrgan, Lipiodol, 
and Yatren. Other substances described for the 
first time are silver protein (argentoproteinum), 
citrated ferrous chloride, sodium thiosulphate, 
calcium gluconate, and injection of bismuth 
oxychloride. Both dry and liquid extracts of 
stramonium are included; the dose of the dry 
extract is 4 to 1 grain, but in post-encephalitic 
and similar conditions 1 to 8 grains may be given. 
The addition to the pharmacopoœia of an aqueous 
solution of iodine (Lugol’s solution) brings the 
number of official solutions of iodine up to four. 
Three vitamins are described: ascorbic acid 
(vitamin C), vitamin B, (in the form of an 
adsorbate), and calciferol (vitamin D). The solution 
of irradiated ergosterol of the B.P. 1932 is deleted 
and replaced by a solution of calciferol. Three 
new antitoxins and two new sera are added— 
namely, gas-gangrene antitoxin (cedematiens), gas 
gangrene antitoxin (vibrion septique), staphylo- 
coccus antitoxin, and antipneumococcus serum, 
Type I. and Type II. 

Ninety-three monographs of the B.P. 1932 have 
been amended. Four of these, dealing with acri- 
flavine, sterilised water, physiological solution of 
sodium chloride, and cod-liver oil have been 
completely rewritten. The new acriflavine consists 
of a mixture of about two-thirds acriflavine 
B.P. 1932 and one-third diaminoacridine dihydro- 
chloride; a new method of manufacture is 
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suggested, new tests are laid down, and a dose of 
$ to 14 grains is suggested. In the case of cod- 
liver oil the changes are important ; the antimony 
chloride test has been deleted and it is now stated 
that 1 gramme must contain not less than 600 units 
of vitamin A and not less than 55 units of anti- 
rachitic activity. Two doses are suggested, a 
prophylactic dose of 15 to 30 minims three times 
daily, and a therapeutic dose of 45 to 90 minims 
also three times daily. In the case of sterilised 
water and normal saline solution the new instruc- 
tions are admittedly a compromise between what 
is ideal from the point of view of the bacteriologist 
and what is capable of achievement under all condi- 
tions of dispensing. The remaining emendations 
in the monographs refer mainly to such details 
as alterations in the tests for purity for various 
substances, but the official dose of iron and 
ammonium citrate has been raised from 5-15 to 
20-40 grains to accord with modern practice, and 
the dose of cincophen has been reduced from 
5-20 to 5-10 grains in recognition of its potential 
danger! New methods of assay for thyroid and 
thyroxine-sodium are set out. The most important 
additions to the appendix are methods of assay 
for vitamin A (biological and spectrophotometric), 
for vitamin B, (biological), and vitamin C (two 
biological methods) ; for vitamin A it is stated that 
the biological assay is to be regarded as the decisive 
one. Biological methods of assay for the five new 
antitoxins and sera are given in full detail, a new 
method being used to express the limits of error 
in all the above biological assays. 

The preparation of the B.P. Addendum represents 
a very large amount of labour, many of the changes 
being the result of special research ; it is significant 
that no fewer than 17 papers have been published 
since 1932 describing the result of work undertaken 
at the request of the Commission. Both the 
Commission itself? and its eight subcommittees 
are to be congratulated on the production of a sup- 
plementary volume which fully maintains the high 
standard set by the British Pharmacopeia itself. 


TREATMENT OF SYPHILIS IN LATER LIFE 


THE vigorous and lengthy treatment to-day 
considered essential in cases of early syphilis is 
efficacious only if the patient receives certain 
minimum quantities of the prescribed remedies 
within a given time. Hence it is an ordeal in 
which the tolerance of even the young and healthy 
may be severely strained; and a small error of 
judgment may seriously endanger health. To 
strike a balance between safety and efficiency it 
is usually thought wise to conform to a scheme 
that has given good results in large numbers of 
cases. Though there is always a danger that 
adherence to routine methods may dangerously 
blunt one’s realisation of the patient’s individuality, 
the fact remains that a well-devised scheme of 
antisyphilitic treatment, even if followed without 


See, for example, a recent discussion by the American Medical 
Association 1 in its journal for Sept. 5th, p. 760. 

*The British Pharmacopeia Co on 1933-36 consists 
of Dr. A. P. Beddard (chairm Mr. R. R. Bennett, B.Sc., 
Prof. O. L. V. S. de Wesselow, M. D 
Mr. Percival Hartley, D.Sc. ; 

Mr. T. Tickle, B.Sc., with Dr. C. H. Hampshire (secretary). 
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intelligent watchfulness, will give excellent results 
with nine out of ten healthy young patients. In 
the elderly, on the other hand, the margin of 
safety is not nearly so great. Writing of this 
problem as it affects patients over 60, NETHERTON * 
emphasises at the same time that the physical 
condition, the stage of the disease, and the amount 
and nature of past treatment, are more important 
even than the age. 


The remedies advised depend on circumstances, 
and NETHERTON distinguishes three main groups. 
For the elderly patient who contracts early acute 
syphilis he would adopt an unmodified intensive 
course of treatment but would maintain it for a 
shorter time than usual. Its object is to make the 
patient non-infectious and to obviate the danger 
of early relapse; since expectation of life is not 
long, no attempt need be made to guard him 
from the late visceral lesions of syphilis. Treat- 
ment is continued without intermission for a year 
along the lines advocated by the Coöperative 
Clinical Group in the United States: mercury is 
not used, owing to the possibility of kidney damage, 
and evidence of impaired kidney function is taken 
to mean that the dosage of the arsenicals should 
be reduced. The second group comprises those 
cases in which there are no signs of active syphilis 
but the serological reactions are found to be 
positive. There is danger here that scarring due 
to past syphilitic lesions may be mistaken for 
evidence that the disease is active, but this error 
may usually be avoided by careful consideration 
of the history and the extent of previous treat- 
ment. If after thorough investigation no signs of 
active sypbilis can be discovered, NETHERTON 
wisely recommends that no antisyphilitic remedies 
be administered, except perhaps moderate doses 
of iodide and mercury by mouth. If latent infec 
tion is to be assumed from the persistently positive 
‘serological tests, it is nevertheless probable that 
such older patients will live out their lives without 
‘taking harm from such infection. On the other 
hand, active treatment may interfere with the 
body’s mechanism of defence and perhaps stimulate 
the activity of the causal organisms. In the 
third group the late manifestations of syphilis 
are present and the indication is usually for con- 
servative antisyphilitic therapy. Treatment must 
be preceded by a careful attempt to ascertain the 
nature and amount of the damage; and the 
therapeutic attack should be circumspect, never 
‘intensive. The object is to arrest the progress of 
the disease, and an attempt to eradicate it is 
certain to fail and quite likely to end in disaster. 
The arsenical preparations should be used sparingly 
and only after preliminary preparation, such as a 
course of injections of bismuth, associated with 
increasing doses of potassium iodide by mouth. 
If these precautions are not taken there may be 
an acute inflammatory response at the sites of 
‘infection. 

There is still much controversy over the amount 
and duration of antisyphilitic treatment tbat is 
likely to prove beneficial in arresting the progress 


1 Netherton, E. W.: Cleveland Clin. Quart., July, 1936, p. 205. 
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of the late visceral lesions of syphilis; and the 
greatest divergence of opinion is found with 
regard to the treatment of late syphilis of the heart 
and aorta—a subject discussed in an annotation 
in a recent issue. 


ISOLATION OF SCARLET FEVER 


IN a recent address? A. W. FORREST, medical 
officer of health for Leyton, remarked that we 
still employ for the mild scarlet fever of to-day the 
methods of control, notification, isolation, disin- 
fection, and supervision of contacts which were 
designed long ago to deal with the serious type of 
the disease. That these methods, expensive as 
they are, have failed to control the incidence of 
the malady in the community is manifest in the 
annual returns of the Registrar-General, and 
although J. McGararry reports 2 that in Birming- 
ham in 1935 “ patients suffering from mild scarlet 
fever were constantly refused admission to the 
city hospital in order to admit those with more 
serious infections, the public demands hospi- 
talisation as a social service. Since, so far, the 
only rational method of control of the disease, the 
active immunisation of susceptible children, has 
not been included among the prophylactic measures 
of public health authorities, except upon a limited 
scale in institutions, it is desirable to consider 
what should be the minimum period of detention 
in hospital and to what extent this period may 
be curtailed by specific therapy. 

As in every acute specific infection, length of 
detention in an isolation hospital is governed by the 
two factors of clinical fitness and infectivity, and 
it is clear that in scarlet fever, where several of 
the common complications —rhinitis, otitis media, 
and cervical adenitis—are due to local invasion 
by the causal organism and result in purulent or 
mucopurulent discharges, the two factors are closely 
interconnected. Before release, even if the general 
physical condition be satisfactory, discharges 
must have ceased or must have been proved not 
to contain the causal organism; terminal swab- 
bing of the throat in the uncomplicated case is, 
however, at present exceptional. And although for 
many years desquamation has not been regarded 
as infective it is desirable, on social grounds, that 
abundant exfoliation should not exist at the time 
of the patient’s release. Hence, any measure 
which tends to limit complications and desquama- 
tion tends, ipso facto, to make the earlier release 
of the scarlet fever patient possible. There is no 
doubt that the proper spacing of beds is one such 
measure ; overcrowded wards favour, in the long 
run, a high incidence of late complications of 
septic type, and these, in turn, enforce prolonged 
hospitalisation. Scarlet fever antitoxin, given early, 
abolishes toxæmia, extinguishes the rash, and so 
limits desquamation, but if, as is claimed, it also 
reduces the incidence of complications, or some of 
them, then clearly specific serum therapy is a 
measure of great value to patients and hospital 


1 Presidential address delivered on June 26th to the Home 
Counties Branch of the Society of M.O.H.’s. and published in 
Public Health for September, 1936. . 


t Report of the M.O.H., City of Birmingham for 1935, p. 67. 
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administrators alike. H. J. ParisH? believes 
that serum “to some extent” prevents compli- 
cations although it does not influence septic com- 
plications “once they are established.“ Of these 
complications, as J. D. RoLLESTON has remarked,* 
otitis media is the most important. The frequency 
of its occurrence in different series of cases is very 
variable and depends not only upon age-grouping 
but upon seasonal and environmental factors, 
and possibly upon the strain of the infecting 
organism. Is it a complication the incidence of 
which may be reduced by specific therapy ? 
MoGarrity records? two series of cases under 
treatment in 1935; 350 cases, in the main more 
severe on admission, were serum-treated by the 
intramuscular route. In this series the percentage 
incidence of otitis media was 7-71 as compared 
with 5-76 in a contemporaneous series of 1146 
cases not treated with serum. Late adenitis 
occurred in 14 per cent. of the serum group and 
7-85 per cent. of the non-serum group, and whereas 
relapse of disease occurred in 3-71 per cent. of 
serum cases, the figure was only 0:96 per cent. in 
the cases not so treated. A relapse rate of 1 per 
cent. may be regarded as usual in scarlet fever. 
On the other hand, Dr. H. SrANLEX Bangs, 
in THE Lancet of Sept. 5th, reported some remark- 
able successes from the early injection of scarlet 
fever antitoxin by the intravenous and intra- 
peritoneal routes. Thus, in a series of 2428 cases 
injected intravenously the incidence of otitis 
media was 1:9 per cent.; in an intraperitoneal 
group of 733 cases only 2 per cent.; in an intra- 
muscular series (282 cases), and admittedly a 
select population, it was 8-1 per cent.; and in 
1473 cases not treated with serum and regarded 
as controls it was 7-1 per cent. These figures are 
impressive but it should be noted that only com- 
plications arising after admission have been com- 
puted by Dr. Banxs. Information about the com- 
plications, especially otitis media, present on admis- 
sion would have been of value in comparing his 
series with McGarrity’s, in which all such com- 
plications are included. For this comparison it 
would be necessary to know if such cases were 
included, as seems probable, among the con- 
trols, for if allocated to the intravenous 
or intraperitoneal groups these complications 
must either have been quickly cured by serum, 
which is not claimed, or ignored for purposes of 
discharge. As the results of intravenous or intra- 
peritoneal injection Dr. Banxs found it possible 
to reduce the isolation period to about two weeks 
for adults and three weeks or less for children, 
with, it is true, some slight increase in the infecting 
case rates as compared with his other series. It 
must be observed, however, that the duration of 
isolation of scarlet fever, in the absence of terminal 
swabbing, is quite empirical. The old period was 
six weeks; McGarriry’s period, we learn, for 
both serum and non-serum cases if uncomplicated 
is 26 days. Whether treated with serum or not, 
the great majority of scarlet fever patients nowa- 
days are detained beyond the third week, not upon 


3 See THE LANCET, August 22nd, p. 433. 
* Ibid. 
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the presence or fear of complications, but because 
of their presumed infectivity; many of them no 
doubt might be released with safety within the 
shortened period adopted by Dr. BAN EKS. It is a 
question of expediency ; festina lente is a sound 
motto for the hospital administrator. Dr. BANES 
has indicated the precautions he takes to avoid 
severe reactions when large scale intravenous 
injection is undertaken ; such reactions, it appears, 
are much less likely by the intraperitoneal route. 
On the other hand, puncture of the peritoneum, 
even with a needle, is not to be lightly undertaken 
and, as our correspondence columns have suggested, 
it remains to be seen whether he will have an exten- 
sive following of those prepared to inject intra- 
venously or intraperitoneally a patient suffering 
from a disease of which the fatality rate is, in any 
case, virtually negligible, 


TREASURE TROVE 


THE coroner’s jurisdiction over treasure trove 
is nos the most exacting part of his office. The 
total of treasure trove inquests in the past four 
years is under 30. Yet, when the occasion arises, 
the duty “‘to inquire of treasure that is found, 
who were the finders and who suspected thereof 
may be an intricate matter. Questions of title 
and franchise may arise. All treasure is not treasure 
trove. It must be treasure of gold or silver, not 
of any baser metal. It must have been deposited 
in the ground, not merely laid on the surface. 
It must have been intentionally hidden, not 
casually lost or abandoned. Thus the ownerless 
guinea of 1745, found near Newbury racecourse 
a few years ago, was deemed lost property, not 
treasure trove. Most important of all, there must 
be no known owner of the articles discovered ; 
if King JoHn’s treasure, lost in the Wash, were 
found to-morrow, the Crown would claim it as the 
corporate successor of the original owner and not by 
virtue of the Royal prerogative of treasure trove. 

All these points are well explained in a 
volume lately published by Sir GEORGE HII, 
director of the British Museum. Its scholarly 
pages expound the history of rights in buried 
treasure from the dawn of civilisation down 
to the present day. The author makes the 
interesting point that, after a fashion cha- 
racteristically English, our law has quietly 
adapted itself to an entirely new purpose. The 
coroner’s jurisdiction in treasure trove was anciently 
employed to assert a King’s claim to ownerless 
articles of value; the hoards of gold and silver 
were useful for the Royal Mint. To-day, when 
there is a widespread interest in archzology, the 
law is operated as part of the machinery for con- 
servation of antiquities. If the finder reports his 
discovery promptly to the coroner, and if the 
objects are held to be treasure trove and therefore 
the property of the Crown, the finder receives the 
full market value in the event of the objects being 
retained for the Crown or a museum. If they are 
not so retained, he receives them back with full 
liberty to dispose of them as he wishes. Such is 


1 Treasure Trove in Law and Practice, from the Earliest 
Time to the Present Day. Oxford: Clarendon Press, 1936. 21s. 
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the position as declared in regulations issued by 
the British Museum with the sanction of the 
Treasury. Sir GEORG Hiri, as director of a great 
store-house of antiquities, would naturally like 
to see the coroner’s jurisdiction extended to any 
valuable object discovered in the ground; why 
should the law be limited to the precious metals 
when ancient articles of bronze or copper or ivory 
are wanted for public study and inspection ? 

If treasure trove nowadays means the acquisition 
of antiquities for the British Museum rather than 
the increase of the Crown’s bullion, it was not 
always so. In a curious case, to which Sir GEORGE 
Hi. gives a passing reference, the Crown fought 
the British Museum. Celtic gold ornaments had 
been turned up by the plough in a field near Lough 
Foyle. They were sold to a collector, exhibited 
at a meeting of the Society of Antiquaries in 
London, and purchased by the trustees of the 
British Museum. The Crown claimed them as 
treasure trove in litigation which came before 
Mr. Justice FARWELL in 1903. The trustees, 
anxious to retain their purchase, put forward a 
theory that the ornaments were not legally treasure 
trove because they must have been dropped into 
the sea as votive offerings to some marine deity. 
The level of Lough Foyle, it was suggested, had 
been changed through the centuries; the field 
where the ornaments were found was a raised 
beach ; treasure trove consisted of things deposited 
in the earth, not of things consigned to the water. 
The judge was unimpressed by this speculation. 
The time of the court, he said, had been occupied 
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with fancies better suited to the lyric genius of 
an Irish bard than to the plain prose of an English 
law reporter. The court refused to assume the 
existence of a votive offering of a sort hitherto 
unknown, in a land where such votive offerings 
were hitherto unknown, in a sea not known to 
have existed for 2000 or possibly 4000 years, to a 
sea-god by a chieftain both equally unknown. It 
preferred the common-place but natural inference 
that the articles were a hoard hidden for safety 
in a country frequently disturbed by raids. The 
Crown’s claim succeeded. Such controversies will 
not now recur. His Majesty has lately sent to 
the British Museum several interesting objects 
which have come into the possession of the Crown 
as treasure trove in the past. In reflecting upon this 
change, Sir Groras Hix raises the question 
whether the coroner is the best officer for the new 
purpose of preventing the destruction and dispersal 
of archzological discoveries which should rightly 
be housed in the national collections. A few years 
ago, it seems, suggestions were considered for 
eliminating the coroner and the police from this 
sphere of action. It was, he tells us, found impos- 
sible to interfere with the coroner’s ancient and 
honourable office, and the police were left to act 
as before. Perhaps, he adds, the coroner’s duties 
in this respect could equally well be discharged 
by justices of the peace but it may be doubted 
whether he is less efficient than they would be.” 
Such a testimonial is not exactly fulsome, but the 
coroner, having exercised this jurisdiction for over 
six centuries, may feel secure for a little longer. 


ANNOTATIONS 


CLOSED CIRCUIT ANASTHESIA 


WRITING recently in our columns! on anesthesia 
by closed method, Dr. T. A. B. Harris, anesthetist 
to Guy’s Hospital, remarked that disrepute has been 
brought upon the method by excessive emphasis 
on its economy. It is certainly economical, he said, 
but its importance lies in the exact and rational 
use that can be made of that hormone of the respira- 
tory system, carbon dioxide. During last week 
anesthetists in London were given opportunities 
of hearing Dr. Ralph M. Waters describe his 
technique for closed circuit administration of 
anesthetics with carbon-dioxide absorption and 
also of seeing him put it into practice. On 
Tuesday in the medical school of University College 
hospital Dr. Waters, who is director of the depart- 
ment of anesthetics in the University of Madison, 
gave a short lecture illustrated by lantern slides to 
explain his methods of induction. Afterwards in 
the operating theatre he gave oyclopropane by his 
closed circuit method while Mr. Gwynne Williams 
operated on two patients, one for radical cure of 
hernia and the other for removal of the gall-bladder. 
On Friday Dr. Waters gave another lecture and 
demonstration at the Royal Cancer Hospital (Free), 
and in the evening he spoke to the section of anæs- 
thetics of the Royal Society of Medicine, of which 
section he was unanimously elected an honorary 
member. The advantages he claimed for the method 
are: (1) great economy, of special moment with 


1 THE LANOET, 1935, il., 817. 


some of the new expensive agents; (2) avoidance of 
danger of explosion ; (3) the fact that the air of the 
theatre can be kept free from vapours; (4) the more 
delicate control of the patient’s respiration. The 
apparatus is suitable for any anesthetic, but is 
generally used for cyclopropane, ethylene, or nitrous 
oxide. It seems clear that careful attention must be 
paid to the details, both of apparatus and of their 
use, if success is to be expected from the employ- 
ment of CO, absorption and a closed circuit. Dr. 
Waters himself spent years of experiment and 
clinical trial before arriving at the exact dimensions 
and arrangement of the apparatus which he now 
uses and finds satisfactory. The soda-lime itself 
has only been obtained of just the necessary size of 
granule, hardness and dryness after many efforts 
by chemist and manufacturer, and much trouble has 
had to be spent in obtaining the most suitable 
dimensions and construction of the containing 
cannister. The moral of this—as was made clear— 
is that no one should introduce alterations or 
„improvements without submitting his own arrange- 
ment to the elaborate tests, chemical, physiological, 
and clinical, which Dr. Waters’s apparatus has been 
able to withstand. Blood analyses and gas analyses 
from different parts of the circuit at different phases 
of respiration are only some of these. Apart from 
the proper construction of apparatus, the other two 
requisites for success are (1) freedom of airway and 
(2) absence of leakage. Dr. Waters described a 
method of controlled respiration” by means of 
which, when surgery is likely to be facilitated thereby, 
respiratory movements can be kept completely in 
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abeyance. over considerable periods of time, without 
cyanosis, or other damage to the patient. His views 
on the addition of carbon dioxide to anzsthetic 
agents, popular just now among many anesthetists, 
are of interest; generally speaking he is directly 
opposed to this practice on the grounds that stimula- 
tion of respiration is not generally necessary and that 
the admixture of CO, can easily be overdone, in 
which case unpleasant post-anzsthetic symptoms 
may arise. Post-operative shock, he thinks, is, 
sometimes at least, due to the difficulty which the 
patient has in readjusting his metabolism to ordinary 
conditions, after its prolonged acclimatisation to 
those of the special anesthetic method to which it 
has been subjected. A series of slides gave a olear 
demonstration of the anzsthetic administration 
during the performance of a lobectomy. 


MEDICAL HELP FOR SPAIN 


THOSE who want to transmute their sympathy into 
practical help for the people of Spain have now a 
choice of methods. The first medical unit to leave 
this country was organised by the Spanish Medical 
Aid Committee and works under the direction of 
the Spanish Government at Madrid. To some of 
its subscribers it represents an attempt—the latest 
in a long tradition—to relieve distress in a foreign 
country ; to others it is primarily a means of aiding 
a Popular Front administration that is denied all 
other support from abroad. Those who regard medical 
assistance 28 a form of military help and would prefer 
it to go to the anti-government rather than the 
government forces are invited to contribute to the 
Universe Medical Aid Fund, which is in process of 
collecting medical stores for the Burgos junta. A 
third alternative beneficiary is the Scottish Ambulance 
Unit for Spain, which was the second to leave 
Great Britain and crossed the Spanish frontier on 
Sept. 25th : in the words of Sir Daniel Stevenson 
it has gone “to succour the sick and wounded in 
the civil war, irrespective altogether of politics or 
party ” ; but for the present at least its help will be 
mostly for those on the Government side of the 
lines, on which it is stationed. The British Red Cross 
Society, unlike the English and Scottish committees, 
does not propose to send any personnel to Spain, but a 
letter to the press from Sir Arthur Stanley and other 
officials of the society draws attention to the suffering 


alike of combatants and civilians and the urgent 
need for its relief. Both the Spanish Government 


and the Burgos junta, they announce, have agreed 
to respect the Geneva Convention and accept the 
assistance of foreign Red Cross societies, and repre- 
sentatives of the International Red Cross Committee 
have gone to Barcelona, Madrid, Burgos, and Seville 
to establish relief services. The British Society 
appeal for funds to further this work by providing 
medicines, dressings, and comforts ; they have already 
sent two contributions of £500 each. While it is 
hoped that donations will be sent to be used impar- 
tially by the Red Cross for both sides, and for the 
suffering civilians, subscribers can indicate, if they 
so wish, their own desire as to the use of their money.“ 
Finally the Save the Children International Union, 
of which the British Save the Children Fund is a 
member, has received pressing appeals for aid. 
Many children,” it appears, have been stranded 
in holiday camps in territory under the control of 
one of the combatants while their parents live in 
territory under the control of the other. 
these children back to their homes, or if necessary 
to transport them for a time out of Spain altogether, 
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is a task of the greatest urgency,” and as a preliminary . 
step several hundred have been evacuated to St. 
Nazaire in France. : 

In the. hope that one or more of these objects may 
commend themselves to our readers we append a 
note of the addresses to which subscriptions may be 
sent. Spanish Medical Aid Committee (treasurers, 
Vicountess Hastings, Prof. J. R. Marrack, M.D., and 


Viscount Churchill): 24, New Oxford-street, London, 


W.C.1. Universe Medical Aid Fund: Prof. F. de 
Zulueta, 37, Norham-road, Oxford. Scottish Ambulance 
Unit for Spain: Sir D. Stevenson, 5, Cleveden-road, 
Glasgow. British Red Cross Society: Sir Arthur 
Stanley, 14, Grosvenor-crescent, S.W. (cheques 
crossed Spanish Relief Fund—Coutts and Co.“). 
Save the Children Fund: 20, Gordon-square, W.C.1. 


THE INDEX-CATALOGUE . 


PUBLICATION of the Index-Catalogue of the Surgeon 
General’s Library in Washington has been resumed 
with the issue of the first volume of a fourth series.! 
In 1836 Surgeon General Joseph Lovell established 
a collection of books in his office in Washington for 
the use of the staff, and from this modest beginning 
the library developed slowly until in 1868 a great 
advance was made possible by Surgeon General 
Barnes, who allotted to the library a sum of 80,000 
dollars left over from Civil War hospital funds, and 
Surgeon John Shaw Billings began his task of build- 
ing up what was to become the largest medical 


library in the world. Billings was a remarkable 


man,? for before making his 
reputation as a librarian he 


ledged authority on hospital 
construction. He was the 
designer of the Johns Hop- 
kins Hospital, and it was 
he, as adviser to the hospital 
trust, that asked William 
“without sitting 
down, it is said, Will 
you take charge of the 
medical department of the 
hospital ? ” to which Osler, 
without a moment’s hesita- 
tion, replied, ‘“‘ Yes.” Bill- 
ings was in some degree the 
father of medical and vital 
statistics; on his advice . 
medical statistics were included in the U.S. census of 
1880. In his bibliographical work he had the assistance 
of Dr. Robert Fletcher, a native of Bristol and a man of 
scholarship equal to his own even if he did not, as 
Billings did, at school “recite lessons in Latin and 
Greek.” Even the stupendous task of the Index- 
Catalogue was taken in his stride, for Billings went 
on to the New York Public Library where he con- 
solidated three great independent libraries into a 
uniform whole. 

The Army Medical Library now contains nearly 
400,000 volumes of which all but 50,000 are bound, 
and nearly 600,000 pamphlets—in all, 952,619 pub- 
lications. The fourth series has a good deal to catch 
up, for with the exception of book titles the third 
series did not include papers published after January, 
1926. The content of this volume is strangely 


JOHN SHAW BILLINGS 
1838-1913. 


1Index-Catalngue of the Library of the Surgeon General’s 
. Army (Army Medical Library). Authors and 
eries. Volume I. on-Azzi 
Washington: Government Printing Office. 1936. 
3 The portrait is taken from Garrison’s Introduction to the 
History of Medicine. W. B. Saunders Co., Ltd. 
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different from that of the first volume which reached 
us 41 years ago. The heading Allergy which did 
not then appear now covers 33 pages, Anzmia has 
grown from 24 to 35 pages, and Anesthesia from 
12 to 47 pages. To meet the inevitable mcrease in 
the number of references space has been economised 
in the new series by various means. Volume numbers 
in references now appear in Arabic instead of Roman 
numerals, and abbreviations have been shortened in 
accordance with international usage. 
theses, and repetitions have been avoided when 
practicable, while titles and subtitles at the heads 
of columns have been omitted when the same title 
is shown at the top of the page. Thinner but tougher 
paper has been used so that the new volume though 
containing 900 pages is no thicker than the 450 page 
volume of the third series. 

The surgeon general exercises his own discretion 
as to what shall and shall not appear in the Index- 
Catalogue. It is not, as was the Index Medicus, a 
complete index to medical literature. Those who 
require references to all the publications of what- 
ever value on a particular subject in which they are 
interested must still refer to the Index Medicus, now 
known as the Quarterly Cumulative Index Medicus 
and published at Chicago from the headquarters of 
the American Medical Association. It is fitting that 
this centennial year of the foundation of the Surgeon 
General’s library should be marked by the reissue of 
this well-tried and trustworthy guide in the wilder- 
ness of medical literature. We have used it exten- 
sively for many years and are in hearty agreement 
with Virchow and Welch who described the cata- 
logue as America’s greatest contribution to medicine. 
This volume is in the nature of a gift; although it 
cost 33 dollars to produce it is sold at 2 dollars 50. 


EUTHANASIA AGAIN 


Many of the essays recently collected by Dr. Harry 
Roberts and published under the title Euthanasia 
and Other Aspects of Life and Death 1 have already 
appeared elsewhere; and only a small fraction of 
the book deals with euthanasia. The rest covers 
such widely separate subjects as love and sex, crime 
and punishment, mind and reason, education and the 
child, and the sterilisation of the ineffective. One 
of many good points made with regard to euthanasia 
is that a condition which is painful to watch 
is often not at all painful to experience. The onlooker 
may think it would be a mercy to put the patient 
out of his misery,” although he is in reality in a state 
of doped contentment. Dr. Roberts has no difficulty 
in pointing out objections to organised euthanasia 
as at present advocated, but beyond recommending 
that suicide should be legally permitted he is chary 
of making proposals for reform. It was once said of 
Lord Balfour that his speeches showed him to be a 
protectionist, a free trader, neither and both; and 
the author of these essays sometimes lays himself 
open to similar misunderstanding. In one passage 
he writes: The business of a doctor, as such, is 
to save life and to prolong it. It is not for him to 
say whether this or that life is desirable; nor is it 
the doctor’s business to do what he is asked, even to 
please his patient. It is his province to study disease 
and to cure it if he can—at any rate, to relieve it. 
This is the beginning and the end of his duty.” 
Further on he writes: ‘‘ Personally, I would not 
hesitate painlessly to end the life of an acquiescent 
patient at an advanced stage of such a painful and 
incurable disorder as cancer of the larynx or 
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esophagus—regardless of convention or formal 
legality. I constantly find myself in positions 
involving both personal responsibility and personal 
risk, with nothing but my own code and scale of 
values to guide me. When my sympathy outweighs 
my fear of, and my respect for, the law, I obey the 
orders of the former.” It is difficult to escape the 
suspicion that Dr. Roberts has been quite sure he 
wanted to be on the side of the angels, but has not 
been quite sure on which side they were to be found. 
Has he, perhaps, found them on both sides ? 


PLAGUE VACCINES 


On August 22nd we drew attention to the use in 
Madagascar of living cultures of attenuated plague 
bacilli as a prophylactic vaccine, and referred to 
similar work in Java. A more complete account! 
of Otten’s researches at Bandoeng is now available 
and indicates that the experiments in Java and in 
Madagascar were being carried out at the same 
time and that original publication by Otten preceded 
announcement of Girard and Robic’s work by three 
months in 1934. The report, besides giving an his- 
torical account of the attempts to use a living plague 
vaccine, deals largely with laboratory experiments, 
while a section is also devoted to discussion of the 
difficulties of carrying out and assessing the value 
of a vaccination campaign against plague. Theimport- 
ance of selecting the wild rat (Rattus rattus diardi) 
and guinea-pig as experimental animals is explained 
and emphasis is laid on the technique necessary to 
ensure a reliable infecting dose as test of immunisa- 
tion. While wild rats can stand without ill effect 
the injection of live growth from 1 or even 2 agar 
cultures of the attenuated plague culture ‘‘ Tjiwidej,” 
the same dose killed at 60° C. may be lethal to 35 per 
cent. of the animals within 48 hours through toxic 
action. Similarly Girard,? in the preparation of 
therapeutic serum in the horse, has found that live 
culture of the attenuated Madagascar strain E. V.“ 
must be injected without delay in order to avoid 
damage from toxin liberated through autolysis. 
Otten believes that immunity develops gradually ; 
about half the animals were found to be immune 
a week after a single dose of living vaccine, and 
90 per cent. by the end of a fortnight. No evidence 
of a negative phase has been found in vaccination 
of either animals or human beings. In experimental 
animals there seems to be a definite fall of immunity 
after six months. Human beings showed a reaction 
to the vaccine slight beyond expectation.” One- 
tenth and one twenty-fifth of an agar oulture are the 
doses for adults and children respectively, while 
volunteers showed no serious local or general symp- 
toms with doses up to a quarter of an agar culture. 
It is stated that the live vaccine can be stored at 
5° C. for at least four weeks, with no appreciable 
alteration in the number of viable organisms or 
in its antigenic potency. At 22°C. storage up to a 
fortnight seems possible without loss of immunising 
properties. : 

The dissociation from a virulent plague culture of 
an avirulent variant leads to difficulties and incon- 
sistency among various workers in the use of the 
terms smooth and rough.“ To Otten the 
normal virulent non-turbidity-producing culture of 
plague bacilli is smooth.“ It is to be noted that 
the degree of virulence of a culture cannot be gauged 
accurately from the characters of its growth. The 
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examination of various cultures, differing in labora- 
tory age from fifteen years to six months, showed 
that avirulent variants could be isolated from more 
than half those studied, though differences in colony 
appearance were absent in these cases. Some of 
the avirulent variants were found to be useless as 
antigens; most gave rise to quite satisfactory pro- 
tection in animals; some showed a curious inability 
to immunise rats to a degree corresponding with 
their power to immunise guinea-pigs. This is taken 
to indicate a complexity of antigenic structure which 
may be of importance in selection of strains for 
human vaccination. Various factors limit the success 
of any vaccination campaign, and it is believed that 
a reduction of mortality-rate from plague by three- 
quarters is a reasoned optimum to be expected from 
prophylactic vaccination—indicating, of course, the 
mecessity for simultaneous active measures directed 
against the rat. The activity in this direction of 
the Plague Control Service in Java can be appre- 
ciated from a statement of Grey? that between 
1914 and 1934 two million defective dwellings were 
reconstructed under supervision of the Service in 
plague-stricken villages. 

In the preliminary vaccination campaign carried 
out in Java in November, 1934, 37,435 persons were 
vaccinated alternately with 39,483 unvaccinated 
controls. D the subsequent five months the 
deaths from bubonic plague among those vaccinated 
numbered 38 (1-01 per mille) and 200 (5-05 per mille) 
among the controls. During 1935 over 2,000,000 
vaccinations, with 236,000 reyaccinations, were 
carried out. In 24 well-vaccinated districts there 
were 1214 cases of bubonic plague developing more 
than seven days after vaccination. There were 
739 among those vaccinated, who formed about 
‘90 per cent. of the population, while the unvaccinated 
10 per cent. provided 475 cases. This can be calcu- 
dated to show a reduction of mortality to 17 per cent. 


THE COLLECTED WRITINGS OF ALFRED HESS 


No more fitting memorial to a life of exceptional 
energy and productivity could have begn found than 
the publication of two volumes 4 which make readily 
available the 227 articles which Alfred Hess wrote 
between 1905 and 1933, the year of his death. A 
biographical memoir of the author is contributed 
by Dr. Abraham Flexner. In it is quoted one of 
Hess’s dicta, ‘“‘Success comes perhaps too late but 
always lasts too long. Men live on their reputation.”’ 
To few successful men was this less applicable than 
to Hess himself. His writings, which are arranged 
here chronologically, show an increasing depth and 
maturity, whilst the last year of his life was actually 
one of the most productive. The medical reader will 
be astounded at the number of subjects on which 
Hess could write with authority. As a pediatrician, 
however, it was on the nature of vitamins and the 
various aspects of deficiency disease that his interest 
‘became principally focused. Any student of these 
subjects could hardly begin better than by reading 
Hess’s papers in the order in which they appeared, 
since in this way the whole fascinating story is 
unrolled. At the time of his death, Hess was directly 
concerned with the laboratory investigation of no 
less than seven different problems of which hyper- 
vitaminosis C, the relation of ingested fats to phos- 
phorus metabolism, and the effect of ultra-violet 
light on tuberculosis in animals are examples. 


3 Grey, J.C. P.: Malayan Med. Jour., 1936, xi., 115. 
* Collecte Writings By Alfred F. Hess. Springfield, III.: 
Charles C. Thomas. 61936. In two vols. Pp. 719 and 734. 315. 


Dr. Flexner, who is singularly well able to assess the 
merit of American men of science, says of him: 
Dr. Hess was one of the few great investigators 
this country has produced, and one of the few real 
scientists in clinical medicine. That verdict will not 
be questioned by those who study his contributions 
to medical literature. 


HYPERPYREXIA FOR GONOCOCCAL 
CONJUNCTIVITIS 


OwINd to improved standards of personal hygiene 
in the adult and to prophylactic measures in the 
newly born, gonococcal infection of the conjunctiva 
is much less common in ‘this country than it was, 
but Adrian Caddy in a recent talk to a medical 
society ! stated that ophthalmia neonatorum is still 
responsible for 50 per cent. of blindness in children 
and for 8 per cent. of the total number of the blind. 
Although it seems that purulent conjunctivitis in 
babies is due in diminishing degree to the gonococcus 
—this is at all events the experience in Birmingham 2— 
Mr. Magor Cardell opening a recent discussion at the 
Ophthalmological Society of the United Kingdom was 
emphatic that for a preventable disease the incidence 
of ophthalmia in the newly born is not falling at the 
rate it is reasonable to expect. Nor does it run a 
milder course. In adults the infection is rare. 
According to Caddy only about 1 in 700 cases of 
gonorrhea develops gonococcal conjunctivitis; but 
in Eastern countries the disease is still common and 
is frequently epidemic in character. It is apt to be 
grafted on trachoma and if the eye survives the 
trachoma may be cured. The gonococcal infection 
however once established may be very destructive. 
No specific remedy has yet been discovered 
and the time-honoured method of drainage by 
frequent antiseptic irrigations still forms the 
routine treatment. In recent years the tendency has 
been to use weaker antiseptics with much more 
successful results. The details of treatment have not 
become standardised. Caddy recommends two-hourly 
washes with 1 in 10,000 solution of mercury per- 
chloride or weak boric acid, believing that the eyes 
benefit from the mechanical effect of washing rather 
than from any antiseptic quality of the solution. 
Once daily the eyelids are everted, if this is possible, 
and the conjunctival sac is painted with 2 per cent. 
solution of silver nitrate. Drainage is not impeded 
by covering or bandaging the eyes, but zinc or boric 
ointment is applied round the lids. In the adult with 
only one eye infected the other is covered When 
corneal ulceration is present atropine is instilled into 
the eye to allay inflammation and decrease the risk 
of perforation. Gonococcal vaccines are recom- 
mended by Caddy for adults but are held to be useless 
for the treatment of infants. 

The influence of induced pyrexia on the course 
of gonococcal conjunctivitis has, of course, been 
tried and success achieved by means of the 
intravenous injection of typhoid and other non- 
specific vaccines has been reported. It is said that 
this method was used effectively in the Russian army 
during the war. Later other foreign proteins were 
employed, notably the intramuscular injection of 
sterilised milk, a method applied by F. S. Mainzer“ 
to the treatment of young children. In view of these 
experiences and of the success claimed for hyper- 
pyrexia induced by physical means in the treatment 
of genital gonorrhœa and its metastatic complications, 


1 Brit. Jour. Vener. Dis., July, 1936, p. 202. 
3 THE LANOET, 1936, 1., 
* Med. Jour. and Record, 1931, Oxxxiv., 371. 


864 TEB LANCET] 


this treatment has been tried for gonococcal con- 
junctivitis. M. H. Metz‘ recently reported one 
satisfactory result in the case of a child, aged 6, 
treated in the Kettering hypertherm ; and now W. T. 
Hasler and L. Spekter ë give an account of six patients 
treated in their radiant heat cabinet. Three of these 
patients were young children and three were adults 
—the ages varying from 5 months to 35 years. The 
temperature was raised to not more than 106:7° F. 
for 12 hours at each session; every patient showed 
considerable diminution of conjunctival swelling and 
discharge after the first treatment. In four out of 
six cases gonococci could not again be found in the 
secretions. The improvement made it possible -to 
carry out the irrigation treatment with greater ease 
and comfort and in only three cases was a second 
session required. The average length of stay in 
hospital was 15-3 days, as compared with 25:2 days 
in former patients treated with irrigation alone or 
with irrigation and intravenous typhoid vaccine. 
Only one of the patients came for treatment within 
7 days after the onset of symptoms; two of them 
had severe corneal ulceration before treatment was 
begun and each of these lost an eye. 

It is disappointing not to have any report on the 
condition of the patients at a later date than that of 
their discharge from hospital—which was in every 
case less than 25 days from admission. The authors, 
while stating their belief that the benefits derived 
from hyperpyrexia therapy outweigh the risks, 
emphasise the need for careful selection of the 
patients, excluding those with ‘“‘ cardiovascular, renal, 
and liver disease, and a history of intolerance such as 
sunstroke.”’ 


TROPICAL MEDICINE AT HAMBURG 


UNDER the presidency of Prof. Peter Mühlens 
the tenth meeting of the German Society of Tropical 
Medicine was held in the Institut fir Schiffs- und 
Tropenkrankheiten, Hamburg, on Sept. 25th and 
26th. Prof. Bernhard Nocht, who bears his eighty 
years of strenuous life without a trace of mental or 
physical fatigue, was present at the meeting as 
president of honour (the street in which the institute 
stands bears his name), while among the guests were 
Dr. P. H. Manson-Bahr and Dr. G. M. Findlay. An 
account was given by Prof. G. Giemsa and Prof. 
Nauck of their recent visit to Espirito Santo in Brazil 
where, under more or less tropical conditions, Germans 
have made their homes for some generations. Other 
discussions and papers included a review of the 
end-results of malaria contracted during the war, 
the pathology and treatment of amebic and other 
protozoal forms of dysentery, and the value of 
intracutaneous tests in the diagnosis of leishmaniases. 
Perhaps the most apposite discussion, by reason of 
the importance of the subject to all those nations 
that operate long distance air lines, was on the 
subject of yellow fever and its prophylaxis. The 
discussion was opened by Dr. Findlay, who pointed 
out that in view of the high percentage of animals 
now found both in Africa and South America to have 
immune bodies to yellow fever in their bloods, the 
total eradication of the disease had become almost 
impossible. Some progress had been made towards 
immunisation against yellow fever; the injection 
of human immune serum and of yellow fever virus 
grown for a long period in tissue culture had up to 
the present given the most satisfactory results. 
Prof. Haagen (Berlin) described the pathological 
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changes produced by the virus; Dr. Kumm (Rocke- 
feller Foundation) and Prof. Nauck told of the situa- 
tion in South America; Dr. Stéfanopoulo (Pasteur 
Institute) also reported on the results of immu- 
nisation with virus and immune serum. By describ- 
ing his researches on Bacillus hepatodystrophicus 
Prof. P. Manteufel (Düsseldorf) finally disposed of 
the bacillary origin of yellow fever. 


CANCER FROM GAMMA RAYS 


WHILE the carcinogenetic properties of radium 
have been generally recognised for some years, it 
has commonly been supposed that they were attri- 
butable to the emission of alpha and beta particles 
and that the gamma rays were, in this respect, 
virtually harmless. From a case reported by Joan 
Ross? in 1932 it appeared, however, that this 
attitude might require revision: a woman with 
inoperable carcinoma of the breast was treated by 
the insertion of radium needles, one of which, con- 
taining 2 mg. of radium as sulphate, escaped from its 
moorings and eventually became embedded in the 
heart musole. It lodged in this position for three 
years, at the end of which time the patient died 
and was found, amongst other things, to have a 
malignant hæmangio-endothelioma in that part of 
the liver which was immediately subjacent to the 
needle. Metastases were observed in the lungs and 
bone-marrow. It might of course be argued that 
this pathological juxtaposition was a coincidence, 
especially as there appears to be no record of the 
development of a malignant new growth from 
prolonged exposure of the tissues to irradiation by 
adequately screened radium. Ross however now 
reports? the experimental production of malignant 
tumours in rabbits by a similar prolonged action of 
gamma rays. Platinum tubes containing 0-1 g. of 
radium were implanted in the thoracic wall with the 
object of inducing some change in the liver, and 
were left in situ. Nine of the thirteen rabbits survived 
for adequate periods of time and in six of these a 
tumour developed in the immediate neighbourhood 
of the radium tube within periods varying from 
97 to 1354 weeks. These tumours varied in mioro- 
scopical structure according to the position of the 
tube and hence the tissue of origin. Thus one was an 
osteogenic sarcoma (tube in the periosteum), two 
were spindle-celled sarcomata (tube in connective 
tissue), one was a myxomatous sarcoma (tube in 
subcutaneous tissue), and two were squamous-celled 
carcinomata (tube in dermis). Metastases were present 
in three of the sarcomatous examples. No primary 
tumour was produced in the liver. The descriptions 
and microphotographs leave no room for doubt that 
these were genuine tumours and the evidence thus 
clearly incriminates the gamma rays as a carcinogenic 
agent. Four of the tumours are being subjected to 
further experiments at the Imperial Cancer Research 
Fund laboratories and it will be of interest to learn 
their fate. 

From a olinical pine of view these experimental 
results may be compared with the development of 
skin carcingma in X ray workers dating back to the 
days when the necessity for adequate protection was 
not appreciated. But the considerable length of 
time required for the production of these tumours in 
rabbits is out of all proportion to the time during 
which radium tubes are inserted for therapeutic 
purposes, and hence there are no grounds for alarm 
on this score. The demonstration of this carcinogenic 
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potentiality of gamma rays emphasises, however, the 
need for care and provides yet another avenue for 
research into the cancer problem. 


MENTAL HYGIENE REUNION 


EXPONENTS of mental hygiene from many European 
countries met in London this week and discussed in 
amity a number of interesting questions. The con- 
ference took place at the Ministry of Health, and 
was organised by the National Council for Mental 
Hygiene. The Duke of Kent, president of the council, 
opened it on Monday afternoon, and speakers from 
Sweden, Switzerland, and Belgium gave addresses 
introductory to a discussion on mental hygiene and 
the cinema. Dr. Jakob Billström explained the 
methods of the Swedish film censor, who for twenty- 
five years has kept an eye on films about to be shown 
and has cut out matter which he thinks lawless, 
immoral, or spiritually harmful. He gave a couple 
of lurid examples of excised scenario, and showed 
that the system seems to be as beneficial and neces- 
sary as the supervision of, for instance, food and 
drugs. Dr. A. Repond of Monthey dealt with 
escape psychology and the excessive use of the pic- 
tures as a vice. It is interesting to learn from him 
that insane persons and real neurotics do not care 
for films, presumably because they are already pro- 
vided with a way of escape from reality. He also 

inted out the enormous power for good or evil 
which lies in the cinema, and the need for an instructed 
censorship. Prof. G. Vermaylen of Brussels sug- 
gested, as instructive uses of the cinema, recreative 
performances for children, educative performances 
at school, and the use by students of education of 
scientific films dealing with the child. Mr. W. Farr of 
the British Film Institute agreed that the cinema had 
potentialities for great harm or for great good. Some 
measure of control was essential, at any rate for chil- 
dren, and such control could be exercised most 
wisely if it was placed in the hands of practitioners 
of mental hygiene. During this week discussions 
will be held on the rôle (1) of the nurse and (2) of 
the school in fostering mental hygiene. Members 
will also have opportunities of visiting the best that 
the home counties can show in mental hospitals and 
clinics, and evening receptions are being held by the 
National Council for Mental Hygiene at the Wellcome 
Museum of Medical Science and by the Government 
at Lancaster House. The success of the social part 
of the meeting is already manifest, and is yet another 
demonstration of the fact that when students of 
science, medicine, or psychology get together they 
not only keep alive the spirit of peace and civilisation 
but they also enjoy themselves thoroughly. 


HIGH FLYING 


On Sept. 28th Squadron-Leader F. R. D. Swain 
reached a height of nearly 50,000 feet in a monoplane 
built for the Air Ministry by the Bristol Aeroplane Co. 
This is the first time that the 50,000 feet level has 
been reached by a heavier-than-air machine. Some 
still remember the thrill of watching an Antoinette 
monoplane reach a height of 4500 feet at Reims in 
1910, and before the war 20,000 feet was just passed 
in a biplane of Bleriot type. It was, it is stated, 
the first occasion on which the Royal Air Force has 
attempted to beat the altitude record. The airman 
was only in the air for 3 hours and 20 minutes, and 
climbing at an angle of 8 degrees he was able to 
reach that altitude with less than 100 miles of flying. 
The temperature at the summit of his climb was 


minus 49-8°C., and the pressure only 92 mm. of 
mercury, although of course mercury would be solid 
at that temperature. Rather surprisingly he met 
with a wind of hurricane force in this thin air, although 
he was able to remain there for nearly two hours. 
Immunity from discomfort at such a level is the real 
achievement and the earnest of our advancing know- 
ledge of the stratosphere. An altitude of 40,000 feet 
is about the limit at which life is practicable even in 
an atmosphere of pure oxygen; above that it is 
necessary to increase the pressure in the respiratory 
system either by an airtight cabin or by an airtight 
suit. The airman wore a two-piece suit of rubberised 
fabric with a large transparent panel in the helmet 
and a breathing circuit of the closed type. Oxygen 
was supplied through a tube entering the helmet on 
the right side of his face, passing across to an outlet 
on the left side, and then down to a soda-lime canister 
to absorb CO, and water vapour. Using pure oxygen 
the pressure at 50,000 feet within such a suit required 
to give sufficient oxygenation is quite tolerable; 
actually it would enable him to exist in safety and 
even some degree of comfort in a vacuum. Adjust- 
ment of pressure in the middle ear seems to be the 
only trouble, and pilots have to avoid flying should 
they have any swelling of the nasal mucous membrane 
and be unable freely to inflate their ears. Strato- 
sphere flying does not in fact expose any extraordinary 
strain on the fit pilot and, his own physiological 
problems being reduced to nil, he is able if his pro- 
tective devices do not fail to concentrate on his 
work. 


Sir Leonard Hill, F.R.S., has been awarded by the 
Royal Society of New Zealand the T. K. Sidey 
Summer-time Memorial Medal and Prize for 1936. 
This award, which consists of a gold medal and £100 in 
New Zealand currency, is made to the person who 
in the opinion of the Council of that Royal Society 
has made a valuable contribution to human know- 
ledge by original research into the effect of light and 
solar radiations on human comfort. It was instituted 
in commemoration of the passing of the Summer- 
time Act through the new Zealand Parliament, a 
step in which Sir Thomas Kay Sidey, who gives his 
name to the award, was largely instrumental. The 
award is not given annually, but only at intervals 
when sufficient funds have accumulated. The first, 
and only other recipient of the honour, is another 
English scientist, Lord Rutherford of Nelson. 


THE University of Durham Commissioners have 
issued a second draft of the proposed statutes for 
the University which are in general accordance 
with the recommendations contained in the report 
of the Royal Commission on the University of Durham 
(Cmd. 4815). The Commissioners are ready to con- 
sider representations made to them before Oct. 25th. 
They should be addressed to the secretary to the 
Commissioners, 41, Tothill-street, London, S. W. I. 


On Monday, Oct. 19th, at 5 p.m., Sir Walter 
Langdon-Brown will deliver the Harveian oration 
to the Royal College of Physicians of London. The 
title of his lecture is The Background to Harvey. 


UNWANTED INDICES TO “THE LAN CET.“ Any 
reader who has an unbound copy not in use of the 
index for any of the years 1932, 1933, 1934 (Vols. I. 
and II.), and 1935 (Vol. I.) would greatly oblige 
by posting the same to the Editor of THE LANCET, 
7, Adam-street, Adelphi, London, W.C.2. 
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PROGNOSIS 


A Series of Signed Articles contributed by invitation 


CXVI._PROGNOSIS OF DISSEMINATED 
SCLEROSIS 


Few diseases offer greater difficulties in prognosis 
than disseminated sclerosis. Not only is its course 
notoriously variable, making prognosis more than 
usually an individual problem, but the data upon 
which prognosis can be based are difficult to obtain, 
since no single observer has an opportunity of watching 
a large number of patients from beginning to end of 
their illness. Moreover, earlier conceptions of the 
duration of the disease need revision in the light of 
the recognition that unilateral acute retrobulbar 
neuritis is often an early symptom which may precede 
other symptoms by many years. It is very desirable, 
therefore, that the subject should be reviewed. In 
order to make the scope of the inquiry as wide as 
possible this paper is based upon three series of 
patients: (1) 50 consecutive private patients, as 
representative of both early and advanced cases seen 
in consulting practice; (2) 63 patients seen at the 
Royal London Ophthalmic Hospital (Moorfields) 
during the acute stage of unilateral acute retrobulbar 
neuritis, as examples of patients most of whom are in 
an early stage of the disease; and (3) 58 patients 
at the Star and Garter Home for Disabled Sailors and 
Soldiers, Richmond, all of whom are in an advanced 
stage of the disease, and whom I am able to include 
through the kindness of Lieut.-Colonel E. L. Gowlland, 
the Commandant.. 


DURATION OF THE DISEASE 


Estimates of the duration of disseminated sclerosis 
will vary directly as the care with which the history 
is taken, for the patient often fails to mention early 
symptoms unless specific inquiry is made for them. 
Transitory dimness of vision occurring many years 
previously does not appear to him to be associated 
with the weakness of the legs for which he is seeking 
advice; and other symptoms such as paræsthesiæ 
seem even more insignificant. 

The duration of the illness when the patient first 
comes under observation is of some interest, though 
it yields only limited information about the total 
duration of the disease. Birley and Dudgeon (1921) 
found that the average duration before examination 
was 4 years. In my own series of 50 private patients 
it was 5-6 years. These included 11 who were seen 
within 6 months of the onset of symptoms. On the 
other hand 17 had been affected for 5 years or more 
and 10, 10 years or more. In one case the duration 
was 20 years, in one 21 years, in one 22 years, and in 
one 29 years. 

A method of estimating the duration of the disease 
is to ascertain the average period which has elapsed 
between the date of the first symptom recognised 
by the patient, and the date of death in a group of 
fatal cases. Applying this method B. Bramwell 
found the average duration in 36 fatal cases to be 
7 years and 9 months. This figure, which was pub- 
lished in 1904, is certainly too low since the signifi- 
cance of some early symptoms was not as well 
appreciated then as it is to-day. In a series of 11 
fatal cases from the Star and Garter Home for 
Disabled Sailors and Soldiers, Richmond, the duration 
of the illness, calculated from the date of the first 
symptom recognised by the patient till the date of 


death, was 12-5 years. The Table shows these cases 
arranged in quinquennial periods. 


STAR AND GARTER SERIES 


Fatal cases (11) Living cases (47) 
Duration of . Duration of 
illness No. of illness No. of 
in years patients.| in years. patients. 
0— 4 š 1 0- 4 aea 2 
5- 9 ‘ani 2 5- 9 PTE 7 
10-14 PPIE 4 10-14 saia 13 
15-19 4 15-19 ee 23 
20—24 9 2 


In the case of the Star and Garter patients there has 
been to some extent a selection of chronic cases before 
admission, hence the average duration is possibly too 
long. Ten years, which is approximately the mean 
between Bramwell’s figure and the Star and Garter 
figure, may be taken as reasonably accurate for the 
average duration of the disease in fatal cases. 

That this may be greatly exceeded is demon- 
strated by the figures of the duration of the illness in 
the case of 47 patients at the Star and Garter Home, 
Richmond, all males, who are still alive. In this 
series the average duration of the illness, calculated 
from the date of the first symptoms recognised by the 
patient till the present date, was 13-6 years. The Table 
shows these cases also grouped in quinquennial periods. 
It will be seen that in 25 of the living cases—that is, 
in more than half the total—the average duration 
is over 15 years, but many of these patients had 
already been ill for many years before admission 
to the Home. 


CLINICAL VARIETIES IN RELATION TO PROGNOSIS 


Average figures, however, convey no idea of the 
extreme variability of the course of disseminated 
sclerosis. Though the isolation of clinical types 
of the disease is to some extent artificial, there is an 
observable relationship between the form assumed 
by the disease and the prognosis. An acute form, 
though rare, is well recognised. In this form there 
is widespread and rapidly progressive involvement 
of the nervous system with little, if any, evidence of 
remission. The cranial nerves are more often affected 
than in less acute cases. Bilateral retrobulbar neuritis 
may be present and paralysis of the sixth and seventh 
nerves, dysarthria and dysphagia occur as the result 
of plaques in the pons and medulla. Pyrexia may 
reflect the acuteness of the process and in such cases. 
death may occur in from three to six months. The 
classical form of the disease, characterised by 
nystagmus, scanning speech, intention tremor, and 
bilateral pyramidal lesions, is most often seen in 
young adults and usually progresses rapidly, 
incapacitating the patient in three or four years. 
A predominantly spinal form leading to progressive 
spastic paraplegia, associated with few, if any signs of 
damage above the spinal cord level, is often seen in 
patients who are not attacked until the late thirties 
or forties. This form is usually very slowly progressive 
and the patient often remains practically stationary 
for many years. The most benign form of the disease 
is that in which long remissions occur, during which 
the patient enjoys normal health. Remissions lasting 


from 10-20 years, or even longer, after an attack 


of acute retrobulbar neuritis, have often been observed, 
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and equally long remissions may follow other early 
symptoms. In my series of 50 private patients 
there were remissions of 13, 15, 17, and 19 years after 
an attack of retrobulbar neuritis, and one of 20 years 
after transitory weakness of a lower limb. In the 
Moorfields’ series an attack of retrobulbar neuritis 
occurred 25 years after transitory weakness of a lower 
limb. Such long remissions are exceptional, but some 
patients, though subject to temporarily incapacitating 
attacks of the disease at intervals of several years, 
nevertheless make a striking recovery from each 
attack. For example, a farm labourer in 1926 
developed weakness of the right arm and leg from 
which he recovered. In 1928 he had two attacks of 
weakness of the left arm and leg. In 1929 he had 
paraplegia and recovered. In 1931 control over 
his bladder was impaired. In 1934 he again had 
paraplegia. After each attack the abnormal physical 
signs, including extensor plantar responses, dis- 
appeared, and to-day, ten years after the onset 
of his illness, he is still working seven days a week as 
a farm labourer. It is clear that the acuteness 
and severity of the manifestations of the disease 
do not necessarily indicate a bad prognosis. In fact, 
an acute single lesion is often followed by good 
recovery and a long remission. Multiple subacute 
lesions usually indicate a more rapidly progressive 
course. In general, the younger the patient the more 
rapidly progressive is the disease, though there are 
exceptions to this rule since an early onset is some- 
times followed by a long remission, and relatively 
acute cases may occur in middle age. 


RETROBULBAR NEURITIS IN RELATION TO PROGNOSIS 
Unilateral acute retrobulbar neuritis is now regarded 
as being almost invariably a symptom of disseminated 
sclerosis. It is usually an early symptom and, since 
stress has been laid upon the long interval by which 
it may precede other symptoms, it is desirable to 
estimate its significance for prognosis: 63 patients 
presenting themselves at Moorfields on account of 
this symptom were investigated with this object. 
In 35 of these it was the first symptom of the disease. 
In the rest it had been preceded by other symptoms, 
usually within the preceding two years, but in one 
case as long as 25 years previously: 33 already showed 
other physical signs of the disease; and, in 46— i. e., 
more than two-thirds—there was evidence of multiple 
lesions in the form either of previous symptoms or of 
coexisting physical signs. In 19 cases multiple 
lesions developed within a period of three months 
before or after the attack of retrobulbar neuritis. 
This symptom, therefore, should be the signal for a 
complete neurological examination of the patient and 
for subsequent careful observation. In the absence 
of other symptoms and signs it is reasonable to hope 
that it will be followed by a remission lasting years, 
possibly many years, but this occurs in only a minority 
of cases. The relationship of simultaneous bilateral 
acute retrobulbar neuritis to disseminated sclerosis 
is uncertain. In many cases, perhaps in most, it 
appears to be a symptom of a different, though allied, 
disorder, which is self-limited, and it is then followed 
by no sequel in other parts of the nervous system. 


INFLUENCE OF INTERCURRENT DISEASES, PREGNANCY, 
AND TREATMENT 

It is an old observation that many heterogeneous 
causes sometimes seem to precipitate the develop- 
ment of disseminated sclerosis, such as the exanthe- 
mata, streptococcal infections, influenza, surgical 
operations, the extraction of teeth, trauma, electric 
shock, carbon monoxide poisoning, pregnancy, and 
lactation. The same disturbances occurring in the 


course of the disease may lead to exacerbation, 
especially pregnancy. 

The irregular and variable course of the disease 
makes it almost impossible to assess the value of 
treatment. No method at present in use can be 
regarded as at the best more than palliative. 


TERMINATION OF THE DISEASE 


The later stages are marked by increasing disability. 
Progressive ataxia and spasticity of the lower limbs 
ultimately confine the patient to bed, and tremor and 
ataxia of the upper limbs make it more and more 
difficult for him to do anything for himself. Dysarthria 
may render his speech unintelligible. Bladder dis- 
turbances add to his misery. In spite of advanced 
optic atrophy vision is rarely severely impaired. 
Mild disorders of mood and some impairment of 
intellectual efficiency are fairly common, but gross 
mental disorder is rare, though confusional states 
may occur in advanced cases. The characteristic 
euphoria often persists to the end and is some 
compensation for the patient’s distresses. Death is 
usually the result of urinary infection, sometimes of 
bedsores or intercurrent pneumonia. Rarely the 
disease at the end assumes an acute form and rapidly 
extends to involve the bulbar centres. 


IS DISSEMINATED SCLEROSIS EVER CURED ? 


If a remission may last 30 years why not for a life- 
time? The overwhelming number of patients in 
whom the disease is progressive should not blind 
us to the probability that the continuous series from 
the most acute to the most benign forms. extends 
further to include those in whom a first “ attack 
is never followed by another. Thus the factors con- 
cerned in prognosis, especially that unknown variable 
the patient’s resistance, go to the heart of the problem 
of the nature of disseminated sclerosis and its cure. 


W. RussELI. BRAIN, D. M., F. R. C. P., 


Physician with charge of Out-patients to the London 
ospital ; Physician to the Hospital for Epilepsy 
and Paralysis, Maida Vale, and the Roy 
London Ophthalmic Hospital. 


BIRMINGHAM CHILDREN’S HosrrraL.—This insti- 
tution is making an appeal for £40,000 for a new 
block of buildings. A line of old houses is to be 
pulled down for its erection and it will have cubicles 
for about 60-70 babies, mostly under 2, each with its 
own equipment so that there is no possibility of infection. 
There will also be rooms for mothers, so that they can be 
at hand to feed their babies, and a milk modifying 
department. 


ST. JOHN CLINIC AND INSTITUTE FORPHYSICALMEDI- 
OINE.—A special course of lectures free to members of the 
medical profession is being held at the St. John Clinic 
and Institute of Physical Medicine (the rheumatic unit) 
during the coming winter and spring sessions. The lectures 
will be illustrated wherever possible by demonstrations 
of cases, and unless otherwise stated all the sessions will 
be held at the St. John Clinic, Ranelagh-road, S.W.1. 
The lectures will be delivered on the Friday afternoons 
of the next five months at 4.30 P. M., and tea will be pro- 
vided for those who arrive at four o’clock. With the 
approval of the chief medical officer of the London County 
Council the staff will run a special unit at St. Stephen’s 
Hospital for research on rheumatic disease with which 
the Lister Institute will codperate. Sir Leonard Hill, 
Dr. E. P. Poulton, Dr. Fortescue Fox, Dr. Leonard Findlay, 
Dr. R. G. Gordon of Bath, Mr. Harold Barwell, and Mr. 
Timbrell Fisher are among those who will assist by giving 
lectures or demonstrations of various methods of physical 
treatment at St. Stephen’s Hospital and the St. John 
Clinic. A full programme of the lecturers and their 
subjects will be found in our advertisement columns 
this week, and further details can be obtained from the 
secretary of the clinic. 
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POST-GRADUATE LECTURES 


THE brief post-graduate courses held in some of the 
London schools at the beginning of the autumn 
session have proved so popular during the past few 
years that they are being continued and extended. 
This year, as before, we are publishing extracts from, or 
abstracts of, some of the lectures given. Dr. Miller, 
Dr. Wilson, and Mr. Leslie Williams spoke at St. Mary's 
Hospital, Dr. Moncrieff at the Middlesex, and Mr. 
Jennings Marshall at Charing Cross. 


THE LANGUAGE OF DYSPEPSIA 
(DR. REGINALD MILLER) 


I Ax concerned only with the chronic forms of 
indigestion, and in particular with their differential 
diagnosis, Many find that in really chronic cases of 
indigestion they have difficulty in deciding what type 
of dyspepsia is present, and for this there are several 
reasons. Chief among them, I think, is the fact that 
in this group of maladies physical signs of disease 
are infrequent and none too reliable, whereas of 
symptoms there are enough and to spare. It is this 
multiplicity of abdominal aches, pains, discomforts, 
and sensations which bewilders ; and the text of my 
discourse to-day is that in chronic indigestion the 
abdomen is speaking a language to us which we must 


learn to understand. In maintaining this I have to 


discuss the significance of the varieties of the 
abdominal symptoms of chronic indigestion, but 
before starting on such details it is necessary to give 
the major headings under which the various forms 
of chronic indigestion are classified. These I give 
not in the order of their frequency or importance, 
but in an order which should be borne in mind in 
practice when confronted with this type of case. 


1. Intestinal indigestion. 
2. Gastric (including duodenal) dyspepsia : (a) organic; 
(6) reflex ; (c) functional. 


1. Intestinal indigestion.—This is the common type 
where dyspeptic symptoms have existed for many 
years without the occurrence of any abdominal 
catastrophe, and are accompanied by persistent ill- 
health and many nervous symptoms, 

The abdominal sensations are felt along the course 
of the colon, chiefly at the four corners of the 
abdomen ; sometimes there is discomfort right across 
the abdomen, in which case it extends further to the 
right than in gastric or duodenal dyspepsia, or it 
may be vertical at the sides of the abdomen, usually 
down the descending colon. The sensations consist 
of feelings of distension and dull pain, with perhaps 
a feeling of obstruction at the site of colonic spasm. 
They develop rapidly and are accompanied by 
intense misery, with perhaps some shiveriness, 
tingling of the skin, and aching of the muscles. In 
the back there is aching in the lumbago region and 
often in the buttocks. In the presence of colitis 
the abdominal pain becomes sharper, and there may 
be much tenderness in the iliac fosse. The abdominal 
sensations are altered for better or worse by an 
evacuation of the bowels or colon lavage. 

In some ways the discomfort of intestinal indi- 
gestion simulates that of the gastro-duodenal group 
closely. It must be admitted that it can be altered 
by food: in cases with diarrhea pain may come on 
with food, even at table, but more commonly 


the discomfort may be relieved within half an hour 
of taking food. It must also be noted that intestinal 
pain may come on in the night hours ; therefore the 
2 A.M. pain of ulcer and the 4 A. M. pain of appendicitis 
cannot be taken to be of their usual significance 
unless intestinal indigestion has been excluded as 
their cause. But the most characteristic time for 
the discomfort of intestinal indigestion is in the 
morning as the patient begins to stir and dress 
before breakfast. This is very typical and the 
patient should be questioned on this point. Ulcer 
does not seem to produce pain at this time, but it 
may occur in the more or less persistent pain of 
advanced gastric carcinoma. Intestinal discomfort 
may arise at other times in the day when a meal is 
overdue, and if there is relief with the intake of food 
a wrong diagnosis of duodenal ulcer may suggest 
itself, 

The physical signs consist of tenderness along the 
colon, particularly the cæcum and descending colon; 
disorder of the stools (undigested food; excess of 
mucus, partioularly if intimately mixed with the 
fæcal material; ribbon-shaped motions, &c.); and 
the possible demonstration of colon spasm by an 
opaque meal, 

The types of intestinal indigestion may be grouped 
under the same headings as given above in gastro- 
duodenal dyspepsia: organic, reflex, and functional 

2. Gastro-duodenal dyspepsia.—Having eliminated 
the possibility of intestinal dyspepsia we have to 
consider dyspepsia of gastric or duodenal type and 
its varieties. Here the dyspeptic sensations are in 
the upper abdomen, mainly in the epigastrium or 
left side, and passing, if at all, but a very short way 
to the right of the midline. At the back pain is felt 
between the scapule or under the left scapula, 
though in duodenal cases it may be felt at the angle 
of the right scapula. The sensations complained of 
are of two distinct types. 

(a) First, there is a dull discomfort accompanied 
by feelings of distension and flatulence, and later 
by a dull burning sensation and acid eructations. 
This type of discomfort comes on from two to four 
hours after a meal, is apt to be at its worst in the 
evening, and is particularly disturbing as soon as 
the patient lies down in bed to go to sleep. It may 
be temporarily relieved by taking fluids, and is fully 
relieved by vomiting: the vomit tending to be 
copious, gassy, and containing food even four hours 
or more after a meal. This type of gastric discomfort 
signifies gastric stagnation, and this may be due 
either to gastric atony usually with hypochlorhydria, 
or to obstruction to the evacuation of the stomach 
at the pylorus or in the duodenum. The obstructed 
cases will tend to show visible gastric peristalsis 
after a meal or distension by a draft of soda-water. 
An opaque meal may here be very useful : a combina- 
tion of hyperperistalsis with gastric stasis is proof of 
the presence of obstructed outflow from the stomach. 

(b) The second type of gastric dyspeptic sensation 
is a sharp doubling-up pain chiefly felt in the 
epigastrium and occurring within two hours of food, 
though rarely at the table. It may also occur at 
about 2 A. M., waking the patient up although he 
has gone to bed quite comfortable. It is relieved by 
food and by vomiting, the vomit being soaldingly 
acid, and even within two hours of a meal containing 
little food. Belching may be troublesome, arising 
from swallowed air. This type of pain goes with 
hyperchlorhydria, hypermotility of the stomach, and 
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gastric hurry. Pyloric spasm probably plays a large 
part in the production of the pain. The significance 
of the night pain is very great, but first intestinal 
indigestion must be excluded as it may occur in that ; 
and secondly, it must be ascertained that it is not 
due to a mere exacerbation of gastric fermentation 
and the patient must be asked if he has gone to bed 
and to sleep quite comfortable. If these two points 
are excluded and the gastric or duodenal origin of the 
pain is assured, then the occurrence of night pain is 
of great significance, for it means that there is either 
local organic disease in the stomach or duodenum 
(usually ulcer) or that pain is reflexly set up as, for 
instance, by a diseased appendix. In other words, this 
night pain does not occur in functional dyspepsia. 

In addition, such points as variation in appetite, 
hiccup, vomiting, condition of the tongue will 
give further and valuable information if properly 
interpreted. | 


SEVEN DEADLY PATHOLOGICAL PROCESSES 
OR 


PRAGMATISM AND THE ACUTE ABDOMINAL 
CRISIS 


(MR. C. JENNINGS MARSHALL) 


Ir is customary to deal with the abdominal crisis 
by giving long lists of diagnostic errors and ‘‘ don’ts ” 
with awful examples—all rather harping on the 
remark, attributed to a variety of eighteenth century 
divines, that there but for the grace of God went 
I!” But as the question of prompt surgical inter- 
vention has almost always to be considered, there is 
much to be said for an alternative and very different 
way of viewing the matter. The life of the patient 
is threatened: what are the lesions whose danger 
can be removed or mitigated by surgical intervention ! 
If we can satisfy ourselves decisively as to the pre- 
sence or absence of any of these lesions, the major 
anxiety at least is settled. 

As an illustration the case of acute pancreatitis 
may be taken. The life of the patient is clearly 
threatened, but we next must inquire in precisely 
what way. It is not by infection, nor by loss of blood 
(though admittedly there may be bleeding); there is 
no paralysis or obstruction of the bowel, no abscess 
or other poisonous accumulation to drain away. 
The danger clearly is shock, and it is impossible to 
concede that incisions into the pancreas or chole- 
cystostomy or indeed any operative procedure 
during the early period are going to improve the 
situation, however necessary they may be at a later 
stage for drainage, removal of sloughs, stones, and 
80 ON. 

In the circumstances under discussion, surgery 
can :— 


(1) secure the arrest of Hamorrhage ; 


(2) close a Leak (acute peritoneal invasion) ; 

(3) relieve Obstruction (any viscus or canal) ; 

(4) drain an Abscess (visceral, intraperitoneal); 

(5) correct Torsion (visceral or neoplastic) ; 

(6) deal with Infected tissue, possibly necrotic from 
ischeemia, infection, &c. ; 

(7) drain 


Infective material from the peritoneum 
(beemic or visceral invasion). 


A list somewhat arbitrarily arranged, admittedly, 
but inclusive of the gamut of surgical activities in 
acute abdominal disease. The variations in their 
application are wide and flexible, and a consideration 
of the pathological grouping will give a more “ rapidly 
converging series.” Though some overlapping is 
inevitable. In the main however the items form 
clinically distinctive groups. 
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HZMORRHAGE 


Internal hemorrhage, in the non-traumatic cases 
where the question of complication by shock does 
not arise, gives a very clear-cut picture having many 
features in common with shock, but contrasted from 
it by the acute air-hunger, the restlessness and 
pallor; it arises most frequently from extra-uterine 
gestation, rarely from abdominal’ aneurysms and 
inappreciable traumata of enlarged spleens. The 
acute irritation of the peritoneum by blood produces 
rigidity and tenderness simulating bacterial invasion, 
particularly when pyrexia develops in the reactionary 


‘period. Extraordinarily common and suggestive are 


referred phrenic shoulder pains and hyperæsthesia. 
In the tragically common crush traumata of the 
upper abdomen shook, hemorrhage from the liver 
and spleen, and rupture of the upper small gut loom 
large as possibilities. Shock, essentially accompanied 
by depression of blood pressure, differs from the 
clinical picture of internal hemorrhage in the apathetic 
but fearful mentality, the shallow respiration, and 
the livid, somewhat cyanosed colour. The indications 
of extravasation from the bowel are comparatively 
late and in part equivocal owing to rigidity from 
parietal bruising ; and the actual onset of any hæmor- 
rhage may be late (reactionary) owing to the existence 
of shook. The observation of such cases must there- 
fore be critical and prolonged. The considerable 
majority of patients with abdominal injuries from 


motor accidents are either lethally shocked ab initio 


(this group including the majority of visceral injuries) 
or are recoverably shocked, the great proportion 
of this group without visceral lesion. One may be 
forgiven for wondering how many such cases of 
„motor injury ” are deprived of their only chance 
of recovery—the avoidance of the slightest possible 
aggravation of shock—by the universally approved 
method of being “rushed to hospital” (the only 
way!) in a clanging ambulance, at the earliest 
possible moment—I care not however gently moved. 

Operation for abdominal injuries must obviously 
be performed only on clear evidence of progressive 
hemorrhage or of extravasation; on the other 
hand this must not be delayed a moment longer 
than necessary after proof of such lesions. The main 
evidence is obtained by repeated comparative obser- 
vation of physical signs. Radiography for free gas 
is important here; absence of liver dullness in 
extravasation, and variations in flank dullness 
in cases of hemorrhage are more easily described in 
print than established clinically, apart entirely from 
their fallacies. The assessment of the significance 
of a rising pulse-rate taking into account the general 
condition, the estimation of deepening or lessening 
shock, and the possible effects of treatment con- 
stitute one of the most difficult judgments one is 
called upon to make. 


ACUTE INVASION OF THE PERITONEUM 


Leakage into the peritoneal cavity after perfora- 
tion of peptic or intestinal ulcers or rupture of 
empyemata, abscesses, or cysts (e.g., hydatid) is some- 
times followed immediately by fainting, which for 
a while may obscure the intense overwhelming pain 
that usually ensues. The classical board-like rigidity 
and tenderness of the abdomen are associated with 
a stillness of abdomen and patient contrasting 
strongly with that seen in colicky conditions. This 
is one of the unmistakable pictures of acute clinical 
surgery. It is followed by the well-known deceptive 
period during which the abdomen becomes relatively 
soft and mobile; but the deception I think is not 
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80 great as is sometimes stated, especially as the 
pulse-rate in any case steadily mounts until the 
ominous third stage of distension, tenderness, and 
rigidity of septic peritonitis supervenes. In no 
surgical emergency is the case for prompt inter- 
vention stronger; yet it is better to wait for a short 
while during the stage of so-called shock, which 
responds so promptly to treatment that no harm 
is done by waiting. Operation is required in the 
main to prevent progressive peritoneal infection— 
e.g., by the closure of perforations. Only in massive 
invasions is it necessary to insert a pelvic drain; 
mopping-dry of the effusion round about the per- 
foration is usually all that is required, oare being 
particularly necessary in the case of duodenal 
perforation to dry the spaces about the liver. 


OBSTRUCTION 


Acute obstruction of body canals, signalised 
earliest by colic due to distension, and often then 
quite diagnostic in site and reference, is frequently 
confused in symptomatology owing to the oppor- 
tunity for diffusion in both spinal and pre-spinal 
centres ; so that in very severe cases there is initially 
a general similarity of the symptom-complex—e.g., 
generalised abdominal pain and vomiting—while in 
other cases perplexing simulations arise. The fre- 
quent diffusion of renal pain is particularly common : 
I have come to regard an appendicectomy scar as, 
to say the least, a common accompaniment of ureteral 
stone or other urinary obstruction. 
always present in the loin owing to renal distension, 
and the significant finding is red cells in the centri- 
fugalised urine. (Cellular as opposed to chemical 
findings in general in the urine are far more important 
surgically.) Operation is indicated only when anuria 
occurs. 

Appendicular obstruction, whether primarily mecha- 
nical or secondary to inflammatory changes, is of 
great importance, giving epigastric, umbilical, hypo- 
gastric, or generalised pain associated with deep 
iliac fossa tenderness. With its inferred menace of 
sudden invasion of the peritoneum by bursting, it 
demands immediate surgery. 

Intestinal obstruction is first indicated by transverse 
abdominal colic with reflex vomiting and variable 
collapse. By examination of the hernial orifices, by 
clinical and radiographic examination of the abdomen 
for asymmetry, distension, and immobility of certain 
cous, and audible evidence of a turbulent bowel, 
and by the crucial demonstration by enemata 
(repeated if need be) that obstruction of the gut is 
present, it should be possible to diagnose the condi- 
tion before the classical near-terminal copious ster- 
coraceous vomit appears. In this way the present 
high mortality could be reduced. Where so-called 
acute obstruction supervenes on the chronic, the 
history will be of value, and the obvious peristalsis 
and gut hypertrophy, perhaps with tumour, usually 
make the diagnosis unquestionable. Here again 
radiography is useful, particularly in localisation. 
The rare volvulus of the sigmoid gives a very charac- 
teristic clinical picture by producing extraordinarily 
rapid abdominal gaseous distension. 

Biliary colic in its typical form is unmistakable 
and does not demand surgical intervention. Remem- 
ber we must not expect jaundice, at the start at any 
rate. Where pain is referred generally over the 
abdomen, to the navel, and the gall-bladder is deeply 
situated, the ordinary method of ascertaining tender- 
ness frequently fails, and it] will then be found 
preferable to use the method I have described of 
palpation from behind in the sitting posture (dangle 
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position) ; the trunk is loosely flexed and the arms 
loosely dangle alongside the knees. Only when 
obstruction has resulted in distension of the gall- 
bladder with pus does it become necessary to 
consider operation. 

Colic of the Fallopian tubes accompanies tubal 
abortion and is experienced in the hypogastrium. 
There is some danger from hemorrhage but this is, 
as a rule, not so severe as that associated with tubal 
rupture. More often the result is a pelvic mass 
(hæematoma) simulating inflammation by its tender- 
ness and pyrexia. 

TORSION 

Torsion of a non-intestinal viscus—e.g., spleen or 
ovarian cyst—-causes colic and reflex vomiting with a 
patient remarkably comfortable between attacks. 
The palpation of the tumour indicates operation 
for relief of symptoms although life is only indirectly 
threatened ; excision, or rectification of the torsion, 
may be feasible. 


INTRA-ABDOMINAL FOCI OF INFECTION 


Under this heading come a great many conditions 
in which infections extend or threaten to extend into 
the peritoneal cavity ; and, what is still more impor- 
tant—e.g., in the case where necrotic tissue is present 
—will persistently and massively continue to infect it. 
The most deadly are those in which infection and 
necrosis have supervened on obstruction, as in 
appendicitis or cholecystitis. There is a group of 
abscesses—e.g., appendicular, pelvic, rarely sub- 
phrenic, extremely rarely perinephric—in which pus 
for a while localised presents the constant possi- 
bility of a deadly and overwhelming invasion of the 
peritoneum. Strangulated and infarcted bowel also 
have to be considered; their menace is dual— 
obstructive and infective. . 

Abscesses in general are to be drained without 
opening the peritoneal cavity. Thus pelvic collec- 
tions may sometimes be evacuated with aid per 
rectum ; appendicular abscesses may be approached 
laterally and similarly drained without soiling of 
the clean peritoneum. In other instances, both 
with abscesses and visceral empyema or necrosis, 
access will have to be through the peritoneum with 
all possible precautions to minimise infection. Necrosis 
in general gives clear indication for resection of the 
affected tissue; empyema, of the gall-bladder for 
example, may be met by drainage, but probably 
resection is in any case better. 

Acute peridiverticulitis offers considerable problems. 
The diagnosis from appendicitis and other causes 
of pelvic infection may not be clear, and here as 
elsewhere I can strongly recommend re-examination 
under the anesthetic as a most valuable last-minute 
means of verifying the diagnosis. Where there is 
extensive necrosis exteriorisation or resection will 
have to be practised; otherwise anchorage under 
the incision with adequate drainage is effective; 
considerable fecal extravasation from the perfora- 
tion is very uncommon. Abscesses arising from this 
condition are drained secundum artem; of tenthey 
burst per rectum, and often, unfortunately, into the 
bladder with a very worrying fistula as a consequence. 

Salpingitis is a condition where conservatism is 
now dominating treatment during the acute stage: 
only where there is clear evidence of unchecked 
upward extension into the peritoneal cavity should 
emergency operation be undertaken. Usually the 
sealing of the tubes is early and effective, together 
with the adhesion of neighbouring structures ; 
necrosis and secondary rupture into the peritoneal 
cavity are very rare. Treatment in the Fowler 
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position, therefore, is the chief indication once the 
diagnosis, sometimes difficult from appendicular 
pelvic abscess, is clearly established. In making 
such a diagnosis attention should be paid to the 
position of the swellings and the tenderness, to pain 
in relation to uterine movement, and—a sign I have 
often found—to loin pain due to acute para-aortic 
lymphadenitis. 
PERITONITIS 

Much difficulty arises in the diagnosis of certain 
hæmatogenous or “idiopathic” cases of peritonitis, 
such as the pneumococcal. Where the diagnosis is 
regarded as clear, the presence of a causative, per- 
sistently infecting lesion being excluded, there is 
little doubt that the acute phase is best left to the 
peritoneum to look after, the patient being placed 
in the Fowler position and operative interference 
deferred until it is seen that the infection is mastered, 
when the collection of pus may safely be evacuated. 
It is really only in such circumstances, where there 
is accumulation of fluid or infective material, that 
peritoneal drainage is of practical value. No such 
effect as general peritoneal drainage is ever obtained ; 
drainage material within a very short while becomes 
localised off from the general cavity in a sheath of 
bowel and omentum, cemented by the lymph that 
forms with extreme rapidity from the peritoneal 
lining. In drainage of well-demarcated cavities, 
such as chronic abscesses and visceral cavities 
containing pus, this reservation of course has not the 
same force. 


COUGH IN CHILDREN 


(DR. ALAN MONCRIEFF) 


THE commonest symptom in out-patient work in a 
children’s department is undoubtedly ‘‘ cough,” and 


I have thought it preferable to deal with this com- 


plaint rather than with any of the diseases in which 
it specially occurs. Not only is it the commonest 
presenting symptom in childhood taken as a whole, 
but as a rule it is not associated with disease in 
the chest, so that the average text-book dealing 
more particularly with disease syndromes does not 
adequately cover its more usual causes. 

Viewed as a modified reflex act, cough can be 
regarded as always having somewhere a site of origin. 
I do not propose to deal in detail with the very 
interesting work which has been done in recent years 
on the relative sensibility of the various areas, but 
I must mention that the origin of the cough reflex 
is much more likely to be in the upper part of the 
respiratory tract—i.e., above rather than below the 
bifurcation of the trachea. The simplest way to 
consider the subject is to follow the respiratory 
tract down from its upper reaches and thus enumerate 
the different areas from which a cough may arise. 
Acute inflammation of the nose and nasopharynx 
comes first, and it is here that adenoids and infections 
of the nasal sinuses are of great importance. Pharyn- 
geal coughs and tonsillar coughs are probably the 
commonest you find in childhood, and it is well to 
realise that a cough rather than the complaint of a 
sore-throat is the presenting symptom in most cases 
of tonsillitis in the young child. It is just this type 
of cough which is diagnosed as bronchitis by the 
mother and often treated as such without medical 
advice ; which, in the case of diphtheritic tonsillitis 
for example, may be a disastrous course. 

The middle ear may strictly be regarded as a 
branch of the respiratory tract, but I doubt whether 
a cough ever arises as a result of ear disease alone, 
although I have been told of an instance where a 
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foreign body in the external auditory meatus did 
appear to be the cause of cough. Next on the way 
down comes the larynx, and here the characteristic 
‘‘croupy element generally makes diagnosis easy. 
In the child most laryngeal coughs are due to a com- 
bination of inflammation and spasm, and quite apart 
from the strict groups of laryngitis and laryngismus 
there are two conditions to be remembered of import- 
ance with a croupy cough. One is the early stage of 
measles in which the cough is probably due to Koplik’s 
spots on the laryngeal mucosa and the other is retro- 
pharyngeal abscess. Arising from the trachea are a 
group of coughs—harsh, painful, ineffective—which 
are the end-results of an infection of the nose spread- 
ing downwards. Coughs of tracheal origin may also 
occur with an enlarged thymus or enlarged medi- 
astinal glands. Inflammation of the bronchi may be 
associated with extraordinarily little cough; usually 
there is a certain amount of coughing, but it is notice- 
able that this diminishes as the finer tubes become 
affected and even more if the inflammatory process 
reaches the alveoli. Pneumonia, for instance, may 
be an almost silent disease, and such a serious malady 
as acute miliary tuberculosis gives rise to little or 
no cough. In speaking of tuberculosis I would 
emphasise that this disease as a cause of cough in 
childhood is comparatively rare. 

Still further down, so to speak, comes the pleura, 
and a short period of irritating cough is a feature 
of the early dry phase of pleurisy. Of the other forms 
of cough, which do not appear in this list, whooping- 
cough is the most important. The diagnosis of this 
malady by means of the cough plate is becoming 
perfected, and I have found the sublingual ulcer of 
very great value, particularly in the early stages. 
The possibility of a “stomach cough ” is supported 
by certain experiments, but I think more often the 
cough and the gastric upsets have a common origin 
in the catarrhal state of the pharynx. Finally cough 
may sometimes be a habit spasm. 

When the origin of a cough has been correctly 
diagnosed treatment becomes relatively simple. 
Clearly for coughs affecting the upper respiratory 
tract a sedative linctus is indicated in addition to 
measures dealing with the local infection. A useful 
prescription is (for a child of one year): tinct. opii 
camph., oxymel scille, and glycerin., à 10 minims ; 
water to 60 minims; one teaspoonful as required. 
If there is evidence of bronchitis some expec- 
torant mixture is usually employed, but I am 
coming to believe less and less in the value of these 
drugs. The commonly used tincture of ipecacuanha 
in doses of 5 to 10 minims is probably largely 
ineffective, while larger doses may seriously upset 
a child’s digestion. Probably the best clinical 
measure in bronchitis is to give a copious supply 
of fluid to keep the bronchial secretion from 
becoming thick and retained. For the same reason 
a moist atmosphere is also beneficial, provided it 
is not allowed to get too warm; it is best obtained 
by steaming a kettle into the room at intervals 
while the temperature is not allowed to rise 
higher than about 65-70°F. TLiniments applied 
to the chest are probably mostly of value because 
they lead to the child inhaling a certain amount of 
the medication vaporised by the warm body. 

With recurrent bronchitis in the young child two 
points should be kept in mind as regards treatment. 
The first is that asthma often masquerades in this 
guise; the second, that the atmosphere of many 
houses is dry and dusty and may predispose to 
inflammation of the delicate mucous membrane lining 
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THE TREATMENT OF ASTHMA 
| (DR. C. M. WILSON) 


Ar one time a cold in the head infecting both 
antra left me with asthma although I do not come 
of asthmatic stock. I have now been free from 
asthma for some years, but my experience as an 
asthmatic stretching over some months has influenced 
my attitude towards treatment. My physicians 
spent a long time in examination of the chest, but 
only the smallest fraction of the consultation was 
devoted to treatment. Moreover they left me 
convinced that I had asthma for life. A middle-aged 
doctor contracting asthma is in no need of depressing 
doctrines, he himself will supply the note of pessimism. 

Nothing is known of the asthma diathesis which is 
the essential factor in the pathogenesis of the disease. 
If it is due to some change in the chemistry of the 
blood we know nothing of that change. Accordingly 
the congenital abnormality at the bottom of the 
malady remains untreated. The effect of altitude is 
interesting in this connexion, and this effect is seen 
if the patient goes up in an aeroplane just the same 
as if he lives in the Alps at a height of four thousand 
feet, suggesting that it is lowered oxygen tension or 
some such factor that leads to the biochemical 
changes which bring freedom to the asthmatic. 
The vast majority of asthmatics lose their asthma in 
the Alps, but it soon recurs on returning to lower 
levels. It is not therefore a very helpful lme of 
treatment. But in the case of asthmatic children, 
permanent relief often follows a prolonged stay in 
thé Alps. At such places as Montana, Villars, and 
Chateau d'Oex children can be educated in schools 
where English is spoken at no greater expense than 
at a good preparatory school when it is remembered 
that the child also spends his holidays in Switzerland. 
In people with the asthmatic diathesis certain stimuli 
—chemical, reflex, and psychical—lead to bronchial 
spasm. The chemical stimuli such as the emanations 
from animals and so forth raise the question whether 
skin tests are worth doing in an asthmatic. Dramatic 
results have followed the removal of noxious materia! 
or desensitising the patient to the protein concerned, 
but skin tests have on the whole proved disappointing. 
Of the reflex causes of asthma, an overloaded stomach 
is a proverbial cause of trouble and there are places 
on the continent where the patient is allowed nothing 
to eat after 5 P. . 

As far as the nose is concerned, though many 
claims have been made, the results of treatment are 
not very encouraging. Everyone will agree that if 
there is infection of the sinuses it is likely to lead to 
bronchitis and that an attempt must be made to 
clear up the infection. If there is pronounced nasal 
obstruction due to a deviated septum or polypi 
there is something to be said for the provision of a 
clear air-passage when other methods of treatment 
have failed. The touching of the nasal mucous mem- 
brane with the cautery under cocaine is perhaps 
the most hopeful method open to the aural surgeon, 
especially if the nose appears healthy. But only a 
fraction of cases respond and relapses are common. 

One oan hardly exaggerate the importance of the 
mind in asthma. As a man may go to bed knowing 
that he has an early train to catch, so an asthmatic 
retires anticipating a nocturnal attack. For months 
I myself woke every night at 2 a.m. which could not 
be attributed to any organic reason. An asthmatic 
must be weaned from his habit. Nothing else in the 
treatment of asthma is of the same importance as 
the discipline of the mind. The mental processes are 
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familiar to anyone, who has suffered from the disease, 
To those who happily have not learnt these processes 
by personal experience the letters of Disraeli to 
Lady Bradford will be instructive. Disraeli thanked 
God for the gout because he was generally free from 
asthma when he had gout. But when he was near 
the end Queen Victoria insisted on a second opinion. 
Kidd, his doctor, called in Sir Richard Quain, but 
Quain refused to meet a homoœopath, and only con- 
sented to do so when it was represented to him 
that it would be disloyal to do otherwise. Even 
then he demanded in writing assurances that Kidd 
was acting under him and that Disraeli was being 
treated not by homeopathy but by allopathy. With 
these assurances Quain consulted the Head of the 
Profession and, receiving the All Clear,“ proceeded 
with Kidd step by step and arm in arm in hopefulness 
to hold their first consultation. 

In the treatment of the actual attack adrenaline is 
most useful. The unpleasant palpitations following 
the hypodermic injection and the possible injurious 
effects on the blood pressure and arteries are avoided 
by giving small doses. One or two minims is adequate, 
Adrenaline can usefully be given as a vapour. 
Ephedrine has the advantage that it can be taken 
by mouth and that the effect lasts six or eight hours. 
The inhalation of fumes from burning such substances 
as stramonium is liable to irritate the bronchial 
mucous membrane, so that I never use this method 
in an attack. 

In suitable patients the use of physical exercises? 
in asthma is a more hopeful line of treatment than 
any medicinal remedies. The difficulty in asthmatic 
breathing is to empty the lungs which are over- 
distended. The first object of the exercises is to 
teach the patient how ta do this by using the lower 
part of his chest and abdominal muscles and by 
diaphragmatic breathing instead of using only the 
upper part of the chest. Exercises should be carried 
out with the assistance of a masseuse who is an 
expert in remedial exercises. The art of treating 
an asthmatic is an individual art, but there is one 
secret common to all successful treatment and this is 
to teach the patient to discipline his mental processes. 
The consensus of informed opinion will probably 
now wish to add another discipline, the control of 


the respiratory movements. 


RECENT CHANGES IN OBSTETRIC 
PRACTICE 


(MR. LESLIE WILLIAMS) 


THE subjects I am to talk about may conveniently 
be taken in the order: pregnancy, labour, and the 
puerperium. 

X rays.—The position of radiography in obstetrics 
is changing. Like others, I have felt in the past 
that to call in the radiologist for the diagnosis of 
twins was a confession of incompetence; but the 
time will soon come when a radiogram will be as 
necessary in pregnancy as it now is in cases of frac- 
ture, for the protection of the doctor. Another point 
is that an expert can give the exact measurement 
of the pelvic brim and outlet in millimetres. The 
emphasis is on the word expert, for the measurement 
requires special apparatus, technique, and experience, 
and cannot be made by an amateur. Unfortunately 
no one can give the exact measurements of the fetal 
head. 


1Dr. Wilson demonstrated apparatus for giving adrenaline 
as a vapour and showed a film illustrating the use of physical 
exercises in asthma. 
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Antenatal care.—Many of us forget to take care of 
our patient’s teeth; although, if she is taking milk, 
she is likely to be getting enough calcium, the loss of 
teeth would probably be prevented by giving daily one 
or two capsules of calcium and a vitamin-D prepara- 
tion. Repeated readings of the blood pressure are 
more important than repeated examinations of the 
urine, and they should be taken at least as often. 
I will give you an example of this. I had a patient 
whose pressure rose from 120 to 135 mm. Hg. She 
was admitted to hospital and labour was induced. 
Her blood pressure rose to 160 and she was having 
strong pains before albumin made its first appear- 
ance in the urine. Yet she was blind and her urine 
solid with albumin before she was delivered. 

Version is performed nowadays rather earlier than 
was the custom formerly ; it is done at 34 weeks for 
an ordinary breech and at 32 weeks if the legs are 
extended, instead of at 36 and 34 weeks respectively. 
But it should not be done unnecessarily early. Opinion 
is divided on the advisability of anesthesia. I con- 
sider that version should first be tried without an 
anesthetic; but if it fails full surgical anesthesia 
should be induced without allowing any degree of 
asphyxia. Gas-and-oxygen should not be used for 
the purpose. 

Conduct of labour.— The wearing of masks at 
deliveries should now be universal. It is of proved 
value in reducing puerperal sepsis. The mask must 
cover the nose, fit at the sides and chin, and be thick. 
We are liable to be too optimistic about antiseptics : 
even the valuable ones which we now possess must 
be given time to work; 30 per cent. Dettol cream 
can sterilise the vulva and perineum if given five 
minutes, but the casual swilling of the hands in any 
antiseptic is useless. | 

Breech presentations. When you have diagnosed 

a breech presentation you must determine whether 
the legs are extended. When they are flexed the 
fœtus sits on top of the pelvis, but when they are 
extended the more pointed rump sinks down into 
it. In delivering a breech with extended legs the 
legs are not brought down except in one circum- 
stance ; if there is plenty of room the child will be 
born spontaneously as far as the popliteal fossa 
when the legs may be got down. If there is not much 
room labour should be induced at 36 weeks. If 
however the patient comes to labour and one buttock 
presents while the other presses on the sacrum you 
conclude that you are dealing with a case where there 
is not sufficient room ; this is the exceptional circum- 
stance when an anzsthetic should be given, the breech 
pushed up, and the legs brought down. The rule is 
not to pull on a breech for fear of extending the arms, 
but if they are already extended no harm will 
be done. When the child is born as far as the umbili- 
cus, therefore, feel whether they are extended and, 
if so, raise the child towards the mother’s abdomen 
until the posterior shoulder is within reach and 
bring that arm down; the other arm may then be 
got down by lowering the child. Before delivering 
the head let the child hang down freely for a moment, 
the mother being in the dorsal position, and then 
keep the child’s body taut, raise it up over the 
mother’s abdomen and exert suprapubic, not fundal, 
pressure. By this method the head is born easily and 
there is usually no need to exert jaw and shoulder 
traction. 


Induction.—The first method of induction to try 
is castor oil, hot bath, and enema; quinine may 
be given too but I consider it risky. If this fails, it 
is worth while to try giving 100,000 international 
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units of wstrin at 8-hourly intervals for five doses. 
This seems to sensitise the uterus, and a repetition 
of the oil, enema, and bath after two days may be 
successful. Small doses of pituitrin, 0-2 or 0-25 c.cm., 
may also be given hourly for six doses provided 
that no further injection is given once the pains 
start. 


Test labour.—There has been a lot of talk lately 
about test labour. The modern tendency is to let a 
patient in whom you anticipate difficulty go into a 
trial of labour in which there are two components: 
Can the uterus succeed in overcoming minor diffi- 
culty without undue damage occurring? Can you 
keep that woman aseptic for 24 hours of labour so 
that she is as fit for Cesarean section as she was at 
the start? This second may be achieved in an obstet- 
ric hospital, but my retrogressive opinion is that 
trial labour plays no part in domiciliary or nursing- 
home deliveries; for them labour must be induced 
slightly early. But test labour in proper surroundings 
has its advantages and saves many cases from having 
Cesarean section. It is therefore good that cases 
under good hospital conditions should have the benefit 
of trial labour. No one can be infallible and say 
for certain that a head will not go through, and in 
the majority of cases where there is doubt the uterus 
will push it through. But in private practice, 
provided that the thirty-sixth week has been reached, 
it is best to induce by rupturing the membranes with 
a pair of toothed forceps pushed firmly through the os. 
The liquor should be evacuated as completely as pos- 
sible. Occasionally this fails, when recourse must 
be had to the hydrostatic bag or the use of cestrin, 
oil, enema, and bath. 


Treatment of the puerperium.—I want to refer to 
the trial at Queen Charlotte’s isolation block of 
Prontosil and sulphonamide. They are both highly 
toxic, and of value against Group A hemolytic strep- 
tococci only; for any other infection they may do harm 
and in our present state of knowledge therapy with 
these toxic dyes is best Jeft to the expert. It may, 
however, be permissible to give sulphonamide by the 
mouth as a prophylactic to a case that has been 
exposed during delivery to a hemolytic streptococcal 
infection, as for example a patient in contact with 
anyone with an acute sore-throat. 


My experience in a large series of cases has been 
that the antistreptococcal sera are not only no good 
but definitely harmful both for prophylaxis and 
treatment, 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDIOAL Assoorarion.—A fortnight’s all-day course in 
gynecology will be given at the Chelsea Hospital for Women 
from Oct. 19th to 3lst, and a week’s course in neurology 
will be given at the West End Hospital for Nervous Diseases 
from Oct. 19th to 24th. From Nov. 2nd to 14th there will 
be an advanced course in urology at St. Peter’s Hospital, and 
a course in medicine, surgery, and gynzcology at the Royal 
Waterloo Hospital. Week-end courses will be held as follows: 
general surgery at the Royal Cancer Hospital (Oct. 17th 
and 18th); obstetrics at the City of London Maternity 
Hospital (Oct. 24th and 25th); physical medicine at the 
St. John Clinic and Institute of Physical Medicine (Nov. 7th 
and 8th). An evening course of clinical cases and patho- 
logical specimens in preparation for the M.R.C.P. examina- 
tion will be given at the National Temperance Hospital 
at 8 p.m. from Nov. 24th to Dec. 10th, on Monday, Nov. 
23rd, and on Wednesdays and Fridays from Nov. 25th 
to Dec. 16th, at 8.30 p.m. There will also be lectures on 
endocrinology. Detailed syllabuses of all courses may be 
obtained from the secretary of the fellowship, 1, Wimpole- 
street, London, W. I. 
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SPECIAL ARTICLES 


THE NEW ULTRACENTRIFUGE 
INSTALLATION AT THE LISTER 
INSTITUTE 


On Tuesday, Sept. 29th, the Governing Body and 
Prof. J. C. G. Ledingham, F. R. S., director of the 
Lister Institute for Preventive Medicine, entertained 
to tea Prof. Svedberg, of Upsala, and a number of 
interested physicists, biochemists, and biologists 
on the occasion of the completion of the new ultra- 
centrifuge plant. i 

The director, in extending the heartiest welcome 
to Prof. Svedberg and to the guests present, explained 
that in anticipation of Prof. Svedberg’s visit to 
London on his way home from the Harvard celebra- 
tions, every effort had been made to put the finishing 
touches to the new installation and that only a few 
days previously the velocity centrifuge had passed a 
satisfactory trial run. Dr. McFarlane, Lister Institute 
fellow in biophysics and a former pupil of Prof. 
Svedberg, had been almost entirely responsible not 
only. for the design of the building tp accommodate 
the new plant, but also for the supervision of the lay- 
out and assembly of all the accessory connexions, 
electrical, optical, refrigerating, and so forth, carried 
out by the Institute’s engineering staff. Throughout 
the whole work he had enjoyed the constant advice 
and coöperation of Prof. Svedberg, for whose services 
in this connexion they were profoundly grateful. 
The total cost of the installation including the new 
building was in the neighbourhood of £7000, of which 
sum the Rockefeller Foundation had most generously 
contributed £3400 to cover the outlay on the new 
machines supplied by Prof. Svedberg. 

In the course of a brief address, Prof. Svedberg 
said that he welcomed the application of the ultra- 
centrifugal methods devised by him to the investiga- 
tion of problems of medical interest and that he was 
more than delighted with the new installation which 
embodied several new and useful features locally 
devised. Prof. Robison thanked Prof. Svedberg 
for his address and referred to probable uses of the 
new plant in biochemical fields. The company then 
adjourned to the new building where the centrifuges 
were seen in action and their mechanism explained. 


THE NEW BUILDING 


The new laboratory is specially designed and 
equipped for investigations into the physical nature 
of very small particles, particularly protein molecules, 
but it is hoped also to extend its use to the study of 
the less well-defined entities such as viruses, phages, 
and antibody complexes. 


The ground floor is largely taken up by two ultra- 
centrifuges and their auxiliary machinery. Both machines, 
which were made in the workshops of the University of 
Upsala to the design of Prof. Svedberg, have optical 
arrangements which make it possible to observe and 
photograph the contents of the rotating cell. 

The smaller of the two machines is called the equilibrium 
centrifuge and is used for the determination of absolute 
particle size or weight. It runs at speeds up to 18,000 
r. p. m. and usually for several days and nights continuously. 
The particles have then ceased moving and a state of 
sedimentation equilibrium is set up, which allows of the 
calculation of absolute size from the final photograph. 

The larger machine generates much greater centrifugal 
forces, up to half a million times gravity, and serves to 
throw down even the smaller protein molecules completely 
in a few hours. It is used to measure the sedimentation 


velocity constant of pure proteins and of the componente of 
a mixture. In the case of native protein mixtures, such 
as blood-serum, it is possible to centrifuge these without 
previous chemical treatment and to determine from the 
photographs the concentrations in which the component 
proteins are present. 

The machine comprises a chrome nickel steel rotor of 
7 in. diameter rotating inside a massive steel housing from 
which the air is evacuated and hydrogen is admitted 
at low tension. The rotor is driven by high pressure 
oil on the turbine principle and the oil is also used to 
maintain the rotor at a constant low temperature. The 
usual speed is 60,000 to 70,000 r.p.m. and elaborate under- 
ground foundations are necessary to prevent the trans- 
mission of vibrations to the optical system. 


Owing to the position of the Lister Institute on a 
reclaimed bank of the Thames it was necessary to 
drive piles to a depth of 40 ft. to support these founda- 
tions. The centrifuge is entirely controlled from an 
adjacent room in which temperature, speed, oil 
pressure, vacuum pressure, hydrogen pressure, &., 
are measured and regulated with great accuracy. 
Photographs are taken every ten minutes through a 
window in the wall of the control room. Mono- 
chromatic light isolated from the mercury arc is 
used and the wave-length is chosen to suit the light 
absorption of the protein. 

On the upper floor a roomy laboratory is provided 
for general chemical and physical investigations. 
A smaller room which is maintained at a constant 
temperature is intended for measurements of pH, 
conductivity, refractive index, and cataphoresis 
constants. For measurements of the latter an optical 
system is set up, similar to those on the centrifuges, 
and this enables photographs to be taken of charged 
particles migrating in the electric field at a rate which 
is proportional to their charge. Two modernly 
equipped dark rooms are provided and in another 
room examination of plates is carried out and caloula- 
tions incidental to the various techniques in use. 

The rooms in the new laboratory are supplied with 
compressed air, distilled water, and refrigerated water 
and are all electrically linked to a central distribution 
board from which they may receive various electrical 
supplies, including constant voltage D.C. of low and 
high voltage, and A.C. of variable frequency. Any 
room can communicate electrically with another 
through the main distribution board and in this way 
remote electrical measurements may be taken rapidly 
without the need for transporting complicated 
apparatus. 

The company included Sir Arthur Harden, Colonel 
Addison, Dr. Arkwright, Prof. Ledingham, Prof. Robison, 
Dr. Petrie, Prof. Drummond, Dr. Kekwick, Prof. Andrade, 
Dr. Elford, Sir Heury Dale, Prof. Peters, Prof. R. H. 
Fowler, Prof. Donnan, Prof. Haworth, Prof. Freundlich, 
Dr. Philpot, Prof. McIntosh, Prof. Raistrick, Prof. 
Harington, Dr. Hatschek, Prof. Topley, Prof. Fleming, 
Dr. Mellanby, Dr. Fildes, and Dr. McFarlane. 


MEDICINE AND THE LAW 


Admissibility of Medical Expert’s Evidence 


THE evidence of a medical expert is sometimes 
challenged on the ground that he is speaking of the 
condition of a patient on a particular date without 
personal observation of the patient on that date. 
One of the cases decided by the Industrial Assurance 
Commissioner last year, described in his recently 
published report for 1935 [86: 1s.], illustrates the 
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point. An “ own-life”’ policy was taken out on the 
life of a man named Swain on Sept. 24th, 1934. He 
died on Nov. 5th from pulmonary tuberculosis. The 
insurance company refused to pay, partly on the 
ground that, at the date of the proposal, Swain had 
been warranted to be in good health whereas in fact 
he must already have been affected by the disease 
which proved fatal. Evidence was given by Mr. 
A. W. Badenoch, F.R.C.S., who first saw the patient 
at the West Middlesex Hospital on the day before 


death. He conducted a post-mortem examination 


which showed the left lung completely adherent to 
the chest wall and full of cavities, some of which 
contained thin pus; the upper lobe on the left side 
contained a. large cavity with large caseous patches. 
Mr. Badenoch said the disease must have existed for 
at least six months. The widow’s solicitor objected 
to this evidence on the ground that a witness who 
did not see the patient till Nov. 4th could not be 
heard to describe his condition on Sept. 24th; only 
a doctor who was in attendance on Swain at or about 
the material date in September could, it was argued, 
giye admissible evidence as to the condition in 
September. The Commissioner, a K.C. who decides 
these disputes judicially in accordance with accepted 
legal principles, rejected the argument. An expert, 
he said, could give his opinion upon facts which 
either are admitted or are proved by himself or by 
other witnesses in his hearing. A decision was quoted 
from Phipson on Evidence where, on a question 
whether the deceased died of poisoning, medical 
witnesses who attended the man at the time of his 
death or who assisted at the post-mortem examination 
or who analysed the remains were allowed to state 
their opinions. In the present case Mr. Badenoch, 
a physician and surgeon of great experience, had 
himself conducted the post-mortem examination and 
proved what he found; on what he himself found 
he gave his opinion as to the probable duration of 
the tuberculous condition of the deceased. The 
Industrial Assurance Commissioner regarded such 
evidence as far more trustworthy than that of a 
doctor who attended the man at the time of the 
proposal of insurance and had not the advantage of 
examining the body after death. The Commissioner 
had no doubt that Mr. Badenoch’s opinion was 
correct. It followed that the warranty that Swain 


PANEL AND CONTRACT PRACTICE 


[oor, 10, 1936 875 


was in good heaith on Sept. 24th was untrue. 
The widow’s application for the insurance money 
consequently failed. ö 


Inquest Held in Camera 


The Isle of Wight coroner lately held an inquest 
in camera—stated to be the first instance of such a 
proceeding in the island. He had no need to defend 
the practice of restricting publicity. In 1910 the 
Departmental Committee on Coroners, over which 
the late Sir Mackenzie Chalmers presided, reported 
that the coroner had the same power of excluding 
the public from his court as is possessed by examining 
magistrates under Section 19 of the Indictable 
Offences Act, 1848; the gratification of a public 
curiosity cannot be weighed for a moment against 
the intense pain caused to the relatives of the deceased 
by the disclosure of family matters which may have 
nothing to do with the cause of death.” In 1918 
the Court of Appeal confirmed the view that inquests 
ought in some cases to be conducted in secret for the 
sake of decency or out of respect for the feelings of 
the family of the deceased. The recent Committee 
on Coroners’ Law and Practice, of which Lord Wright 
was chairman, fully examined the possibility of 
limiting the scope of the questions and evidence at 
inquests. There is a statutory restriction on the 
publication of divorce court proceedings. Ought 
any such restriction to be extended to proceedings 
before the coroner where he thinks secrecy proper ? 
At present, if he holds his inquest in camera, has he 
any authority to check a subsequent report of the 
matters into which he examined? In the recent 
case in the Isle of Wight the coroner presumably 
desired to spare the feelings of the deceased’s husband 
and relatives. An ex-parte statement was com- 
municated to the press afterwards on behalf of the 
husband. Without questioning the accuracy of the 
statement, one wonders whether the result is satis- 
factory. If, at some inquest held in secret, there 
were to be a sharp conflict of evidence or a highly 
controversial imputation and repudiation of criminal 
conduct, both sides might wish afterwards to give 
the press their own versions of the facts. This would 
raise the question whether, if a coroner sits in camera, 
the sole report should not be an official summary 
published by his authority. 


PANEL AND CONTRACT PRACTICE 


Mortgaged Practices 


THREE years ago, at the annual meeting of the 
National Association of Insurance Committees, atten- 
tion was drawn to the humiliating conditions under 
which a number of insurance practitioners in 
Lancashire were borrowing money to buy their 
practices. It is well known that certain assurance 
societies offer loans to medical men on terms that 
they may be free to accept. The Medical Sickness 


and Life Assurance Society, for instance, has done 


such business for the last 12 years and has never lost 
@ penny or been obliged to sell a man out. But 
where a practitioner has nothing to offer as security 
for the loan other than the practice he is buying he 
has gone further for the loan and fared worse. Some 
of these buyers have assigned their panel fees to the 
lenders, and have put their names to undated resigna- 
tions from the medical list which could be put in force 
when desired, so that in effect the practitioners became 
salaried servants of the lenders by whom they might 
be dismissed if they failed to comply with the onerous 


provisions of the mortgage. This arrangement led 
to a traffic in insurance practices by lay persons whose 
interest was to encourage the transfer of practices 
for their own gain. And the evil was not confined to 
Lancashire. The Insurance Acts Committee gave 
long and anxious consideration to the matter and at 
the panel conference in 1935 it was announced that 
the British Medical Bureau, the I.A.C., and the 
Medical Insurance Agency had set up a tripartite 
committee which was making strenuous efforts to 
reach a solution of the problem. The conference 
passed a resolution calling on the I. A. C. without 
further delay to formulate a scheme to curtail or 
stop the exploitation of medical practitioners in 
connexion with the purchasing and charging of 
practices. The I. A. C. had to consider various aspects 
of the problem, notably the necessity for ensuring that 
the borrower was left with a reasonable amount for 
personal and family expenditure after satisfying his 
liabilities in respect of repayment of the loan, practice 
expenses, income-tax, and other such first charges. 
They realised that for many of those who enter 
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practice a loan of some kind is imperative, and they 
set themselves to evolve a scheme which should 
offer a maximum of professional independence, 
reasonable conditions, and the cheapest possible 
rates, and should be available to practitioners who 
had to borrow the whole of the purchase price of a 
practice, After negotiation with a firm of bankers 
a new company was formed, known as British Medical 
Finance, Ltd., which will also arrange loans for those 
who want to buy motor-cars, medical or surgical 
equipment, or to extend their premises for professional 
work. Advances up to the whole value of a practice 
will be made, the transfer being conducted through 
the British Medical Bureau at a reasonable rate of 
interest and with a single insurance policy to cover 
the loan. Ten years is regarded as the normal period 
for repayment, but the plan is adaptable to circum- 
stances and proposals by prospective borrowers will 
be sympathetically considered. 

To appreciate fully the urgent need for such a 
scheme it is desirable to visualise the state of affairs 
that preceded it. While a purchaser in a position to 
put down a substantial portion of the purchase money 
or to find adequate security could readily borrow 
money from reputable sources, the man without 
funds usually had recourse to another type of lender. 
Certain insurance committees, although they have no 
direct concern with personal contracts entered into 
by insurance practitioners, except in so far as such 
contracts may contravene the terms of service, 
became aware of attempts to appoint locum tenents 
without the knowledge or consent of the practitioners 
concerned. The loan by means of which the practi- 
tioner had purchased the practice had been guaranteed 
by an insurance company which was exercising its 
right under an agreement to dismiss the practitioner 
and dispose of the practice. The borrower had 
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signed a form of resignation from the medical list, the 
date being left blank, and a form nominating his 
successor, the name of this successor also being left 
blank. Arrangements had usually been made for the 
whole of the panel fees to be paid over by the insurance 
committee to a bank and the following is an example 
of the kind of charges made on these fees. Interest 
was first ‘charged on the principal moneys owing; 
then there were premiums on life policies, accountants’ 
fees, sums due for drugs, telephone, income-tax, 


general rates, water rate, lighting, motor insurance 


and other expenses incurred by the mortgagor in 
connexion with his practice; finally a ‘“‘ manage- 
ment fee of £100 a year was deducted. The mortgage 
deed provided that the mortgagee should pay the 
residue (if any) of the moneys received by him in 
reduction of the principal moneys remaining due on the 
securities of the mortgage. 

When as often happens the borrower defaults in 
some respect the mortgagee prepares to use the 
forms which the borrower has already signed, but 
unless an immediate sale is effected a difficulty arises 
when the borrower has been ejected, because an 
insurance practitioner “shall not absent himself 
from his practice for more than one week without 
first informing the committee of his proposed absence 
and of the person or persons responsible for conducting 
his insurance practice during such absence.” More- 
over clause 11 (1) of the terms of service requires 
personal service except when he is prevented by 
urgency of other professional duties, temporary 
absence from home, or other reasonable cause.” 
This brings the insurance committee into the trans- 
action and more than once recently an insurance 
committee has refused to accept the appointment 
of a locum tenens in such circumstances by a 
mortgagee. : 


PUBLIC HEALTH 


The Changing Hospital Population 


In his annual report for 1935 as medical officer 
of health for Manchester Dr. Veitch Clark devotes 
a great deal of space to hospitals and institutions, 
‘ describing, among other things, the scheme for 
providing a consultant and specialist service and the 
formation of the Manchester Joint Hospitals Board, 
which were dealt with in these columns recently.“ 
As is proper, facts are recorded in this report which 
are of vital importance although they may make a 
less vivid appeal to the public mind than big schemes 
of coérdination or expansion. Manchester oity 
council is endeavouring, like many other authorities, 
to “ration”? departmental expenditure on the 
basis of a five years’ plan. Proposals for hospital 
extension, therefore, are bound to be strictly scruti- 
nised and justified by incontrovertible evidence of 
their necessity and of the most efficient and economical 
use of the existing accommodation. Here are some 
of the facts. 

At Withington hospital, where there are 1200 beds, 
healthy and slightly infirm persons are admitted as 
well as the sick. Owing to the decline in admissions 
of the former type the hospital has never contained 
more than 800 inmates since it was transferred to 
the council in 1930. By rearrangement of the inmates 
it has been found possible to empty two of the blocks, 
and apparently this accommodation is of such a 
modern character that its conversion to wards for 
the chronic sick was comparatively simple, thus in 
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turn releasing 225 beds in the part of the hospital 
used for acute cases. The maintenance of the chronic 
sick in the converted blocks has become chargeable 
to the health committee. This rearrangement is in 
accord with the changing demand, for while the 
healthy and infirm inmates are decreasing the demand 
for admission of the acute sick is increasing. The 
process is illustrated by the figures contained in the 
following Table. 7 


Length of Stay of Patients in Manchester Municipal 
General Hospitals during the Last Five Years 


BOOTH HALL. CRUMPSALL. WITHINGTON. 

Year. fa 5 e e By å e 2 PA š e 

2 | si bf 58 sb) 22 | 28 | sé] Be 

{ce “eq | On | Da | n| On| Dw | 13] On 
1931 . | 2,883] 1,508] 532 8,020 2,303 663 | 8,268 | 2,616, 1,099 
1932 | 3,210 1,621 574 7,973 2,771 871 | 8,557 2,772 724 
1933. 3,027 1,426 491 9,658 1,855 856 9,183 2,954 796 
1934. 2,990 1,388 501 8,958 2,110 501 10,712 2,442 589 
1535. 3,562 1.366 434 5,719 2.251 439 10,520 2,632 642 


At each hospital, and especially at Withington, 
the proportion of short-stayx to long- stay 
cases has very materially increased, along with an 
aggregate increment of about 3000 annual admissio ns 
in the year 1935 as compared with 1931. The actual 
increase in acute cases is greater than that for all 
classes of case, since the long-stay cases have sub- 
stantially diminished. Thus a fuller use is being 
made of the available beds, at least so far as turn- 
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over is concerned. It would appear that the present 
trend of events points to a progressively increasing 
demand for accommodation for the acutely ill, offset 
to some extent by the release of beds hitherto reserved 
for chronics. | 

There is, however, an element of doubt as to 
whether this movement will be indefinitely continuous. 
The population is ageing and it seems likely that, 
sooner or later, this will involve an increase in long- 
stay patients, for the old recover slowly, and many 
of them suffer from incurable disease requiring long 
residence in hospital. In Glasgow, where the poor- 
law hospitals have been freely used for the acute 
sick for a generation, provision for the chronic and 


aged remains, in the words of Dr. A. S. M. Macgregor, 
medical officer of health, an administrative problem 
of major importance.” Such patients have a first 
claim on the accommodation provided by the former 
guardians, and transferred in 1930 to the county 
and county borough hospitals. On the other hand 
there is already evidence that the demand for beds 
set aside for children in some municipal institutions 
is diminishing, both because of the falling child 
population and the decline of chronic disease among 
them. In this connexion the charts of age-distribu- 
tion of hospital cases, contained in the Manchester 
report, should prove illuminating if they are carried 
on over a long series of years. 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 
various occupations. Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly indem. . 


FROM A DEPARTMENTAL DOCTOR 
II 


MEDICINE is generally allowed to be one of the 
learned professions ; and indeed it was so described 
in these particular columns last week. But is the 
average doctor a well-educated man? It is true 
that his work leads him, more than that of any other 
man, into the sanctuaries of everyday life. That is 
why it may be said, perhaps, without undue arro- 
gance, that he tends to become both tolerant and 
wise. But is he, in the fullest sense of the words, 
well educated? It is, perhaps, rather definitely 
arguable; and at a recent debate upon the matter, 
the majority verdict was a trifle disquieting. Regarded, 
at any rate, as an interesting companion, as a desir- 
able neighbour at dinner, he was ranked considerably 
below the barrister and, a little more doubtfully, 
lower than the priest. Kindly excuses were, of course, 
made for this. It was recognised that the barrister, 
by virtue of his profession, was compelled to master, 
if only superficially, a very much more catholic range 
of subjects. He could therefore discourse, with a 
certain show of knowledge, upon a great variety of 
topics. Nor did he suffer, as did the doctor, from 
being obliged so often to listen to his own “shop.” 
It was handsomely admitted that the completest 
stranger, on discovering himself in the presence of 
a doctor, was always liable to remember some friend, 
afflicted with an obscure or startling malady. He 
was frequently glad to describe the symptoms of 
this at length and in detail. In fact, though the 
verdict remained, the handicaps were appreciated. 

* * * 


Possibly it was an unjust verdict. But, if well 
means widely, there would appear to be a diminishing 
chance of reversing it. Even with a simplified curri- 
culum, the examinational demands of medicine seem 
to be growing more and more exigent—seem likely 
10 confine the medical student yet more closely within 
his own professional boundaries. Year by year, 
though the doctor may be becoming, and no doubt 
rightly, more technically adequate, the successors of 
Oliver Wendell Holmes, Clifford Allbutt, and William 
Osler are less easy to find. It is inevitable, perhaps ; 
and yet it seems a pity, and the more so because 
the extra-professional opportunities of medicine are 
growing increasingly apparent. National education, 
labour management, even architecture and its allied 
crafts, are perceived to have medical aspects, are 
indeed ready for medical contributions. But if such 
-contributions are to be made with authority, certain 


backgrounds must be pre-supposed, historical, philo- 
sophical, esthetic; and how is the average doctor 
to obtain them ? | 

* * * 

There is no easy answer. Perhaps there is none 
at all. His primary duty is to be efficient at his 
own job; and if the price of being this is to lack 
other kinds of culture, he and the public must be 
content to pay it. And yet, perhaps, a little more 
might be done, unobtrusively and en route, to repair 
some of the deficiencies. There must always come a 
time, for instance in the dissecting-room, when the 
fissure of Sylvius is being demonstrated; and a 
minute or two would suffice, in the hands of the right 
teacher, to clothe an otherwise meaningless word 
with its once human garments—to evoke the great 
Jacques Dubois, and his ardent young disciple, 
Vesalius from Louvain, and all the catholic and 
coloured life of the medieval universities. Just to 
explain, indeed, why their names are in Latin might 
conjure up new worlds as well as old. So might the 
surgeon or the pathologist turn for a moment from 
the fracture and the disease to spare a word for the 
actual Percival Pott after whom they have been 
named. For a time he taught Hunter, who lived in 
Leicester-square, with Joshua Reynolds across the 
way, in the London of Garrick, but also, as he might 
remind his listeners, the London of Hogarth and 
Gin-lane. It might well be remembered, too, by 
the physician lecturing, let us say, on typhus fever, 
that its social ætiology was at least as important as 
any other, and its disappearance from most civilised . 
countries not only explicable in terms of medicine. 
Indeed, the very hospital in which the students are 
gathered is probably instinct with spiritual history. 
But how often is this suffered to escape from the 
jars in the museum ? 

l * * * 

For the doctor out in the world, however, this 
can be no remedy for his alleged one-sidedness; and 
perhaps the cultivation of a hobby is the most obvious 
alternative that suggests itself. Probably most of 
us, realising our limitations, have already provided 
ourselves with one or two. But there are still not a 
few to be met who have none. They are too tired 
or too busy, and apparently forgetful of the truism 
that it is the busiest people who have the most spare 
time. But even if they are amongst those who 
proclaim that their work is their hobby, they are 
surely either mistaken or unfortunate, since who 
can tell when the most unlikely hobby may prove 
germane to his principal life-work? If we really 
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knew why the common iris in the corner of the hos- 
pital garden blossomed (as one did last year) on 
Christmas Day, we might be able (who can tell 7) to 
solve the problem of cancer. In any case, there 
seems no doubt that the hobby must play an increas- 
ing part in an industrialised world. For thousands of 
workers it can be the only outlet for their imaginative 
and creative faculties. Having spent seven or eight 
hours a day—let us hope it will soon be less—in 
guiding tins of commodities into the maw of some 
machine that shall label and pack them and tie them 
up with string, what but the hobby is to save them 
from ant-dom and the world they live in from being 
peopled with lunatics ? Even on the grounds, there- 
fore, of his own professional adequacy, the hobby- 
less doctor will be at a disadvantage. For there 
are hobbies and hobbies, and who, if not the 
doctor, should be able to make a helpful suggestion ? 
And this brings to mind a failure to do so in the 
case of a particularly miserable and introspective 
patient. What he needed, he had been optimistically 
told, was to adopt a hobby. He agreed to do so, 
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and seven weeks later he returned looking, if possible, 
even more dismal. Yes, he had followed the advice. 
He had taken up a hobby. But he was no better 
for it. If anything, he was worse. It seemed not 
inappropriate to inquire what hobby had been chosen, 
the gloomy reply being French irregular verbs.“ 


* * * 


And since to be well educated is not merely to be 
widely informed, it is perhaps legitimate to enter a 
small plea for an occasional moment of reflective 
idleness. ‘‘ Be able, says Sir Thomas Browne, to 
be alone. Lose not the advantage of solitude, and 
the society of thyself; nor be only content, but 
delight to be alone and single with Omnipresency. 
He who is thus prepared, the day is not uneasy nor 
the night black unto him. Darkness may bound 
his eyes, not his imagination. Thus the old ascetick 
Christians found a paradise in a desert, and with 
little converse on earth held a conversation in heaven ; 
thus they astronomised in caves, and, though they beheld 
not the stars, had the glory of heaven before them.“ 


THE SERVICES 


INDIAN MEDICAL SERVICE 


A SELECTION board for European candidates will be 
held on or about Oct. 16th, leaving just time to fill in an 
application form, which, with any further information, 
may be obtained on application to the secretary 
of the military department, India Office, Whitehall, 
London, S. W. I. The medical adviser to the Secretary 
of State for India is prepared himself to see any 
intending candidate. The prospects of the Service 
were set out in our Students’ Guide (August 291 h, 
page 529), and although it is known that some 
changes are likely to be made, there is no reason to 
think that these will reduce its attractiveness ; 
in particular, the chances of civil employment 
are likely to remain as good as they now are. 
The type of man most needed in the Service is the 
specialist in medicine, surgery, or midwifery, but good 
all-round men will still find scope in the different 
branches of the Service. Those with aptitude for 
research will find excellent opportunities, combined 
with adequate remuneration and security of tenure. 
Those who join will. be entitled to all safeguards which 
have been included in the new Government of India 
Act for officers appointed by the Secretary of State. 
As compared with officers who entered 34 years ago, 
they will receive some £600 more pay in the first 
twelve years, owing to the fact that they are promoted 
to the rank of captain after one year of service instead 
of after three years. An important point which is 
often missed is that the I.M.S. commissions are 
permanent from the outset, despite the fact that 
officers can retire with a gratuity of £1000 after six 
years’ service. 

Any who still feel doubtful about financial security 
in the I. M. S. will have their fears dispelled by reading 
the letter from Lord Hailey which appeared in the 
Daily Telegraph of Sept. 23rd. This makes it quite 
clear that the Secretary of State for India will have 
full powers for securing the rights of members of the 
I.M.S. who will thus enjoy the same general position 
as members of other services of the Crown. The 
,Home Government can step in to regulate Indian 
finances if there should be any failure on the part 
of India to provide the necessary funds. The high 
standing of Indian Government securities is, however, 
a clear indication that the commercial world has no 
fears about the stability of Indian finances. 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Comdrs. O. D. Brownfield, O.B.E., to Pembroke 
for R.N.B.; G. L. Ritchie to Victory and to Iron Duke. 
Surg. Comdr. (D) J. L. Edwards to Victory for R.N.B. 


Surg. Lt.-Comdr. E. J. K. Weeks to be Surg. Comdr. 

Surg. Lt.-Comdr. L. J. Corbett to Victory for R.N.B. 

Surg. Lt.-Comdr. (D) F. A. Pearse to St. Angefo and for 
R.N. Hospital, Malta. 

Surg. Lt. (D) F. J. Goldsworthy to Drake for R.N.B. 

The following have received appointment as Surg. Lts. 
for Short Service: F. W. Baskerville (London Univ. 
and St. Mary's Hosp.), P. G. Burgess (Oxford and Man- 
chester Univs.), I. McN. A. Drysdale (Glasgow Univ.), 
W. H. C. M. Hamilton (Cambridge Univ. and St. Thomas’s 
Hosp.), J. I. Heany (Univ. Coll., Dublin), I. C. Macdonald 
(Edinburgh Univ.), C. J. P. Pearson (St. Thomas's Hosp.), 
C. J. Robarts (Charing Cross and Westminster Hosps.), 
and T. A. Turnbull (Guy's Hosp.). 


ROYAL NAVAL VOLUNTEER RESERVE 


Surg. Comdr. G. F. Abercrombie to Victory for R.N.B. 

Surg. Lt.-Comdr. (D) W. M. Bull to Pembroke for R. N. B. 

Surg. Lts. G. P. McCullagh, K. Forsythe, and D. R. 
Goodfellow to be Surg. Lt.-Comdrs. 

Surg. Lt. W. Gough to Drake for R. N. B. 

Proby. Surg. Sub-Lt. R. A. Stenhouse to be Surg. 
Sub-Lt. 

J. Ronald entered as Proby. Surg. Lt. and attached to 
List 1 of the E. Scottish Division. | 


ROYAL ARMY MEDICAL CORPS 


Lt.-Col. H. G. Robertson, O.B.E., retires on ret. pay. 

Maj. W. D. Arthur, M.B.E., to be Lt.-Col. 

Short Service Commissions: Lt. (on prob.) G. N. 
Barker resigns his commission. 


ROYAL AIR FORCE 


Squadron Leaders P. D. Barling to Aircraft Depot, 
Hinaidi, Iraq, to remain attached to Iraq Levies as Senior 
Medical Officer and Officer Commanding Levy Hospital ; 
and J. Hutchieson to Aircraft Depét, Hinaidi, Iraq, for 
duty as Senior Medical Officer. 

Flight Lts. A. W. Callaghan and A. W. Smith to Aircraft 
Depét, Hinaidi, Iraq; W. G. S. Roberts to No. 30 (B) 
Squadron, Mosul, Iraq; and C. A. Lewis to No. 84 (B) 
Squadron, Shaibah, Iraq. 

Flying Offrs. J. R. R. Jenkins to R. A. F. Station, 
Scampton; J. H. Neal to R. A. F. Station, Mount Batten. 
The following are posted to the Medical Training Depdt, 
Halton, on appointment to short servicé commissions : 
C. C. Barker, J. R. Cellars, N. P. R. Clyde, J. Conroy, 
J. D. H. Cran, D. J. Dawson, P. A. Lee, G. B. MacGibbon, 
W. J. Mitchell, D. F. S. Shaw, A. R. Sibbald, and C. E. G. 
Wickham. 

Flying Offrs. L. N. Trethowan and J. B. Wallace are 
promoted to the rank of Flight Lt. 
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OPENING OF THE MEDICAL SCHOOLS 


Last week we published extracts from three 
inaugural addresses given in the London medical 
schools. On Oct. 2nd Lord Iliffe opened the session 
at Charing Cross Hospital and on Oct. 6th Dr. Beattie 
performed the same function at King’s College 
Hospital. Lord Iliffe, as joint proprietor of the Daily 
Telegraph, devoted most of his speech to the part that 
could be played by the press in furthering the objects 
of medicine ; while Dr. Beattie, as conservator of the 
Royal College of Surgeons Museum, drew attention 
to the aims of experimental research. 


MEDICINE AND THE PRESS 
By LORD ILIFE, C. B. E. 


Dunmd recent years the progress of preventive 
medicine has been indeed remarkable. But what, 
I submit, is appalling in a highly civilised community 
is the ignorance of the lay public; it would hardly 
be an exaggeration to say that most of us know 
more about our motor-cars than our bodies. Such 
knowledge as we have is founded in folk-lore. 
Despite the precedent of the Garden of Eden, we still 
rely, metaphorically at least, on an apple a day to 
keep the doctor away. Perhaps it is unfortunate 
that the other old saw, a stitch in time, has never 
had a surgical association in the public mind. 


I have no doubt that very soon—it has happened 
in other countries—we shall be instructed, with a 
wealth of detail, how to avoid the unpleasant conse- 
quences of air-raids, and having been measured for 
our gas masks we shall become expert in that 
particular method of self-preservation. But protected 
thus against bombs that may never come, what 
Measures are we taking against bacilli that are 
already here? I am told, for instance, that the 
maternal mortality-rate is higher than it was twenty 
years ago. Statistics may not be conclusive, but 
I understand that this is a matter which is at present 
causing grave concern in your profession. Is it not 
a fact that much of the tragedy caused by sickness 
and disease is preventable by early diagnosis and 
treatment? Is it not your common experience 
that medical advice is often sought too late? And 
does not the reason lie in the abysmal ignorance 
of a public which, never having been taught, is unable 
to recognise the warning signals or is content to 
accept the extravagant and unjustified claims of 
patent remedies ? 


On the one hand then we have a great and learned 
profession, equipped to fight disease with all the 
weapons of modern science, eager and able to succour 
suffering humanity. On the other hand there is a 
greater public, whose codperation you require, 
hygienically still in the bow-and-arrow stage. 

The solution—it sounds so simple—is surely to 
educate the people. I do not suggest that technical 
matters should be explained to the extent that 
laymen will begin to diagnose and treat their own 
complaints. Nothing could be more dangerous than 
a little knowledge of such a kind. But I do believe 
that it would be possible to make the public more 
* health conscious,” to make men appreciate more 
fully that dirt breeds disease and to so instruct 
them that they will recognise those symptoms of 
serious bodily disorders which respond best to skilled 


attention in the early stages. In a sentence, we 
want to bring about an enlightenment which will 
ensure a still greater use of the knowledge and skill 
of doctors. 

I am aware that of recent years much has been 
done, partly with the assistance of wise legislation, 
but it does seem to me that one great medium 
perhaps the greatest—for the dissemination of know- 
ledge has been largely neglected. 

Let us consider again the matter of immunity 
from air-raids. Here we have to deal with a danger 
new to our national existence. We have the advantage 
of starting our remedial measures ab initio. And 
you will find that whatever the authorities in their 
wisdom think we ought to know on this subject, 
we shall learn easily and quickly through the medium 
of the press. Now I do not want to say anything 
provocative, but if we can use the press to save 
British babies from bombers, cannot the same agency 
be employed to save some of them from bacilli? 
You may fear that such instruction would, in certain 
circumstances, result in sensationalism. I do not 
for one moment believe that information and news 
authoritatively supplied would be treated by the 
press of this country in any improper or undesirable 
way. Of course, while it is left to hard-working and 
enthusiastic reporters to discover, if they can, what 
is going on behind the scenes, the public will only see 
stories, or half-stories, expressed in good or bad 
journalese—according to the paper they read. But 
I suggest—and here I am on my own ground—that 
our great newspapers are fully alive to their responsi- 
bility and are accustomed, to an extent not realised 
outside Fleet-street, to place public weal before their 
individual interests. Exactly in what form the 
coöperation of the press should be sought is a matter 
of detail. I am only concerned at the moment in 
pointing out that newspapers, once described as 


. “the schoolmasters of the common people,“ could 


fulfil a valuable function in the essential work of 
national enlightenment. 

Occasionally we are privileged to read a speech 
made by one or other of your eminent surgeons or 
physicians. We are often told, for instance, that 
the tempo of modern conditions is such that we are 
wearing ourselves out in this age of speed. We are 
said to be living on our nerves. Now I hardly know 
what my nerves are and still less where they are. 
I hope you do. But I suggest that if I am living 
on them, I ought to be better informed about them. 
And I would say this, that we must look to you 
to provide a new technique of living. Because if 
modern life is, in fact, throwing an undue strain on 
our nervous equipment, we must presumably be 
taught to acquire fresh resistances. This, clumsily 
expressed, seems to indicate developments even 
beyond the scope of preventive medicine, and how 
are we to be taught quickly enough except through 
the medium of our daily paper ? 

There must always be a considerable hiatus between 
the discovery of new medical and surgical methods, 
and their universal application. What could more 
readily help to bridge that gap than a publicity 
carefully controlled?! Again, if the interest of the 
nation is aroused so that the vast endeavour and self- 
sacrifice devoted to science by members of your 
profession is more thoroughly appreciated, surely 
more adequate financial support will be forthcoming 
for such great voluntary organisations as the Charing 
Cross Hospital. 
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TEACHING AND RESEARCH 
By JOHN BEATTIE, M. D., D. Sc. 


DURING the past few months there have appeared 
in print several articles which have advocated the 
virtual separation of university teaching from research, 
and the formation within our university staffs of 
two distinct groups, one devoting its energies to teach- 
ing and the other to research. There is, too, a 
suggestion that there would be segregated out the 
leaders of thought, who would give direction to the 
research workers placed under them.” These revolu- 
tionary proposals were put forward by Dr. Coulborn 
in the Nineteenth Century for July of this year and 
they deserve our serious consideration. 

We recognise how in the anatomical department 
we were taught to observe and to find things out for 
ourselves, and in the physiological department we 
learned the nature of an experiment, the use of 
controls, and the interpretation of data gained during 
our experiments. There is a strange tradition that 
when we pass from the preclinical to the clinical 
curriculum we leave behind the realm of true science 
and enter into a realm where the art and science of 
medicine mix. This would seem to suggest that 
scientific methods no longer apply. There will 
always be an art in medicine, but there is a science 
as yet incomplete and imperfect. Parts of our 
medicine are still in the Hippocratio stage—that of 
observation and for a long time must so remain ; 
those which have reached the Harveian phase are 
even to-day but partially developed. There are 
strong arguments for the systematic and continued 
application of scientific methods in the study of disease. 
Whenever they have been properly applied the 
results have been outstanding. The neurological 
work of Horsley, Risien Russell, Head, and Kinnier 
Wilson, the cardiovascular investigations of Mackenzie, 
Keith, Flack, and Lewis all commenced by the 
observation of patients suffering from disease. 


Observations were followed by careful experiments 


until the problems were solved. In surgery the same 
sequence of events has taken place. Observations 
and experiments are followed by more accurate 
diagnostic methods and more valuable methods of 
treatment. 

Most of our outstanding researchers in the field of 
clinical medicine and surgery are equally good 
bedside teachers. The qualities which make for 
success in the scientific investigation of clinical 
problems in the laboratory are those which produce 
good bedside teaching. There would seem then to 
be good reason to combine in our clinical teachers the 
qualities of teacher and researcher. The British 
tradition of medical education enshrines a method of 
teaching, old but ever new—bedside instruction. 
The patient is the central problem not the disease or 
disability from which he suffers. To lead the student 
to make the proper logical deductions from the 
patient’s history and his own observations and to 
arrive at a diagnosis of a pituitary tumour is educa- 
tionally much superior to a systematic lecture, 
however brilliant, on the signs and symptoms of that 
condition. The first at its best is surely the method 
of the research worker, the second at its worst that 
of the examination crammer. If this clinical method 
is the one which we wish to retain in our educational 
system then we must be certain that the persons who 
use it should be trained to make full use of its 
possibilities. Accurate observation, clear thinking, 


1 Coulborn, R.: Nincteonth Century, 1936, cxx., 68. 


OPENING OF THE MEDICAL SCHOOLS 


[oor. 10, 1936 


and adequate knowledge not only of facts but of 
methods are certainly essential. Couple these with 
a sympathetic understanding of the patient’s point 
of view and we have in brief what Osler regarded as 
the complete clinician. 

Besides observation and logical deduction we expect 
our clinical: teacher to have knowledge. When I 
speak of knowledge I include not only factual data 
but an acquaintance with methods and the value of 
data obtained by such methods. The best, perhaps 
the only way, in which to train a man in methods and 
method is to set him down to delimit the boundaries 
of real knowledge and to add his mite to the store. 
A man who has been or is engaged on such a task 
possesses an advantage over his fellows which is 
dificult to define but which is readily felt and 
appreciated by the students he teaches. It may be 
that it is the critical atmosphere of the laboratory 
which he brings to the bedside or the freshness of his 
teaching when he expounds what he knows at first 
hand and illustrates his reasoning from the fund of 
his own experience. Such a teacher does not inhibit 
curiosity or stop his listeners from thinking. Rather 
does he give them direction in their thoughts and a 
sense of real knowledge. 

I cannot agree with Dr. Coulborn that methods of 
research, at least in so far as they affect medicine, 
have a numbing influence on character,” rather 
would I agree with Prof. Peters when he points out 
that if it be numbing to teach proper humility and 
the scope of his actual knowledge, let us have more 
of such refrigeration.” 2 If the study of medicine 
does nothing more, it teaches us humility in the face 
of much that we do not understand, and often harshly 
reminds us that our knowledge of disease and its 
treatment is all too small. What incentives these 
are to research and what a discipline compared with 
“the vague and foggy generalities which so often 
pass for a wide humanistic outlook.“ The Medical 
Research Council has wisely decided to play its part 
in encouraging young clinicians to engage in experi- 
mental research on clinical problems. The reasons 
which prompted this decision may have included some 
of those which I have outlined. This policy will do 
much to develop in our hospital medical schools 
the type of teacher who can stimulate students not 
only to study but to think. 

Can Dr. Coulborn’s proposals for the division of 
university staffs into teaching and research groups 
be supported or condemned by the experience of our 
clinical schools ? It has been suggested above that 
persons with the proper research attitude and training 
are probably good clinical teachers. In our present 
teaching hospital systems these men have two 
choices—to join the full-time staff of a professorial 
unit or to join the throng in the market place. If 
they choose the latter course it becomes increasingly 
difficult, even when they are not attracted by the 
flesh-pots, to find time, in the midst of a busy practice, 
to carry on original creative work. If the former 
course attracts, undergraduate teaching in the unit 
and administrative duties gradually absorb more 
time and research is squeezed out, although some 
men have managed to hold an even balance between 
teaching and research. In medicine then, there is 
almost exclusively a teaching corps in our clinical 
schools. The younger men, with time to spare, as 
a rule gravitate to other departments where it may be 
difficult to get facilities for research which they wish 
to do or after receiving facilities may find in these 
departments a lack of interest in the problem they 


3 Peters, R. A.: Nature, 1936, oxxxvili, 590. 
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wish to investigate. Hence, whether we care to 
admit it or not there is at the present time a separa- 
tion almost complete between the teaching and 
research members of our clinical staffs except amongst 
the junior members who can still find some time to 
spend in a research laboratory. 

One cannot but feel that the situation is unsatis- 
factory. Whether we like it or not the prestige and 
development of British clinical medicine is bound 
up inextricably with the quality of its creative 
research work. All the research facilities which can 
be provided will, in the end, produce little effective 
result, if young men are forced to leave the happy 
and congenial combination of clinical teaching and 
research at their most productive period, by the fact 
that there are no posts which will guarantee for them 
at least a reasonable salary on which to live in comfort 
and raise a family. Is there no remedy? I think 
there is. The creation of full-time registrars and 
tutors engaged partly in teaching and hospital practice 
and with ample time for research would provide say 
fifty or even a hundred men with the experience they 
so much need. Full use could then be made by the 
teaching hospitals of the men who have held Medical 
Research Council and other research fellowships in 
clinical science. It is time to make a start and in this 
hospital, which befriended a Lister and his ideals, I 
think it might be possible to create say one full- 
time post in each of your medical and surgical depart- 
ments. The occupant of such a post would be 
required to spend half his time in the investigation 
of some clinical problem amenable to experimental 
investigation. Assuming that you choose the right 
men I can see no more profitable investment. 


ROYAL DENTAL HOSPITAL 


On Tuesday last Sir William Willcox presided at 
the annual prize distribution of the School of Dental 
Surgery at the Royal Dental Hospital, London. In 
a brief address he pointed out that the hospital, 
founded some 80 years ago, was the first of its kind 
in the Empire, while its foundation was immediately 
followed by the opening of a school of dental surgery. 
This, said Sir William, was the starting-point of the 
system of organised teaching of students desirous 
of taking up the dental profession. He reminded the 
audience of the great part played by the school in 
equipping students of dental surgery with full know- 
ledge and practical experience, and he had been 
especially gratified to find, when in Australia last 
year at the meeting of the British Medical Associa- 
tion, that dental hospitals were flourishing in the 
large centres of the Dominions. Dr. Wilfred Fish, 
one of the staff of the Royal Dental Hospital, and 
himself were both impressed by the administration 
of dental hospitals and their associated schools at 
Melbourne and elsewhere in Australia. 

The research department now conducted in the 
hospital, continued Sir William, had led to valuable 
knowledge as to the treatment of dental sepsis in 
its early stages, while the research would not have 
been possible but for animal experiments. A detailed 
description of the relations to medicine and dental 
surgery which he gave proved that scientific dentistry 
must be regarded as an integral part of medicine. 
In proof of this he pointed to the fact that the strepto- 
cocci present in infected lesions of the gum gave rise 
to septicemia and pyæmia, and therefore might be 
the origin of systemic disease manifested in any part 
of the body. | 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
SEPT, 26TH, 1936 


_Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, O; 
scarlet fever, 1865; diphtheria, 1148; enteric fever, 
92; pneumonia (primary or influenzal), 423; 
puerperal fever, 26; puerperal pyrexia, 123; cerebro- 
spinal fever, 19; acute poliomyelitis, 22 ; acute polio- 
encephalitis, 4; encephalitis lethargica, 4; continued 
fever, 2 (Battersea, Gosforth U.D.); dysentery, 43; 
ophthalmia neonatorum, 95. No case of cholera, 
plague, or typhus fever was notified during the week. 


8 1. N R. D. 2); Dorset 13 (Dorchester 4, Poole 8, 
Glouceste 
Mai 


Carshalton 2, Epsom and Ewell 1, Kingston 1, Mivchann 3, 
1, Sutton and Cheam 1); Sussex East 2 (Brighton, 


et. ca, 285; 
Hospital there were 


Deaths.—In 122 great towns, including London, 
there was no death from small-pox, 4 (0) from enteric 
fever, 2 (0) from measles, 3 (1) from scarlet fever, 
10 (2) from whooping-cough, 29 (4) from diphtheria, 
57 (15) from diarrhoea and enteritis under two years, 
and 14 (2) from influenza. The figures in parentheses 
are those for London itself. 

The deaths from enterio fever outside London occurred at 
Bournemouth 3, Poole 1. Deaths from diphtheria were reported 
from 19 great towns, Manchester 4, Liverpool 3. | 
The number of stillbirths notified during the week 
was 246 (corresponding to a rate of 39 per 1000 total 
births), including 44 in London. 


ROYAL DEVON AND EXETER HosprraL.—On Sept. 
30th Lord Fortescue opened a new wing at this 
hospital which has cost £25,000 and forms part of 
the £50,000 scheme which will provide enlarged out- 
patient accommodation, an up-to-date pathological 
department, a dental clinic, wards for sepsis, fractures, 
and children, and a medical library. 


RADIUM BEAM THBRAPY AT THE WESTMINSTER 
Hosriran.—A unit of four grammes of radium, elec- 
trically controlled in two bombs, is now working 
continuously for five days in the week at the Radium 
Annexe in Fitzjohn’s-avenue, Hampstead. The two bombs 
and the radium container are made from a new heavy 
ray-proof compound consisting of an amalgam of 80 per 
cent. powdered tungsten, 10 per cent. copper, and 10 per 
cent. nickel, the whole fused together by heat and after- 
wards worked as one metal. Within each bomb there 
are electro-magnets, wired up to the control board, which 
hold or release the radium-container as required. One 
of the two bombs, having a narrower aperture, is used 
in cases in which the passage of the rays must be restricted 
to a small area. To control more effectively the direction 
of these rays and prevent scattering, the neck of this 
bomb carries a collar of platinum. A new technique has 
been evolved by the surgeons in charge. Having found, 
in operating five earlier and smaller bombs, that deeper 
penetration could be obtained by removing the radium 
to a greater distance from the point of application, addi- 
tional radium has been acquired to give effect to this 
conclusion. The larger bombs call for a stricter control 
of direction, and a new system of distant control for the 
better protection of the operators. The arrangement of 
the radium in its container, so as to give the desired flat 
field, is the work of Mr. H. T. Flint, D.Sc., and Mr. C. W. 
Wilson, M.Sc., physicists to the hospital. 
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CORRESPONDENCE 


general, to confirm his work. On the clinical side 


HISTIDINE TREATMENT OF PEPTIC ULCER 
To the Editor of THE LANCET 


SR, The admirable paper of Dr. H. C. Barry 
and Prof. H. W. Florey in your issue of Sept. 26th 
should give the death-blow to the fantastic specula- 
tions upon which the histidine treatment of peptic 
ulcer was founded. As most of the papers hitherto 
published have reported favourably on the treat- 
ment, I should like to record my own experience, 
which is derived almost entirely from private 
practice. 

During the last two years there has been no diminu- 
tion in the number and severity of ulcer cases coming 
to New Lodge Clinic, although almost without 
exception they have received one or more courses of 
histidine injections before admission. In several 
instances a hemorrhage, sometimes the first the 
patient had ever had, occurred whilst the injections 
were being given or shortly afterwards. In addition 
to ulcer cases, patients with carcinoma of the cso- 
phagus and stomach and even of the rectum have 
been given histidine before coming to the clinic, and 
their recognition and proper treatment have been 
seriously delayed. Although apparently histidine 
sometimes hastens the healing of an ulcer, especially 
one of recent origin, I have never seen the slightest 
benefit result from its use when I have tried it in 
cases, mostly of anastomotic ulcer, in which improve- 
ment was slow with the usual treatment. Cosin has 
observed the case of a young man who was sent to 
the out-patient department at Guy’s Hospital soon 
after having a hematemesis. An X ray examination 
showed no sign of an ulcer. He was given 24 injec- 
tions of larostidine but no other treatment. He was 
then X rayed again and one of the largest gastric ulcers 
I have ever seen was discovered. Gastrectomy was 
performed, as a rapidly developing carcinoma was 
suspected, but a simple spreading ulcer was found. 
(The radiograms are reproduced in a paper appearing 
in the October number of the Practitioner.) 


There can be no objection to the use of histidine 
in addition to the usual treatment, although I believe 
it to be quite superfluous. But its use as a substitute 
for rest, dieting, and measures to render the gastric 
contents as nearly neutral in reaction as possible is 
quite unjustifiable, as although an occasional patient 
may be saved trouble in this way, the majority will 
be placed in a fool’s paradise, in which the ulcer, 
though temporarily latent, becomes progressively 
less amenable to treatment. 

I am, Sir, yours faithfully, 

Oct. 1st. ARTHUR F. Hurst. 

HISTIDINE AND THE ATIOLOGY OF 
GASTRIC ULCER 


To the Editor of THE LANCET 


SIR, — Prof. Florey, and again Dr. Bulmer, appear, 
possibly unintentionally, to acquiesce in the wide- 
spread assumption that peptic ulcer is a single 
disease. Believing the old axiom of divide et 
impera to be even more applicable in the conquest 
of disease than of empire, might I urge a few 
objections ? 

Konjetzny summed up his exceptional experience 
of the histology of the resected stomach in favour 
of the gastritic origin of peptic ulcer. Mosto, at last 
year’s gastro-enterological congress, was able, in 


Korbsch, from his experience of over 5000 gastro- 
scopies, is able to say that he has often followed the 
progress of an erosion to an ulcer and that a gastritis 
is the sine qua non of ulcer development. Further- 
more Korbsch is a firm advocate of the rôle of 
deficiency factors in the formation of ulcer, and his 
paper on the endoscopic control of Larostidine treat- 
ment (not referred to by either of your contributors) 
is the most interesting on this subject which I have 
seen so far. On the other hand Hohlweg, Schindler, 
Gutzeit, and Henning, from their equally extensive 
gastroscopic experience, are unable to agree with 
Korbsch. Gutzeit never, Henning in 1934 only 
once, had seen an erosion progress to an ulcer. 
Neither of these two authors is so impressed by the 
deficiency factor as by the constitutional factors. 
Moutier declares himself a dualist; he finds that 
ea sometimes arise from a gastritis, sometimes 
not, 

No other clinical evidence is available. Symptoms 
and the radiological niche are largely the result of 
spasm, Clinics which rely on them, and dispense 
with the gastroscope, must miss so many of the 
ulcers which occur on atrophic areas in rather atonic 
stomachs that their ideas are one-sided. Statistical 
evidence shows an enormous difference in the mor- 
tality from hematemesis in different parts of Europe. 
This difference, in my opinion, is due to a real 
difference in ulcer and not to variations in treatment 


‘and the selection of patients, or to juggling with 


figures. In England our records show a real change 
in the sex-distribution of perforated ulcer since the 
war. A type of ulcer has become almost extinct. 

To sum up: it is at least possible, if not probable, 
that some cases of ulcer in Europe to-day are due 
to a diet deficiency or absorption deficiency. It is 
also possible, judging from some of the many reports 
on identical twins, that some cases of ulcer are due 
to the genetical constitution of the individual, and 
appear, as it were inevitably, regardless of differences 
in environment. Other ulcers appear to be inde- 
pendent alike of genetical constitution and environ- 
mental stress. Possibly some severe toxic episode 
or psychological stress was able to cause a permanent 
vegetative neurosis. Food idiosyncrasies are important 
sometimes. Some ulcer patients according to Spira 
are unlucky in their family tradition of cooking. 
One other certain primary cause is often forgotten. 
Some post-mortem statistics have shown scars or 
ulcers in over 90 per cent. of patients with severe 
kyphosis. There are of course innumerable con- 
tributory causes, but the primary ones must fall 
under the embracing headings, genetical constitution, 
past environment, present environment. When the 
patient at last has an old hard ulcer, firmly welded 
to the pancreas, it is of academic interest only 
whether there is one ulcer disease or many. The 
mechanical distortion of the stomach alone ensures 
that his life, gastronomically speaking, is ruined. In 
earlier years, when what patients suffer from is not 
so much the recurrent breaking down of one ulcer 
as the periodical appearance of a fresh ulcer, the 
correct decision as to which ulcer disease they suffer 
from may well save for them some of the pleasures 
of the table. 

There must be in this country some 10,000 twins 
with ulcer symptoms, unless providence is especially 
kind to twins. A careful investigation of this material, 
even if unaccompanied by special investigations, 
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should enable us to sort out the tangle of heredity, 
past history, and present environment. 
I am, Sir, yours faithfully, 

Oxford, Oct. 3rd. DENYS JENNINGS. 

References.—Gutzeit, K. : ad aah d. inn. Med., 1929, xxxv., 
1. Henning, N.: Die Entztindu 
Konjetzny, G. E.: N popa: d. ; 85 i$ A 
Korbsch, R.: Boas Archiv, 1936, lix.,82. Mosto D. : Verband. 
I. Internat. Kongr., Gastroenterol., 1935. Moutier, F.: Ibid. 


PNEUMOTHORAX IN A HEALTHY PERSON 
To the Editor of THE LANCET 


Sır, —The following case, which I attended lately, 
seems to be of interest. A man, aged 23, of sound 
physique, had enjoyed good health except for an 
attack of lobar pneumonia at the left base about 
ten years ago, for which I attended him and from 
which recovery was complete. I was called to see 
him on July Ist last, when he had just been sent 
home. The story was that he had gone downstairs 
and turned suddenly from right to left at the bottom, 
in order to go up again for something he had for- 
gotten. At the moment he felt nothing, but about 
ten minutes later he began to feel a pain at 
the lower part of the left chest behind, the pain 
being increased by walking and deep inspiration. 
He was seen at once by a doctor, who diagnosed 
pleurisy, gave him some aspirin, and sent him home. 

Seven hours later when I saw him his temperature 
was 98-1°F., pulse 60, respiration 17 and rather 
shallow. There was dullness at the left base to about 
the level of the seventh rib in the posterior axillary 
line, with entire absence of breath sounds, vocal 
resonance, and fremitus over the same area. The 
normal temperature, pulse- and respiration-rates 
made me doubt the diagnosis of pleurisy. The next 
day there was no change in the physical signs, but 
on the third day the dullness was replaced by hyper- 
resonance, and there was an area over which could 
be heard amphoric breathing, and a well-marked 
bruit d’airain was elicited. The cardiac dullness 
was slightly displaced to the right. The diagnosis 
of a left pneumothorax was now obvious, and this 
was subsequently confirmed by X ray examination. 

The only treatment adopted was rest in bed for 
a week, followed by suitable exercises to help expan- 
sion of the lung. Convalescence was uneventful, 
pain ceased in a few days, the normal percus- 
sion note gradually returned, the other physical 
signs disappeared, and the patient resumed work 
within the montb. 

On July 23rd the radiologist’s report said: The 
lang has almost fully expanded, but there is still a 
marginal pneumothorax.” 

I have looked up various books to find a case of 
pneumothorax caused by sudden strain in a healthy 
person, but only in Letheby Tidy's Synopsis of 
Medicine could I find any reference to such a condi- 
tion. The following is the quotation (under Atio- 
logy of Pneumothorax): “Sudden strain in normal 
persons; no ill-effects ; rapid recovery. Very rare.“ 
Is it possible that adhesions, due to the attack of 
pneumonia, gave way when the sudden wrench 
occurred, with the result that the lung was slightly 
torn ? 

The other possibility—viz., rupture of an emphy- 

matous bleb—must be considered, especially as, 
judging from an article by Dr. Ian Gordon in THE 
LANCET of July 25th last, this appears to be a com- 
moner cause than was formerly believed. However, 
the absence of any cause for emphysema renders this 
unlikely in the present instance. 

I am, Sir, yours faithfully, 
Wadebridge, August 29th. A. COLERIDGE. 


PROPHYLACTIC APPENDICECTOMY 
To the Editor of THE LANCET 


SIR, —The removal of the appendix during a 
laparotomy for other purposes has to some extent 
become an established routine. It is always a certain 
temptation, while the opportunity is there, to rid 
people of a potential menace even if no obvious 
signs of disease are present in the appendix at the 
time. Doubtless a number of people have benefited 
indirectly by this procedure; at the same time it is 
not without its own risks. In operations for disease 
of the gall-bladder and duodenum more especially, 
appendicectomy may well be acknowledged to be 
an essential step since, apart from other considera- 
tions, the appendix is nearly always found to be in 
a condition to justify the additional procedure. 

Does the same apply to operations on the pelvic 
viscera in women 7 It is with due diffidence that the 
question is asked, but several cases of acute obstruc- 
tion of the small intestine by bands which have 
occurred following such operations (mainly operations 
for mal-position of the uterus) combined with 
appendicectomy have impressed me, maybe unduly. 
The numbers are small compared with the numbers 
of “ prophylactic’? appendicectomies performed and 
are scattered over a period of years, but are not, 
in my opinion, entirely insignificant. A feature of 
the cases of obstruction referred to is that they 
were all unduly thin women with scarcely a vestige 
of extra- or intra-abdominal fat-or omentum—a type 
that have of necessity to use their intestine to seal 
off operation wounds, parietal and visceral. When 
operative measures are carried out on the uterus 
and its adnexa and, at the same time, on the gut 
in the near neighbourhood the risk of adhesions 
between the two is a very real one, as was shown 
in these particular cases. 

I should like to submit the suggestion that during 
pelvic operations unless the appendix is demanding 
removal on its own merits it should not be touched ; 
that it should not be removed, so to speak, en passant. 
When an appendicectomy has been performed, 
however, it may prove some help if, after the opera- 
tion, the patient is nursed with the end of the bed 
raised, at any rate for the first few days. 

I am, Sir, yours faithfully, 


Harley-street, W., Sept. 30th. ° F. D. SANER. 


RELIEF OF ANGINAL PAIN 
To the Editor of THE LANCET 


Srr,—On Jan. 18th you published an unfavourable 
critique of my article on the treatment of angina 
pectoris with euphyllin, which appeared in the 
Presoriber of the previous June. A recent holiday 
gives me an opportunity to reply. Your standpoint, 
sincere though it be, seems to me theoretical and 
academic, whereas mine is practical and based on 
actual use of the drug. The importers tell me that I 
may safely claim to have used at least five times as 
much as any individual or institution in Great 
Britain. Hence the clinical experience on which you 
based your judgment must have been limited to the 
point of negligibility. 

(a) You first contend that the angina of effort or 
cardiac spasm is readily overcome by the nitrite 
group. My own experience has been that it is only 
in simple or comparatively recent cases of angina 
that such vasodilators show real virtue; in the 
severe type, especially when attacks, unprovoked 
by effort, come on during sleep, their use is generally 
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very disappointing. Also amyl nitrite frequently 
produces symptoms of alarming collapse, without 
relieving the anginal paroxysm, while trinitrin may 
cause occipital headache intense enough to make the 
patient refuse to take it. In seizures of agonising 
intensity, where the nitrites have been impotent, 
intravenous euphyllin will act swiftly and certainly. 
Again, despite your objection, I repeat that the 
continued oral use of the drug will often keep the 
pain in complete abeyance. 


I may mention the case of a colonial doctor whom I 
saw recently, the victim of intensely acute coronary 
disease. After complete rest in hospital for two months 
and a voyage of equal length, he could not walk on the 
deck without suffering pain severe enough to make him 
desist. A London cardiologist recommended him to 
take euphyllin tablets, and in a week or two he was able 
to walk cautiously a distance of five or six miles daily. 

Another patient, a woollen manufacturer, told me he 
had suffered very severe anginal attacks, but that the 
use of one tablet of euphyllin daily had greatly mitigated 
his sufferings and increased his exercise capacity. I 
advised him to double the dose, the result being that he 
was rendered entirely free of pain. 


(b) You object that I did not differentiate in 
detail the angina of effort, spasmodic angina, and 
myocardial infarction. My reply is that the purpose 
of my paper was not an abstract discussion of cardio- 
spastic symptomatology, but the announcing of a 
remedy which, used intravenously, could relieve any 
cardiac seizure, however excruciating and of what- 
ever cause. Graphic rather than medical terms were 
used to depict the types of cases treated, and such 
metaphoric expressions as hurricane violence, cardiac 
tornadoes, and direst agony surely showed unequivo- 
cally the nature of the attacks so completely dominated 
by euphyllin. My clinical classification, of which 
you disapproved, was that most easily compre- 
hended by the majority of readers, and as the claim 
was made, and here repeated, that the drug could 
banish every kind of anginal pain, such points of 
academic terminology do not arise. 

(c) I had not sufficient space allotted to me in the 
Prescriber to classify numerically the patients treated, 
but hope to do so soon in another paper. However, 
from the fact that over 1350 ampoules (10 c. em.) of 
euphyllin had been given intravenously, and over 
100,000 oral tablets had been preseribed, it was an 
obvious inference that the number of patients treated 
was large. 

(d) You further aver that notes on only six cases 
were given and that in two of them the action was 
admittedly unfavourable. This is an extremely 
unfair way of representing what I had written. 
These notes described different classes of cardiac 
distress benefited by euphyllin, and were illustrative 
each in its own category. The two unfavourable 
results mentioned had nothing to do with the relief 
of anginal pain. 

One was that of a man dying of cardiovascular syphilis, 
in whom, contrary to the usual rule, the intravenous use 
of the drug did not cause the immediate disappearance 
of the reduplication of the second sound. After a short 
delay, however, the sound became unified, and the patient 
always experienced great symptomatic relief from the 
injection. The other instance was that of an aged woman 
dying of diabetes and general myocardial degeneration. 
In her the injection seemed to aggravate her cardiac 
distress, and I suggested that she may have been an 
example of drug idiosyncrasy. Again let me emphasise 
that in both these cases the relief of anginal spasm was 
not the purpose of the injection. 


(e) You say you find it difficult to believe that a 
cardiac pain that is unaffected by the nitrites will be 


RELIEF OF ANGINAL PAIN 


[ocr. 10, 1936 


overcome by a much less powerful vasodilator.” 
You hold this view because you probably have never 
witnessed the intravenous administration of the drug 
in such heart conditions ; but one clinical demonstra- 
tion of its powers would outweigh completely such 
theoretical or pharmacological preconceptions, and 
the more acute and protracted the seizure the better 
for the demonstration of the drug. 

(f) When you state that the above claim arises 
from one of the successful cases cited, you forget 
that this instance was mentioned as the first in 
which I observed the almost instant subjugation of 
an attack, and that the result so obtained was repro- 
duced in all the other cases of anginal spasm. The 
claim is based therefore not on one isolated happening, 
but on numerous parallel observations. 

(g) You omit all reference to the fact that I stressed 
the futility of trying to cure angina with euphyllin 
or any other drug. I maintained, and reiterate, that 
such cardiac catastrophes must be regarded as 
demonstrating the existence of some vasopressor 
substance, circulating in the blood, and capable of 
constricting the coronary arteries. In this con- 
nexion I referred to the successful treatment of the 
condition by the extirpation of septic tonsils, and 
the great importance of the paranasal sinuses as 
pathogenic foci. 

(k) I venture to disagree with your opinion that 
the pain of angina is usually mild, and would prefer 
to describe such cases as substernal oppression rather 
than typical angina. Among the victims of the 
malady, I fancy, your description of the pain would 
find but little support. 

(i) You assert that I underestimate the value of 
morphine in the treatment of myocardial infarction. 
I agree that in many conditions morphine is a 
marvellous reliever of pain, but I have seen numerous 
instances of coronary, biliary, and renal spasm where 
it brought on extreme nausea and sickness with little 
or no alleviation of the pain. In recent years I seem 
to have noted an increase in the number of patients 
whose response to morphine is manifested chiefly by 
nausea and vomiting. But it is just in the most 
desperate forms of cardiac pain, where morphine has 
been pushed unavailingly to the limits of safety, 
that euphyllin intravenously manifests its specific 
powers; and in my paper I mentioned a case of 
typical infarction, where intolerable pain that had 
lasted several hours yielded almost immediately to a 
20 O. om. injection of this substance. Two hours 
later a recurrence took place, and the patient died in 
extreme agony, without having received the slightest 
benefit from morphine injected, in my absence, by 
another practitioner. 

I will conclude with a brief account of a very 
convincing case. 

On Sept. 14th, 1935, I was asked to see a man, aged 72, 
who for two days had been suffering from recurring 
attacks of cardiac pain of the utmost intensity. A diag- 
nosis of angina pectoris had been conourred in by a senior 
consulting physician. Amyl nitrite and morphine had 
been prescribed but had failed utterly, and the paroxvsms 
had become more frequent, protracted, and agonising. 
On arrival I found the patient in extreme pain which had 
already lasted two hours. He was unable to speak but 
managed to indicate that he had a terrific substernal 
pain involving also the neck and the left arm. His pulse 
was rapid and irregular, exactly like that of auricular 
fibrillation, impossible to be estimated accurately, and 
his apex-rate by auscultation was found to be about 164. 
His doctor said the pulse had been getting progressively 
worse all day, and as death seemed imminent a detailed 
examination was omitted and a 20 c.cm. syringe was 
hastily boiled. Even in view of the apparent fibrillation, 


THE LANCET] 


strophanthin or digitalin was not incorporated in the 
solution, but only 20 c.cm. of euphyllin was given, lest 
the issue should be obscured by any polypharmacy. 
Before half the injection had been given the patient 
declared the pain was passing off, his doctor noted at the 
same time a great improvement in the pulse of the wrist 
he was holding, and by the time the whole injection had 
been given the patient was free of pain. 

Within five minutes his pulse became regular and 
dropped to 100, and five minutes later it was 82 and 
regular in force and rhythm. Half an hour after, even 
though the patient seemed quite normal, a prophylactic 
injection was given consisting of euphyllin 10 c.cm., 
Calcibronat 10 c.cm., glucose (50 per cent.) 20 c.cm., and 
water to 50 c. em. The same solution was given for the 
next three days, but on Sept. 17th the patient complained 
of severe precordial pain quite unlike his former experi- 
ences, and not affecting the arms, substernum, or neck. 
Auscultation revealed a loud pericardial friction, especially 
near the apex, but it disappeared the following day and 
did not return. 

Uninterrupted progress was made until Sept. 25th 
when the patient was awakened at 4 a.m. with a severe 
pain in the nuchal, precordial, and substernal areas. The 
pain was not absolutely intolerable, a troublesome cough 
with expectoration (not blood-stained) had developed, 
and on auscultation well-marked pericardial friction and 
a reduplicated second sound were observed. The tem- 
perature was 101-5° F., respiration 36, and the pulse 96, 
while no evidence of bronchopneumonia or pulmonary 
infarction could be found. The pain and the reduplica- 
tion disappeared immediately 20 c.cm. of euphyllin had 
been given intravenously, and next day the general 
condition was normal. No further relapse occurred, the 
euphyllin and glucose injections were given until Oct. 16th, 
but the oral use of the tablets was maintained for several. 
months. To-day the patient is fit and well, able to attend 
to his business, leading a normal life, and apparently in 
excellent health. 

My excuse for writing at such length is that I am 
anxious that patients should not be deprived of the 
benefit of euphyllin, the most valuable remedy yet 
discovered for a terrible malady. 

I am, Sir, yours faithfully, 


Glasgow, Sept. 8th. JAMES F. QUIGLEY. 


*.* It seems to us that an appreciation of the 
different anginal syndromes—of which effort angina, 
myocardial infarction, and spasmodic angina are 
the most sharply defined—must precede any attempt 
to study their therapeutics. Dr. Quigley’s description 
ot ‘angina pectoris as a severe and frequently 
unbearable pain is, we believe, a relic of the days 
before myocardial infarction was recognised—a relic 
that is regrettable because it is apt to lead to the 
diagnosis of mild effort angina as indigestion until 
an attack of coronary occlusion supervenes. Dr. 
Quigley’s eloquence does not persuade us that 
euphyllin is more valuable than nitrites for angina 
of effort or than morphia for myocardial infarction. 
In animal experiment it has been shown to be a 
powerful coronary dilator, but the available clinical 
evidence of its value in the various types of angina 
is not convincing.— Ep. L. 


IMMUNISATION AGAINST DIPHTHERIA : 
ALUM-PRECIPITATED TOXOID 


To the Editor of THE LANCET, 


S1r,—lIn a letter which appeared in your issue of 
Nov. 16th, 1935 (p. 1145), I stated that I had met with 
no failure to obtain a Schick-negative result three 
months after a single injection of 0-5 c.cm. A.P.T. 
in 197 cases. The next series of 297 cases treated 
similarly were disappointing inasmuch as 9-8 per cent. 
were definitely Schick-positive and 8-8 per cent. 
slightly positive—a total of 18-6 per cent. All 
except one of these cases who reattended were 
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rendered Schick-negative after a further dose of 
0-25 c. om. One of the three infant schools comprising 
this series gave a posterior Schick-positive rate of 
29 per cent.—a wholly inexplicable result. A third 
series comprising some 1000 children under 8 years 
of age are now awaiting their posterior Schick tests. 

In view of the high Schick-positive rate following 
a single injection of A.P.T. a further series of 100 
children under 8 years of age has been treated with 
two doses of A. P. T.—i. e., 0-1 c.cm. followed in 14 days 
by 0-4 o. em. There has only been one failure to 
secure a negative posterior Schick result in this series. 

To sum up. Posterior Schick-testing cannot be 
dispensed with after using A. P. T. by the single 
shot method. The method of choice with this 
prophylactic appears to be the administration of 
two doses (totalling 0-5 c.cm.), as set out above. 

I am, Sir, yours faithfully, 
A. POWELL, 


Oct. 2nd. Medical Officer of Health, Walthamstow. 


TREATMENT OF PRURITUS ANI BY CALOMEL 
To the Editor of THE LANCET 


SR. There is nothing new under the sun. I 
have been using calomel for the past 25 or 30 years 
with unvarying success, but apply it in the form of 
an almost saturated white vaseline ointment, with 
the preliminaries as mentioned by the late Dr. Thaysen. 

I am, Sir, yours faithfully, 

Harley-street, W., Oot. 2nd. LEONARD MOLLOY. 


RIGHT HEART INSUFFICIENCY 
To the Editor of THE LANCET 


SIR. May I make some belated comment on the 
investigation of right and left heart insufficiency 
discussed by Dr. Paul Wood in your issue of 
July 4th (p. 15) 7 It is a disappointment to me to 
learn that the decholin method does not demonstrate 
circulatory slowing unless there is definite evidence 
of heart failure, as the most difficult clinical problems 
present themselves long before this stage is reached. 
I have endeavoured to evolve a method of estimating 
right heart insufficiency before the onset of failure 
with congestion. My observations (New Zealand 
Med. Jour., December, 1931, October, 1933, June, 
1935) have been chiefly concerned with men showing 
pulmonary degenerative changes following gas expo- 
sure in the Great War, exposure to acid-forming 
explosion gases in mines and tunnels, dust of various 
sorts, widespread fibrotic changes following arrested 
pulmonary tuberculosis, and emphysema where there 
was no certain causative factor. 

My method consists of an estimation of the rise in 
venous pressure, following regulated exertion, in the 
systemic venous circulation and also in the right 
auricle. I estimate the former by means of a tipping 
table where the degree of inclination necessary to 
restore the pulsation level in the external jugular 
vein can be measured. In the latter I rely on the 
effect of the raised right auricular tension on the 
cardio-accelerator reflex. This gives the peaked 
cardiac response to effort so typical of right heart 
insufficiency. Both of these methods provide a 
practical way of estimating disability in the early 
stages from the point of view of assessment of 
pensions. 

One should be on guard if psychic dysfunction 
of the autonomic nervous system is present, when 
an inhibition of the cardio-inhibitory reflex occurs. 
As a rule there is no difficulty in detecting such cases 
by the presence of other nervous phenomena. When 
there is a combination of pulmonary degenerative 
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changes and psychic imbalance, results must be 
interpreted with caution. In cases of congenital 
emphysema a rise in venous pressure following 
exertion is not nearly so marked. I have supposed 
that this fact is to be explained by the existence of 
compensatory pulmonary circulatory changes formed 
during growth in childhood. 

It is to be hoped that Dr. Wood will be able to 
provide us with more exact scientific methods of 
estimating right heart insufficiency. 

I am, Sir, yours faithfully, 
W. N. ABBOTT. 

Auckland Hospital, N. Z., August 28th. 


CHLOROFORM 
To the Editor of THE LANCET 


Sm,—At an inquest this week on a case of death 
under chloroform anesthesia, the coroner is reported 
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to have said to the anesthetist that it would be 
far better to use no anesthetic at all than to give 
chloroform. 

It is, in my opinion, owing to such ill-chosen 
remarks, made by coroners with no practical know- 
ledge of anzsthetics, that more and more students 
are given no instruction in the use of chloroform. 
While chloroform is admittedly dangerous in certain 
cases it still has a place in the anesthetist’s repertoire, 
and deaths under chloroform would be far fewer if 
students were encouraged to administer it in all 


suitable cases. 


As long as anesthetists are censured for using 
chloroform, so will lack of instruction continue and 
so will its dangers be increased. 

I am, Sir, yours faithfully, 
J. E. C. ROUSE, 


Hon. Antesthetist, Worthing Hospital and 


Oct. 6th. Hove General ‘Hospital, 


OBITUARY 


CHARLES JOSEPH O’CONNOR, F. R. G. S. I. 


Dr. Charles Joseph O'Connor, who died last week 
after a brief illness, was of advanced years, but was 
active to within a week of his death in carrying out 
his duties at Colbridge, Kildare. He took the 
conjoint qualifications of the Royal Colleges of 
Ireland as long ago as 1879, and shortly afterwards 
was appointed dispensary medical officer and medical 
officer to the workhouse at Colbridge, where he 
remained for the whole of his professional life. In 
1889 he became a Fellow of the Royal College of 
Surgeons in Ireland. 

Our Dublin correspondent writes: The part 
of county Kildare in which O'Connor lived was, and is, 
a good residential district and gave him an oppor- 
tunity to develop an attractive practice. In this he 
succeeded so well that for many years he enjoyed one 
of the largest professional connexions in Ireland, and 
this was due to qualities in which there was nothing 
meretricious or showy. In his duties to the poor of his 
district he was meticulously attentive, and he turned 
his workhouse hospital into as attractive a district 
hospital as one could see. To the other medical 
men in the county he was the most loyal and kindly 
of brethren and became acknowledged as their 
professional leader. He was an active member of 
Council of the Irish Medical Association, and on 
many occasions he was pressed to accept the 
presidency of that body, but his dislike of publicity 
made him refuse. In 1921 while troubles were 
thick in Ireland he, in common with surgeons to 
other hospitals, received an order from the British 
military authorities to report to them any case of 
wounds admitted to hospital. O’Connor, believing 
that such reporting was a breach of his duty to his 
patient, ignored the order, and asked the advice of 
the Royal Colleges from which he held his qualifica- 
tions. As a result both Colleges made protests to the 
Commander of the Forces in Ireland, Sir N. 
Macready, to whose reasonableness it was due that, 
although the order was not withdrawn, no attempt 
was made to enforce it. 

O'Connor of Colbridge (as such he was generally 
known) was of the very best class of country practi- 
tioner, both in capacity and in character. He had 
a thorough practical knowledge of every branch of 
general practice, a knowledge cultivated by reading, 
by observation, and by thought. His power of 
clinical diagnosis was amazing, and it was rare 
for more elaborate investigation to discover a flaw 


in his original diagnosis. To these special qualities 
he brought a fund of shrewd common sense and a 
capacity for clear judgment which do not always go 
with great qualities of mind. He was at once self- 
reliant and modest and scrupulous in all matters of 
professional relations and indeed in all affairs of life. 
And while he was strong in defence of the dignity and 
independence of the profession, he believed and 
practised his belief that our profession has a duty to 
the public, and particularly to the poor, above and 
outside any question of remuneration. His pro- 
fessional friends recognise that the reputation in which 
the medical professional is held by the public 
was enhanced by the life, work, and character of 
Charles O'Connor.“ 


JOHN ANTHONY CARLETON HUNTER, 
L.R.C.P. Lond., M.R.C.S. Eng., L.D.S. 


WE regret to learn the death of Mr. John Hunter 
which occurred at Guy’s Hospital from typhoid fever. 

The only child of Mr. Albert Hunter of Streatham, he 
was born at Westcliff-on-Sea in 1907 and received his 
early education at Los Angeles, where his parents 
resided for some few years. On returning to England 
his education was continued at Richmond-hill 
school and Lindisfarne, Westcliff, whence he proceeded 
as a medical student to Guy’s Hospital. At Guy's 
Hospital he qualified with the English Conjoint 
Board in 1934, having previously acquired the 
diploma of L.D.S. R.C.S. He was appointed 
demonstrator of operative dental surgery at the hos- 
pital in 1930, a post which he was holding when his 
untimely death occurred. In this capacity he gained 
the highest opinion from school authorities and 
from students, while he was also coöperating success- 
fully in a large dental practice in the WestEnd. He 
was received into the wards of the hospital immediately 
on the appearance of symptoms and for two to three 
weeks showed signs of improvement. But, just as 
he was believed to be recovering, he had a serious 
relapse and died on Sept. 27th. He was unmarried 
and lived with his parents. Mr. Hunter was connected 
with the famous John Hunter, but despite his name, 
not on his father’s side, but through a marriage on 
his mother’s side. 


DEACONESS HOSPITAL, EDINBURGH.—The Duke 
of York will perform the ceremony of reopening this 
hospital on Dec. Ist. The total cost of reconstruction 
and extension is £40,000. 
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MEDICAL NEWS 


HOSPITAL DINNERS 


St. Bartholomew’s Hospital 

Nearly 160 old students dined on Thursday evening, 
Oct. Ist, in the great hall of the medical school in Charter- 
house - square. Memory was still fresh of the occasion a 
year ago when King Edward VIII., a perpetual student 
of the school, was present at the first annual dinner to 
be held in this hall. The toast of The Medical College 
was proposed by the Minister of Health, Sir Kingsley 
Wood, who spoke of its resemblance to a college of one 
of the older universities, and congratulated the school 
on baving within a period of three years raised the major 
portion of the money. required, of which it was a source 
of pride to St. Bart.’s men that they had themselves put 
up £60,000. But, he said, the college still lacked a resi- 
dential college worthy of the hospital. Sir Charles Gordon- 
Watson who presided, in replying to the toast, began as 
is customary with a tribute to the members of the school 
who had died during the year—Garrod, Herringham, 
Nelson, Melly—mentioning in the last case the posthumous 
award of the Albert medal. Honours like these should, 
he thought, be inscribed on the wall of the hall. After 
dealing with the athletic record and such achievements 
as the winning back of the inter-hospital swimming cup 
and the establishment of a record in throwing the javelin, 
he mentioned the increasing need for new playing fields, 
the ground at Winchmore Hill being no longer adequate 
for the purpose. During the year the fine anatomical 
department, which they owed to the untiring energy of 
Prof. Woollard, had been opened. But the scheme still 
remained incomplete without a residential college. There 
were, he said, more than 1500 old students who had not 
yet subscribed to the fund; one of them might perhaps 
give, if not a college, at all events a racquets court. The 
new medical block was to be opened next March and in 
the new west wing room was to be found for the X ray 
department and its proper division into diagnostic and 
therapeutic units. He spoke of the disability, under which 
the hospital stood almost alone, of being unable to render 
service to the paying patient of the down-trodden, tax- 
ridden, impoverished middle class. He asked old students 
to take a look at the beautiful belfry tower of St. Bartho- 
lomew-the-Less, now denuded of its defacing layer of 
plaster, and at the door which had been built up five 
centuries ago because the bullocks from Smithfield would 

ke their noses into the church. The entry of students 
toe the coming year was, he said, good; he did not give 
the actual figure but with kindly malice mentioned the 
number of applicants turned away to other schools. Sir 
Walter Langdon-Brown, proposing The Guests, also spoke 
feelingly of the school’s most urgent need. Ninety years 
ago Sir James Paget, the first warden, wrote to his brother : 
“I think that we shall soon have a residential college 
worthy of the hospital,” but that hope was still to be veri- 
fied. He gave aspecial welcome to the deans of St. Thomas’s 
and Guy’s who were sitting by him. Prof. L. S. Dudgeon 
in response told stories against his hosts, remarking amongst 
other things on the need for deans of medical schools to 
make themselves felt and heard, for your dean, silence is 
impossible.” To the question, what point is there in 
coòperation between hospitals? he answered: In 1934 
I was interested in my own hospital, now I am almost 
as much interested in St. Bart.’s as in St. Thomas's.” 
The fact of this codperation was, he thought, one of the 
greatest events in medical education. A pleasant occa- 
sion ended with Dr. H. Morley Fletcher’s proposal of 
The Chairman, whom he described as courageous and 
pertinacious to the point of foolhardiness, illustrating his 
point by stories of catching fish in Scotland. 


Charing Cross Hospital 

Past and present students dined together at the Café 
Royal, Regent-street, on Saturday evening, Oct. 3rd. 
This gathering has a character of its own, for there are no 
guests from outside except the representatives of the 
medical papers who are made to feel for the time being 
like members of the school, and the dinner is the social 
function in a week-end post-graduate course held entirely 
for past students. Mr. Philip Inman, who presided as 


chairman of the hospital, thought there was every reason 
to be optimistic about its present and its future. The 
building, he said, belongs to us without debt or mortgage, 
and besides the nursing-home at Hampstead we have 
invested funds of £300,000. For the future three sugges- 
tions had been made: to move out, to amalgamate, or 
to remain in or near the present site of the hospital. 
Charing Cross, with its hundred years’ history of which 
they were proud, was not prepared to move out or to 
amalgamate with anyone. To Mr. Inman’s toast of 
The Hospital and Medical School, Mr. Norman Lake, 
chairman of the medical committee, and Mr. Eric Crook, 
dean of the school, replied. Although there was no 
immediate prospect of rebuilding, said Mr. Lake, the idea 
was by no means in the background. While a small 
school gained in intimacy there must be sufficient clinical 
material. Mr. Crook welcoming Mr. Inman as chairman, 
after 16 years as managing governor, spoke with feeling 
of the death since they last met of Mr. George Verity who 
did so much for the school. He reported an increasing 
number of students; there are, he said, more applications 
than we can deal with, and we can select the best. Old 
Charing Cross men were sending their sons to the school 
for training. During the year the school had petitioned 
London University to be recognised again for preclinical 
teaching. Dr. Gordon Holmes proposed The Visitors, 
and in reply the Rev. W. P. McCormick, vicar of St. 
Martin-in-the-Fields, spoke of his work as hospital chaplain 
and asked the medical school to work with the clergy in 
the parish. Prof. R. J. S. McDowall also replied. The 
toast of The Chairman was proposed by Dr. A. W. Oxford 
in @ moving address in which he pictured Charing Cross 
having the finest hospital in Europe. To which Mr. 
Inman replied: ‘‘That dream is I believe going to 
become a reality.“ During the evening Mr. Cyril Shields 
entertained the company with the help of a piece of rope 
and a distinguished member of the audience, and Mr. 
Ronald Frankau failed to shock with some original and 
very topical songs. 
St. George’s Hospital 

The annual reunion dinner of old students was held at 
Claridge’s Hotel, London, on Thursday, Oct. Ist. The 
chairman, Dr. Harold Spitta, proposed the health of The 
School which, he said, was, as it always had been, progressive 
and efficient, and efficiency led to success in a world where 
incompetence had to-day no place. The rebuilding of the 
hospital would be in all their.minds. It was a difficult 
project and only recently had an architect been found 
who could submit a design that would conform to the 
requirements of the medical staff, and would provide a 
hospital of five or six hundred beds, including a medical 
school twice the present size. The character of the build- 
ing to be erected at such asite, and the building restrictions 
at Hyde Park-corner, must form difficult obstacles for any 
architect to surmount, and the fact that all negotiations 
so far had been successfully completed was due to the 
untiring energy of Lord Greville and Lord Winchelsea, 
“ The new medical school,” said Dr. Spitta, will be up to 
date in every detail and will be incorporated in the main 
building together with the various laboratories and 
departments that are ancillary to a modern general 
hospital. Towards the school Dr. Charles Slater, whom 
I am proud to call friend and teacher and delighted to see 
present with us to-night, has contributed £10,000 for the 
purpose of equipping the medical laboratories. To an 
industrial health research laboratory a magnificent 
donation of £10,000 has been received from Mr. Frank 
Smith. It is not possible to devote public money to the 
building of a medical school, but there has been inaugurated 
a fund towards this purpose of which Dr. Torrens is in 
charge. Mr. Frankau has also opened a fund for subscrip- 
tions from those medical women who received their train- 
ing or degrees or diplomas from St. George’s Hospital and 
this fund, I am glad to say, is proving successful. Lastly, 
I am sure you will be glad to know that the late Dr. George 
Samuel Seccombe has left us £20,000, which will shortly 
be available for rebuilding purposes.“ Speaking of the 
great power of the medical profession in modern affairs, 
Dr. Spitta dwelt on the manner in which their advice was 
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sought for in the distribution of charity. Had they, he 
wondered, utilised to the full that power for raising money 
for the hospital? They had a small but distinguished 
medical school and during the past 200 years had educated 
many men who had reached the highest pinnacles of the 
profession. If they all, he said, would do what they 
could for their hospital it would be only a short time before 
the new building arose, when he felt confident that the 
next 50 years would prove to be more glorious than the 
previous 200. 

Mr. Ivor Back, speaking for the dean, said that it was the 
obvious duty of all to help as they could. If they had been 
unduly long in coming to decisions it should be remembered 
that the smallest detail required deep consideration. The 
reason why he spoke as dean was because that night there 
were two deans. Mr. Nicholls, who had succeeded Dr. 
Feiling, wished him to say the examination results and 
entries were up to the expected standard. Dr. Feiling 
had been dean for ten years, but the increasing calls on 
his time had made it necessary for him to resign. Many 
of those present owed their success to his advice, and he 
passed the school on in a state of health greater than he 
received it. Mr. Back added that a set of dining-room 
chairs had been presented to Dr. Feiling by his colleagues 
on the staff as a token of the regard which they held for him. 

Dr. Feiling, in reply to the toast of his health, said that 
the office of dean provided a wonderful opportunity for 
learning all there was to know about a medical school, 
about one’s colleagues, and about the students. And it 
was the individual worth of the students that made up 
the character and reputation of a medical school, and to 
them he owed a debt for their loyalty. He felt the 
opportunities and privileges he had had during his dean- 
ship were sufficient reward but he was grateful to his 
colleagues for the presentation and especially for the 
way they had treated him during the past ten years. 

Sir Crisp English proposed the health of the Chairman 
chosen for the post because the staff wished to express 
to him their gratitude for the big part he had been taking in 
the rebuilding appeal. Dr. Spitta had collected between 
25 and 30 thousand pounds for St. George’s Hospital, and 
there was no man in London that might not be the poorer 
for meeting Harold Spitta—and St. George’s the richer. 

' There was nothing Spitta would not do for St. George's, 
and no trouble too great for him. 


St. Mary’s Hospital 

The medical school was itself the toast of the evening 
at the annual dinner held at Claridge’s Hotel on Saturday, 
Oct. 3rd, when Dr. J. O. Symes presided. Dr. W. E. 
Henley said that the selection of a junior member of the 
hospital staff for proposing the toast of The School had 
shown that St. Mary’s was looking to the future rather 
than to the past for its greatness; there was no time 
for resting on their oars or for proclaiming their very 
creditable history. 
gratulate Dr. C. M. Wilson, the dean, as the mother or 
as the midwife of the robust and thriving medical school. 
The labour had indeed been prolonged and difficult, but 
Dr. Wilson had expertly applied his forceps of persuasive 
extortion and had by his tact inhibited all pains. The 
new school would be a monument to him and to all who 
had helped him; by his energy he had well deserved the 
patient’s comment, That's the dean, that Was. Dr. 
Wilson’s example had stimulated other maternal instincts, 
leading to the production of quintuplets by Col. W. 
Parkes, the house governor, there being a new nurses’ 
home, a paying block, a fracture clinic, the Lewis Carroll 
children’s room—and a new carpet for the residents. 
The school and the hospital were inseparable, and all 
progress depended on their coérdination. Dr. Wilson 
had also been peediatrician to his child and gigantism had 
been prevented by refusing to accept more students than 
there was clinical material, maintaining the essential 

ersonal contacts between teacher and student. There 
would be 570 beds in the hospital when the new nurses’ 
home was finished and the space now occupied was 
released; this meant that the hospital had doubled its 
size since the war, a record of controlled progress that 
was a point greatly in favour of the voluntary hospital 
system. In sport the medical school had had a fillip from 
the acquisition of the Old Merchant Taylors’ ground at 
Teddington, which would be occupied next year. Dr. 


He was uncertain whether to con- 


Wilson, in responding, said that it was immensely impor- 
tant for past students to keep in touch with the present 
school. The results of Col. Parkes's efforts rested on 
Dr. Henley’s generation, for the school was not made 
great only by good buildings, a fine athletic record, or 
a big bank balance. If necessary they should ask them- 
selves the question in G. K. Chesterton’s desperate tele- 
gram, ‘‘ Am at Liverpool. Where ought I to be?” Dr. 
Symes, responding to the toast proposed by Dr. Wilson, 
said that he represented the class of provincial general 
practitioners, the production of which was one of St. 
Mary’s greatest works. With his fellows he was intensely 
proud of the hospital’s enhanced prestige. He congratu- 
lated the dean on his organisation and on the well-equipped 
buildings. Finally the diners heard a running com- 
mentary broadcast that evening from America on the 
mile race in which J. E. Lovelock, a student of the hospital, 
finished second. l 
Middlesex Hospital 


Presiding over the annual dinner on Friday, Oct. 2nd, 
Prof. James McIntosh pointed out that the Bland-Sutton 
institute of pathology, which he directs, celebrates its 
majority this year. The development of this institute, 
and of those founded subsequently at the hospital, bore 
witness to the foresight shown by Sir John Bland-Sutton. 
Thanks largely to that foresight one must now go a long 
way to find a hospital so completely equipped for scientific 
investigation. In post-graduate education, Prof. McIntosh 
felt, nothing could take the place of training in patho- 
logy. Before practising medicine the doctor should know 
the meaning of the tests he must employ ; and a knowledge 
of laboratory medicine could only be got by holding an 
appointment in pathology or by carrying out a piece of 
research. Research was an exacting mistress; but it 
must not be imagined that the pathologist led a dull 
life. In his leisure moments he had opportunities for 
psychological investigations of his neighbours, and Prof. 
McIntosh communicated the results of his own unofficial 
inquiry into the ferment—or was it a virus ?—that 
changed the character of his colleagues as they succeeded 
to deanship of the medical school. The next speaker was 
Mr. Edward Meyerstein, often mentioned with gratitude 
at previous dinners but never before seen in the (sub- 
stantial) flesh. He won all hearts with his story of a 
search in bitter weather for a northern maternity hospital 
he had. agreed to visit. (‘‘ First on the right and second 
on the left, said the little boy. But don’t cry, mister. 
They'll give you chloroform.”) As dean, Dr. H. E. A. 
Boldero struck a more solemn note, declaring amid 
applause that the number of students would be limited 
by the space available at the bedside, and describing the 
steps being taken to provide adequate room for students 
before they reached it. Dr. J. C. B. Bone, the senior 
Broderip scholar, gave on the whole a favourable account 
of his late teachers, and Mr. Carnac Rivett spoke even 
more kindly of The Guests. Mr. H. L, Eason, in reply, 
said he supposed no hospital medica] school had made 
the same progress as the Middlesex during the past thirty 
years. If Mr. Somerville Hastings was waiting for the 
hospital to drop into the capacious maw of the London 
County Council Mr. Eason hoped he would die a disap- 
pointed man. Mr. D. H. Patey, proposing The Chairman, 
spoke of the great qualities and fine record in research 
that Prof. McIntosh conceals behind a modest and diffi- 
dent manner. The scratch golfer and high speed motorist 
was also an ardent follower of rugger—in which capacity 
he had none of the decadent southern ideas about hoping 
the better side would win. In acknowledging Mr. Patey’s 
fine tribute Prof. McIntosh returned to the sayings of 
his alma mater. Take away Aberdeen and twelve 
miles round, he said, and where are you? 


St. Thomas’s Hospital 

The annual dinner of St. Thomas’s Hospital medical 
school was held at the Dorchester Hotel on Friday, 
Oct. 2nd. Dr. J. R. Harper, who was in the chair, proposing 
the toast of The Hospital and Medical School, said he 
thought the evolution of the modern hospital was the 
greatest triumph in the advance of scientific principles. 
Ono of the oldest hospitals, St. Thomas's had traditions 
as jealously maintained and guarded by the present as 
by the past. He congratulated those who directed the 
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school on its high position and widespread popularity, 
evident in the difficulty in finding places for all who 
wished to enter. Sir Arthur Stanley responding, said 
that it was just a hundred years since the divorce between 
St. Thomas’s and Guy’s. He read a contemporary account 
in Tue LANCET on the dispute, which described the strange 
dress of the leader of the St. Thomas’s faction. He thought 
that this must have been the then dean, and he suggested 
that the present holder of that office should add a pleasant 
touch to the hospital staff by adopting the uniform of 
his predecessor. Referring to the new nurses’ home 
and to the additions to the present nursing-home that 
had been made possible by Lord Riddell’s generosity, 
Sir Arthur said the new building would make the home 
what it ought to be, for though it was the first of its 
kind it had lately become a back number. It would now 
be up to date and comfortable, all the principal rooms 
overlooking the river. Speaking as treasurer of the 
hospital, he said that though continuous expansion was 
necessary to keep pace with every advance, announce- 
ments of new discoveries had become a nightmare to him. 
Prof. L. S. Dudgeon, dean of the medical school, who also 
replied, said that among the new buildings there was 
also the Michael and Sidney Herbert Institute for medical 
research, which he hoped would be completed in the next 
year. It would enable experimental research to be carried 
out in a fully equipped laboratory. Another valuable 
gift had been the Megaw bursary to help students who 
were in financial difficulties. The greatest loss that the 
staff had had in the past year had been when Prof. J. 
Mellanby had gone to Oxford, succeeding Sir Charles 
Sherrington whom he had succeeded at St. Thomas’s. 
He referred also to the loss by death of two members 
of the consulting staff, Mr. W. H. Battle and Sir Charles 
Ballance. He was very glad to see there the deans of 
the medical schools at St. Bartholomew’s and Guy’s. 

ere presence was symbolic of the ever-increasing spirit 
of coöperation among the three hospitals, a spirit, he said, 
that must come in the voluntary hospitals throughout 
the country. Mr. O. N. Chadwyck-Healey replied to 
Prof. Dudgeon’s toast of The Guests, and Colonel R. J. C. 
Thompson proposed the chairman's health. 


Royal College of Surgeons of England 


A series of demonstrations of specimens in the museum 
will be opened on Monday, Oct. 19th, when Dr. L. W. 
Proger will give the first of three lectures on intestinal 
diseases. His other lectures will take place on Oct. 26th 
and Nov. 2nd. Dr. A. J. E. Cave will speak on the nature 
of various fasciæ on Oct. 23rd, on the inguinal canal and 
its herniæ on Oct. 30th, and on the anatomy of abdominal 
herniæ on Nov. 6th. The lectures will be held at 5 P. M. at 
the College, Lincoln’s Inn-fields, London, W.C., and they 
are open to medical practitioners and advanced students. 
University of London 

Five Heath Clark lectures on the development of 
bacteriology, with an account of some of the pioneers 
who made it a science, will be given by Prof. William 
Bulloch, F.R.S., emeritus professor of bacteriology in 
the University, at the London School of Hygiene, Keppel- 
street, on Nov. 16th, 18th, 23rd, 25th, and 27th at 5.30 P. M. 
On Dec. 7th, 8th, and 9th at 5.30 P. M., at Guy’s Hospital 
medical school, Dr. George W. Corner, professor of anatomy 
in the: University of Rochester, U. S. A., will lecture on 
the ovarian hormones. On Nov. 5th, at 5 P.m., at the 
Royal Society of Medicine, 1, Wimpole-street, W., Mr. 
Walter Howarth, surgeon to the ear, nose, and throat 
department of St. Thomas’s Hospital, will deliver the 
Semon lecture on some tumours and ulcers of the palate 
and fauces. 

Dr. H. H. Woollard, professor of anatomy at 
St. Bartholomew’s Hospital medical school, has been 
appointed professor of anatomy at University College in 
succession to Sir Grafton Eliot Smith, F. R. S., who has retired. 
University of Sheffield 

During October, November, and December a series of 
post-graduate clinics will be held at the Royal Infirmary, 
the Royal Hospital, and the Jessop Hospital on Sundays 
and Fridays. Further particulars may be had from the 
secretary of the clinical medical studies committee, the 
University, Sheffield, 10. 


University of Edinburgh 


Under the auspices of the William Ramsay Henderson 
trust four lectures on the hypothalamus will be given at 
University New Buildings, Teviot-place, on Oct. 13th, 
15th, 20th, and 22nd, at 5 p.m. Prof. W. E. Le Gros 
Clark will speak on morphological aspects of the hypo- 
thalamus, Dr. John Beattie on functional aspects of the 
hypothalamus, Dr. George Riddoch on clinical aspects 
of hypothalamic derangement, and Mr. Norman Dott 
on surgical aspects of hypothalamic disorders. Tickets 
may be had on application from the agents for the trustees, 
Messrs. Wallace and Guthrie, 3, Charlotte-square, Edin- 
burgh, 2. 

Presentation to Prof. Turnbull 

On Friday, Oct. 2nd, a portrait in oils of Prof. H. M. 
Turnbull was presented to him at the Bernhard Baron 
institute of pathology at the London Hospital, by a small 
group of his pupils (S. L. Baker, W. G. Barnard, A. B. 
Bratton, Hugh Cairns, Donald Hunter, W. D. Newcomb, 
Sibyl Robinson, Dorothy Russell, and W. W. Woods). 
The portrait, which is generally held to be highly successful, 
is the work of Wilhelm Kaufmann, of Salzburg, and shows 
Dr. Turnbull in his white coat, looking up from his micro- 
scope. The meeting on Friday was of an informal character: 
a tea-party was held at the institute and the portrait was 
inspected by those concerned. 


Society of Apothecaries of London 

The first Joseph Strickland Goodall lecture on cardio- 
logy will be delivered by Dr. John Hay on Wednesday, 
Oct. 14th, at the hall of the society, Water-lane, Queen 
Victoria-street, London, E.C.4, at 9 p.m. Members of 
the medical profession are invited to attend. 
Royal Sanitary Institute 

The next exhibition of this institute is to be held at 
Birmingham in July, 1937, at the same time as the health 
congress. 
Post-graduate Course in Hungary 

The, Central Medical Post-graduate Committee in 
Hungary have arranged for a course, for medical practi- 
tioners, to be given in German, French, and English in 
Budapest from Jan. llth to 16th. Further information 
may be had from the office of the committee, Budapest 
VIII. Ullöi ut 26. 
Welsh National School of Medicine 

On Tuesday, Oct. 13th, at 5 P.M., Dr. J. S. Fairbairn, 
consulting obstetrician to St. Thomas’s Hospital, will give 
an opening address for the new session at the Institute 
of Physiology, Newport-road, Cardiff. He will speak 
on constructive hygiene in obstetrics. 


Hampstead General and North-West London 

Hospital 

In opening a series of post-graduate lectures to be held 
at this hospital during the winter, Lord Snell, chairman 
of the London County Council, will speak on the past and 
present relationships of England and America. The 
address will be given at the hospital at 3 p.m. on Wednesday, 
Oct. 21st. 
Rogers Prize 

This prize, which under the will of the Joseph Rogers 
who died in 1869 is offered every ten years for an essay 
on the treatment of the sick poor and is administered 
by the Society of Apothecaries of London, has been 
awarded this year to Dr. Llywelyn Roberts. Dr. Roberts 
has recently been appointed assistant medical officer of 
health for Bristol. 
The Causes of War 

A course of 12 lectures and study-group discussions on 
advances in understanding causes of war is shortly to be 
held at Friends House, Euston-road, London, N.W. 
The first six lectures will be given by Dr. Graham Howe 
on Oct. 12th, 14th, 21st, 28th, Nov. 2nd, and 9th. The 
lecturers for the second half of the course will include 
Lord Allen of Hurtwood, Sir Norman Angell, Mr. Gerald 
Heard, and Mr. G. A. Lyward, and they will take place 
on Nov. llth, 18th, 25th, Dec. 2nd, 9th, and 16th. All the 
lectures will be at 5.30 f. Mx. and further information may 
be had from the general secretary of the Home and School 
Council of Great Britain, 29, Tavistock-square, London, 
W. C. I. 
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Institute of Medical Psychology 

A series of ten public lectures on mental health in child- 
hood, beginning on Oct. 14th, will be given during the 
winter at this institute. Further information may be 
had from the secretary of the institute, Malet-place, 
London, W.C.1. 


Gresham College 

Dr. J. Alison Glover, senior medical officer of the Board 
of Education, will lecture at Gresham College, Basinghall- 
street, London, E. C., daily at 6 P.m., from Oct. 13th to 
16th inclusive. His subject is Airs, Waters, and Places. 


British Spas Federation 

At a meeting of the British Spas Federation held 
recently at Woodhall Spa Mr. John Hatton, of Bath, 
was appointed hon. secretary in succession to the late 
Mr. F. J. C. Broome. A speaker who had lately visited 
certain continental spas said that at few, if any, of these 
do the treatment establishments meet their working 
expenses; they rely either upon the sale of exported 
bottled waters or perhaps indirectly on a kurtax or on 
assistance from the State. Government encouragement 
had been of immense assistance, and continental spas 
had in turn been able to develop in such a way as to 
become still greater health assets to the community. 
The faculties in hydrology at French and other univer- 
sities enabled medical students to appreciate the value 
of spa methods and the suitability of the various spas to 
each particular case. Welcoming the Federation to a 
dinner at the Petwood Hotel, Sir Archibald Weigall 
emphasised the value of coöperation, and the financial 
difficulties with which British spas, especially the smaller 
ones, are faced. 


British Institute of Radiology 

On Thursday, Oct. 15th at 8 P.M., Prof. J. A. Crowther, 
Sc.D., is giving his presidential address to this institute, 
his subject being physics and radiology. The next day 
at 11 a.m. the medical members will visit the new diagnostic 
X ray department at the West London Hospital and at 
5 P. u. there will be case demonstrations and discussions 
at the Institute. 


The annual congress of radiology will be opened at the 


Central Hall, Westminster, on Dec. 2nd by Sir Farquhar 
Buzzard. Dr. Arthur C. Christie, who will preside over 
the fifth International Congress of Radiology which is 
being held at Chicago in 1937, will deliver the Silvanus 
Thompson lecture and Mr. J. D. Cockcroft, Ph.D., the 
Mackenzie Davidson lecture. On Dec. 3rd the subject 
chosen for discussion is bone tumours and their differential 
diagnosis and the opening paper will be read by Dr. J. F. 
Brailsford. On Dec. 4th the subject will be anatomical 
variations of the gastro-intestinal tract and the opening 
speaker will be Sir Thomas Dunhill. Further information 
may be had from the Secretary of the Institute, 
32, Welbeck-street, London, W. I. 


International League against Epilepsy 

On Friday, Oct. 16th, the first annual meeting of the 
British branch of this league will be held in the rooms 
of the Medical Society of London, 11, Chandos-street, W.1. 
Since the inauguration of the parent society, just over a 
year ago, national branches have been instituted in Great 
Britain, the United States, Holland, and Scandinavia, 
and branches are in the process of being organised in 
Germany and in the Irish Free State. The objects of the 
league are to coördinate the activities of those interested 
in the better care and treatment of epileptics, and to 
stimulate interest in the social and scientific aspects of 
the disease. Business will commence at 10 A. x., and 
between the morning and afternoon sessions there will 
be a luncheon at Pagani’s Restaurant. Those reading 
papers include Drs. Douglas McAlpine, Russell Brain, 
Gwenvron Griffiths, Mayer-Gross, Norwood East, Frank 
Schneider, and Helen Murray. Amongst the topics to be 
discussed are epilepsy in its relationship with crime and 
delinquency, and the hereditary aspects of the disease— 
with special reference to the recent German work on this 
problem. Any medical practitioner interested should 
communicate with the temporary secretary, Dr. Macdonald 
Critchley, 137, Harley-street, London, W. I. 


Society for the Provision of Birth Control Clinics 


A lecture on the theory and practice of contraception 
will be given to medical practitioners and medical students 
by Dr. Gladys Cox on Friday, Oct. 30th, at 6 P. x., at the 
Walworth Women’s Welfare Centre, 1534, East-street, 
London, S. E. Practical demonstrations will be given on 
Friday, Nov. 6th, at 6 and 7 p.m. The lecture and demon- 
strations will be open to medical practitioners and to 
students who have completed their gynecological course. 
Tickets may be obtained in advance from the centre. 


Chadwick Public Lectures 


On Tuesday, Oct. 27th, at 8.15 P.M., at Manson House, 
26, Portland-place, London, W., Mr. Eardley Holland 
will give the first of the autumn lectures arranged by the 
Chadwick Trust. He will speak on perils of parturition 
for the child—their nature and prevention. On Nov. 5th 
in the hall of the Royal Society of Arts, John-street, 
London, W. C., Mr. Robert Hyde will discuss industry's 
contribution to public health, with special reference to 
the voluntary medical services of firms. On Nov. 24th, 
at 5.15 P. M., at B. M. A. House, Tavistock- square, London, 
W. C., Sir Francis Fremantle will read a paper entitled 
the Doctor's Mandate in Parliament. The last lecture 
will be given on Dec. 9th at Manson House at 8.15 P.M. 
by Sir Weldon Dalrymple-Champneys, on modern views 
on infection and disinfection. Besides these London 
meetings, on Nov. 20th, at 8 P. u., Mr. Lionel Pearson will 
lecture at the Town Hall, Gateshead, on modern hospital 
construction. Further particulars of the lectures may be 
had from the secretary of the Trust, 204, Abbey House, 
London, S. W. I. l 
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SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
MONDAY, Oct. 12th. 
United Services. 4.30 p.m. Surgeon Rear-Admiral J. 
Falconer Hall: Mental Treatment Act, 1930, with 
i eon to Service Cases. Presidential address.) 


Therapeutics and Pharmacology. 5 P.M. Dr. Dorothy 
Hare: A Therapeutic Trial of a Raw Vegetable Diet 
in Ohronic Rheumatic Conditions. ( dential 
ad dress.) 

WEDNESD 


AY. 
History of Medicine. 5 P.M. Dr. J. D. Gilruth: Chiron 
and Minoan Medicine. 


THURSDAY 
Dermatology. 5 P.M. (Cases at 4 P.M.) Dr. Henry 
MacCormac: 1. Leuksemic Erythro 1 Dr. 


Neurology. 8. 30 P.M. Dr. C. M. Hinds Howell: Arach- 
(Presidential address.) 


AY 
Radiology. 6.45 P.M. Dr. Douglas Webster: The Oon- 
tribution eet dd to the Cancer Problem. (Preai- 


dential ad 5 
Obstetrics and Gynecology. 8 P. M. Dr. Elizabeth Hurdon: 
Three Cases of Tumour of the Uterus, Secondary to 
o Ovarian Tumours. Mr. V. B. Green-Armytage: 
et rochylorrhœa in a London Child of Nine Years of 
Age. iss Alice Bloomfield: A Case of Pri 
Carcinoma of the Fallopian Tube. Cinematograp 
film by Dr. A. H. Jacob and description by Mr. James 
Wyatt of the Progress of Jubilee. 
05 Sct Hat 7.15 Simpson’s Restaurant 
ONDAY,, . .—7. P. M. pson’s uran 
Bird-in-Hand-court, Cheapside), Mr. H. L. Attwater : 
Reflections in the Cystoscope. 
BIOCHEMICAL SOCIETY. 
SATURDAY, Oct. 17th.—2.30 P.M. (Biochemical Laboratory, 
Cambridge), Short Communications and Demonstra- 


ions. 
PADDINGTON MEDICAL SOCIETY. 
TUESDAY, Oct. 18th.—9 P.M. (Great Western Ro 
.J. Dr. R. D. Gillespie: Indications an 
indications for Barbiturate Medication. 
ö F OF INEBRIET V. 
ot. 


Hotel, 
Contra- 


(Presidential address.) 
ROYAL SOCIETY OF TROPICAL MEDICINE AND 
` BHYGIDNE. 
THURSDAY, Oct. 15th.—8.15 P. M. on House, 26, 
Portland-place, W.), Dr. H. Lyndhurst Duke: Recent 


Observations on the Biolo of the Trypanosomes 
Man in Africa. om sa 
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LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


RSITY OF LONDON 
MONDAY, wa 3 —5 P. M. JOY College, Gower- 
street, O.), Dr. R. J. Lythgoe: Physiology of 
Vision. Wait of five lectures.) 
TUESDAY.—5 P.M., Dr. Charles Reid: The Endocrine 
O in Relation to Metabolism. (First of four 


leo -) 
UNIVERSITY OF EDINBURGH 
TUESDAY, Oct. 13th.—5 P. M., Prof. W. E. Le Gros Clark : 
Morphological Aspects ects of the Hypothalamus 
Dr. John Beattie + Functional Aspects 
of Hypothalamus. (William Ramsay Henderson 


ae OF APOTHEOCARIES OF LONDON, Waterhouse- 
WEDNESDAY, Oct. 14th.—9 P.M., Dr. John Bay: Joseph 


Strickland Goodall Lecture on Cardiology 
ROYAL INSTITUTE or poe HEAL 


THURSDAY.—5 P. M., 


MONDAY 97 5 12th, TUESDA man and WEDNESDAY.—4 P.M. 
Qnstitute ute of Hygiene, à Portland- Hand-place, W.), Dr. 
. J. Poynton: 15 (Harben 


BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane- 
MONDAY, Oct. 12th.—2.15 P.M., Dr. Duncan White: 


Radiol logical Demonstration. 
TUESDAY aa 30 P.M., Dr. H. Yellowlees: Psychological 
Medi in Practice. 

EDNESD D e E n, clinical and pathological conference 
(medical). 2.30 P.M., clinical and pathological con- 
erence ( ). 4 P. M., J. E. Barnard, 
F.R.S.: Microscopy. 

THURSDAY.—2.15 P. M. Oper ere obstetrics. 2.30 P.M., 
Mr. efferson : oe Nervous pye: 3.30 P.M., 
Dr. R. E. Roberts : Ra logy in Obatetri 

FRIDAY.—2.15 P.M., Departmen of Gynecology: : Patho- 
logical D emonstration 

Daüy, 10 a.m. to 4 P.M., » medical clinics, surgical clinics or 
oporatione obstetri d gynæcologi clinics 

WEST LONDO 10811141. POST-GRADUATE COLLEGE, 
Hammett, W. 

Monpay, Oct. 25 —10 A. M., skin clinic. 11 A. M., surgical 
wards. 2 P.M. gyneecological and surgical wards 
operations, medical, surgical, eye, and gyneecological 


cs 
TUESDAY.—10 A.M., medical wards. 11 A. M., surgical 
wards. 2 P.M., throat, nose, and ear, medical, and 
surgical clinics, ee ons. 4.15 P.M., Dr. Owen : 
The New-born Bab 
R A. M., Children 8 clinic. 
wards. P.M. 
4.15 P. M., 2 Mur. Harv 
AY.—10 A. M., 
clinics. Noon, fract 
e, and genito- 


FRIDAY. —10 A.M., me 
lecture on tree 


11 A. M., medical 
‘eye, medical, and surgical clinics. 
arvey J ackson : Head Injuries. 
neurological and Kab enten 
ure 2 P. M., me 
ca. P. M., ced 


cal wards, skin clinic. Noon 
tment. 2 P. M., medical, surgical, and 
throat, nose, and ear clinic. 4.15 P. M., Mr. Vlasto 
Minor Operations in Otolaryngolo 
SATURDAY.—10 A M , children’s and pagt 81 clinics. 11 A.M., 
war 


medical 
The lectures eae 4. 15 = M. are open to all medical practi- 
INSTITUTE OF MEDICAL, PSYCHOLOGY, Malet-place, W.C. 
MonpDaY, Oct. 12th.—3 P.M., Dr. H. Orichton-Miller : 
Toxic and oe Factors in the Psychoneuroses. 


4. 30 P. M. Se ot A. Bennet: Methods of Investiga- 
tion : H. hee : Word Association : Automatic 
Writing and Drawing. 5.45 P. M., Dr. William Nunan : 
Hypnosis and Suggestion 


WEDNESDAY.—8.30 P.M., Prof. O. G. Jung: Psychology 
and National Problems. 

THURSDAY.—3 P. M., Dr. J. A. Hadfield: Psychological 
Background. 4.30 P. M., Dr. Bennet : Free Association. 
* — P. M., Dr. B. D. Hendy: A Case of Self-conscious- 


LONDON “SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


TUESDAY, Oct. 13th.—5 P.M., Mr. H. Corsi: Syphilis 
through Four Centuries. 
W Tm P. M., Dr. I. Muende: Histopathology of 
Common Skin Diseases. (Chesterfield lectures.) 
FELLOWSHIP. 10803 MeN INE AND C 


MEDICAL 3 ON F 
Mopar, Oct. o Bonba O ct. 1$th.—INFANTS 
HOSPITAL, Vincent -square S.W. Tues., Wed., and 
Eee ap 8 P. R. O. S. anatomy and physio- 


logy co 5 J 5 HospitaL, 5, Lisle-street, 
Afternoon course in dermatology. —NATIONAL 
HOSPITAL FOR DISEASES OF THE HEART, Westmore- 
land ares, W. All-day course in cardiclogy.— 
WEST END HOSPITAL FOR NERVOUS DISEASES, In- 
E Depi l 5 N. W. Tues., 8. 30 P. M., 
emonstration on Fundus 

Oculi. T PRESTON HALL, near Maidstone, Kent. Sat., 
demonstration on pulmonary tuberculosis. CANCER 
5 L, Fulham- road, S. W. Sat. and Sun., course 


LONDON" HO SPITAL, E 
WEDNESDAY, Oct. "ath. —10 A.M., Mr. A. G. Allen: Inter- 
pretation of Dental X Ray Films, With Special Refer- 
ence to Pyorrhœa. 11 A.M. Mr. A. M. Moore : 
Lecture on REP hat a mo followed by a Demons 
tion of Artificial Limbs. Noon, Mr. Hugh Cairns: 
Head Injuries. 2 P.M., Dr. George Riddoch : Demon- 


stration of pare Cases. 3 P.M., Dr. John 
Parkinson: Dro 4.30 P. M., Dr. G. Vilvandré : 
A Radiological . 5.30 P. M., Dr. Donald Hunter: 
Saints Martyrs. 


es Goulden: The Com- 
A Mr. 


THURSDAY.—10 A. M., Mr. 


M. Hoarseness, 
its Causes and Treatment. 11 A.M., Sir Robert Woods : 
tis— Cases. 


„Otto P.M., Mr. Victor Dix: 
5.30 P. M. Dr. Olark-Kenned: : Cabbages 
9 P.M., Prof. William Wright: The 


Tower. 

SATURDAY.—10 A.M., Mr. Russell Howard: Clinical Demon- 
stration. 11 A. M., Dr. K. Tallerman: Common 
Disorders of the Newly Born Infant. Noon, Dr. 
Horace Evans: B. coli infections of the Urinary Tract. 

This course is open only to former students of the hospital. 


NATIONAL HOSPITAL, Queen- square, W. O. 


n 


MONDAY, Oct. 12th. .— 3.30 P.M., Dr. Kinnier Wilson: 
The Motor System 

TUESDAY. way 30 P. M., Dr. Carmichael: The Sympathetic 
Nerv: us System. 

WEDNESDAY. — 3.30 P.M., Dr. Kinnier Wilson: Clinical 
Demonstration 

THURSDAY.—3.30 P.N M., Dr. Carmichael: The Sympathetic 
Nervous Syste 


n .— 3.30 P. M., „Pr. Bernard Hart: Psychopathology 


(2) 
Out-patient clinic daily at 2 P. u. 
HOSPITAL FOR SICK OHILDREN, Great Ormonda-street, 


WEDNESDAY, Oct. 14th.—2 P.M., Dr. W. G. Wyllie: The 
Fegdid , and Nutritional Requirements of Infant 
ro 3 P.M. t pi A. Seny; Blood-cells : their 

Out- adent c clinics daliy at 10 A ie and ward visits at 


ST. PAUL'S “HOSPITAL, Endell-street, W. O. 
WEDNESDAY, Oct. 1 4th .— 4.30 P. M., Mr. 
Ansesthesia in Urolo cal Surgery. 
ST. MARY’S HOSPITAL, 
THURSDAY, Oct. 15th.—5 P. M., Dr. G. O. Barber: Clinical 
Records and Book-kee (General Practice II.) 
GRESHAM COLLE GE -street, E. O. 
TUESDAY, Oct. 13 th, and daily till Fripay.—é6 P. M., Dr. 
J. on Glover: Airs, Waters, and Places. 
MANCHESTER ROYAL INE 
TUESDAY, Oct. 13th.—4.15 P. M., Mr. F. G. Wrigley : Some 
Causes of Nasal Obstruction, 
FRIDAY.—4.15 P.M., Dr. F. 


M Cases 
LEEDS GENERAL INFIRMARY. 
TUESDAY, Oct. 13th.—3.30 P.M., Dr. Watson: 


Cases 
LEEDS PUBLIC DISPENSARY. 
WEDNESDAY, Oct. 14th.—4 P.M., Dr. S. J. Hartfall: Acute 
Blood Disorders in General Practice. 


J. K. Hasler: 


. Tylecote : Demonstration 


Medical 


Appointments 


Anyos, P., M.D. Vienna, L. R. O. P. Edin., has been appointed 
Medical Registrar to Out-patients, Manchester Royal 


Infirmary 
BAILHAOHE. É ERO M. B. Melb., Resident Medical Officer at the 
City of London Maternity Hoste 
O. S. Edin., Hon. Assistant Gyntecological 
Surgeon to Ane ahnen „FH. Gd. Liverpool. 
BIRDSALL . Chir. Camb. S. Eng., Registrar at 
the 1e Golden-square Hc Hospital, London. 
CANNING, J. H Junior Assistant Resident Medical 
Officer at Birch Hill 1105 ital, Rochdale. 
„ T. KEITH : D. O. M. S., Hon. Assistant 
Surgeon at the Sussex Eye Hospital Brighton. 
ConpoN, R. A., M. Ch. N.U.I., D.P.H., P. O. M. S., D.O., Hon. 
Oplithaimio PE to the Tauon and Somerset Hospital. 
N . Manch Junior Assistant Medical 


DESMOND, DANIEL, M.B. N.U. I., D.P.H., Assistant Medical 
Officer of Health for Pury, 
out, THOMAS, M. B. Aberd R. O. S. Edin., D. L. O., Registrar 
8 Golden - s ere Hospital, Le London. 
S. Eng., Resident Surgical 


teas NEWTON, M.A. Oxon 
Officer at Walsall General Hospital. 

LAUSTE, L. W., M. B. Lond. R. O. S. Eng., Assistant Resident 
Medical Officer at the City of London Maternity Hospital. 

Low, Monioa, M. R. O. 8. 3 trar at the Wolverhampton 
and Midland Counties Eye N 

MoFARLAND, J. O., iverp., O. S. Edin., D. P. H. 
D. L. O. and R., Hon. Surgeon in Charge of Ear, Nose, and 
Wigan. Department of Royal Albert Edward Infirmary, 
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PROPERT, S. A., B. Chir. Camb., M. R. O. P. Lond., Hon. Physician 
to the Essex County Hospital, Sorcerer 

SAXTON, G. D., M.D. Manitoba, F. R. O. S. Edin., „Resident 
Surgical Officer to the Gloucestershire Royal Infirmary, 
Gloucester. 

SHARPEY-SCHAFER P., B.Chir. Camb., M. R. OC. P. Lond., 
First Assistant in the Department of Medicine of the British 
Postgraduate Medical School, London. 

WaRD, READ, L. D. S. R. O. S. Eng., Hon. Dental Surgeon to 
the Willesden General Hospital. 


e Surgeons under the Factory and Workshop Acts: 

. M. MAIDEN (Saxilby District, Lincoln); Dr. D. S. 

N (Alnwick District Northumberland); and Dr. J. H. 
FoLLows (Halifax District, Yorkshire W. R.). 


Vacancies 


For further information refer to the advertisement columns 
An Saints’ Hospital, <Austral-street, Southwark, S.E.—Hon. 
Anesthetist. 
Australia, Sydney Hospital, N.S.W.—Director of the Kane- 
matsu Memorial Institute of F anolog: £1500. 

Barking Corporation.—Res. Asst. M.O., £ 

Barking Hospital.—Res. M.O., £350. 

pias ol and Midland Har and Throat Hospital.—Asst. 


l Hie and Midland Hospital for Women.—Acting Hon. 
Surgeon and Registrar. 

Birmingham City Mental Hospital.—Jun. Asst. M. rg £350. 

Birmingham University.—Lecturer in gad kB £400. 

Brighton, Royal Alexandra Hospital for Sick Children.—H.S., 


Bristol City and County.—Police Surgeon; £1000. 
Bromley and District Hospital.—Res. M.O., £150. 
Burnley Victoria Hospital.—H.P., at rate of £150. 
Chester, Barrowmore Tuberculosis Sanatorium, c., Gt. Barrow.— 
Chesterfield ai rete of 8 D677 hi goyat Hospital.—oO O. 
o erbyshire 0 -—Oas. and 
Fractnre H.S., at rate of £200. 
Coventry ana Warwickshire Hospital. —H.S. for Aural and 


Ealing, King Edward Memorial Hospital.—. . Res. M.O., at 
rate of £150. 
Ebbw Vale General Hospital.—Surgeon, £750. 
Fort William, Belford Hospital.—Surgical Officer, £600. 
lden-square Throat, Nose, and Ear Hospital, W.—H.S., £100. 


Grimsby County Borough. —Venereal Dis. M.O., &c., £900 

Halifax General Hospital.—Jun. Res. M. O., £2 50. 

Halifax Royal „ . Third H. S., at rate of E150. 

, Gene W. London Hospital, Haverstock Hill, 
. — H. S., at gry of £100. 

Aa 6 Royal Bat kh Hogpital.— Res. M. O., £156 

Tereon Herefordshire General Hospital. —H.S. and Cas. O., 


Hertford County Hospital.— Sen. H. S., at rate of £200. 
Hormia for Apileps and Paralysis Maida Vale, W.—Res. M.O. 
P., at rate of £150 and £100 respectively. 

Hull Royal Infirmary.—Res. Surg. O., £200. Also H. P. to 
Sutton Branch Hospital, at rate of 2160. 

Kettering and District General Hospital.—Second Res. M. O., 
at rate of £125. 

King’s Cong Hospital, Denmark Hill, S.E.—Radium and 
Surgical Registrars. 
aster Royal Infirmary. —Jun. H.S., at rate of £130. - 

L.C.C.— Asst. M.O.’s, Grade I., each £350. Asst. M.O.’s, Grade II., 
each £250. Also Temp. Dist. M. O. 8, at no of £300-£170. 

. Leeds Public Dispensary and Hospital, North-street—Cas. O. 

and H.S. Also. H.P., each at rate. of £150. 


Hospital, E. —Surg. First Asst. and Reg., £300. Also 
Assistant in X Ray Dept., £100. 
Maidstone, Kent County Op halmic Hospital.—Ophth. H. S., at 
rate of £200. 
Maidstone, West Kent General Hospital.—H.S., £175. 
100 Booth Hall Hospital. — Jun. Asst. M. O., at rate of 


Manchester, Booth Hall Children’s Hospital.—Med. Su 5 res 

Manchester, Crumpsall Hospital and Institution.— Asst 
M. O., at rate of £200. 

age Bre? 8 Kar d Hospital..—Res. H.S. (hospital registered for 

Manchester Royal Eye Hospital.—Jun. H.S., £120. 

Manchester 8 Inſirmary.— Four H. S. 's, each at rate of £50. 
Also Jun. M.O. for Barnes Convalescent Hospital, 
at at piper of £150. 

„St. Mary’s Hospitals.—Hon. Surgeon for Children’s 


Dep 

Margate ae District General Hospital.—Res. wie 2150. 

Marte Curie Hospital, 13 g · avenue, N.. Director of 
Medical Services and Research, £1000. 

Melton, Suffolk St. . 8 Hospital.—Jum Asst. M. O., £350. 

Metropolitan tal, Kingsland-road, H.—Sen. and Jun. 
H.P.’s and 0. HS? 8, also Cas. O. and Res. Anesthetist, 
each at rate of £100. 

Middleton-in-Wharfedale Sanatorium.—Res. maria M.O., £350. 

9 e Hospital, Hampstead - road, N.W. —H.P. at 
rate o 

N CUCA E UPON EYE Education Committee.—Asst. School M.O., 


Nottingham City.—Tuber. Officer and Asst. M.O.H., £750. 

Nottingham City Hospital.—Asst. M. O., £350. 

Nottingham General Hospital.—H.P., at rate of £150. 

Pontypool and District Hospital. —Res. M.O., at rate of £1 50. 

Princess Louise, Kensington, Hospital for hide, St. Quintin- 
avenue, W.—H.S., at rate of £120. 


Queen's Hospital for Children, Hackney-road, E. —Asst. Physi- 


Radium Beam Therapy Research, 16, Riding House- St reel, W.— 
Asst. M. O., at rate of £250. 
ea 5 Riding House- street, . — Res. M. O., at rate of 


Reading, Royal Berkshire Hospital.— H. S. to Special Depts., 
at rate of £125. 
Rotherham Rural District Council, hc. 2 5 o H., 1 


Royal Naval Medical Serv ia gs Ta 6. 5 
Royal Waterloo o Hospital fo 705 Children and Women, Waterloo- 


road, S. Also H.P., at rate of 8150 and 
2100 respectively. 
85 Mary’s Ho —Cas. H.S., at rate of £100. 
Salford ra Hope — Pendleton. Asst. Res. M. O., at rate of 
Sheila Children’s Hospital.. H ar rg at rate of 2100. 
Stafford, Standon Hall, Orthoped ior .S., 8200. 


Stoke-on-Trent, Longton Hospital. — S., £160 

Swanley, Kent, i Hospital Convalescent Home.—Res. M. O., at 
rate o 

Taunton and Somerset Hospital.—H.P. y H. S., at rate of £100. 

Truro, Royal Cornwall Infirmary.—H.S., 

Victoria Hospital for Children, Tite-st ST Chelsea, S.W.—Sen. 

Res. M. O., £200. Also Dental Surgeon. 

West . London ’ Hospital, Hammersmith-road, W.—Res. Cas. O., 

at rate of £100 


Westminster Hospital, Broad Sanctuary, CAV 


Weston-super-Mare Hospital.— Res. H.P. 
York Dispensary.—Res. M.O., £175. 


The er! Inspector of Factories announces a vacancy for a 
Certifying Factory Surgeon at Scalloway, Shetland. 


Births, Marriages, and Deaths 


BIRTHS 


ANNING.—On Sept. 29th, the wife of Dr. Richard Anning, 
of Leeds, of twin daughters. 
ony.—On Sept. 24th, at Plymouth, the wife of Surg. 
Comdr. R. G. Anthony, of a son. 

CaMBROOK.—On Oct. 2nd, at Devonshire-place, W., the wife 
of Dr. J. Draper Cambrook, of a daughter. 

HARRIS.—On Sept. 26th, at Clifton, Bristol, the wife of Mr. H. 
Elwin Harris, F. R. G. S., of a son. 

HAT. —On August 15th, at Ajmer, Rajputana, India, the wife 
of Lieut.-Col. Robert Hay, I.M.S., of a daughter. 

E rae Sopi sotn; at Woking, the wife of Mr. L. G. 

„ofa 
MARON mOn Sept 28th. the Vite of Mr. George A. Mason, 
R. OC. S., o Newcastle-on-Tyne, of a son. 


MARRIAGES 


ALLISON—DUNN.—On Oct. lst, at St. Aidan’s Presbyterian 

rer a < of Ken 5 Didsbury Arthur A. Allison, M. B., 

Brockbank Dunn, el der ane of the 
fate Alexander 1. L. Dunn and Mrs. Dunn, of Didsbury, 
Manchester. 

FINZEL—PINNIGER.—On Sept. 19th, at 7 Church, 
Clifton, Bristol „Har of no late ooo p3 5115 4 Grace 
Pinniger, o ughter o e late r. ed Pinniger, 
and of Mrs. Pinniger, of Clift 


DEATHS 


ALLAN.—At Larkfield, Greenock, on Sept. 28th, 1936, William 
Allan M. garet-street, Greenock, second son of the 
late Richard Alan, Physician and Surgeon, Dumbarton, an 
of Mrs. Allan, Glenfield, Dumbarton. 

BRADDON.—On_ Sept. 29th, at Seremban, F.M.S., WIIllam, 
Leonard Braddon, M. B. Lond., F.R.C. 8. ang: 

CoHEN.—On Oct. Ist, at his residence, Orok -ewooa, N. W., 
Abraham Cohen, M.D. Dub., in his 85th y 

DENOON.—On Sept: 29th, in the Gold Coast Colony, John W. 
Denoon, M Dalhousie (Colonlal Medical ervice), in 
his 33rd year. 

HUNTER On ned We 27th, at Guy’s Hospital, London, John 

eton Hunter, .O. S. 

W Sept. ABB; at Tunbridge Wells, Arnold Clarkson 

©, M. Gam 

MoMouRtTRY. —On Oct. Ist, suddenly, at Hayling Island, William 
Dickson McMurtry, L. R. G. P. Edin., of Putney. 

RIsK.—On Sept. 28th, at Chester-terrace, Eaton- square, 
London, eginald Rodd Tudor Risk, M.R.C.S. Eng., 
F. R. O. S. Edin., formerly of Harrow, aged 84. 

WORTHINGTON.—On Sept. 28th, Richard Till Worthington 
M. B. Camb., of Knutsford, a divisional medical officer o 
the Ministry of Health, aged 61. 


N. B. A fee of Is. Gd. is charged for the insertion of Notices of 
irths, Marriages, and Deaths. 


ree, 


BOARD OF CONTROL.—The twenty-second annual 
report of the Board of Control (Lunacy and Mental 
Deficiency), summarised with comment in our last 
issue, may be obtained from H.M. Stationery Office, 
price ls. 6d. 
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ADDRESSE 
ANOREXIA NERVOSA* 
By Joun A. RE, M.D., F.R.C.P. Lond. 


REGIUS PROFESSOR OF PHYSIO IN THE UNIVERSITY OF CAMBRIDGE ; 


. OONSULTING PHYSICIAN TO GUY’S HOSPITAL 


( 


Tars lectureship—founded by his friends in memory 
of Dr. Gustave Isidore Schorstein, a teacher in the 
London Hospital Medical School between the years 
1894 and 1905 and a man much loved and respected 
for his physicianly qualities—carries with it the 
simple instruction that the subject shall be a clinical 
one. When I scan the list of those who have 

_ preceded me I am indeed honoured that the electors 
should have judged me ‘worthy to be of their company. 


The problems presented by the disease which I 
am about to discuss are essentially clinical problems. 
It may be doubted whether. it possesses a morbid 
anatomy, histology, or chemistry of its own, if we 
except those changes which come about as the result 
of starvation and a depression of the menstrual 
functions. Physicians subject to the lures of 
endocrinology have been tempted sometimes to find 


a basis for the symptoms of the disease in a primary 


deficiency or disharmony of the internal secretions. 
The symptoms of a depressed metabolism and the 
amenorrhœa, which is almost a constant feature in 
the female cases, together with certain changes in the 
secondary sexual characters, explain this bias. I 
believe, however, and shall hope to show, some 
striking physical stigmata notwithstanding, that the 
origins of the disease are, as Gull maintained, to be 
sought in a disturbance of the mind and a prolonged 
insufficiency of food and in nothing moré. The 
natural history of the malady, the psychology of its 
viotims, their home environment, and the. full restora- 
tion of health which follows in a high proportion of all 
cases appropriately . handled provide good proofs 
for this belief. . | 
The disease was clearly depicted and. discussed 
in all its more essential details by Sir William Gull 
upwards of 50 years ago. Partly, however, because 
the text-books have accorded it small attention, 
-and partly because it is, in its more pronounced 
degrees, a comparatively infrequent: malady, it still 
seems to escape recognition by many of those who 
have the immediate care of patients. Since the war 
I have collected 51 personal cases apart from those 
seen in the course of institutional work. In the 
majority of these the true nature of the condition 
had passed undiagnosed and some of the practitioners 
concerned had never even heard of its existence. 
As a result of this unfamiliarity cases go untreated 
and occasion serious anxiety in the minds of relatives 
for months and even years; suspicions of serious 
organic disease are not unnaturally entertained, for 
advanced emaciation is often present; and finally, 
in the absence of a correct opinion, not only is sound 
treatment withheld, but quite unsuitable treatments 
are sometimes prescribed. i 
Apart from a natural.and loyal interest in a disease 
go well portrayed by one of the great physicians of 
my own school, there were good reasons therefore 
behind my decision to call attention once more to 
What might, without impropriety, have vied with 
myxcœdema for. the title of “Gull’s disease.” I 


*The Schoratein: Memorial Lecture delivered at the London 


Hospital on Oct. 15th, 1936. l 
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hope that an analysis of my own experience and the 
“follow up” which the kind coöperation of many 
friends in practice has made possible will seem to 
justify the decision. 

; Historical 

Sir William Gull 12 in an address at Oxford in 
1868 referred to a peculiar form of disease occurring 
mostly in young women, and characterised by extreme 
emaciation.” His full description was written in 


1874. The victims, he pointed out, were “chiefly 
between the ages of sixteen. and twenty-three.” 
He had also seen the same condition in males at 
the same age. He remarked on the absence of all 


: 
wr Bk LR 


une 14th, 1887. 


— 


FIG. 2.— 


; FIG. 1.—April 2 Ist, 1887. 
| (Sir William Gull’s case.) 


evidences of tubercle, which was commonly suspected, 
and of other organic disease. He described the 
amenorrhea, the slow starvation pulse and low 
respiration-rate, the sometimes alarming loss of 
weight, the changes of temper, and the remarkable 
physical and mental energy often exhibited in spite 
of pitiful emaciation. He saw one fatal case, but 
indicated how, with firm and sensible handling, health 
could in most instances be fully restored. Figs. 1 
and 2 are wood-cuts from photographs of one of his 
patients before and after treatment. This case is 
of particular interest in that it was Gull's last con- 
tribution to the study of clinical medicine, By the 
courtesy of another old Guy’s man, Dr. Lockhart 
Stephens 2 of Emsworth, I am also able to show 
you a photograph (Fig. 3) of the first (so far as 
we can ascertain) fully recorded fatal case of 
anorexia nervosa, published by him in THE LANCET 
of 1895. This patient, a girl, 5ft. 4in. in height, 
refused food until her weight fell to 49 Ib. A post- 
mortem examination was made and no evidence was 
forthcoming of organic disease in any of the viscera. 
Elliot ( described two further fatal cases with 
necropsies in 1914 in the course of his investigation 
of the suprarenal glands. 

Of causes Gull said the want of appetite. is, I 
believe, due to a morbid mental state; of prognosis 
“none of these cases, however exhausted, are really 
hopeless while life exists, and for the most part prog- 
nosis may be considered favourable” ; of treatment 
“ the patients should be fed at regular intervals and 
surrounded ‘by. persons who would have most control 
over them,” and the inclination of the patient must 

l Q i 
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be in no way consulted.” Samuel Gee 5 gave a concise 
and eloquent account of anorexia nervosa under the 
title of “ nervous atrophy,” quoting a description by 
Thomas Hobbes, the philosopher, of his visit to a 
girl afflicted with the malady. Gee insisted, very 
properly I believe, that recovery cannot be deemed 
complete until the.menses have regularly appeared.” 
His lecture also reminds us that, although the disease 
has become associated with the name of Gull in 
virtue of the full and accurate portraiture and analysis 
which he gave to it, Richard Morton in his remarkable 
little book on Phthisis “written nearly 250 years ago 
described indisputable cases of anorexia nervosa under 
the title of A Nervous Consumption.“ 


* 


FIG. 3.— Dr. Lockhart Stephens’s case. 


Accounts of cases have continued to appear in the 
journals from time to time, but little of outstanding 
value has been added to Gull’s description. Clifford 
Allbutt 7 furnished a vivid personal description in his 
system, and. Hurst 8 has ably summarised the clinical 
features and essentials of treatment in the first volume 
of The British Encyclopedia of Medical Practice, 
edited by Sir Humphry Rolleston. In.1930 Venables °? 
gave a full description of nine cases with a clear 
exposition of treatment as conducted at New Lodge 
Clinic. In the same year Conybeare 10 described a 
fatal case, with necropsy, in which the anorexia had 
apparently been initiated by a fast prescribed by the 
patient’s doctor as a cure for rheumatism. In 1931 
Allison and Picton Davies 11 reported the experience 
of Ruthin Castle and included references to the foreign 
literature. The account by Dejerine and Gauckler 12 
is one of the most valuable of these. Commenting on 
the importance of an accurate diagnosis in these cases 
they aptly remark: Or le diagnostic de l’anorexie 
mentale est extrêmement simple, il sufit d’y songer.” 
Ross ds regarded anorexia nervosa as one of the most 
favourable of all the psychoneurotic disorders coming 
under treatment at the Cassel Hospital for Functional 
Nervous Diseases. I have myself discussed the 
condition in the course of a chapter on anorexia 14 
in a recent book. Of the English writings on the 
subject to which attention has been drawn no less 
than five since Gull’s time have been from the pens 
of Guy’s physicians, a strong testimony to. the 
influence of domestic tradition. l 


cerned with the psychoneuroses. 


Nomenclature and Classification 


An alternative name for the disease suggested by 
Gull was apepsia hysterica, but he preferred anorexia 
nervosa. It may be objected that this describes 
a main symptom and not a disease, that it conveys 
no sufficient image of the whole disease, and that 
it gives an inadequate clue to causal pathology. The 
same objections can be lodged in the case of angina 
pectoris, but I suggest that it is as well to retain 
the one title as the other. In angina pectoris we have 
to distinguish benign forms due to anæmia or nervous 
factors from grave forms due to disease of the coronary 
arteries. In the case of anorexia nervosa we have 
benign and also graver forms, for which Dr.. T. A. 
Ross has suggested to me the distinguishing title 
of anorexia psychotica. When. long custom ‘has 
established a nomenclature it is commonly better 
retained, and, after all, the loss of appetite and 
refusal of food are the main causes of the emaciation 
and other physical stigmata of the disease, while 
the qualifying adjective ‘“‘ nervosa ” broadly indicates 
the basis of the perversion. It might be.argued that 
the condition is only one manifestation of the psycho- 
neurotic temperament.or reaction and that it should 
therefore be included incidentally. in chapters con- 
The fact that this 
psychoneurosis is so true to type and associated with 
such striking and constant physical conséquences 
seems to me to justify separate consideration. The 
urgent thing is that the malady, which may prove 
fatal and generally causes prolonged invalidism, should 
be more widely recognised, more promptly diagnosed, 
and more skilfully treated. We shall not achieve 
this by depriving it of its name and so distracting 
attention from the complex of psychological and 
physical interactions which constitutes the whole 
disease, a „ l 

Ætiology and Clinical Course 

The present analysis is based on a personal 
experience of fifty-one cases seen during sixteen years 
of consulting practice. Of these it-has been possible 
to trace thirty-seven. During the same period I 
have probably seen not more than six cases in hospital 
practice. In common with other psychoneurotic 
disorders the incidence is higher in the middle and 
upper classes. There are many special reasons which 
account for this distribution and which at once become 
apparent with a perusal of case-histories. Motive 
and opportunity and perpetuating causes are more 
frequent in homes where circumstances do not demand 
active physical occupation and where sensitive 
natures and solicitude flourish side by side. 

- Forty-six of my cases were females, five males. 
The most important group is that comprising 
adolescent girls and young women. There were 
thirty-three female cases under the age of 30. I 
have thought fit, however, to include a group of 
older women because the clinical picture seemed to 
me essentially similar and the patients equally. 
deserving of proper understanding and treatment. 
The occurrence of the disease in males and in women 
after the menopause reminds us that a prim 
ovarian dysfunction cannot very well be claimed 
as an essential cause of the disease. The ages in the 
youthful female group ranged from 15 to 29, the 
average age being 20. All were unmarried except 
one. In the older group the ages ranged from 31 
to 59, the average age being 44. Of these five were 
married, eight unmarried. The ages in the male 
group ranged from 19 to 34, the average age being 
25. All were unmarried. Although poor appetites 
are common enough in the nervous children of anxious 
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parents I have not myself seen serious emaciation 
or illness result. I have seen one case, not included 
in this series, in which an old woman refused food 
until she died. A partial post-mortem examination 
revealed no organic disease. 

_ There was specific mention of nervous heredity 
in only nine cases in the whole series. These included 
one instance of a drunken parent and two instances 
of one insane parent. A closer inquiry would, I 
believe, reveal a far higher incidence of nervousness ” 
in the immediate family histories of these cases. 
Clinical tact does not always permit close inquiries 
into nervous heredity when histories are taken from 
patient or parent. Of the initiating factors in the 
young women emotional crises, in the shape of love 
affairs, broken engagements, and, possibly, school 
attachments, may be considered to be important and 
probably do account for many cases, and yet there 
were only two definitely attributable to such causes 
so far as I was able to ascertain from the mother 
or doctor. ‘‘Slimming,” usually instigated by the 
ridicule of school friends on account of adolescent 
plumpness, is generally considered second in importance 
to these emotional crises. Four cases at least in this 
group originated in this way. Six cases seemed to 
develop out of unhappiness in connexion with 
school-life and four of these in connexion with life 
in finishing schools abroad, suggesting that home- 
sickness and altered habits of life and diet may play 
their part. In seven cases unhappy or ill-conducted 
homes, sometimes with “ spoiling by foolish parents, 
were largely to blame. In no less than nine cases the 
anorexia seemed to develop on a basis of genuine 
physical illness or after an operation. Overwork 
in adolescence may also play a part and was significant 
in two cases. 

I would particularly urge, however, that, as with 
80 many chronic maladies, both physical and psycho- 
logical, we should not search for a solitary causa 
causans, but rather remain constantly alive to the 
existence of multiple contributory factors. The 
relative importance of these it may be impossible to 
assess, but none should be ignored. In these cases 
heredity, the natural instabilities of adolescence and 
young womanhood, parental incompatibilities or 
over-solicitude, vanity, jealousy, a desire to be 
in the centre of the picture, morbid enjoyment of 
being the centre of anxiety and the sense of power 
over the mother obtained thereby, constipation, 
or an incidental dyspepsia, convalescence from an 
illness or operation, a too conscientious industry 
at school or university, or a mental shock may 
severally or in combination provide the background 
for the disease. The perpetuation of the initial 
loss of appetite by refusal of food, until loss of appetite 
develops into a veritable revulsion against food, 
together with all the secondary effects of starvation, 
complete the picture. 

. Considerable interest attaches to the amenorrhea. 
At first I took the view that this was an effect of the 
starvation. I am now satisfied that it generally 
develops early and that it is probably an expression 
of the initial nervous trauma or of the psychic change 
which accompanies the malady from its inception to 
its cure. It is well known that mental shocks and 
abrupt changes of environment may stop the periods 
in otherwise healthy women. In these cases it is 
likely that the amenorrhœa and the anorexia are 
initiated by the same factors rather than that they 
depend one upon the other, although in one case 
to be described the amenorrhœa came and went in 
concert with fluctuations in the weight. The amenor- 
rhoœsa is a strong additional cause of maternal anxiety. 
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On account of it some cases are first referred to the 
gynecologist rather than to the physician. It is 
the last symptom to disappear. Its disappearance 
is the best criterion of cure. 

The disease may run a course of months or years. 
In the majority of well-handled cases recovery is 
complete. Some patients remain temperamentally 
“difficult” or different throughout their lives. 
Some remain under weight without being wasted 
or a cause of continued parental concern. A small 
proportion, and I believe some of these should be 
included in the psychotic group, succumb to starva- 
tion with or without a complicating pathology. 
In this series there were four deaths or approximately 
8 per cent., if we can allow that the untraced cases 
recovered. I should doubt whether the corrected 
mortality would exceed 10 per cent. and, since many 
slighter cases probably recover without having 
51 referred for a consultant opinion, it may well 
be less. l 


Clinical Picture 


The main findings in the three age-groups are 
summarised in tabular form. From a survey of the 
full case records a composite description could be 
prepared and would read as follows. 


GIRLS AND YOUNG WOMEN 


A girl (between the ages of 15 and 29 in this series 
of 33 cases) is brought by her mother for loss of 
weight, poor appetite, and amenorrhea. The onset 
of the condition has usually been insidious. The 
loss of weight commonly amounts to a stone or more, 
but may be as much as 2, 3, or 4st. The maximum 
weight-loss in this series at the time of my examina- 
tion was 4st. 10 Ib. Even with the degree of emacia- 
tion which this implies the patient may be well 
enough to be up and about and to be brought to the 
physician. She is often reported as active, mentally 
and physically, even restlessly so. Her diet may have 
been whittled down to a portion of an egg and scraps 
of toast and tea as the total daily intake, or if normal 
helpings are served at meals these are toyed with 
and only partially consumed. Temperamentally 
she has become difficult and emotional. She may 
be over-devoted to her mother and yet frequently 
at loggerheads with her. She is often excessively 
conscientious. There is no history of cough, fever, 
or other disturbing symptom which might point to 
tuberculosis, diabetes, hyperthyroidism, or malignancy 
—the more usual causes of such an alarming decline. 
Although many patients admit to no physical symp- 
toms, constipation and dyspepsia are not infrequent 
and are then blamed for the fastidiousness in the 
matter of eating. , 

On examination the patient is noticeably gaunt 
and all the bony promimences are evident; the 
abdomen is scaphoid and the iliac crests are 
conspicuous in all their length; and yet there is no 
anemia. A fine downy hirsuties has often appeared 
on the face, arms, and trunk, and in cases of longer 
standing there may be coarser hairs on the chin. 
The pulse is slow. It was recorded as 60 or below 
in 17 cases and in 7 cases was below 50 to the minute. 
The blood pressure is also low, readings below 100 mm. 
of mercury (systolic) were frequent. The peripheral 
circulation is poor. A careful physical overhaul, 
even with accessory measures such as chest radio- 
graphy, fails to reveal any signs of organic disease. 
Indeed there is no organic disease which could produce 
this complete clinical picture, with its famine- 
victim ” appearances, and fail to reveal itself by 
readily discoverable symptoms or signs. 
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OLDER WOMEN 


The older group includes thirteen women between 
the ages of 31 and 59. The predisposing factors were 
commonly multiple, but operation and illness, 
menopausal disturbances, and nosophobia played a 
leading part. Amenorrhea is obviously of less 
certain import. Eight of the patients were aged 
40 or over. The menses were absent persistently or 
for long periods in the remaining five. The physical 
and psychological stigmata were not to be dis- 
tinguished from those encountered in the younger 
group excepting in so far as maturity and environ- 
mental influences modified the type or form of 
individual reaction. 


YOUNG MEN 


In this group of five cases the ages ranged from 
19 to 31 years, similar degrees of emaciation were 
observed, and bradycardia and low blood pressure 
were also recorded. ‘The psychological traits were 
comparable. 


TABLE I.—YOUTHFUL FEMALE GROUP. (33 cases) 
Ages 15 to 29. Average 20 years. Cases. 
All unmarried except one. 

Maximum weight-loss 4st. 10 lb.; minimum 


7 Ib.; average 2st. 2 lb. 
Only two had lost less than 1 st. 
Amenorrhœa. è ; a 22 


(Scanty or irregular periods, 8 ; (=66 ) 

regular periods, 1; no record, 2) 
Bradycardia— 

With pulse-rate 60 or below a . 17 

35 below 50 .. e ds 7 

Hirsuties recorded . we 22 
Dyspepsia or troublesome constipation . zs W 
Nervous heredity recorded. ; we 285 9 
Psychotio Ja 2 

(Providing one ‘of the two fatal cases) 
Complications— 

Scurvy and purpura hemorrhagica in one 

of these. 

TABLE I.—OLDER FEMALE GROUP. (13 cases) 

Ages 31 to 59. e 44 . Cases. 
Married oe a 5 


Unmarried .. 

Maximum weight-loss: 4 st.; 
average 2 st. 3 lb. 

Amenorrhea present at some time in all cases. 


minimum 10 Ib.; í 


Dyspepsia .. 5 Fi ee si ee 5 
Psychotic .. ae 3 Sa sve Ds 2 
TABLE II.—MALE GROUP. (5 cases) 

Ages 19 to 34. Average 25. Cases. 
Maximum weight-loss 2st. 9 lb.; minimum 

lst. 71b.; average 2st. 3 lb. 
Bradycardia— 

Pulse-rate below 60 .. si ae 90 2 

» 50 és Si i 1 

Psychotic. sà i oe oe 1 


(Providing the only fatal case) 


Selected Cases 


Even an abbreviated account of all the cases which 
have been followed would involve much repetitive 
description. I have therefore selected a few case- 
histories for special consideration and with a view 
to illustrating etiological, clinical, and prognostic 
variants. 

Cass 1.—A girl, aged 19, had been healthy and jolly 
in childhood, worked hard at school, matriculating at 16, 
and six months later went to France to learn the language. 
Just before she left home the periods, previously regular, 
stopped and she began to eat poorly. From that time 
she became steadily thinner. Except for things con 
vinegar and salads she had a dislike for all food. Her 


mother was very worried and they clearly got on each 
other’s nerves.” She was quiet and conscientious and 
liked her work in a bank. She complained of no symptoms, 
At home she was stated to be happy as a rule, but some- 
times “‘ nervy and irritable and apt to cry over the 
attempts to make her eat. Weight, formerly 8 st. 10 lb., 
now 6st. 9lb. Small, underdeveloped, downy hair on 
face, arms, and back; blotchy red hands. Pulse, 80; 
blood pressure, 95/78. Treating her at home for a 
month in bed her doctor secured a gain of 113 lb., but the 
improvement was not maintained. 

In the five months following the consultation, again 
with home treatment after full explanation to the mother, 
she gained 1 st. in weight. She then went back to her 
work and in the six subsequent years never missed a day. 
Menstruation became normal within two months of 
starting the second period of treatment. She is now 
married and happy and has a healthy baby. Peripheral 
circulation remains poor. 

Overwork and home-sickness in adolescence were here 
apparently the early determining causes. 


CasE 2.—A girl, aged 16, returned from school in France 
“looking like a skeleton.” The periods, never quite 
regular, had stopped for six months. Normal weight 
about 8st.; now 6st. llb. Pulse, 56 to 60; blood 
pressure, 100/80. Tired, uncommunicative. Probably 
grieving about an action of a near relative which had 
brought disgrace to the family. At first with nursing-home 
treatment and later with a nurse at home she gained 1 st. 
in weight. She was sent abroad to be away from home 
troubles and anxieties and the periods returned. While 
travelling, and later when an occupation was found for her, 
she continued to menstruate, but when she went back to 
live with her mother amenorrhœa was again reported. 


Case 3.—A schoolgirl, aged 15, was brought for 
anorexia and loss of weight. During the previous term 
she had been unhappy and wept easily without obvious 
reason, Weight down from 8st. to 6st. 11 lb. Amenor. 
rhea. Bad chilblains and raw red hands. Pulse 62. 
Very thin but no signs of organic disease. The weight 
fell further to 6st. in the next six months, no proper 
coöperation in treatment having been obtained. There 
were several factors which might have been responsible 
for the illness, all of which seem worth recording. (1) A 
year previously she had been cut off meat by a skin 
specialist on account of a rash, and shortly afterwards 
told her mother that she had lost her taste for meat. 
(2) Some months before she became noticeably ill the 
girl was playing planchette at a party and the planchette 
spelt out the words M X will die at the age of 16 
years and 7 months.“ (3) Three months before the con- 
sultation her younger sister at the same school had been 
very ill with typhoid fever and our patient had been very 
jealous of all the attention bestowed. Subsequently 
she gained 2st. in weight and her periods and mental 
and physical state became entirely normal. <A Christian 
Scientist was thought to have contributed towards her 
recovery. 


Case 4.—A girl, aged 17, had been well until a year 
previously when she developed vague pain in the right 
abdomen. At first ‘‘ enteritis ” and later gastric ulcer “ 
was diagnosed, and she was treated accordingly in hospital. 
Ever since she had remained on a soft diet. She was 
constipated and had no appetite. Her weight had dropped 
from over 9 st. to 7 st. 12 lb. Circulation poor. Amenor- 
rhæœa for 18 months. Scaphoid abdomen. Blood pressure 
105/75. No clinical or radiological evidence of organic 
disease. She declined to accept further medical super. 
vision, remained thin, but has continued at work as a 
civil servant for two years since the consultation. She 
broods over her physical condition and joins in no games 
or social amusements. The amenorrhea persists. 

A dyspepsia, probably of nervous type, here initiated 
the anorexia and a treatment, planned at first as for a 
physical disease, was adhered to too long, resulting in a 
dependence on a soft, inadequate diet. Maternal influence 
unfavourable. Her doctor reports that before the illness 
she was a bright attractive girl but very stout.” 


CasB 5.—A girl, aged 19, began to bant,” having been 
told that she was too fat. Her weight fell from 9 st. 4 Ib, 
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to below 8st. She then had influenza and was referred 
as a possible case of early tubercle. Menstruation had 
not started until the age of 17 and was always irregular. 
She was a wilful girl and had once run away from 
school. She had cold feet and hands and a subnormal 
temperature, but apart from the loss of weight, there 
were no other signs of disease, and her general aspect 
and the glossy condition of her hair were against any 
active infection. She became well, married two years 
later, has had two children, and is now plump and well. 


CASE 6.—A woman, aged 40, gave a history of asthma 


in childhood and had once been suspected of having 
phthisis. On two occasions, at times of stress, she had 


had a nervous breakdown. She was in charge of an 


invalid brother who was also a drug-addict. For a long 
time she scamped her meals and then ate less and less, 
and finally developed complete anorexia and retching. 
In spite of nursing-home treatment her weight fell from 
11 st. 4 Ib. to 9 st. 9 lb. She was aggressive and combative. 

Four years later her doctor reports Miss Y made quite 
rapid physical progress after seeing you. I think this was 
largely due to the satisfaction of feeling that she was being 
taken notice of—usually it was her brother who had all 
the attention.” A neuropathic heredity may well have 
been contributory. 


CASE 7.—A woman, aged 34, became ill four years 
before the consultation and just after her father’s death 
from cancer of the stomach. She developed gastric pain 
and proceeded to- lose weight at the rate of 4]b. a week. 
She was treated in bed with an egg and milk diet, but her 
appetite completely disappeared and she continued to 
complain of pain. Her diet was reduced to a little bread 
and butter and tea. Weight 6st., formerly 9st. Periods 
in abeyance during the greater part of her illness. Lean, 
nervous, scaphoid abdomen. Pulse 76; blood pressure, 
115/85. Cancer-phobia had been a predominant factor. 
Her mother was not helpful and treatment was difficult. 
However, in the ten years which have followed she has 
gained 2 or 3st. in weight, her appetite has returned, and 
the bowels have become normal. Menstruation has now 
been normal for seven years. 

Cancer-phobia and a nervous indigestion initiated the 
anorexia and mental illness. Time, as in this case, rather 
than active intervention is probably responsible for a 
certain proportion of the “ cures.” 


CASE 8.—A young man, aged 22, had rheumatic fever 
at the age of 16. At the age of 20 he was in bed for six 
weeks with pericarditis. Later, on account of some return 
of precordial pain, he underwent a crank nature cure 
entailing a seventeen days’ fast. From that time he 
developed indigestion, constipation, and feelings of fullness 
on eating. His weight fell from 10st. 7 lb. to 7 st. 10 lb. 
He was thin, hollow-chested, and walked in fear of a 
return of his pericarditis. He did not improve much 
as the result of reassurance and instructions about eating, 
and again lapsed into emaciation and misery. With a 
3 in hospital and further encouragement, however, 

ə steadily improved and his weight rose to 9 st. 6 Ib. 
is case exemplifies well, as did Conybeare’s case, 
how an enforced fast may establish not only an anorexia 
but also a dyspepsia. A stomach kept without food and 
sharing in a general debility becomes incapable both of 
desiring and accommodating ordinary meals. 


Prognosis 
Prognosis in the psychoneurotic group may be 


said to be good if diagnosis is not too long postponed . 


and appropriate treatment is arranged. Ross and 
Venables have shown how favourable the results 
of sensible institutional treatment can be. This 
series demonstrates that good results can also be 
obtained at home if the situation is clearly and fairly 
explained to the patient and (especially in the case 
of the younger subjects) to the parents also, and if 
good coöperation with the family doctor is maintained 
by them. The natural resilience of youth, a happy 
change in circumstance, ‘a new interest and time 
contribute to many recoveries independently of the 
physician’s endeavours. Perhaps in virtue of their 
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resilience and stabilisation with growth and the 


shorter duration of symptoms the adolescent cases 
seem to me to be more tractable than the older cases. 
Combining my three groups there were 21 full 
recoveries, 6 improved, 6 “not improved,” and 
4 deaths among the 37 cases traced. The incidence 
of recoveries and deaths is approximately equal in 
the three groups, so that neither age nor sex seem 
to influence the ultimate results appreciably. (See 
also Tables IV., V., and VI.) 

Of the 21 recoveries, among the 37 cases which 
have been traced, 17 were without the help of insti- 
tutional treatment. Of the 6 not improved 
cases, 3 had no institutional treatment. The fatal 
cases all had institutional treatment at some time. 
Of the fatal cases, which are separately described 
hereunder, I have labelled two (Nos. 1 and 4) as psy- 
chotic.“ The borderline between psychoneurosis 
and psychosis cannot always be nicely drawn. These 
inte were partly, perhaps, so labelled because treat- 
ment failed and because they went from bad to 
worse, mentally as well as physically ; they were, 


in fact, or at least became more difficult and 


unbalanced than the majority of the cases reviewed. 
And yet some of the psychoneurotics who did well 
might, I surmise, under adverse circumstances, 
have drifted as badly. Three other cases were labelled 
as psychotic which have not, so far as I know, ended 
fatally. In the asylums cases of grave mental dis- 
order are always to be found in which refusal of food 
is a symptom. None of the cases in this series were 
judged suitable for certification. 

Multiple operations, often undertaken through lack 
of appreciation of the patient’s psychological type 
and of the nervous basis for many or all of the symp- 
toms, have seemed to me to influence prognosis 
adversely. With early recognition (for resistance to 
treatment is undoubtedly aggravated by prolonged 
invalidism and the impoverished physical state which 
goes with it) I am persuaded that full recovery should 
follow appropriate handling in upwards of three- 
quarters of the commoner psychoneurotic cases. 
Ross reported 16 cases out of 19 as doing absolutely 
Well,“ and Venables had 8 recoveries out of 9 cases. 

It should be remembered that my experience has 
all been obtained in consulting and hospital practice, 
and in most cases the disease was well established. 
There must be many cases seen in the incipient stage 
in which the family physician intervenes and prevents 
the development of the established disease. There 
may be advantages in a firm ruling from a physician 
not known to the patient or in a consultation to 
decide the relative merits of home or institutional 
treatment, but with a wider appreciation of the 
physical and psychological manifestations of anorexia 
nervosa and closer attention to the possibilities of 
direct and sensible psychiatry in the home the family 
doctor should, I believe, find it possible to refer a 
diminishing proportion of his cases for consultant 
advice. 


Complications 


It is worthy of remark that evidences of deficiency 
disease are very rare. I have seen nothing suggestive 
of scurvy, beri-beri, or hunger-œ dema in any of my 
patients, but one case was reported as having deve- 
loped scurvy after she left the care of her own doctor. 
This patient ultimately died of hemorrhagic purpura. 
Pulmonary tuberculosis may be superimposed and 
must always be thought of as a possible complication ; 
it was the cause of death in one of my male cases. 
A routine X ray examination of the chest should be 
made where any doubts exist. 
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THE FATAL CASES 


CasE 1.—A young unmarried woman, aged 25, weighing 
approximately 4st. Seven or eight years previously a 
diagnosis of visceroptosis was made on the basis of certain 
abdominal symptoms. Later mucous colitis was diagnosed. 
For a long time she had refused all ordinary foods. At 
the time when the abdominal symptoms were first com- 
plained of she had been disappointed in a prospective 
career. Complete amenorrhœa dated from this time. 
She was very morbid and introspective, and had hysterical 
attacks. There were bitter complaints of abdominal 
pains. Now refuses to leave her bed. Parents difficult ; 
father neurotic and eccentric. In a letter about her I 
described her as bed - ridden and a skeleton, but has 
bright eyes and a very active mind, and pays minute 
attention to the toilet of her nails and hair.” 

Admitted to a special home for nervous disorders, where 
she was regarded as a psychotic. Under treatment gained 
approximately half a stone. There was one (? genuine) 
suicidal attempt. Later taken home and died there. No 
details obtainable. 


CAsE 2.—A young married woman aged 25. 
four years and running a shop on her own; frequent 
journeys abroad ; rarely in bed before midnight. Brought 
by her doctor on account of persistent anorexia, loss of 
weight, and amenorrhœa of nine months’ duration. Weight 
down from 8 st. 2 Ib. to 5st. 11 lb. Living on rusks and 
tea and minute portions of chicken or lamb. A diminutive, 
spoiled, painted creature. Very emaciated. Overgrowth 
of downy hair on the trunk. Pulse-rate, 60; blood 
pressure, 94/65. Refused advice to undergo treatment 
in a nursing-home. Later developed scurvy. Finally 
developed a hwmorrhagic purpura and died in a state of 
extreme emaciation. 


Married 


CasE 3.—A woman, aged 39, was in good health until 
July, 1927. She then had an attack of diarrhea and 
vomiting after a picnic. The vomiting persisted and 
there was also epigastric pain. Three months later the 
gastro-intestinal tract was examined radiologically but 
no evidence of organic disease was forthcoming. A test- 
meal showed an excess of mucus and acidity within normal 
limits. There was no improvement with prolonged rest and 
careful dieting. 

An experienced physician regarded the vomiting as 
functional.“ An excess of fat was reported in the 
stools and the urine was at one time stated to contain 
‘“ cholesterol derivatives and fats. Amenorrhea appeared 
early in the illness. 

By May, 1928, vomiting still persisting, the weight had 
dropped from about 93 Ib. to 55 Ib., and it was decided 
to explore the abdomen. All the organs, including the 
pancreas, appeared normal, but as the pylorus “ appeared 
a little narrow a pyloroplasty was performed. After 
the operation vomiting was less frequent and the patient 
gained 21 Ib. in weight. By the end of 1928 vomiting 
was as bad as ever and she found herself completely 
intolerant of fats. No drugs had the slightest beneficial 
effect. I saw her in March, 1930. The weight was then 
66 Ib. The periods, which had returned when her weight 
rose to 76 Ib., stopped again with a return of other 
symptoms. I noted her as a “diminutive woman, 
wasted to a skeleton, but colour good and no signs of 
organic disease. After the consultation she gained 
14 lb. and menstruation returned for three or four months. 
Her doctor reported, however, that she remained a very 
difficult patient, agreeing verbally but rebelling in sp irit bees 
always able to dominate her mother and brother.” She 
refused to go into a home. Later there was some gastric 
hemorrhage. She refused an X ray examination. A 
further operation was performed. No peptic ulcer was 
found; many adhesions were reported and the pancreas 
was stated to be atrophic. She refused ordinary food 
to the last. Her last weight was 50 lb. She never 
menstruated when the weight was below 75 lb. She died 
of a cerebral thrombosis ” in September, 1934. 

In this case vomiting was added to refusal of food and 
doubts were cast upon the efficiency of the pancreas, but none 
of the usual features of gross pancreatic deficiency was ever 
present. In every other respect the history of the case 
was characteristic of anorexia nervosa and nervous vomit- 
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ing having its origins in a simple attack of acute gastro- 
enteritis and a psychopathic personality. In this case the 
amenorrhea bore a definite relationship to the degree of 
the emaciation. 


CasE 4.—A man, aged 31, had been in poor health for 
eight years. In the last two years be had lost 1 st. in 
weight. His mother, who was herself frail and dyspeptic, 
reported that he chews and chews at his food and does 
not eat enough for a small baby.“ Weight in March, 
1932, 7 st. 3 Ib. as compared with 9st. 12 Ib. eight years 
previously. Pulse, 64; blood pressure, .95/75. Typical 
appearances of anorexia nervosa. His symptoms deve- 
loped after an appendicectomy. Apart from anorexia 


he complained of fiatulent dyspepsia and dizziness. He 


was admitted to hospital in April, 1932, his weight having 
fallen to 6st. 8lb. He was discharged two months later 
weighing 7st. 9 lb. During his stay in the ward he had 
one mental attack in which he became noisy, threw 
himself out of bed, and tried to force his fingers down his 
throat. An X ray examination of his chest was negative. 
He was readmitted in January, 1933, with active 
pulmonary tuberculosis, radiograms showing dense infiltra- 
tion and cavitation at the left apex. Weight 6 st. 1 lb. 
He died three weeks later. 


Treatment 


The first essential, after diagnosis, is to explain to 
the patient and the parents separately the nature of 
the disease in the simplest and most direct terms. 
A strong assurance should be given that recovery 
will take place when the starvation habit is corrected 
and the appetite restored by giving the stomach a 
sufficient intake of nourishing food to maintain, not 
only the general bodily requirements, but also its 
own efficiency, of which appetite is a normal expres- 
sion. The absence of organic disease’? must be 
confidently stressed. Parent and daughter must 
both be allowed to see that the physician has a com- 
plete grasp of the situation. In a few cases I have 
been told that the patient proceeded to get well 
from the time of the consultation, a reminder of the 
value of simple emphatic statement and reassurance. 
If home surroundings or maternal psychology are 
unsatisfactory, or if the programme initiated at 
home is not proceeding satisfactorily, treatment is 
better carried out in a nursing-home. Doctor and 
nurse must obtain early and full control over the 
patient and from the beginning ensure that the 
food provided is eaten. In some cases it may be 
necessary to sit with the patient until each meal is 
finished. Firmness, kindness, and tact must be 
employed in just proportions, and the nurse must 
never let herself be wheedled into concessions. A 
mixed dietary from the beginning is preferable, and 
sloppy, invalid diets are to be avoided. Extra milk 
and glucose can, however, be employed if so given 
as not to interfere with a returning appetite at the 
proper meal-times. It should be remembered that 
some patients are capable not only of declining food 
but also of hiding or disposing of it, and even of 
inducing vomiting in the lavatory when the nurse’s 
back is turned. Treatment should be started in 
bed and be continued there until very definite 
physical and psychological improvements, with a 
gain of a stone or more if more than a stone has been 
lost, are registered. 

Gull stressed the importance of warmth. Cold and 
the restless activity of body and mind manifest in 
these cases both tend to interfere with weight recovery. 
Visitors and particularly near relatives who are likely 
to cause tears or other emotional reactions should be 
disallowed or strictly “‘ rationed at first. A hospital 
ward is an unsuitable place for treatment. 

There is no justification, in my belief, for employing 
thyroid, which has been given because the slow pulse 
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and subnormal temperature and blood-pressure 
readings have been cited as evidence of a lowered. 
metabolic rate; or for giving insulin to promote 
appetite and help in the utilisation of ingested carbo- 
hydrates. Nor should there be any justification for 
the use of ovarian hormones. I see no necessity for 
the periodic fast-days advocated by Allison and 
Picton Davies.“ All such treatments overlook the 
fact that the want of appetite is due... to a morbid 
mental state.“ ? 

Psycho-analytical methods are also unwise and 
may do harm. Direct inquiries into motive and 
difficulties are better avoided, at any rate in the earlier 
stages and in the youthful cases. Explanation, 
reassurance, distraction, and firm treatment of the 
starvation are usually adequate, and will secure a 
steady and approximately parallel improvement in 
the mental and physical states. Not uncommonly 
a waywardness or periodic emotionalism or a subdued 
or alternatively a “ bossy attitude of mind persists 
after physical recovery, but this is hardly to be 
regarded as a continuance of the disease. With the 
return of regular periods, which may not follow for 
some weeks, months, or even a year or two after the 
restitution of weight, recovery can usually be regarded 
as complete. Relapses are not common. Partial 
recoveries with partial restitution of weight sufficient 
to allow a return to active life are more so. 


TABLE IV.—RESULTS OF TREATMENT, (YOUTHFUL 
FEMALE GRO 
BE) Cases. 
Complete recovery ; . 13 


(11 with home treatment ; 1 institutional; 
1 Christian Science) 


Improved z as os oe 6 
(5 with home treatment; 1 combined home 
and institutional treatment) 
Not improved si ae T ee ae 2 
(I home; 1 combined home and institutional) 
Died ... si be p a sá k 2 
(Home and institutional treatment) 
Untraced .. T E T 10 
TABLE V.—RESULTS OF TREATMENT. (OLDER 
FEMALE GROUP) Casos; 
Recovery... oe P 5 
(Home treatment) 
Not improved ee ee T 2 
(Home treatment) 
Died ee ee ee oe oe . o ee 1 
(Combined home and institutional treatment) 
Untraced .. . oe oe oe me 
TABLE VI.—RESULTS OF TREATMENT. 
. (MALE GROUP) Cases. 
Recovery .. ee ʻi i os a 3 
: (1 home; 2 institutional and home 
treatment) 


Improved but relapsed .. ee oe ee 1 
(Institutional treatment) 

Died from tuberculosis .. vi 5 858 1 
(Institutional and home treatment) 


Summary 


Of all the diseases in which the adverse interactions 
of mind and body play a part anorexia nervosa is 
one of the most dramatic and significant. A psychic 
trauma or a foolish habit or some combination of 
the two results in a loss of appetite and a suppression 
of the menses. Starvation follows and with starva- 
tion an aggravation of the anorexia. Faced with 
these symptoms and increasing emaciation domestic 
anxiety and sometimes medical indecision still further 
complicate the situation and a young woman, recently 
healthy and happy, begins to cause alarm and to look 
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like a victim of famine privation. If the malady 
is allowed to continue she runs a risk of interourrent 
disease or of death by starvation, and a greater risk 
of mental and physical invalidism. Diagnosis, how- 
ever, is rarely difficult. It is only necessary to know 
of the existence of the malady to recognise it. Treat- 
ment applied to the main symptom—refusal of food 
and a gradual and sensible readjustment of the 
mental outlook offer good prospects of recovery in 
most cases. The cross-section of personal experience 
here presented suggests that, while not very common, 
the disease is at least not very rare. It could, I 
believe, become so, and in concert with some other 
bodily disorders originating in morbid mental states, 
be regarded as, in no small degree, preventable. 

The advancement of practical medicine, both 
physical and psychological, still lies largely with 
earlier diagnosis and rational preventive treatment. 
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STORAGE OF CYSTINE IN 
THE RETICULO-ENDOTHELIAL SYSTEM 


AND ITS ASSOCIATION WITH CHRONIC 
NEPHRITIS AND RENAL RICKETS 


By Dorotuy S. RUSSELL,* M.D. Lond. 
AND 
H. J. Barri, B.M. Oxon. 
(From the Bernhard Baron Institute of Pathology, the 
London Hospital) 
(WITH ILLUSTRATIONS ON PLATE) 


THE storage of pigments and of different kinds of 
lipoid within the cells of the reticulo-endothelial 
system in a variety of metabolic diseases is generally 
recognised. The first two cases now reported show 
that cystine crystals may be stored in the tissues in 
the same way. This abnormality was observed at 
necropsy and was unsuspected during life. 


First Case 


Female, aged 12 years. Terminal uremia; renal 
rickets and dwarfism ; chronic Brights disease, 
glycosuria ; cystine storage in tissues. 


CLINICAL HISTORY 


Normal birth in 1923; weight 10 lb. Fed at breast 
until 8 months old, then on dried milk (Cow and Gate), 
supplemented with fruit juice and crusts. At 14 months 
she had not learnt to walk and her legs were bowed. 


* Working for the Medical Research Council. 
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She was treated for rickets at St. Mary’s Hospital for 
Women and Children, Plaistow, a letter from which states 
that in 1924 all the long bones showed marked curvature 
and epiphyseal thickening; albumin and sugar were 
constantly found in the urine, and a blood-sugar curve 
gave the following figures: fasting level, 0°115 per cent. ; 
1 hour after 50 g. glucose, 0-218 per cent.; 1 hour, 0-212 
per cent.; 11 hours, 0-239 per cent.; 2 hours, 0-162 per 
cent. Blood - urea, 0-039 per cent. Urea- concentration 
test: 2°42 per cent. in second hour; 2-79 per cent. in 
third hour. After being kept in a surgical jacket for six 
months she gradually learnt to walk, and was finally 
discharged at 5 years (1928). She was dieted for glycosuria 
but never received insulin. When 7 years old she fell 
and broke her left leg. On May 2nd, 1932, she was 
admitted to Whipps Cross Hospital for appendicitis and 
peritonitis. A letter states that the abdomen was drained 
and that she recovered slowly ; she showed renal infan- 
tilism and passed large amounts of albumin and occa- 
sionally a little sugar, although on a full diet the blood- 
sugar was not raised. On discharge, July 14th, 1932, 
she returned to school. In December, 1933, when 11 years 
old, she was admitted for investigation to the London 
Hospital under the care of Dr. Donald Hunter (Reg. 
No. 42015/33, Med.). 

Ezxamination.—A small child for her age, 17-46 kg., 
walking with difficulty and unable to run. Face pale 
with a prominent lower jaw and slight cedema beneath 
the eyes. Tonsils slightly enlarged; a small firm gland 
felt on either side below the angle of the jaw. Chest 
normal. Blood pressure, 132/90 mm. Hg. Liver and 

leen not felt. Fundi and nervous system normal. 

e following changes were present in the skeleton: 
parietal bossing of the skull; rickety rosary; bowing 
of both forearms; prominence of lower ends of radius 
and ulna; bowing of femora with genu valgum ; antero- 
posterior bowing with abnormal lateral curvature of tibiz ; 
inversion of feet; double scoliotic curve in spine. Skia- 
grams showed the “‘ fluffy type of change seen in certain 
example of renal rickets. Hypotonus of muscles at both 
wrists and knees. 

Laboratory investigations. Urine: acid; albumin, 
$ volume; reduction with Fehling’s solution; a few red 
corpuscles, epithelial cells, many granular and hyaline 
casts in deposit; Bence-Jones protein absent. Sugar- 
tolerance curve: fasting level, 0:09 per cent.; I hour 
after 50 g. glucose, 0-154 per cent.; 11 hours, 0-138 per 
cent. Fehling's solution reduced by 4 volume of urine at 
time of first estimation; by 5 drops at second, and by 
3 drops at third. Stools: total fat, 10:2 per cent.; 
neutral fat, 0-3 per cent.; free fatty acid, 0-9 per cent.; 
fat as soaps, 9-0 per cent. Wassermann reaction in blood 
negative. Blood count: red cells, 4,100,000 per c.mm. ; 
hemoglobin (photo-electric hæmoglobinometer), 68 per 
cent; colour-index, 0°82; white cells, 12,600 per c.mm. 
Blood- urea: 0:034 per cent. | 

The urea clearance was as follows: 


Urea Standard 


P.S.P. 


o. em. excretion. clearance. 
Ist hour 23 12 · 5 os 0°6 a 25 
2nd „ ia 20 sé 8-3 ae 0°72 ma 27 


The serum calcium was 9:7 to 10:9 mg. per 100 c. em. 
Plasma phosphorus: 2:7 to 3:0 mg. per 100 c. em. Plasma 
phosphatase: 0-626. Serum magnesium: 2°8 mg. per 
100 c. em. On a known low calcium intake the calcium 
output in urine and fæces was within the limite of normal. 

As a result of these investigations the child was dis- 
charged with advice that she should be given a low-fat 
high-calcium diet combined with a course of ultra-violet 
light together with vitamin D in the form of two tablets 
of Radiostol (British Drug Houses Ltd.) daily for one 
month. 

Final Iliness.—When 12 years old she was readmitted 
to hospital (July 15th, 1935, Reg. No. 41181/35, Med.) in 
coma following a period of drowsiness during the pre- 
ceding four days and five epileptiform attacks on the day 
before admission. She was pale; the pupils were large 
and equal, and reacted to light. Bilateral papilloadema. 
Spasticity of lower limbs with bilateral extensor plantar 
response and ankle-clonus. Blood pressure: 160/110 mm. 
Hg. Incontinence of urine and fæces. Blood · urea: 


0-32 per cent. Lumbar puncture: 15 o.cm. of fluid with- 
drawn under increased pressure (300 mm.); protein, 
0-1 per cent.; Wassermann reaction negative; 8 cells 
per c.mm. Died 12 hours after admission. Blood taken 
at necropsy contained 150 mg. of cholesterol and 9-5 mg. 
of lecithin as phosphorus in 100 c. em. of whole blood. 


FAMILY HISTORY 


Subsequent examination of the parents and six siblings 
showed no cystinuria. A child, a sister of the patient, 
had however died at the age of 5 years and 9 months in 
closely similar circumstances. She had never walked on 
account of severe rickets, and had attended various 
hospitals from the age of 22 months onwards. During 
the last few days of life she is said to have been blind 
and to have had fits. Notes obtained from one hospital 
she attended describe great deformity of the bones: 
rickety rosary, bossing of the skull, genu valgum, and 
bowing of femora and forearms. No note on examination 
of the urine is available. 


SUMMARY OF NECROPSY 


(P.M. 300/35.) Greatly reduced kidneys with smooth 
putty-coloured surfaces, evenly stippled with pinpoint 
creamy-white flecks; very greatly reduced greyish- 
white, patternless cortex with blurring of demarcation 
from medulla. No dilatation of pelves nor ureters. Great 
shortening of limb bones, particularly of femora; slight 
forward bowing of humerus and great outward bowing 
of radius and ulna; great anterior bowing of femur; 
great inward bowing of relatively long tibia and fibula 
with rotation inwards at knee-joints; genu valgum ; 
great scoliosis of lumbar spine to left and of thoracic to 
right; costochondral junctions wide, without rosary. 
Very deep irregular zones of proliferated cartilage at costo- 
chondral junctions, and in cartilages of conjugation of 
head of humerus, lower end of radius and ulna, tibia and 
fibula, and head and great trochanter of femur. Deep 
zone of osteoid tissue in metaphyses of ribs. Irregular 
processes and discrete islands of translucent blue cartilage 
within head of humerus and femur, projecting from and 
lying near their cartilages of conjugation; large islands 
of similar cartilage in site of cartilage of conjugation of 
lower end of femur, and in medulla just above centre of 
femur. Partial synostosis of lower epiphysis of femur 
and head of radius. Opaque ochreous flecks (cystine) 
scattered throughout red marrow; on outer surfaces of, 
and as a close-meshed net throughout, moderately enlarged 
cervical, thoracic, abdominal, inguinal, and axillary lymph 
glands. Similar deposits in tonsils. Conspicuous similar 
flecking of pink pulp of normal-sized spleen, the flecks 
often forming, on examination with a hand-lens, a zone 
about the Malpighian bodies (Fig. I., on Plate), which 
are not enlarged. Numerous small fiecks in liver especially 
near centres of lobules. Anemia and slight focal fatty 
degeneration of liver. Slight hypertrophy of left ventricle 
of heart. Moderate general atheroma. Considerable 
cedema and congestion of posterior parts of emphysema- 
tous lungs. Fibrous pleural adhesions over lower lobe 
and between upper and lower lobes of left lung. Fibrous 
adhesions around retrocœcal appendix. No visible abnor- 
mality in pancreas, suprarenal bodies, or pituitary gland. 
Enlargement of parathyroid glands. No subcutaneous 
o dema. Clear effusions in pericardial sac (60 c. om.) and 
in left pleural sac (30 e. cm.). 

Weights.—Body, 18:49 kg. (height, 91 em.); heart, 
148-8 g.; liver, 680-4 g.; kidneys, 63:8 g.; suprarenal 
bodies, 9:2 g.; spleen, 63:8 g.; brain, 1141 g.; pituitary 
body, 0-425 g.; thyroid gland, 6-7 g.; thymus, 19-3 g.; 
pancreas, 32:3 g.; ovaries, 2:25 g.; parathyroid glands, 
156 g. + (dried slightly during weighing). 


INVESTIGATION OF DEPOSITS IN TISSUES 


The association of a storage abnormality with 
chronic nephritis on one hand and with glycosuria on 
the other suggested a disturbance of lipoid meta- 
bolism ; the appearance in stained paraffin sections 
of large foam cells in foci corresponding with those 
observed with the naked eye appeared to support 
this view (cf. Fig. V. on Plate). With high magni- 
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fication the vacuoles in the foam cells were seen to 
be angular. In freshly cut, more rapidly stained 
frozen sections these cells contained compact masses 
of rod-shaped, cubical, and polygonal crystals mostly 
about 4u in diameter, but occasionally as large as 
7 x Šu. These crystals were doubly refractive. 
They did not melt on warming; they could not be 
stained by any method for lipoids, nor were they 
| soluble in fat 
solvents. 
They dissol- 
ved: slowly, 
however, 
immersion of 
the sections 
in water for 
a few hours. 
They were 
readily solu- 
ble in ammo- 
nia, and from 
a concen- 
trated ammo- 
niacal extract 
of a small 
portion of 
spleen reser- 
ved in forma- 

5 E lin typical 
FId. II. (Case 1).—Cystine crystals from hexagonal 
ammoniacal extract of spleen. (Xx 450.) cystine ory- 

stals were 
obtained (Fig. II.). Prof. J. R. Marrack confirmed 
the presence of cystine in the spleen by the lead 
acetate and sodium nitro-prusside tests and pre- 
pared a pure sample of the amino-acid repre- 
senting 6°8 per cent. of the dry weight of this 
organ. 

It was then found that the crystals were preserved 
in the paraffin blocks, and that they had disappeared 
from the stained preparations first examined because 
the staining methods involved long immersion in 
water and watery solutions. By removing the paraffin 
in the ordinary way and then staining the section 
quickly either with neutral red or with toluidin blue 
the crystals could be demonstrated and their distri- 
bution in the tissues easily examined (Figs. IV. 
and VI. on Plate). 


Microchemical tests can also be applied to such 


paraffin sections. The test originally described by 
‘Wollaston (1810) for the identification of cystine in 
calculous material was successfully applied in both 
this and the following case. A drop of strong hydro- 
chloric acid is introduced under the coverslip, after 
removal of the paraffin and replacement of xylol 
by absolute alcohol. The cystine crystals are imme- 
diately dissolved, and within a minute or two sheaves 
of long needle-shaped prisms of cystine hydrochlorate 
(Garrod, 1923) are formed (Fig. III.). Their growth 
can be watched, under low-power magnification. On 
adding a drop of water they rapidly dissolve. 


Cystine crystals are insoluble in glycerin, and this 
is a useful medium for the preservation both of museum 
specimens and of material reserved for further work. 
Specimens for museum demonstration should be put 
through the Kaiserling method as rapidly as possible ; 
the cut surfaces can be refreshed if necessary by 
shaving away a thin slice about 1 mm. thick. In 
the spleen in the present case the cystine was lost 
from a peripheral zone 1 mm. thick after storage for 
several months in Kaiserling III., but was preserved 
in the deeper parts (Fig. I. on Plate). 


On 


MICROSCOPIC DISTRIBPTION OF CYSTINE CRYSTALS 


The crystals were present within macrophages 
which, as described above, were seen as foam cells 
with angular vacuoles if the crystals had been dis- 
solved out. They also appeared occasionally to lie 
outside cells. Cells containing crystals were found in 
the following situations. 


Spleen.—In numerous irregular groups throughout the 
reticulum, especially in zones at the periphery of the 
Malpighian bodies (Fig. I.). They occasionally occupy 
the endothelial lining of the venous sinuses and form 
strands along the trabecule and in the adventitia of blood- 
vessels, _ Ea 

Lymph glands.—Numerous small groups occupy the 
adenoid tissue especially. near the centres of the glands. 
They are not present in germ centres nor in the endo- 
thelium of sinuses. - 3 es | 

Tonsil_—Similar groups are conspicuous near the 
junction of the lymphadenoid tissue with the adjacent 
peritonsillar connective tissue. They are less abundant 
within the rest of the adenoid tissue. 9 n 

Liver.—In many foci the Kupffer cells are greatly 
distended witb ‘crystals, especially near the centres of 
lobules. Such areas are often infiltrated with neutrophil 
leucocytes, some of which show extreme degeneration ; 
they superficially resemble focal necroses when seen 
under low powers of the microscope. A few cystine- 
containing cells are present in the portal systems. 

Suprarenal body.—Cells containing crystals are densely 
aggregated in the zona reticulata and are less abundant 
in other parts of the cortex. The cortical cells of this 
innermost layer are often atrophied, presumably from 
pressure by the collections of macrophages. A few cystine- 
containing cells are also present around the central vessels 
of the medulla. l i “2 

Bone-marrow.—Conspicuous groups of the cells are 
scattered amongst the hematogenous elements (Fig. IV. 
on P late). \ ar 

Many small foci of the cells are present in the reti- 
culum of the thymus. Occasional small groups are also 
present in the stroma of the thyroid, parathyroid glands, 
and the choroid plexus; a few similar cells are present 
amongst some small lymphocytes behind a remnant of 


A, ye”, = F- 
ET ne 7 
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Fie. III. (Case 1).—Wollaston’s test. Crystals of cystine 
hydrochlorate prepared from paraffin section of supra- 


renal body. (X 86.) 


the cleft in the pars intermedia of the pituitary gland. 
Sections of the stomach, jejunum, ileum, pelvic colon, 
kidney, sterno-mastoid muscle, myocardium, .lung, pan- 
creas, brain,and spinal cord were negative. It is possible. 
that thinness of the tissue and looseness of texture in the 
alimentary canal allowed the crystals to be dissolved out 
in formaldehyde solution. 


MICROSCOPIC EXAMINATION OF KIDNEY AND BONES 


Kidney.—The parenchyma is greatly destroyed 
by a remarkably diffuse fibrosis of uneven density. 
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In a few small islands where the interstitial tissue is 
least dense and is richest in spindle fibroblasts the 
tubules have undergone hypertrophy. Cellular infil- 
tration affects both medulla and cortex, but is most 
conspicuous in the latter, where dense collections of 
lymphocytes and plasma cells are often present. 
Neutrophil and eosinophil leucocytes are seen 
about tubules containing casts. There are a few 
groups of lipoid-containing cells in the interstitial 
tissue of the cortex. Many glomeruli have been 
completely destroyed. Recognisable glomeruli show 
all stages of necrosis of the tuft from focal areas to 
generalised necrosis and atrophy. Deposits of lipoid 
are sometimes present in tufts that are undergoing 
necrosis. A few glomeruli beneath the renal capsule 
appear normal. No glomeruli show proliferative 
glomerulitis or capsulitis. A few show ischemic 
thickening of Bowman’s capsule. 

The tubules are much atrophied and are either 
collapsed or widely patent, with flattening of the 
epithelium. Their lumina often contain casts derived 
from red blood corpuscles. In these casts groups of 
leucocytes are often present. There are also a few 
fatty casts associated with slight lipoid degeneration 
of the epithelium. The media of the arteries is 
slightly hypertrophied ; branches of the interlobular 
arteries show rarely a little fatty-hyaline degeneration. 


Bones.—Frozen sections of the costal end of a 
rib, fixed in formaldehyde but not decalcified, show 
changes typical of severe rickets. The celloidin 
preparations of portions of the skeleton decalcified 
in Müller's solution have not yet been finished. 


COMMENT 


In this case an intractable rickets associated with 
glycosuria and albuminuria appeared within 14 months 
of birth. The results of renal efficiency tests were 
normal at this early stage but there was a decreased 
sugar tolerance. After two years the patient gradu- 
ally learnt to walk but remained small and deformed. 
At the age of 9 she survived an attack of appendi- 
citis and peritonitis, and was again found to have 
albuminuria and occasional glycosuria. At 10 years 
there was a slight rise of blood pressure, a normal 
blood-urea, but subnormal clearance of urea. Eighteen 
months later she developed uremia and died with 
convulsions and nitrogen retention. Pathologically 
there was a widespread storage of cystine crystals 
throughout the reticulo-endothelial system associated 
with severe rickets and advanced Bright’s disease of 
the nephritis repens type (Russell, 1929). Cystine 
crystals had never been seen in the urinary deposits, 
and this disorder of metabolism had therefore been 
unsuspected during life. Further investigations 
failed to establish cystinuria as a familial diathesis 
but revealed the death at 5 years of a sibling in 
apparently similar circumstances. 


Second Case 


Male, aged 16 years. Renal insufficiency ; chronic 
Bright’s disease; cystine storage in tissues, 


A few weeks after Case 1 had come to necropsy 
one of us (H. J. B.) observed similar deposits while 
conducting a post-mortem examination at Selly Oak 
Hospital, Birmingham. 


CLINICAL HISTORY 


The lad was an emery-polisher. From the age of 
18 months to 7 years he had attended the Children’s 
Hospital, Birmingham, for rickets as an out-patient. 
No notes are available. He was quiet and never as active 
as other boys. He always passed large volumes of urine 


and had nocturnal enuresis up to a month before death. 
Six weeks before death: vomiting, diarrhea, and dys- 
pnœa on exertion. Frequent cramp-like pains in abdomen. 
Very thirsty. Four weeks: herpetiform sores on the face. 
Two weeks: sleepy. One week: sore-throat. Two 
days: delirious and unconscious. On admission to Selly 
Oak Hospital: semi-conscious; generalised rigidity ; 
blood pressure, 210/110 mm. Hg. Next day: hyper- 
pnœa, tetany, and anuria. Catheter specimen of urine: 
much albumin, no sugar nor acetone. Cerebro-spinal 
fluid: cells, 2:8; protein, 120 mg. per 100 c. em.; urea, 
258 mg.; and calcium, 4:6 mg. Death on the day after 
admission. 
FAMILY HISTORY 


Both parents healthy; no albuminuria nor cystinuria. 
Two siblings, aged 12 and 3 years respectively, are well 
built and show no urinary abnormality. 


SUMMARY OF NECROPSY 

Fibrinous pericarditis. Slight hypertrophy of myo- 
cardium. Greatly reduced kidneys with smooth surfaces. 
Great diminution of cortex with blurred pattern and 
indistinct demarcation from medulla. No abnormality 
in bladder or ureters. Enlarged flabby spleen with brick- 
red pulp speckled with yellow pinpoint dots. General 
slight enlargement of lymph glands showing on section a 
reticular arrangement of bright yellow dots. Co ion 
and parenchymatous degeneration of liver. No skeletal 
deformity. Pink marrow in upper third of shaft of femur. 
A moderately nourished boy. 

Weights (body, not available); heart, 287 g.; liver, 
1387 g.; kidneys, each 85 g.; spleen, 255 g.; brain, 
1585 g. 


MICROSCOPIC EXAMINATION 


The collections of cells containing cystine crystals 
were not as abundant as in Case 1, but they appeared 
in similar situations—namely, the spleen, lymph 
glands, and liver. Sections from the other organs 
that were positive in Case 1 were not available for 
examination. 

In the spleen the cystine crystals were associated in 
many of the foci with a scanty amount of a fatty sub- 
stance which stained feebly with Scharlach R, was not 
doubly refractive, and gave a steely blue-grey to dark 
indigo reaction with hematoxylin by the Lorain-Smith 
Dietrich method. Some foci contained cystine crystals 
alone, whilst others contained the fatty substance alone ; 
the association therefore appeared to be accidental. 
Prof. Marrack obtained typical cystine crystals from 
extracts of a piece of the spleen reserved in glycerin after 
formaldehyde fixation. He found that the extracts gave 
typical reactions for cystine. Microscopically, paraffin 
sections cut at 15 h gave a positive reaction with Wollaston’s 
test. 

Liver.—There is swelling and foamy vacuolation of 
small groups of Kupffer cells. Their nuclei are pyknotic. 
There is no infiltration of these foci with leucocytes as in 
Case 1, the groups of cells here being much less con- 
spicuous. The vacuoles are angular as in the cystine- 
containing foam cells seen elsewhere, but all crystals 
have been dissolved from the tissue before embedding. 

In an internal iliac lymph gland the deposits of cystine 
crystals within groups of foam cells are conspicuous. 
Hexagonal crystals are occasionally seen (Figs. V. and VI. 
on Plate). 

Kidney. — The appearances closely resemble those 
described in Case 1. Almost all the glomeruli have been 
destroyed. Ischemic atrophy is absent. There is great 
atrophy of the tubules, and islands of regeneration are 
small, few, and ill-defined. The interstitial fibrosis is 
diffuse but of uneven density. There is less interstitial 
infiltration than in Case 1; small lymphocytes pre- 
dominate and leucocytes are rare, The vessels show slight 
medial hypertrophy but no degenerative changes. Lipoid 
degeneration is less pronounced, and there are no foam 
cells in the interstitial tissue. 


No cystine crystals were found in the kidney, jejunum, 
colon, lung, or pancreas. 


— 
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COMMENT 


Less is known of the past history here than in 
Case 1. The early history of rickets had not been 
elicited. at the time of the necropsy and an exhaustive 
examination of the skeleton was therefore not made. 
It may be assumed, however, that there was no 
appreciable degree of bony deformity or dwarfing. 
The manner of death was similar to that in Case 1. 
Pathologically the same type of nephritis is asso- 
ciated with cystine storage in the reticulo-endo- 
thelial system. As in Case 1 cystine crystals had 
not been detected in the urine during life, and hence 
this metabolic disturbance was unsuspected. A 
similarity to Case 1 is again shown by the absence 
of any demonstrable cystinuric diathesis in the boy’s 
family. 


Third Case 


Male, aged 13. Terminal uremia; chronic nephritis ; 
cystinuria ; old operations for removal of cystine 
calculi. 


This case is included, by kind permission of 
Prof. Arthur Ellis, for comparison with the two 
preceding cases. 

CLINICAL HISTORY 


The patient was admitted to the London Hospital 
(Reg. No. 14021/21, Surg.) at the age of 4 years. Two 
small cystine calculi were removed by Mr. Hugh Lett 
from the bladder. The urine contained a trace of albumin 
and a few cystine crystals. In the following year (1922) 
he was readmitted (Reg. No. 11597/22, Surg.) with recur- 
rence of frequency of micturition and occasional hema- 
turia. The urine contained albumin and a few red blood 
corpuscles. A second examination showed numerous 
granular, hyaline, epithelial, and fatty casts. There was 
no record of cystinuria during this second admission. 
The right kidney was found at operation to be greatly 

ed and hydronephrotic. A cystine stone was 
removed from the right ureter and about six small stones 
from tbe kidney substance. A small piece of kidney was 
removed for microscopical examination. 

Microscopical examination of right kidney (S. D. 834/22).— 
Most of the glomeruli appear normal. A few show focal 
necrosis of the tuft with a little proliferation of the adjacent 
capsular epithelium. No proliferative glomerulitis is 
present. Other tufts show progression of this degenera- 
tive process with atrophy and necrosis. The tubules are 
considerably atrophied and are separated almost every- 
where by a fibrous granulation tissue; occasionally they 
are widely dilated and the epithelium shows severe albu- 
minous degeneration. Albuminous and cellular debris 
is present in many lumina. The collecting tubules contain 
a few leucocytes. The interstitial tissue is unevenly 
infiltrated with lymphocytes, eosinophil leucocytes, and 
a few neutrophil leucocytes. Occasional rays of infiltra- 
tion pass up through the upper medulla suggesting an 
ascending inflammation, but the infiltration as a whole 
is less marked in the medulla than in the cortex. The 
media of the arterioles appears slightly hypertrophied, 
but there is no intimal change. 

Subsequent course. The boy recovered and remained 
well on alkali therapy until eight years later. He then 
developed morning headaches, vomiting, and photo- 
phobia. In 1931, at the age of 13, he was admitted to 
the medical wards under the care of Prof. Ellis (Reg. 
No. 30494/31, Med.). He was now well built and well 
nourished. Height 4 ft. 10 in. Slight puffiness about 
eyes. No bony deformities. Blood pressure: 240/170 
mm. Hg. Fundi: right, normal; left, swelling of optic disc, 
patches of white exudate, and hemorrhages; signs of 
old retinitis in outer part of fundus. Urine: much 
albumin; a few red corpuscles but no cystine crystals 
in deposit. Blood-urea: mounting from 0-064 to 0°126 
per 100 c.cm. during six weeks in hospital. Impaired 

excretion of phenolsulphonephthalein and urea. He died 
at home a few days after leaving hospital and a necropsy 
was performed there on the following day. 
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SUMMARY OF NEOROPSY 


(P.M. 508, 1929 Appendix.) Slight hypertrophy of 
heart. Slight general atheroma. Bilateral blood-stained 
pleural and peritoneal effusions. (idema of lungs. No 
macroscopic evidence of storage of cystine in liver and 
spleen. Hæmorrhages in mucosa of descending colon. 
Anzmia and cdema of brain. Great but unequal reduc- 
tion of kidneys: right, 9 by 6 by 3 cm.; left, 5-2 by 3 
by 2 cm., with uneven granular subcapsular surfaces, 
presenting in right kidney numerous small cysts. Great 
blurring of pattern of greyish-white cortex ; poor demarca- 
tion of cortex from medulla especially in left kidney. 
Numerous thin streaks and flecks of opaque yellow lipoid 
in cortex. Vessels not unduly prominent. Dilatation of 
pelvis of left kidney and of one calyx in right kidney. 
Ureters, bladder, and urethra normal. No calculi present. 


MICROSCOPIC EXAMINATION 


The kidneys show a later stage of the inflammatory 
process seen in the biopsy specimen removed nine 
years before death. A large number of the glomeruli 
have now been destroyed and progression is demon- 
strated by all stages of destruction in surviving 
tufts. There is a greater degree of tubular atrophy, 
and the interstitial tissue is less cellular. A few 
collections of cells containing lipoid are present 
between tubules in the cortex. In addition there 
is a series of changes of the kind that has been asso- 
ciated with so-called malignant hypertension— 
namely, a conspicuous fibrinoid necrosis and swelling 
of the branches of the interlobular arteries. Further 
the media of many interlobular arteries has under- 
gone a diffuse fatty degeneration ; their lumina are 
often reduced by endarteritis fibrosa. Associated 
with these vascular changes is a focal fibrino-hzemor- 
rhagio necrosis of several of the glomerular tufts, 
these areas often being continuous with a similar 
change in the afferent arteriole. The media of the 
arcuate arteries shows considerable hypertrophy. 
A patchy necrosis also affects groups of tubules ; 
these areas resemble infarcts but lack a peripheral 
inflammatory reaction. 

In the left kidney there is greater destruction of 
the renal parenchyma than in the right; from the 
character of the histological changes this is appa- 
rently the result of hydronephrosis (Russell, 1929). 

Examination of the kidneys, spleen, liver, and 
pancreas for cystine crystals was negative. The 
Kupffer cells of the liver where seen were not foamy. 
The considerable post-mortem degeneration and 
bacterial infection present, however, made the 
recognition of foam cells difficult, and may have 
interfered with the preservation of any crystals that 
were present. | 

COMMENT 


An important feature in this case is the presence 
of cystinuria accompanied by stones in early child- 
hood and its disappearance in later years when 
chronic nephritis had become established. Histo- 
logical examination of the right kidney at the time 
of the second operation for the removal of calculi 
showed the early stages of a chronic form of Bright’s 
disease. Despite this operation the nephritis pro- 
gressed and was the cause of death eight years 
later. At necropsy a moderate degree of hydro- 
nephrosis was observed in the left kidney accom- 
panied by characteristic histological features. In 
the right kidney dilatation was confined to one 
calyx. The nephritis present in both kidneys cannot 
be fully explained as a result either of obstruction 
of the urinary tract or of an ascending infection. 
The histological appearances are those of chronic 
insidious Bright's disease (nephritis repens) and, 
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except for the vascular changes, bear a close 
resemblance to those seen in Cases 1 and 2. 


Discussion 


Three cases have been described in which advanced 

Bright’s disease was associated with a disturbance 
of cystine metabolism. In the first two examples 
cystine was stored in the reticulo-endothelial system, 
the deposits being visible to the naked eye as opaque 
ochreous flecks and streaks. In the third example 
oystinuria and stone-formation were recognised in 
early childhood ; no cystine was found in the tissues 
at necropsy. 
Four cases only are on record with a similar storage 
in the tissues. Kaufmann (1929) observed chalky 
deposits in the kidneys, wall of the intestine, mesen- 
teric glands, liver, and spleen in a boy of 21 months 
who had died of inanition. There is no mention of 
nephritis nor of skeletal deformity. Abderhalden 
(1903) found that the foci in Kaufmann’s case con- 
tained microscopic rounded or angular crystals and 
identified them as cystine. He demonstrated cysti- 
nuria in three generations of the child’s family— 
namely, in two siblings, the father, and grandfather. 
Lignao (1924, 1925) recorded three examples in 
unrelated cases. Two were in boys, three and two 
years old respectively, and the third was in a girl of 
14 months. He stressed the bodily underdevelop- 
ment in these, and described more or less severe 
rickets ” in all. In his first case pentosuria and later 
slight glycosuria were also present. The changes 
in the kidneys were inconstant. In Case 1 there was 
a “severe cloudy swelling or nephrosis’’ ; in Case 2 
a pyelogenous non-purulent acute nephritis ” 
with cystine deposits in the cortex. In Case 3 
cystine stones were present in the left pelvis and in 
the right ureter; the left kidney showed “cloudy 
swelling,” the right “a pyelogenous, non-purulent 
nephritis.” Investigation of the three families for 
cystinuria was negative. 

In none of the six cases in which storage of cystine 
in the tissues has been found at necropsy had cysti- 
nuria been established clinically before death. In 
our two cases, however, no special examination was 
made to detect cystine in the urine, and no mention 
is made of such an examination in the case of Kauf- 
mann and the three cases of Lignac. On the other 
hand, in Kaufmann’s case cystinuria was established 
as a hereditary abnormality in other members of the 
patient’s family, and in Lignac’s third case cystine 
stones were found at necropsy in the urinary tract, 
so that cystinuria had undoubtedly been present at 
some time. From Kaufmann’s case there can be 
little doubt that cystinuria and cystine storage are 
due to one and the same disturbance of protein meta- 
bolism. Lignac's third case is the only one in which 
any direct evidence can be obtained for or against 
the association of cystine storage with cystinuria, 
and the evidence is for such an association. Although, 
therefore, there is no evidence that cystinuria is 
present when storage takes place, it appears justi- 
fiable to conclude that both conditions are due to 
one metabolic disturbance and that cystine storage 
is a complication of cystinuria. 

The association of under-development and rickets 
with a disturbance of cystine metabolism in Lignac’s 
three cases and in Case 1 of the present paper raises 
the question of the nature of the relationship of these 
conditions. It has been shown by Johns and Finks 
(1920) that the amino-acid cystine is essential for 
normal growth ; hence a disorder in which the meta- 
bolism of this substance is impaired might well be 
accompanied by a retardation of growth. Yet under- 
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development is not a recognised feature of cystinuric 
subjects and in neither Case 2 nor Case 3 of this 
paper was it appreciable. Two cystinuric sisters, 
aged 12 and 10 years, reported by Hickman and 
Smallwood (1935), were described as thin but well 
grown. Under-development is therefore inconstant 
in oystinuric children. 

Likewise the association of rickets with cystinuria 
is shown by the same cases to be inconstant. Yet 
the identification of a disturbance of cystine meta- 
bolism combined with rickets in Lignac’s cases and 
in our Case 1 suggests that the association cannot 
be dismissed as coincidental. Lignac's experience, 
indeed, suggests that cystine storage would be found 
much more often in rickets, or at any rate renal 
rickets, if the possibility of its presence were kept 
in mind and special steps taken for its detection. 
In one of his three cases he could see the deposits 
only with a hand-lens, and in another he found them 
only by searching through the microscopical pre- 
parations. There are also certain clinical considera- 
tions which suggest that the cystine diathesis may 
not be excessively rare in renal rickets as a class. 
The occasional record of glycosuria in renal rickets 
(Debré et al., 1934; Fairbank, 1926) recalls the 
report of pentosuria, and later slight glycosuria, in 
one of Lignac’s cases and of glycosuria in our Case 1. 
The familial occurrence not only of cystinuria but 
of renal rickets (vide Case 1l and the review by Hamper) 
and Wallis, 1933) and the not uncommon record 
(Cameron, 1925; Foubert, 1927; Zanoli, 1929-30; 
Mazzeo, 1930; and Wheeler and Thompson, 1931) of 
calculi of unspecified chemical composition in the 
urinary tract in cases of renal rickets and infantilism 
again suggest the linkage of faulty skeletal growth 
with cystinuria. 

As far as our present knowledge extends it appears 
likely that renal rickets rests upon a basis of renal 
injury, whether this be due to Bright’s disease or to 
nephritis consequent upon demonstrable obstruction 
in some part of the urinary tract, or upon obstruction 
indicated solely by dilatation and hypertrophy of 
the urinary tract. The remarkable similarity in the 
nephritis found in our three cases raises the question 
whether the continual excretion of. cystine in the 
urine may give rise to chronio nephritis and hence, 
in some examples at any rate, to renal rickets. It is 
generally stated that cystinuria is compatible with 
normal health and that, at least in adults, the only 
ill effect to be anticipated is the development of 
calculi. On the other hand, there is experimental 
evidence, from the oral administration of cystine to 
rats and rabbits, that the kidneys are damaged 
thereby. 

Giving large doses to rabbits Lewis (1925) found that 
the animals developed nitrogen retention with proteinuria 
and casts, and died usually within a week. The kidneys 
showed cloudy swelling, casts, and,in one animal, inflam- 
matory foci. Lignac (1926) produced, by intramuscular 
injection of cystine into mice, severe cloudy swelling with 
@ variable amount of perivascular lymphocytic infiltra. 
tion. In addition he obtained deposits of rod-shaped and 
hexagonal crystals of cystine in the capsules of spleen, 
liver, and kidneys. Addis, Mackay, and Mackay (1926-27) 
kept rats for periods up to 360 days on a diet containing 
1 per cent. of cystine and found no differences in growth 
or in the microscopic appearances of the kidneys on com- 
paring these with a control series. On the other hand, 
Curtis, Newburgh, and Thomas (1927) found that the 
addition of as little as 0-5 per cent. of cystine to the diet 
in rats resulted in the production of casts after four to 
five months of treatment, associated with microscopic 
evidence of tubule damage. This was confirmed by Cox, 
Smythe, and Fishback (1929) using young rats; they 
accounted for the negative results of Addis and his 
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co-workers by the fact that the latter had used older 
animals, 

The suggestion that the kidneys of young growing 

are more susceptible to this kind of injury 
than are those of adults agrees with the data so far 
available in the human species. In our three cases 
there was an advanced chronio nephritis ; in Lignac’s 
three cases, all in younger children, the changes 
described were a pyelogenous, non-purulent 
nephritis (two cases) and severe cloudy swelling 
or nephrosis (one case). The two sisters investigated 
by Hickman and Smallwood both showed albu- 
minuria without other evidence of kidney damage. 
Their observation, however, that the albuminuria 
increased or decreased (to the point of disappearing) 
with increased or diminished output of urinary 
cystine ” seems to point to a damaging effect of this 
substance upon the kidney. 

Assuming that a nephritis may arise in children 
as a result of cystinuria the deposition of cystine in 
the tissues might be regarded as a secondary retention 
phenomenon. This would explain the absence of 
urinary cystine when the nephritis is well established, 
as shown in our Case 3. But the failure to demon- 
strate cystine storage in this case and the association 
of such a storage with nephrosis in one of Lignac’s 
cases makes the acceptance of this explanation 
difficult. 

Summary 


Two cases of cystine storage in the reticulo-endo- 
thelial system associated with chronic nephritis are 
described. In one of these cases advanced renal 
rickets was present. 

In a third case cystinuria and chronic nephritis 
were unaccompanied by cystine storage in the 
tissues. 

The association of these conditions with one 
another and with renal rickets is discussed. 


We wish to thank Prof. H. M. Turnbull for his descrip- 
tion and comment on the bones in Case 1 as well as for 
general help with this paper; Prof. J. R. Marrack for the 
chemical investigations; Dr. Donald Hunter for the 
elinical notes of Case 1; and Dr. Sybil Robinson, recently 

pathologist at Selly Oak Hospital, Birmingham, for her 
. of the family of Case 2. 
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(WITH ILLUSTRATIONS ON PLATE) 


To Gilbert Scott belongs the credit for introducing 
diagnostic radiography of the hand in chronic 
rheumatic arthritis. In his monograph 1 he postulates 
four types: rheumatoid, chronic infective, osteo- 
arthritic, and gouty. To him each type presents a 
different radiological picture and from each picture 


‘the type may be accurately diagnosed even to the 


stage at which the disease has arrived. He emphasises 
the need for standardisation of technique for the 
diagnostic radiogram of the hand, and we agree that 
this need is particularly evident in any attempt to 
detect early osteoporosis. As the possible variables 
and faults are numerous, and X ray plants are not 
all sufficiently stabilised themselves to cope, for 
example, with commercial voltage fluctuations, we 
have ourselves introduced a visual check on each 
film taken. This is a modification of the old-fashioned 
radiometer showing steps of aluminium varying in 
thickness by 0-5 mm. 

While we do not feel justified at present in advocating 
the use of this radiometer for the actual measurement 
of bone and soft tissue density, it obviously presents an 
additional means of study in this direction, the trans- 
lucency of the tissues and the radiometer being measured 
with a spot-light and selenium cell, or similar device, and 
the one expressed in terms of the other. By such means 
we ensure that the measure of translucency is not affected 
by e over which the technician has little or no 
control. 


To test his diagnostic principles, we radiographed 
the hands of 154 consecutive cases admitted into the 
wards of one of us (A.-B.). In addition, the sedimenta- 
tion-rate was estimated in all cases, and the blood 
uric acid level determined in the majority of cases, 
especially if there was any suspicion of gouty arthritis. 
Our results lead us to strongly advocate the establish- 
ment of, and further exploration of, the diagnostic 
features of chronic rheumatic diseases on a basis 
of clinical, radiological, and biochemical findings. 
While an increasing proportion of cases can be 
confidently grouped by one or other method of 
examination, very early diagnosis will often depend 
on presumptive evidence from each, and if possible 
from all three, sources. The doubtful case is very 
much the concern of the diagnostician, and it is still 
with us in quite appreciable numbers. 

While admitting and appreciating certain radio- 
graphic features described by Scott and others, we 
submit that it is desirable to weigh up all the available 
evidence before accepting finally interpretations 
which may be really assumptions, such as “ infective 
type,” “ quiescence,” “recalcification.” In our own 
series of cases, for example, we find general or 
metabolic changes and local or granulomatous effects 
sometimes alone, sometimes together—the one or 
other predominating—and sometimes equally 
prominent. We have in some cases noted an 
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antagonism between the local and general signs, 
osteoporosis being less marked in joints where erosion 
of cartilage and bone was present than in neighbour- 
ing joints still free from granulomatous changes. 
The difference, we believe, could not be entirely 
explained by greater thickness of swollen soft 
tissues. These features appear to accentuate the 
difference between local and general changes, but 
until such time as the radiological findings are backed 
by other means, we see no reason for accepting the 
one only as evidence of the so-called infective type of 
rheumatoid arthritis, especially if we keep in mind 
the analogous chronio disease tuberculosis, where 
there is a general characteristic action on the nerve- 
centre governing body temperatures, and local and 
remote granulomatous changes. 


CLASSIFICATION AND THE RESULTS 


In our series of cases we have followed Scott’s 
classification in a general way, but our correlated 
results have not led us to feel justified, as he apparently 
does, in separating the cases of rheumatoid arthritis 
from those of chronic infective arthritis. We quite 
agree with the radiological features he describes—viz., 
general changes, associated with metabolic or circu- 
latory disorders in rheumatoid arthritis, and localised 
probably granulomatous changes in chronic infective 
arthritis. We consider, however, that he has given 
no evidence to prove that the cases with local changes 
are associated with infective conditions and that those 
with general changes are free from infection. In 
both conditions we find the sedimentation-rate to 
be substantially increased. We can go no further 
at present than describe such local and general changes 


as possible manifestations of the same disorder. 


One or other may be found alone, or predominating, 


in all stages, but the proportion where both are 


not found together becomes decidedly smaller in 
. the more advanced grouping. If the differentiation 
could be established it would undoubtedly be of value, 
but where is the proof ? | 

We see no reason for deviating from the recom- 
mendations of the British Medical Association Com- 
mittee 1933, and we accordingly divide rheumatoid 

arthritis into primary and secondary. 


Another exception that we take to Scott’s classifica- 


tion is the omission of marginal erosion as an early 


sign both in rheumatoid arthritis and in his group 


“chronic infective arthritis.” His earliest sign 
in the former is osteoporosis, and in the latter, local 


Table giving Results of Radiography of Hands in 154 


Consecutive Oases of Ohronic Rheumatic Disease 
i RADIOGRAPHIO DIAGNOSIS: 
| A. sed.- Av. blood 


No. of rate uric acid 
cases. (per 


(me. per 
cent.). 1 0 c. m. ). : 


Rheumatoid arthritis (Group 1 25 63-4 |. 
(primary and » 2 21 60°7 3°2 
secondary) secre 37 §8-1 
Osteo-arthritis .. 8 ee 20 87-0 3-1 
Gouty arthritis .. ve ae 15 | 740 43 
Nil defnite wi he ech a3 86-0 2˙9 


CLINICAL APPEARANCE INT NIL DEFINITE ” OASES 


Fibrositis .. z4 22 25 
Subacute rheumatic infection 5 
Ankylosing spondylitis .. 3 


RADIOGRAPHIO ANALYSIS OF RHEUMATOID OASES 


— | op+ | op++ | ME+ | ME+ + 
“Ri | 12 non | s$s | 7 
R2 .. 7 12 2 17 
R.3 3 36 = 40 

Total 22 59 10 | 64 


OP = Osteoporosis. ME = Marginal erosion. + = Suspected. 


- ++ = Obvious. 


loss of cartilage. Marginal erosion may be obvious 
before either of these changes, though we would not 
go as far as to say it is always so. The typical 
erosion of early rheumatoid arthritis we consider to be 
a slight surface erosion at the articular margin in the 
neighbourhood of the attachment of the capsule, 


showing fine vague trabecular outline. In the 


“ diagnostio radiogram marginal erosion is naturally 


demonstrated at the medial and lateral articular 


margins of the fingers, and at the anterior and posterior: 
margins of the thumb. Its demonstration in the latter 
position leads us to suspect that small subartioular 
translucencies often seen in the fingers may be the. 
result of erosion of surfaces not appearing in profile, 
and for this reason we would advocate the inclusion 
of oblique radiograms of the hand in cases Where 
early rheumatoid arthritis is suspected. These. 
erosions differ from those found in gout, where the- 
erosions are more sharply defined; furthermore in. 
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DRS. RUSSELL AND BARRIE 
Fia. I. (Case 1).—Cut surface of spleen to show cystine 
deposits, visible as irregular white flecks, especially 
about the grey Malpighian bodies. (x 3.) 
Fic. IV. (Case 1).—Cystine crystals in reticulum cells of 
bone-marrow. Neutral red. (Xx 445.) 


Fig. V. (Case 2).—Lymph gland showing group. of foam | 


cells. Phosphotungstic acid hematoxylin. (& 410.) 


Fia. VI.—The same as Fig. V. showing cells containing 
characteristic groups of small cystine crystals. A 
larger hexagonal crystal is seen in bottom left-hand 
corner, Neutral red. (x 410.) 
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Fig. I.—Early erosions extending along articular surfaces 
from the articular cartilage. ö 
S. R. Sedimentation-rate. 
B. U. A. Blood uric acid in mg. per 100 c. em. 


Fia. II. — Deeper erosions at articular margin. 


Fic. III. Overshadowed erosions—i.e., not seen im 
Profile. aa 


Fre. [V.—Advanced case with extensive marginal erosion.. 
It shows (1) the typical trabecular outline produced. 
by “ granulomatous ”’ erosion into the cancellous bone ;. 
(2) erosions at the anterior and posterior articular 
margins of the thumb. In the fingers, with the. 
standard diagnostic radiogram, erosions on the- 
anterior or posterior surfaces of the bone are over- 


shadowed and appear as translucencies (as shown by - 


examples below). $ i 
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Fie. III. Result of experiment in the case of mobile- 


mediastinum. (a) Balloon in the left main bronchus, 
Obstruction at the end of expiration, picture taken 
during 


‘the left. (b) Obstruction at the end of inspiration, 


picture taken during expiration: the median shadow- 


is pushed to the right. 


inspiration: the median shadow is pulled to- 


THE LANCET, Oct. 17, 1936 


DRS. RUSSELL & BARRIE: CYSTINE IN RETICULO-ENDOTHELIAL SYSTEM 


w 


A 


DRS. ALDRED-BROWN & STEVEN : THE HAND IN CHRONIC RHEUMATIC DISEASES 


S.R. 55% 69 % 65 % 55 % 75 % 64 % 
B.U.A. 33 3:3 : 


(1) = 32 (II) (111) 2'8 (IV) 


52% 50 % 
3-2 2:9 


DRS. HOLLO & LAUB: TEST FOR MOBILITY OF MEDIASTINUM 


THE LANCET, Oct. 17, 1936 


THE AORTIC TRIANGLE 


DRS. PARKINSON & BEDFORD 


fan 


x 


nly 


THE LANCET] DRS. ALDRED-BROWN & STEVEN: RADIOGRAPHY OF THE HAND IN RHEUMATISM [or. 17, 1936 907 


gout in the early stages the erosions show a thin 
semi-opaque structureless zone. 

The figures set out in the accompanying Table 
show that marginal erosion is present in a slightly 
larger proportion of our general rheumatoid group 
(primary and secondary) than is osteoporosis, whilst 
even in the group of very early rheumatoid cases 
(R. I.) it occurs in the proportion of 7 to 11. 

Radiographically we divide rheumatoid arthritis 
(primary and secondary) into three groups, according 
to the activity of the disease. 


Group 1 being osteoporosis or slight marginal erosion ; 

Group 2 being loss of cartilage, increase of osteoporosis 
and/or marginal erosion with sclerosis of bone in immediate 
neighbourhood ; 

Group 3 being erosion of articular surfaces, or extonsion 
of marginal erosion, with increased osteoporosis, sub- 
luxation, or bony ankylosis. 


Osteo-arthritis and gout follow on the definitions 
of Scott. 

The Table shows : (a) that the average sedimenta- 
tion-rate in the rheumatoid group tends to increase 
as the disease process increases; (ö) that the cases 
of gouty arthritis have on an average a blood uric 
acid content exceeding 4 mg. per 100 c. m. of blood; 
and (c) that cases of ankylosing spondylitis have no 
definite radiological changes in the hands. (This we 
find to be almost always the case.) 

One additional observation we wish to make is 
taken from the group of cases diagnosed clinically 
as fibrositis. In a number of these we found tiny 
opacities in the terminal joints; the blood uric acid, 
however, did not support any interpretation of an 
early gouty manifestation. In the more pronounced 
cases they actually presented a punched-out appear- 
ance in profile, but this was apparently due to a 
crater-like projection outwards as if from ossification 
round a ligamentous attachment. 


DISCUSSION 


The question remains: are radiograms of the 
hands of assistance to the clinician? A survey of 
the clinical diagnoses in the rheumatoid group shows 
the following. Out of the 25 cases in Group 1 only 
12 were clinically typical of rheumatoid arthritis. In 
Group 2, 20 out of the 21 cases were diagnosed in 
the wards as rheumatoid, whilst in Group 3 the 
radiographic and clinical diagnoses were the same. 

The discrepancy in Group 1 appears to depend 
on two factors: either the radiograms give a clue 
before the- familiar clinical signs of rheumatoid 
arthritis are present, or the radiologist is basing his 
diagnosis on a faulty premiss. With regard to the 


former, we believe that in early rheumatoid arthritis 
the sedimentation-rate, by its considerable increase, 
may indicate the activity of the disease before any 
radiographic deviation in the hand is demonstrated, 
or even before the clinical signs are definite. It 
follows, therefore, that radiographic changes in the 
hand should not be taken as the earliest diagnostic 
sign. For if osteoporosis be interpreted as the radio- 
graphic sign of rheumatoid, it must be remembered 
that there are several other diseases, apart from 
chronic rheumatic diseases, chiefly metabolic, which 
also produce a generalised osteoporosis. 


We do not, however, wish to underrate the value 
of the information conveyed by the hand. A radio- 
gram of the hip alone may be diagnosed as osteo- 
arthritis, whereas the hand radiogram of the same 
patient shows a typical condition of advanced gouty 
arthritis. Summing up we may say that the radio- 
gram of the hand in chronic rheumatic diseases is 
invaluable in certain cases and should be done 
routinely where proper facilities are available. The 
interpretation, however, should be accepted cautiously 
in the present state of our knowledge and the infor- 
mation conveyed should be considered as an adjunct 
to clinical and biochemical findings. 


SUMMARY AND CONCLUSIONS 


A total of 154 consecutive cases of chronic rheu- 
matio disorders admitted to hospital have undergone 
the following investigations: (a) radiography of 
the hands; (b) estimate of sedimentation-rate ; and 
(c) estimate of blood uric acid (in majority of cases). 
Our observations do not support Scott’s contention 
that rheumatoid arthritis, primary and secondary, 
can be separated radiologically into rheumatoid 
arthritis and chronic infective arthritis. 


In the radiograms marginal erosion, at the medial 
and lateral articular margins (especially the former 
in heads of metatarsals), was found in the rheumatoid 
arthritic group as frequently as osteoporosis. We 
believe that this marginal erosion has not previously 
been noted as one of the earliest radiological signs 
of rheumatoid arthritis; yet we know of no other 
condition in which this type of erosion occurs. Osteo- 
porosis is less reliable as a sign of rheumatoid arthritis, 
since it is found in other disease processes, chiefly 
metabolic. 


A final diagnosis should not be based on a radio- 
gram of the hand. The radiographic appearances 
should be correlated with the clinical and biochemical 
findings. 


We wish to express our thanks to Dr. H. J. Gibson for 
the biochemical work entailed. 


LEGENDS TO ILLUSTRATIONS ON PLATE 
DRS. PARKINSON AND BEDFORD 


Fic. I.—Diagram of radiological anatomy of the heart 
and aorta in the left (or II) oblique position. 


Fic. II.— Special drawing of normal teleradiogram in the 
left oblique position to show the aortic triangle. 


Fic. I1I.—Anatomical dissection by Dr. Clifford Hoyle to 
show the aortic triangle, and the heart and aorta in 
the left (or II) oblique radiological view. 


Fic. IV.—Teleradiogram in the left oblique position 
showing the aortic triangle. Healthy man, aged 30. 


Fic. V.—Tcleradiogram in the left oblique position showing 
the barium-filled esophagus on the right border of the 
aortic triangle above the aortic arch. Healthy man, 
aged 53. 


Fic. VI.—Syphilitic aortitis with aneurysmal pouching 
and calcification. Man, aged 58. Teleradiogram in 
the left oblique position showing aortic triangle above 
and aortic window below the aortic arch. 


Fie. VII.—Mitral stenosis. Woman, aged 21. Teleradio- 
gram in the left oblique position showing the aortic 
triangle, obliteration of the aortic window, and splaying 


of the tracheal bifurcation. 


Fic. VIII.—Intrathoracic goitre. Woman, aged 63. Tele- 
radiogram in the left oblique position showing the 
aortic triangle with the edge of the goitre forming 
its right border. 7 
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A TEST FOR THE MOBILITY OF THE 
MEDIASTINUM ` 


UNILATERAL PLUGGING OF A MAIN 
BRONCHUS 


By JULIUS HOLLG, M.D. 
AND 
LADISLAS LAUB, M.D. 


(WITH ILLUSTRATIONS ON PLATE) 


THORACIC surgeons agree that to know the mobility 
of the mediastinum would be very important in 
estimating the risk of many thoracic operations. 
They also consent that at present there is no depend- 
able method of examining this mobility. 


We devised a method of examination which is 
performed in the following way :— 


For plugging the bronchus a distensible rubber balloon 
or, even simpler, the rubber end of an eyedropper, mounted 
on the end of a soft rubber tube, is used (Fig. I.). To 
facilitate the introduction of the instrument, the olive of 
a duodenal tube is fastened to the end of the rubber tube; 
in this way the olive will come to lie inside the balloon. 

The rubber tube is introduced through the mouth, the 
larynx, and the trachea. Preparation and anesthesia 
of the patient is done in the same way as usual with 
bronchograpby. The examination is performed on an 
empty stomach. The evening before, the patient is given 
some sedative, and half an hour before the examination a 
hypodermic injection of morphine and atropine. Anzs- 
thesia is carried out by spraying with the following 
solution :— 
Pantocain « 955 


Ep inep 


1 g. 
hrine 
(1: 1000) 


5 o. om. 


i sulphate (2 per 


Carbolio acid 0 5 per 
cent.) to m as 


25 g. 
100 C. om 


The oral cavity and the pharynx are sprayed first, then the 
larynx and the trachea, finally 2 c. em. is introduced into 
the trachea, while the patient leans towards the side to 
be plugged. 

The rubber tube is made to pass the larynx with the aid 
of a laryngeal forceps and then pushed to the depth 
desired, the. patient 
still leaning towards 
the side to be ex- 
amined. Neither 
tube nor balloon 
should be oiled, for 
this may cause the 
balloon to slip from 
its place when dis- 
tended. ‘Great care 
should be taken in 
placing the balloon 
at a level just below 
the bifurcation and 
above the branching 
off of the bronchus 
of the upper lobe 
(Fig. II.). If it lies 
higher, it will also 
obstruct the other 
lung, whereas if 
it lies lower, it 
will fail to obstruct 
the upper lobe and 
will reduce the 
effect of obstruction. This point is especially impor- 
tant if the right side is to be plugged, because the 
right main bronchus gives off its first branch quite high 
up. Exact placing is accomplished by pulling the tube 
through the hole made in a flat cork, held by the 
patient between his teeth during the examination. The 
cork is fixed on the tube at a distance from the balloon 
corresponding to the distance of the teeth from the point 


Fia. II.— Schematic drawing of the 
balloon in situ. 


expire. 


mentioned in the main bronchus; in adults this is 
27—30 cm. 

The final exact placing and the distension of the balloon 
is carried out under tbe X ray screen. The balloon is 
shown by the metal olive and still more by filling it not 
with air, but with a 20 per cent. solution of potassium 
iodide. To accomplish this a 10 c. om. syringe, filled with 
the iodide solution, is attached to the outer free end of the 


Ba Ne ae — — ( — 


Fra. I.— The F with balloon distended. 


rubber tube. The air contained in the tube is aspirated 
before the examination and replaced with iodide solution. 


The latter should fill the balloon, but by no means distend 


it. The amount of fluid necessary for the distension of 
the balloon should be determined beforehand. No 
excessive pressure should be used in filling the balloon. 
The patient, being unable to speak with a tube in his 


larynx, must be instructed how to give signs in the dark 


room by touching the arm of the examiner in case of 
necessity. 

Tho course of the experiment is watched under the X ray 
screen and radiograms should be taken from several 
directions, if possible. The excursions of a mobile 
mediastinum are quite considerable; the jerky move- 


ments of the median shadow are se a conspicuous 


during coughing. 

If one main bronchus is pid after expiration 
and the patient takes a deep breath, a considerable 
negative pressure will result in the obstructed lung, 
as no air can enter into it. .This exerts an energetic 
sucking action on the walls of the side of the thorax 
concerned and also on the mediastinum ; the degree 
and kind of the excursion of the latter will depend 
on its mobility (Fig. III. A). An opposite effect can be 
obtained by similarly plugging the main bronchus 
of the opposite side, or even in a simpler way by 
plugging the bronchus of the samé side, but doing this 
at the end of inspiration and then making the patient 
An increased pressure will result in the 
obstructed lung, pushing the mediastinum into the 
opposite direction (Fig. III. B). 

The procedure is tolerated by the patients without 
discomfort. They feel the obstruction of the bronchus 
and describe it as a feeling of oppression, interfering 
with complete inspiration and expiration, 

Budapest. 
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THE AORTIC TRIANGLE 
A RADIOLOGICAL LANDMARK IN THE 
LEFT (or II) OBLIQUE POSITION 


By JOHN PARKINSON, M.D., F.R.C.P. Lond. 


PHYSICIAN TO THE OARDIAC DEPARTMENT, LONDON HOSPITAL ; 
PHYSICIAN TO THE NATIONAL HOSPITAL FOR 
DISEASES OF THE HEART; AND 


D. EVAN BEDFORD, M.D., F. R. C. P. Lond. 


PHYSICIAN WITH CHARGE OF OUT-PATIENTS, MIDDLESEX HOSPITAL, 
AND THE NATIONAL HOSPITAL FOR DISEASES 
OF THE HEART 


(WITH ILLUSTRATIVE PLATE) 


As the traditional clinical approach to the heart 
had always been from the front, it was natural that 
X ray examination of the heart should follow suit 
and be concerned first and foremost with the anterior 
view. The advantage of seeing the heart obliquely 
was first appreciated by Holzknecht,“ who advocated 
rotating the patient a half-turn to his left to give 
an oblique view, named the first (or I) oblique, or 
right oblique because the right shoulder of the patient 
is nearest the screen or film. In this view Holzknecht 
wrote of the left and the right lung fields, and parti- 
cularly of a light middle field between the heart and 
the spine (his Figure 18), which subsequently became 
known as Holzknecht’s space, or the retrocardiac 
space. It is this space which is encroached upon 
by the enlarged left auricle of mitra] stenosis. 

The other routine oblique view, the second (or IT) 
left oblique, in which the patient makes a half-turn 
to his right so that his left shoulder is nearest the 
screen or film, though not appreciated then, has 
recently come to be regarded as more informative 
than the right oblique, and for many purposes more 
even than the anterior view. A special value of the 
left (or II) oblique position is that in it the cardiac 
outline appears with the right ventricle on the right 
of the picture and the left ventricle on the left so 
that comparisons are easily made. In addition, it 
reveals almost the whole course of the thoracic aorta 
because this obliquity of the chest brings the aortic 
' arch into a plane parallel with the screen or film and 
not practically ‘‘end-on” as it is in the anterior 
position. With the aortic arch thus spread before 
us, there is seen within it a light area which has 
aptly been called the aortic window (Figs. I., II., and IV. 
on Plate). We have been unable to trace in the 
literature the origin of this term which has been 
current in Vienna for years. The aortic window is 
bounded above by the inner concave border of the 
aortic arch, on the right by the stem of the pulmonary 
artery, and below by the upper border of the left 
auricle. In health it may be little more than a slit ; 
in aortic sclerosis it becomes more extensive. It is 
not entirely a clear light space, for though its lucency 
is amplified by the bifurcating trachea, it also con- 
tains a part of the dense pulmonary artery as it 
divides, and especially its left branch (Figs. I., IV., 
and VIII.). Indeed the left pulmonary artery may 
divide the aortic window into an upper and a lower 
part. Neither is the window always complete in 
outline, for in certain degrees of rotation its lower 
limit may extend into the whole light area between 
the left ventricle and the spine (Figs. II. and IV.), 
especially in healthy subjects. 

The left (or II) oblique position is increasingly 
used in radiocardiology; and many observers, 
beginning perhaps with Hoffmann,® and including 
Dietlen,“ Vaquez and Bordet, 1“ Assmann, 1 and 
several American writers, 13 67 15 have described what 


may be learned from this aspect. It will be seen how 
well this position displays the vascular contents of 
the mediastinum in the bioptic scheme. 

In the routine use of this oblique position one may 
profit from looking on the light side as well as on the 
dark (or shadow) side of the picture. Thus we have 
derived help from the recognition of a light area, 
other than the aortic window, which facilitates the 
identification of the several structures to be studied 
in the mediastinum. The purpose of this communica- 
tion is to invite attention to this new landmark— 
the aortic triangle—and to indicate its features and 
value without attempting any systematic analysis 
of the heart and aorta in the left oblique position. 
Much of the difficulty in understanding the left 
oblique view arises from the varying relations of the 
structures to each other according to the degree of 
rotation of the patient. The difficulty applies also 
to diagrams, which are static and can only represent 
what is seen at a particular degree of rotation. It is 
advisable in radioscopy to watch during the whole 
process of rotation, as thereby a conception of 
solidity and relativity of parts is acquired, and 
deviations from the normal are more clearly per- 
ceived. During this procedure as the patient reaches 
a rotation angle of about 30-40, a slit of light will 
be seen to appear high in the thorax above the aorta 
between the vascular pedicle and the spine. With 
further and considerable rotation, generally between 
40° and 60°, this light slit becomes a light triangle 
with its base formed by the upper border of the 
aortic arch, its right border by the left subclavian 
artery, and its left border by the spine (Fig. II.). 
It is also shown in our diagram of the left oblique 
position (Fig. I.—previously published 14), but other- 
wise attention is not there drawn to it. 

The early workers on radiocardiology were well 
aware of the need for anatomical support in identi- 
fying X ray shadows in the normal thorax. There 
can be no doubt of the identity of the left (spinal) 
and inferior (aortic) borders, but there might be 
doubt concerning the right border if there were no 
anatomical support for the belief that it is formed by 
the left subclavian artery. Fig. III. represents a 
special dissection kindly made by Dr. Clifford Hoyle 
to show the normal relations concerned in the triangle. 
An illustration showing these anatomical relations is 
to be found (Figure 92) in the Practical Anatomy 
edited by Stibbe.1® It is fortunate that there are 
also combined anatomical and radiological researches 
in confirmation. Koch and Wieck 10 carried out a 
painstaking research on the anatomical analysis of 
the radiographic shadows of the heart by stitching 
lead strips to the chambers and great vessels in the 
formalin-hardened thorax of normal subjects and 
those who had. died from various heart diseases. 
The thorax was then stitched up and post-mortem 
radiograms were taken. The radiograms and the 
key-sketches, Tafel 10 b, 14 b, and 34 b, in their mono- 
graph, provide direct experimental evidence of the 
anatomical relations of the aortic triangle; and lead 
strips round the left subclavian artery show that 
this forms the right side of the aortic triangle in the 
living as we are describing it. Direct confirmation 
on this point has also been afforded recently by 
Laubry and his co-workers in opacification studies 
on the cadaver, for their Figure 34 happens to show 
the anatomical borders of our aortic triangle. 1 

The relationship of the cesophagus to the light 
triangle in life is easily determined by visualising it 
with barium. Anatomically it may lie in the triangle 
as shown by Corning? in his Figure 256, and by 
Stibbe 1° in his Figure 92; but in life it runs adjacent 
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to the right border of the triangle, the left sub- 
clavian artery, and does not enter the light triangle 
itself (Fig. V.). 

The trachea lies farther to the right, separated from 
the triangle by an opaque strip of the supra-aortic 
vascular pedicle (Figs. I., II., and VII.); so the trachea 
does not enter into relation with the triangle: Unless 
the right arm and shoulder of the patient are held 
well forwards, the posterior border of the right scapula 
may show as a line across the light triangle and 
possibly give rise to misinterpretation. 
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CLINICAL APPLICATIONS 


Having described briefiy the aortic triangle with its 
relations and anatomical basis, we recommend it as 
a landmark of a certain value in surveying the con- 
tents of the thorax as they are displayed in the left 
(or II) oblique position. 

It is a simple and rapid key to the summit of the 
aortic arch, for it is this which forms the base of the 
light triangle. Direct measurement of the diameter 
of the aorta at this site would be easy if the lower 
border of the aorta were as clear and defined as is 
the upper border by virtue of the light triangle. 
It is true that the lower border is the upper boundary 
of the aortic window, but the natural contents of 
this space include the left branch of the pulmonary 
artery and other opacities, including glands and 
tissues about the bifurcation of the trachea, and so 
the lower border of the arch of the aorta is some- 
times indistinct. Yet, if it can be identified, it permits 
a measurement of aortic diameter which is frequently 
of clinical importance. This particular site is pictured 
in his Figure 129 in Volume I by Assmann.“ Simi- 
larly, Hampton and Duckett-Jones 7 make use of 
this site for the purpose of measuring the diameter 
of the aorta at its arch (their Figure 4). On the other 
hand, most writers have sought to measure it near 
this site through the trachea (e.g., Hampton, Bland, 
and Sprague ). We are satisfied that the method 
which utilises the aortic light triangle is far more often 
practicable than that utilising the trachea of which 
the lucency diminishes the density of the aortic 
shadow. As Dietlen * says, the light band of the 
trachea cuts a portion out of the shadow of the arch. 
The difficulty in deciding the optimum position for 
measuring the aorta has arisen chiefly from failure 
to rotate the patient sufficiently in this left oblique 
position, and it was not until we habitually did so 
that we were convinced of the superiority of the 
non-tracheal, the triangle site here described. 

The size of the triangle is diminished most often 
by elongation of the aorta from arteriosclerosis 
involving it, because this causes extension of the 
summit towards the neck. The aortic triangle 
diminishes and the aortic window enlarges in pro- 
portion to the lengthening of the aorta. To a lesser 
extent hypertension alone, and syphilitic aortitis 
may do so, though these two conditions more typically 
produce an unfolding of the aorta with perhaps some 
enlargement of the aortic window. The light triangle 
may be encroached upon if the arch of the aorta is 
the seat of syphilitic aortitis with aneurysmal dilata- 
tion. On the other hand, the triangle may persist 
as a high light in aneurysm with sacculation remote 
from it (Fig. VI.). 

In mitral stenosis the aortic triangle is preserved, 
even if diminished from distension of the pulmonary 
artery and the extension upwards of the enlarged 
left auricle—factors which obliterate the aortic 
window. As is well known, a by-product of this 
displacement is splaying of the tracheal bifurcation 
and compression of the left bronchus (Fig. VII.). In 
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aneurysm of the pulmonary artery a similar effect 
is seen upon the triangle and the aortic window 
respectively. 

A large goitre when in part or entirely substernal 
may form the right side of the triangle or displace 
the left subclavian artery farther to the left and so 
reduce the area of the triangle (Fig. VIII.). This is 
an excellent position in which to watch the goitre 
jerk upwards when the patient swallows, or, perhaps 
better, coughs. 

The size of the triangle is increased in capacious 
chests where the diaphragm is normal or placed low, 
and the aorta is healthy. Under these conditions, 
of course, the summit of the aortic arch lies at a 
relatively low level. In emphysema, if similar con- 
ditions obtain, the triangle may be quite large; and, 
below it, the left branch of the pulmonary artery 
crossing the aortic window forms a striking feature. 

Although not directly pertaining to this com- 
munication, it is noteworthy that more attention is 
being directed to the upper aperture of the thorax, 
this region of the body where the thorax joins the 
neck, for radiology permits its examination in life. 
Thus, Danelius ® describes the pleural folds running 
up behind the wsophagus separating a right and left 
portion of lung tissue hidden behind the trachea 
and cesophagus in anterior radiograms. These are 
visible by lateral view and are continuous below 
with the light area we are describing above the aorta. 
His Fig. 6 shows the relations of this retro-csoph 
part of the lung. Recently, McGibbon and Mather 13 
have discussed the anatomy of this region, especially 
in relation to the fasciæ and the cellular spaces 
extending from thorax to neck. Their Figure 4 
may possibly represent the aortic triangle rather 
than an abnormal pocket of air. 


SUMMARY 


In radiological examination of the chest in the left 
(or II) oblique position a translucent triangle is to 
be seen surmounting the upper border of the aortio 
arch, provided the subject is rotated by 45° or more. 
The right border of this aortic triangle is formed by 
the left subclavian artery, the left border by the spine, 
and the base by the arch of the aorta. The esophagus 
in life lies at the right border; the trachea lies 
farther to the right, within the brachio-cephalic 
vascular pedicle, and is unrelated to the triangle. 

Measurement of the diameter of the arch of the 
aorta is often possible by utilising the base of the 
triangle as the upper point and the upper limit of 
the aortic window as the lower point of measure- 
ment. The aortic triangle is diminished by elevation, 
elongation, or dilatation of the aortic arch. An 
intrathoracic goitre or aneurysm of the arch of the 
aorta may encroach upon it. The triangle is enlarged 
by conditions which lower the aortic summit, and 
by emphysema. 

The aortio triangle is proposed as a landmark, 
additional to the aortic window, to simplify X ray 
examination and measurement of the aorta, and 
identification of the other structures in the thorax 
as seen in the left (or II) oblique position. The 
vascular contents of the mediastinum are better 
displayed when the patient is rotated 45° or more 
to the right, until the aortic triangle appears, than at 
lesser degrees of rotation. 
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IMMUNITY may be defined as the increased resis- 
tance of the cells and tissues of the body to the effects 
of foreign toxic substances. The recently much used 
term ‘allergy’? means a hypersensitiveness or 
diminished reaction capacity or resistance to a 
foreign substance introduced into the body. In other 
words, it means a negative or abnormally diminished 
immunity. 

Natural immunity may be racial or individual, 
and the latter may be acquired or artificial. Immunity 
may be acquired as the result of infection; for 
example, it is uncommon to have small-pox, measles, 
or scarlet fever more than once. Artificial immunity 
may either be (a) active, where protection is brought 
about by inoculations with the specific infective 
organism (typhoid, cholera, plague, scarlet fever, 
diphtheria, small-pox), or (b) passive, where pre- 
formed antitoxins, obtained from animals or con- 
valescent patients, are injected into the circulation 
(tetanus, diphtheria, scarlet fever, anthrax, measles, 
polio-encephalomyelitis). 

In acute illness very often life hangs in the balance 
and a straw may make the scales verge to life or 
death. Immunity raised or lowered by a dose of 
vaccine serum, or drugs may determine the issue. 
In cases of this kind our motto should be “safety 
first. 99 

Active Immunisation 

Inoculation to produce an active immunity has 
its successful application in typhoid fever, where 
the work of Wright and Leishman has proved of 
incalculable benefit. Experiences during the late 
war showed that the enteric cases included large 
proportions of paratyphoid fever as well as true 
typhoid and the combined vaccine introduced in 
1915 gave a wider prevention. On similar lines 
prophylactic inoculation for plague and cholera has 
been extensively practised with success though 
perhaps not giving the same degree of prolongen 
immunity. 

In inoculations of this type large doses of organisms 
are given at two or more spaced intervals, the doses 
being in the region of 1000 millions of organisms. 
Care is necessary where the patient is known to be 


* Abridged from a -presidential address to the Medical Society 
of London on Oct. 12 
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allergic, when smaller and more graduated spaced 
doses may be required. Also where there is a prob- 
ability of the person being in the incubation stage 
of the disease prophylactic inoculation with large 
doses is best avoided, and the same applies to cases 
where the disease has only recently subsided. Two 
cases of typhoid fever illustrate this. 


CasE 1.—A married woman, aged 26, had a severe 
attack of typhoid fever, the pyrexial period lasting from 
June 30th to August llth. The temperature remained 
normal till August 20th when inadvertently an inocula- 
tion with 1 c. em. of prophylactic T. A. B. vaccine was 
given. This was followed by an immediate severe relapse, 
with a temperature of 103-5° F. and rigors, the pyrexial 
period lasting till Sept. 9th. The large dose of vaccine 
undoubtedly caused this severe relapse. 

CasE 2.—Two children (sisters) had recently been stay - 
ing together at Bournemouth for three’ weeks and left 
on August 22nd. One, aged 44, developed a mild attack 
of typhoid on August 28th, the pyrexial period lasting 
till Sept. 14th. The other, aged 10, in apparently normal 
health but no doubt in the incubation stage of the disease, 
was given on Sept. 5th $ c. em. of prophylactic vaccine. 
This was followed immediately by a rigor and a tempera- 
ture of 105° F. A very severe attack of typhoid followed, 
with temperature ranging between 103° and 105° for 22 
days. In this case prophylactic inoculation would have 
been best avoided, and possibly if it had not been under- 
taken there might have been no attack at all. 


Prophylactic inoculation has recently been applied 
with success in scarlet fever and diphtheria, and 
this method of immunisation is essential for the 
protection of nurses and attendants and those exposed 
to infection in fever hospitals. 


ADMINISTRATION OF VACCINE 


Though vaccines are usually administered sub- 
cutaneously or intramuscularly they have been given 
by mouth for the prevention of typhoid fever, cholera, 
and dysentery, and recently for influenza and colds. 

Typhoid Fever.—Colver (1929) gave to the natives in 
the South African mines three doses by mouth of 45,000 
millions dead T.A.B. bacilli at spaced intervals, and in 
this way greatly reduced the incidence of typhoid fever. 

Cholera.—Russell (1927) in India gave three doses of 
cholera vaccine combined with bile by mouth, for prophy- 
laxis, and obtained results which compared favourably 
with subcutaneous inoculations (vide Table). 


Cholera Vaccine, Oral and Subcutaneous 


c Inci- Case- 
Nature or No. | of |Deaths,| 420e | tality 
vaccine. f 8. per y 
cholera. | per 
| cent. cent. 
Three doses of vaccine 
by mouth ` 4,932 18 | 4 0°36 22°2 
Cholera vaccine sub- 
cutaneously 25,645 90 27 0°35 30°0 
Controls untreated 36,649 711 277 1°94 39°0 


Dysentery.—Nicolle and Conseil in 1923 immunised 
persons exposed to dysentery infection by giving by 
mouth four doses of 100,000 millions dead Shiga bacilli 
at spaced intervals. In a barrack epidemic at Versailles 
the incidence rate in the unprotected was 27-7 per cent., 
while that in those protected by oral administration 
was only 7-6 per cent. 


Intravenous administration of large doses of vaccine 
has been adopted where, as in chronic arthritis or 
mental disease, a strong pyrexial reaction, sometimes 
called protein shock, is desired. T.A.B. vaccine is 
usually employed for this purpose. Rectal administra- 
tion of vaccines does not appear to have been tried. 

In giving prophylactic doses of vaccine subcu- 
taneously, intramuscularly, or intravenously, care 
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must be taken that the subject is in normal health 
and a rest of 24-48 hours afterwards is required. 
Alcohol should be avoided on the day of inoculation. 


Passive Immunisation 


Immunity acquired passively lasts only a few 
weeks but has proved of great value in the cases of 
those exposed to the infection of diphtheria, or 
scarlet fever, or from a wound involving risk of 
tetanus. A small dose of the specific antitoxic serum 
gives a definite immunity over a short critical period. 

Those attached to fever hospitals are too familiar 
with the dangers of cross-infection. It has been 
found that cases of measles admitted to a general 
fever hospital may with advantage be given a small 
dose of antiscarlatinal and antidiphtheritic serum 
to protect them during their period of stay. Then 
again, where a susceptible person has been in contact 
with a case of measles in the acute stage, it has been 
conclusively shown by our experience at the London 
Fever Hospital that a dose of convalescent measles 
Serum gives an effective protection for several weeks 
and tides the suspect over the critical period. If 
given as late as the sixth day of incubation it modifies 
the severity of the attack. 

Serum Fever.—Certain precautions are necessary, 
however, where the serum given is derived from an 
immunised horse, for foreign protein, even in normal 
persons, usually gives a reaction about the sixth 
day after injection (from the fourth to the tenth 
day). The serum fever reaction is accompanied by 
an urticarial rash commencing at the site of injection, 
and general rheumatic pains in the joints, general 
discomfort, and pruritus. As a rule the illness is slight, 
lasting only two or three days. Sometimes however it is 
severe and associated with rigors and even widespread 
purpura, and it may last several days. For example : 

CasE 3.—A boy, aged 15, was admitted to the London 
Fever Hospital on Sept. 27th with scarlet fever, on the 
first day of his illness. On the day of admission he was 
given 10 c.cm. of antiscarlatinal serum. On Oct. Ist the 
temperature rose, and on Oct. 2nd there was an extensive 
purpuric petechial rash, with a rigor and temperature of 
104° F. On Oct. 3rd there was another rigor, with a tem- 
perature of 105° and an urticarial rash, together with 
petechial spots. The pyrexia continued till Oct. 8th 
and then subsided with a good recovery. | 

If a patient is allergic, or has any disease associated 
with hypersensitiveness, such as exophthalmic goitre 
or nephritis, dangerous symptoms may be associated 
with the serum fever reaction. I have seen three 
fatal cases in which antistreptococcal serum had 
been given, for acute tonsillitis due to streptococcal 
infection, to patients suffering from exophthalmic 
goitre. The serum fever reaction caused acute hyper- 
thyroidism and fatal myocardial disturbance. 

Anaphylaxis, or sudden dangerous collapse after 
the injection of a foreign serum, is a possibility that 
should always be borne in mind. It is likely to occur in 
persons who have had a dose of serum more than 
14 days previously and have thereby become sensi- 
tised, or in other allergic cases. Danger may be sus- 
pected by the reaction from an intradermal test. 
A practical method of safeguard is to give an initial 
dose of 0-5 c. om. of serum, and if no unpleasant 
reaction occurs to give the remainder of the dose in 
half an hour. Repeated large doses of serum may then 
be given with safety but the interval between them 
Should not be greater than five days. 
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Immunotherapy 
When the patient is already suffering from active 
disease, attempts may be made to mduce immunity 
either passive or active. 
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PASSIVE IMMUNITY 

Examples of passive immunisation are the use of 
antidiphtheritic serum, antihzemolytic or antiscarla- 
tinal streptococcal serum, and antipneumococcal 
serum, which is specially useful in infection arising 
from Types 1 and 2 pneumococci. Antisera are used 
in many other diseases, such as staphylococcal 
infections, anthrax, and botulism, and also as an 
antidote to the venom from snake bites. 

I should like to emphasise the value of antistrepto- 
coccal serum (polyvalent or hemolytic according to 
the type of infection) in cases of acute arthritis asso- 
ciated with definite pyrexia. Serum usually brings 
the temperature to normal in a few days, and then a 
specific active immunity may be effected by appro- 
priate doses of an autogenous vaccine. 

In some cases of extreme allergy where immuno- 


‘therapy is impossible owing to an intolerant sensi- 


tiveness to the smallest dose of vaccine and where 
serum subcutaneously would be dangerous an immu- 
nity may be effected with safety in two ways. 


Rectal administration of antiserum has been used 
by me for several years, and in some cases the results 
have been dramatically successful. The serum 
(10-20 c.cm.) is mixed with 5 oz. of warm normal 
saline and administered per rectum, a rectal wash- 
out having been given two hours before. The serum 
is given daily in this way for three or four days. No 
serum reaction follows this method of administration 
and no risk whatever attaches to it. Examples are: 


CasE 4.—A boy, aged 14. Acute infective arthritis, 
with changes in joints of shoulders, elbows, wrists, hips, 
and knees. Pyrexia 98°-101° since May 22nd, 1935. A 
streptococcal infection was found in nasopharynx and 
stools. Very small doses 1/100 million organisms pro- 
duced severe reaction owing to the highly allergic state. 
At this stage (March 30th, 1936) antistreptococcal serum 
(10 c. em. in 5 oz. of normal saline) was administered per 
rectum daily for three days. The temperature fell to 
normal after the second dose and remained normal after- 
wards. There was a marked improvement in the joint 
conditions and general health. A definite immunity had 
been at last established. 

CasE 5.—Man, aged 21. For two years intense asthma, 
with many spasmodic attacks daily. Adrenaline had been 
given so frequently that the case was referred to me as 
a case of addiction to adrenaline. A highly allergic con- 
dition was present. A streptococcal infection was found, 
and marked focal infection in the gums (pyorrhœa) and 
both tonsils. After admission to nursing-home on Feb.6th, 
1935, pyorrhea was treated by gingivectomy and local 
treatment by Mr. Wilfred Fish. On March 20th, 1935, 
the very septic tonsils were removed under Avertin and 
gas-and-oxygen by Mr. C. W. Hope. The attacks still 
persisted though they were less severe. An attempt was 
made to immunise the patient by using a vaccine of 
1/100 million per c.cm., giving doses of 1 or 2 minims. 
The attempt proved futile. Then on April 21st, 1935, 
antistreptococcal (hemolytic) serum 10 c.cm. was given 
per rectum, in 5 oz. normal saline, and repeated daily 
for six days. This treatment established a complete 
immunity, and no attacks of asthma occurred afterwards. 
This patient has continued in excellent health up to the 
present time and has been quite free from asthma and 
back at his work. It would have been highly dangerous 
to have given the serum subcutaneously in this case. 

CASE 6.—Man, aged 72. Acute infective fibrositis and 
arthritis with pyrexia 98°-100° from Feb. Ist, 1936. 
Attempts at immunisation with very small doses of auto- 
genous streptococcal vaccine failed. On March 24th, 
1936, 10 c.cm. antiscarlatinal serum was given per rectum 
in 6 oz. warm normal saline, and repeated daily for three 
days. Improvement resulted at once. The temperature fell 
to normal, and the fibrositis and arthritis rapidly cleared 
up. The patient has remained well up to the present time. 


The administration of antiserum per rectum is 
indicated in infective cases where owing to an allergic 
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condition vaccines or subcutaneous serum are contra- 
indicated. I have had a number of cases where this 
method of treatment has been highly successful. 
Antipneumococcal serum has been given by this 
method with success in allergic cases. 

Immuno- blood Transfusion.—In cases where a high 
degree of allergy exists an immunity may be estab- 
lished by immunising a donor of the same blood 
group against the infecting organisms by subcutaneous 
injections of autogenous vaccine. The patient is 
given small doses (10-20 c.cm.) of the immunised 
blood from the donor every 4-6 days. An immunity 
may be established by this means when other methods 
have failed. . 

CasE 7.—Boy, aged 18. Parenchymatous nephritis. 
In hospital 14 months. Paracentesis of pleural cavity 
ten times, of abdomen twice. This apparently hopeless 
case was treated with success by several immuno-blood 
transfusions (10 o. m. doses intravenously) and made a 
complete recovery. 

CasE 8.—Woman, aged 23. Acute infective arthritis 
in knees, shoulders, elbows, and feet for two years. Quite 
crippled. In hospital for three months. Streptococcal 
infection found. All attempts to immunise this patient 
by vaccines failed. 1/1000 million organisms produced 
severe reaction. Immunity was established by six intra- 
venousinjections of 10c.cm. blood from animmunised donor. 
After this, improvement in the joint condition took 
place, and it was possible to give autogenous vaccine in 
very small doses which were gradually increased. The 
patient improved greatly and is able to get about with 
comfort. 

Large immuno-blood transfusions (half a litre or 
more) have been used in acute septicæmic infections, 
but they do not appear to give much better results 
than a simple blood transfusion. 


VACCINE THERAPY IN DISEASE 
The work of Sir Almroth Wright, the late Captain 
S. R. Douglas, and their co-workers, placed vaccine 
therapy on a quantitative basis. Their studies on 
opsonins, which involved enormous labour too 
great for general use—were of great value in the 
determination of the effects caused by inocula- 


tion and the estimation of the suitable dose in the 


individual case. 

I am a great believer in vaccine therapy, and I 
fully realise that this form of treatment has had a 
phase of discredit and disrepute. The reason is that 
clinical immunity in active disease is a most delicate 
process and requires the most judicious handling 
and careful study of each individual case. No two 
patients are alike, and the optimum dosage for each 
varies at every phase of the disease. Vaccine therapy 
is not a mechanical process of universal application, 
and the disrepute into which it has fallen in many 
quarters is due to the fact that too little attention 
has been paid to the appropriate dosage for individual 
cases, and that the delicate mechanism of immunity 
is not appreciated. 

Immunity is like appetite—an over-satiation of 
food destroys it. The common fault in vaccine 
therapy in acute cases is that the doses of vaccine 
are much too large. There are three factors which 
need careful consideration before vaccine therapy 
is applied: 

(1) Allergy.—Is the patient hypersensitive to vaccine ? 
A careful clinical study will elucidate this. 

(2) Focal Infection.—Is there a focus of infection which 
is discharging toxic products constantly into the circu- 
lation and so causing an allergic condition? If so, vaccine 
therapy is useless until this is dealt with by appropriate 
measures. 

(3) Symbiosis.—The combination of two diseases pro- 
duces an enhanced chnical effect. Thus a chronic malarial 
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infection may prevent the application of vaccine therapy 
for an additional disease such as pyelitis, or a focus of 
dental infection may inhibit the application of staphylo- 
coccal vaccine or toxoid for recurring boils. 


If vaccine therapy is to be successful one must 
begin with a clean slate. An intercurrent infection 
must be dealt with before one can hope for decided 
results. 

In an ordimary case of streptococcal infection with 
no marked allergic symptoms a strength of 6 million 
per c.cm. is suitable to commence with, the initial 
dose being 0-1 c.cm. and weekly doses increasing by 
1 or 2 minims each week may be given. This pre- 
liminary course may be followed by weekly doses 
of a vaccine of strength 50 million per ¢.cm., com- 
mencing with 0-1 c. om. and increasing the dose by 
1 minim each week. An optimum dose of 0-5 or 
1:0 c. em. may be afterwards given fortnightly over a 
required period. | 

Where pyrexia occurs,as in acute and subacute 
infections, allergy is very likely to be present. 
I have found that in such cases a very weak strength 
of vaccine (1/10 or 1/100 million streptococci 
per c. m.) gives much the best results. 

CasE 8.—Woman, aged 42. Streptococcal infection in 
nasopharynx, urinary tract, bowel, and cervix; pelvic 
inflammation present. The use of an autogenous vaccine 
of 1/100 million per c. em. beginning with a dose of 0-1 c. em. 
(i.e., only 1000 organisms) and increasing by 1 minim on 
successive doses gave excellent results, and an immunity 
was established with complete and rapid clearing-up of 
the local symptoms. 

Case 9.—Woman, aged 24. A case of infective fibro- 
sitis of two years’ duration. Streptococcal infection in 
nasopharynx and intestine. An initial dose of 0-1 c. em. 
of an autogenous vaccine strength (5 million per c.cm.) 
produced an acute attack of angioneurotic cdema. 
The strength of the vaccine was reduced to 1/10 million 
per c.cm., when a graduated series of doses quickly gave 
an excellent immunity which was accompanied by a 
complete clearing-up of the symptoms. 


The above remarks refer to streptococcal infections, 
but the same principles apply to other infections— 
e.g., staphylococcal or pneumococcal. Thus in staphy- 
lococcal infections with no marked allergic symptoms 
a vaccine of strength 1000 million per c. em. is com- 
monly and appropriately used; but where an allergic 
condition exists, as in acute and subacute infection, 
a vaccine of one-hundredth the strength would be 
advisable to begin with, and is much more likely to 
establish immunity than the exhibition of larger 
doses. 

The best results from vaccine therapy are un- 
doubtedly obtained by the use of autogenous vaccines 
made from the specific infecting organism. Stock 
vaccines are of great value for establishing a prophy- 
lactic immunity, but their value in active disease 
is not comparable with the beneficial results of 
an appropriately graded dosage of an autogenous 
vaccine. 

Many much vaunted preparations are on the market 
which are said to establish immunity in any case of 
Their employment 
is unscientific, and though in some cases they seem 
to do good, it is to be feared that they carry a risk 
of breaking down the delicate immunising mechanism, 
with harmful therapeutic results. 

In conclusion it may be said that much further 
research, not only in the laboratory but by clinical 
observation at the bedside, is needed for the advance- 
ment of therapeutic immunology. A closer coépera- 
tion between the clinicians and the research workers 
in the laboratory will go far to establish this happy 
result, | 
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A CASE OF PUSTULAR PSORIASIS 
WITH CONSPICUOUS INVOLVEMENT OF THE NAILS 


BY GEOFFREY. DuckwortTH, M. R. C. P. Lond. 


MEDICAL REGISTRAR TO ST. JOHN’S SKIN HOSPITAL, w. O.; 
_ DERMATOLOGIST TO THE EAST HAM MEMORIAL HOSPITAL ; 
AND PHYSICIAN TO THE LONDON SKIN HOSPITAL 


THE. term pustular psoriasis was introduced by 
Dr. J. M. H. MacLeod to describe cases of psoriasis 
in which the Munro-Sabouraud “abscesses”? had 
enlarged to such an extent as to be visible to the 
naked eye, being manifested clinically as pinpoint 
abscesses. But the term is also used for a form of 
acrodermatitis, which, when it appears without 


psoriatic lesions elsewhere, may not suggest psoriasis 


to the mind The histopathological and bacterio- 
logical findings, however, differ from those of ordinary 
psoriasis only in degree, and the acrodermatitis may 
be followed by a generalised eruption. 

In 1930 Ingram? and Barber? stated what they 
considered to be the essential differences between 


pustular psoriasis, when confined to the extremities, 
and the condition acrodermatitis continua, which 


may cause difficulties in diagnosis. A point of dis- 


tinction, emphasised by Barber,? was that in acro- 
dermatitis continua the nails are early affected by a 
suppurative perionychia, with subsequent dystrophy, 
and perhaps disappearance; whereas, in pustular 
psoriasis, the nails are not usually affected, and 
should they be involved, the lesions are non-sup- 


purative, being comparable to those seen in ordinary 


psoriasis. | 

The following case is interesting because the 
diagnosis was clear, and suppurative involvement of 
all the nails was a most conspicuous feature. 


The patient was a single woman aged 62. She had 
never had any previous skin disease, and there was no 
medical history of any consequence. In January, 1936, 
she noticed an eruption on both elbows and the left wrist. 
A month later the middle finger of the left hand became 
affected. She sailed for America at the end of February, 


1 Ingram, J. T.: Brit. Jour. Derm. and Syph., 1930, xlii., 489. 
2 Barber, H. W.: Ibid., p. 500. 


and on arrival in New York was treated for psoriasis, 
having 12 exposures to X rays. The condition became 
worse, spreading on the arms and appearing on the legs 


and body. She returned to this country ‘and was admitted 


to St. John’s Skin Hospital on April 17th. 


On admission she was found to havé a severe pustular 
psoriasis. This was géneralised but most extensive on 
the extensor surfaces, the lesions being those of ordinary 
psoriasis but studded over with multiple small abscesses. 
The hands and feet were covered with exfoliating brownish 
scales, under which were many pinpoint abscesses. The 
fingers and toes were very severely involved; the nails 
were replaced by massive dried scales, between which 
pus oozed out (see Figures). The patient bad moderately | 
severe pain from the fingers and toes; specially when 
the dressings were changed. 

In the middle of May the picture suddenly turned 
into one of exfoliative dermatitis, with purulent points 
distributed all over the body. The temperature was 
99° F. for three evenings. With almost equal suddenness 
the skin dried up and a general desquamation followed. 
With this there was considerable improvement in her 
general state which during the preceding few days had 
been that of a toxemia. By June 4th the skin condition 
had improved so much that the persistent acrodermatitis 
was accompanied only by a few typical psoriatie lesions 
on the right leg and a generalised staining, which followed 
the peeling. 


On June 5th an injection was given of 0-5 c. em. staphy- 


. lococcal toxoid, dilution: 1:10. Three days later the 


evening temperature was raised (99-4°F.) but the skin 
was unchanged. The next day a second injection was 
given, of 0-1 c. em. toxoid, full strength. The evening 


temperature was again 99:4° F. On the following day 
the temperature was still raised, being 100° F. in the even- 
ing, and there was a recrudescence of the generalised 
eruption, an acute erythematous dermatitis with hundreds 
of pinpoint abscesses. The extremities were considerably 
worse. This exacerbation lasted for a fortnight and then 
gradually subsided, being followed by a generalised des- 
quamation of brownish scales. During the acute stage 
the patient was depressed mentally, and complained of 
insomnia and increased pains from the fingers and toes. 
By the beginning of July the body was clear except 
for a punctate desquamation of brownish scales. There 
was a diffuse papular rash on the face and limbs, and some 
scaling. The fingers and toes were still covered by thick, 
brownish-white crusts, and pus still oozed from the small 
abscesses. Ten days later the body and face were clear. 
The arms and legs were liberally covered with a typical 
psoriatic. eruption, chiefly on the extensor surfaces, but 
with a few pinpoint abscesses, some of which were oozing 
pus. The scalp, which had shared in the general process, 
was moderately affected with dandruff and had a few 
psoriatic patches. Tbe fingers and toes showed little 
improvement. A fortnight later the psoriasis of the 
limbs was perfectly dry. The pinpoint abscesses were 
replaced by small brown scales. The fingers and toes 
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were much better but still heavily crusted and swollen. 
Regrowth of nails was detectable, but the nail beds were 
still covered by inspissated pus and scales. The patient 
had lost a little weight and was again suffering from 
insomnia. 

The treatment consisted of careful general nursing in 
bed, with a light diet and plenty of fluids. Locally, zinc 
cream and a dusting powder were found most helpful. 
Ammoniated mercury ointment (1 per cent.) was used 
for the fingers and toes. An alkaline mixture was given, 
and the bowels were kept open with saline aperients. 


The case is interesting because had the digits only 


been affected, a diagnosis of acrodermatitis perstans 


might have been made instead of pustular psoriasis. 
Since the case was typically psoriatic, however, it 
suggests that there can hardly be any essential 
difference. Examination for fungus was completely 
negative. Cultures, from the pustules, gave a mode- 
rately heavy mixed growth of Staphylococcus albus 
and Racillus proteus. The Wassermann reaction was 
negative. There were no mucous membrane lesions. 
The way in which the condition became generalised 
could hardly be explained except by the theory of a 
toxæmia. 

The treatment is only palliative. Vaccines very 
often cause an exacerbation. The acrodermatitis is 
notoriously persistent, and simple remedies usually 
prove the most helpful. X rays are without bene - 
ficial effects, and in this particular case the condition 
grew steadily worse following exposure. Prognosis 
is uncertain. In several instances cases have gone 
on to a fatal issue; in others they have got well 
except for some obstinate patches on the digits or 
elsewhere, but relapses usually occur sooner or 
later. 


I wish to acknowledge my indebtedness to Dr. J. M. H. 
MacLeod for his kind permission in allowing me to 
publish this case; and to Dr. I. Muende for making the 
bacteriological examinations. 


AORTIC ANEURYSM 


WITH SUBSEQUENT DISAPPEARANCE OF CLINICAL AND 
RADIOLOGICAL SIGNS 


By Jurrus Lipman, M.D. Liverp., M. R. C. P. Lond. 


RESEARCH ASSISTANT TO THE PROFESSOR OF MEDICINE, AND 
SAMUELS MEMORIAL SCHOLAR IN THE UNIVERSITY OF 
LIVERPOOL ; LATE SENIOR MEDICAL REGISTRAR, 
LIVERPOOL ROYAL INFIRMARY 


CASES of spontaneous cure of aortic aneurysm 
are not frequent. Oliver! records the case of a 
patient who died of chronic hepatitis, and in whom 
a healed aortic aneurysm was found. One of Tuffnell's 
patients under treatment for aortic aneurysm died 
as a result of an accident, and at the autopsy the 
aneurysmal sac was found to be completely filled 
with laminated clot.2 French? records the case 
of a woman who died of acute edema of the lung 
complicating chronic nephritis, in whom autopsy 
revealed a sacculated aneurysm of the aorta, the 
size of a tennis ball, completely filled with firm 
adherent clot. Stewart and Garland“ describe a 
case with 29 years’ survival. The patient initially 
had well-marked signs of an aortic aneurysm, and 
was given a bad prognosis. Death resulted from a 
hypernephroma 29 years later, and at the autopsy 
a firm laminated clot was found in the aneurysmal 
sac, Colt ® analysed the case records of a large 
number of aortic aneurysms, and states that the 
average duration of life in cases of thoracic aneurysm 
is 19 months, and that in his series 18 years was 
the longest survival period. 


The case recorded below is of a patient who when 
first examined exhibited definite clinical and radio- 
logical evidence of aortic aneurysm, but when 
examined 22 years later showed no signs of aneurysm. 


The patient, a hall porter aged 42, was first admitted 
to the Liverpool Royal Infirmary in 1912 complaining 
of difficulty in breathing, a gurgling ” sensation in the 
throat, pain in the chest, and a husky voice. He also 
had stridor when asleep. On examination at that time 
the significant clinical features were inequality of the 
pulses, tracheal tugging, and abductor paresis of the vocal 
cords. Mr. Thurstan Holland reported on the radio- 
gram as follows: ‘I think there is no doubt but that this 
is an aneurysm.” 

The patient had been a soldier and had served in India 
and Malta. He had gonorrhma in 1895, and had a 
“ bubo ” lanced at that time. He was married, his wife 
and four children being well. His wife had had no mis- 
carriages. The patient stated that he had taken a bottle 
of brandy daily for the four years previous to 1912. 
Whilst in hospital he had an attack of erysipelas, from 
which he subsequently recovered. He was treated with 
gelatin injections per rectum and calcium lactate, but a 
very bad prognosis was given at this time. 

The patient was readmitted to hospital in 1929. He 
then stated that since his discharge from hospital in 1913 
he had had only two attacks of pain in the chest and 
gurgling in the throat during the ensuing 12 months, 
and that from 1914 to 1929 he had felt perfectly well. 
His present complaint was one of pain over the lower end 
of the sternum radiating to the umbilicus, which usually 
persisted for one hour. These pains began two weeks 
before his admission to hospital, and had no relationship 
to food or exercise. The pains were eased by hot drinks, 
and eructations accompanied disappearance of the pains. 
He had had several paroxysms of this pain, but for the 
past week had been quite free. He had no further attacks 
whilst in hospital. 

On examination the heart was normal, there were no 
bruits, and the blood pressure was 110/65. The pulses 
were equal and regular. The knee-jerks were sluggish, 
and the pupils reacted to light and accommodation. 
There were no sensory disturbances. The respiratory and 
alimentary systems were normal. Mr. H. V. Forster 
reported on the throat: ‘‘ Adduction of the vocal cords is 
good, though abduction is not perfect. One could not 
say, however, which vocal cord is responsible for the latter 
defect as they appear to abduct equally, but not fully.“ 
Radiography revealed no evidence of aneurysm. The 
Wassermann reaction was negative. 

The patient reported again in October, 1935. He was 
still feeling quite well, except for slight dyspnea on 
exertion. There were no abnormal physical signs on 
examination, the chest and heart were radiographically 
normal, and the electrocardiogram showed low voltage. 


The patient described above is thus quite well 
22 years after the original diagnosis of aortic aneurysm 
was made, the only residuum being slight weakness 
of the abductors of the vocal cords. Doubt may be 
cast on the original diagnosis in view of the subse- 
quent hisfory, but the initial evidence for aneurysm 
appears to be very definite in view of (1) the typical 
clinical features, associated with (2) the X ray 
findings of Mr. Thurstan Holland. This case appears 
to be unique, no case of aortic aneurysm having 
been recorded, to my knowledge, in which both 
clinical and radiological signs have subsequently 
disappeared. The recorded cases of spontaneous 
„cure of aortic aneurysms have usually been those 
found at post-mortem examinations. 


I wish to thank Prof. John Hay for permission to publish 
this case. 
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SOCIETIES 


ROYAL SOCIETY OF MEDICINE 


‘SECTION OF OPHTHALMOLOGY 


At the opening meeting of this section on Oct. 9th 
Mr. W. H. McMvuLrLen delivered his presidential 
address on the causes and treatment of 


Post-operative Distress Following Operations 
for Senile Cataract 


It was a general experience, he said, that patients 
found the actual operation less unpleasant than they 
expected, but the ensuing few days so trying that 
they would be very unwilling to submit to a second 
operation. This distress following operation on the 
eye was partly physical, partly mental. 


PHYSICAL DISTRESS 


Apart from the slight pain in the eye—in the 
absence of complications—the most distressing 
physical symptoms were pain in the back and 
abdominal discomfort, the latter usually associated 
with flatulence. Pain in the back was often severe, 
and occurred in most patients who were kept for a 
long time lying motionless on the back, with a low 
pillow ; this was an unaccustomed posture for most 
people, so that the musculature of the back was 
subjected to unusual stresses, especially if the bed 
was fitted with a chain spring mattress covered with 
an unyielding overlay. The sagging of such a 
mattress into a hammock-like shape caused hyper- 
extension of the knees, and so discomfort was 
increased. Probably the perfect stillness commonly 
enjoined on the patient aggravated the effect of 
unaccustomed stresses; it was likely, also, that 
many patients, in their effort to keep quite still in 
an uncomfortable posture, failed to relax properly, 
and so the unconscious contraction of some of the 
back muscles led to cramp, another factor of dis- 
comfort and pain. The onset of this pain might be 
delayed, and its severity lessened by the use of a 
good spiral-spring mattress, with an overlay which 
contained a number of small springs, a cushion 
beneath the small of the back, and a pillow beneath 
the knees. But in many cases it was impossible to 
prevent or relieve this pain so long as the patient was 
kept flat on his back. 

It was more difficult to explain why eye patients 
should suffer so acutely from abdominal pain asso- 
ciated with flatulence. Little seemed to be known 
as to the actual causes of flatulence. Mr. Victor 
Bonney had discussed the subject in his Bradshaw 
lecture two years ago, and further light Was shed at 
the section of medicine at the Oxford meeting of the 
British Medical Association last July. The gases in 
the digestive tract appeared to be derived from three 
sources: (1) swallowed air, (2) gases diffused from the 
blood, (3) gases formed by chemical changes in the 
contents of stomach and intestines. A considerable 
quantity of air was taken into the stomach in the 
ordinary swallowing of food, and moreover, aerophagy 
often occurred in states of anxiety or emotional 
disturbance, quite apart from hysteria. It was not 
known what part chemical action played in producing 
this discomfort. A diet with a heavy starch con- 
stituent, given to a patient whose digestion was not 
robust, must help to produce painful distension. 
Peristalsis moved gases on and assisted in their 
elimination from the body, but in a patient lying 
still in bed peristalsis was much diminished. A 


colleague of Mr. McMullen’s had noted that when 
making X ray examinations after an opaque meal 
it was necessary to allow patients to get up and 
walk about, in order to obviate misleading results 
and interpretations. It was possible to minimise 
flatulence by allowing the patient to be propped up 
in bed at an early stage, and to be turned on his side 
and to draw up his knees. 


MENTAL DISTRESS 


It was natural for any but the most phlegmatic 
patient to feel great anxiety about himself after such 
an ophthalmic operation. The surgeon might assure 
him that all was going well, but some time must 
elapse before it was possible to state positively that 
he would see well again. The amount and degree of 
the post-operative distress depended largely on the 
pre-operative handling of the patient. A mild 
hypnotic the night before the day of operation, by 
ensuring good sleep, put the patient into good form 
for the procedure, but a sedative on the operation 
day was not advisable since patients behaved better 
when they were thoroughly alert. If the operation 
could be completed while the patient thought the 
surgeon was engaged on the preliminaries, it was a 
great gain. 

Apart from the anxiety which was inevitable in 
the first few days after operation, the two chief 
causes of mental distress were the immobility of the 
body which was commonly insisted upon, and the 
wearing of the binocular bandage. The insistence on 
rigid immobility certainly aggravated the mental 
strain after cataract operation, as the patient was 
continually concerned lest some slight inadvertent 
movement might imperil the success of the operation. 
So important was this immobility considered in the 
past that severe forms of physical restraint were 
employed, such as sandbag fixation of head and 
limbs. Less drastic means of physical restraint were 
tying the wrists by long loops of bandage passed 
beneath the bedclothes to the foot of the bed, so 
adjusted as to make it impossible for the patient to 
bring his hands beyond the chest level. Restraint 
was unnecessary if the eye was well shielded and a 
watchful nurse was left in charge of the patient. 
Some patients did not mind the binocular bandage, 
but it caused great distress to others and might 
even be a factor in causing the mental derangement 
which occasionally followed cataract extraction. 

It therefore became important to consider whether 
these two chief causes of post-operative distress 
were necessary, and, if so, to what extent. 


POST-OPERATIVE RISKS 


The post-operative risks which could be influenced 
by this system of nursing were: (a) direct injury to, 
or pressure upon, the eye, so forcing open the wound 
or interfering with the exact co-aptation of its 
margins ; (b) increase of intra-ocular pressure tending 
to force open the wound ; (c) intra-ocular hemorrhage. 

Direct injury to the eye was most often caused 
by the patient getting his finger beneath the dressing 
and rubbing the eye. Some patients were able to 
get beneath even a well-fitting shield, and a restless 
patient might shift the shield in such a way that the 
eye was pressed upon by it. The best safeguard was 
a watchful nurse by the bedside. Apart from external 
pressure on the globe, the only causes of increased 
intra-ocular pressure in any degree under the surgeon’s 
control were a rise of pressure in the intra-ooular 
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blood-vessels, with consequent hemorrhage into the 
eyeball. The cause of intra-ocular hemorrhage was 
obscure, but, apart from direct injury, Mr. McMullen 
did not know of a cause which could be influenced 
by the system of nursing other than a rise of pressure 
in the intra-ocular vessels. Of the importance of 
preventing any sudden increase of that pressure there 
could be no question. In 1912 Leonard Hill showed 
how easily intra-ocular hemorrhage could be produced 
in a cat's eye—after allowing aqueous to escape by 
exerting pressure on the abdomen. Hence the 
importance of avoiding in these patients any sudden 
abdominal contraction, such as in coughing, sneezing, 
straining at stool, or sitting up unaided. A cardio- 
logist had told him he considered that the best posture 
for keeping the intra-ocular blood pressure as low 
as possible was the semi-recumbent one; also that 
only negligible changes followed movement of the 
limbs, or turning on the side in bed. 

It thus seemed clear that there was no theoretical 
justification for keeping these patients immobile on 
their back for a considerable period after the cataract 
extraction. As to the teachings of practical experi- 
ence, for a number of years a few ophthalmic surgeons 
had questioned the value of the traditional system of 
nursing; some, indeed, had not even insisted that 
their patients should keep to their bed after the 
operation. The older school of ophthalmologists had 
not insisted on immobility, and no ill effects seem 
to have been observed. The less rigid procedure 
seemed to be gaining ground, both in this country 
and abroad, though, judging by text-book statements 
and the practice of nurses who had been trained in 
various eye hospitals, a decidedly strict ritual was 
still generally enforced. Foreign text-books and 
personal inquiries addressed to ophthalmic surgeons 
engaged in Austria, France, Germany, Holland, 
Sweden, Switzerland, Canada, and the United States 
revealed considerable variation in practice, but on 
the whole, less severe methods than those common 
in this country. The nearest approach to the usual 
British method was that practised by Prof. Löhlein 
of Berlin. 

In private practice Mr. McMullen had for many 
years adopted a less severe routine than the usual 
one and recently he had extended this practice to 
hospital patients. Immediately after the operation 
he liked the patient to rest in a thoroughly com- 
fortable position, preferably that of semi-recumbency. 
If a flat posture was preferred by the patient, that 
was permitted, but not with a very low pillow. He 
did not insist on perfect stillness, but warned the 
patient that he must not attempt to sit up, nor to 
turn on his side, without the nurse’s assistance. 
A Fowler bedstead was in many ways convenient 
and comfortable, but had some disadvantages from 
the nursing point of view. The ordinary bed-rest 
was not satisfactory, but a form of canvas sling, 
first used by the late Mr. Mayou at the Central London 
Ophthalmic Hospital, provided a good support for 
the back. The tendency to slip down in the bed 
could be prevented by placing a pillow under the 
thighs, preferably beneath the mattress. At Mr. 
McMullen’s hospital there was now being tried a 
bedstead, which he illustrated, fitted with a mechanical 
arrangement for lifting the knees, the back being 
meanwhile supported By a sling. The use of slings 
with the general relaxation they provided had al most 
entirely eliminated complaints of backache, while 
abdominal discomfort and fiatulence had been much 
less common. 

If a patient was comfortable and free from pul- 
monary symptoms Mr. McMullen preferred to keep 
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him in bed two or three days. If, however, he had 
a cough, or chest trouble threatened, or even if he 
found bed especially irksome he was allowed to be 
assisted into an armchair on the day following the 
operation. Should retention of urine occur, the 
patient could be assisted into a sitting posture on the 
edge of the bed, as that sometimes rendered catheterisa- 
tion unnecessary. After 48 hours it was usually safe 
to allow the night-stool to be used, but the patient 
must be helped out of bed by a competent nurse. 

As to the binocular bandage, some ophthalmic 
surgeons advocated the so-called “open treatment 
—i.e., either using no covering at all, or only a thin 
layer of gauze which rested over the eye, or a shield 
without any dressing. They claimed that this 
shortened convalescence and made it more com- 
fortable, without increasing post-operative risks. In 
most clinics, however, a binocular dressing was 
applied and retained for from one to four days, and 
he had lacked the courage to carry out the open 
method. A binocular dressing was applied for at 
least two or three days, unless the patient found it 
very trying, showed signs of mental derangement, 
or developed conjunctivitis. If there was strong 
objection to the binocular bandage, Mr. McMullen 
bandaged only the operated eye, covering its fellow 
with a loose flap of lint or gauze, which the patient 
could raise if he wished to see anything. Should 
mental derangement occur, one eye must at once be 
uncovered. In the presence of conjunctivitis double 
flaps were used instead of pads. He was doubtful 
as to the advisability of applying a monocular dressing 
for several days after the binocular dressing had been 
discontinued ; it did not keep the eye at rest, and 
movement of the eye under even light pressure 
might be irritating. It was better at this stage for 
the patient to wear well-fitted dark goggles for the 
day and a protective shield at night. 

Mr. McMullen invited those who had not done so 
to try this modification of the old régime, as he felt 
sure it would prevent a great deal of real suffering. 


SOCIETY FOR THE STUDY OF 
INEBRIETY 


THE seventeenth Norman Kerr memorial lecture 


was delivered before this society on Oct. 13th by 


Prof. D. K. HENDERSON, the chair being taken by 
Dr. WILLIAM BROWN, the president. Prof. Henderson 
took as his subject 


Alcoholism and Psychiatry 


Alcoholism was, he said, one of the most formidable 
medico-social questions of the time. The total 
suppression of alcohol was neither practicable nor 
advisable; alcohol had come to occupy such an 
established place in the body economy that it would. 
not be done without. It was, however, possible to 
plead, with every justification, for more universal 
moderation and temperance. Great strides in the 
right direction had already been taken, and the 
improvement had been reflected in every walk of 
life—including the mental hospitals statistics. Much 
more could be accomplished, and psychiatry—the 
term used as synonymous with everything pertaining 
to the maintenance and preservation of mental health 
—was in a favourable position for studying the causes 
of alcoholism and carrying out care and treatment. 
Nowadays it was known to be not only unwise but 
misleading to divorce the psychological from the 
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physiological, the constitution from the environment. 
There should be no hesitation in accepting’ alcoholism 
as an illness or disease and not as a crime or mis- 
demeanour ; as long as narrow-minded and arbitrary 
points of view existed among doctors the medical 
profession was not likely to secure the essential help 
and encouragement of other professional and lay 
people. Alcohol produced certain specific types of 
mental disorder, was a complicating factor in many 
types of nervous and mental illness and, most of all, 
was a symptom or index of an underlying nervous 
constitution and instability which might be determined 
at various levels of development: hereditary, 
congenital, environmental. The victim required 
skilled and considerate treatment. Opinions which 
held that imprisonment was a suitable treatment 
for alcoholism smacked too much of the doctrine 
of free will, were out of date, and failed to realise 
that the very intensity of the habit was the best 
indication of the presence of deeply conflicting and 
distressing elements. The prison sentence was 
totally inadequate either to benefit the individual 
or protect society ; it merely served to increase the 
sense of being wronged and to stir aggressive and 
revengeful feelings. It was one of the tasks of 
psychiatry to find out why the individual could not 
fit himself into the social fabric ; and then, if possible, 
to provide means whereby adaptation could be 
effected at.a more satisfactory level. Moral, spiritual, 
and legal formule were not enough. 

Most people who took alcohol did so for its pleasur- 
able effect: the drive of the pleasure principle. 
There was more than a grain of truth in McCurdy’s 
statement that a person might be an alcoholic even 
though he had never consumed a drop of liquor. The 
disastrous clinical effects of alcohol had been 
summarised by Forel: ‘‘It accounts for from one- 
half to three-fourths of the crime, a great share of 
suicides, of mental disorders, of deaths, of diseases 
generally, of poverty, of vulgar depravity, of sexual 
excesses, of venereal diseases, and of dissolution of 
families.“ Of 33 persons accused of murder whom the 
lecturer had examined the effect of alcohol had been 
an important if not the predominant factor in the 
perpetration of the crime. The quantity of liquor 
was less significant than the fact that the individual 
had a nervous, erratic, unstable constitution. Such 
people were a dangerous menace, and to allow them 
to perpetrate crimes of violence before taking steps 
to safeguard them was absurd. There was adequate 
time and opportunity for preventive measures. The 
crime was only seemingly impulsive; it was the 
culmination of a situation which had been potentially 
dangerous from the start. The aggressive instincts 
unloosed by alcohol might be turned inwards instead 
of outwards, and result in suicide. Alcohol had been 
regarded as a factor in 40 per cent. of cases of suicide 
by Norwood East and 80 per cent. by Sullivan. 
The bulk of the evidence available went to prove 
that alcohol was dysgenic, and it was fairly certain 
that parental alcoholism contributed to disorganisa- 
tion of family life and to delinquency. Records from 
mental hospitals showed the close relationship between 
alcohol and psychosis, and how frequently it was 
merely chance that the victims had escaped police 
intervention. There was a type of case which was 
common and difficult to treat, where drink produced 
a state of vainglory and finally of oblivion, in an 
attempt to effect a transitory over-compensation 
for inferiority, but did not necessarily lead to any 
further mental disintegration. There was usually 
little difficulty in persuading the patient to give up 
drink, but the real point of the attack must be the 


remodelling of his disposition. Far too great an 
emphasis was placed on the alcoholism and far 
too little on the type of individual in whom it 
occurred. 

The tragic problem was not something to be 
accepted in a fatalistic spirit ; it was a matter bound 
up with the reactive qualities of the individual and 
his ability to meet the situations of life in a healthy, 
straightforward manner. The full and_ close 
acceptance of that point of view was the only satis- 
factory and complete method of treatment. It 
lay, therefore, in the realm of preventive medicine 
and the department of mental hygiene. Mental 
hygiene must be applied throughout life, beginning 
even before conception. It was not a matter for 
doctors only, but for parents, teachers, pastors, 
geneticists, sociologists, and all interested in health 
problems. But even with the most ideal prophylactic 
programme, cases of behaviour disorder due to alcohol 
were likely to continue, and this was where a dynamic 
psychiatric outlook would prove so helpful. There 
was no panacea, but psychiatry, with its patient 
unfolding of all the circumstances—physical, bio- 
chemical, and psychological—and its weighing-up 
of all the constitutional reactive tendencies, had a 
greater chance of producing better results than any 
other method. There was no reason why similar 
medico-psychiatric standards should not be applied 
to alcoholism as to other forms of disordered behaviour. 
Unfortunately it was not possible to treat alcoholism 
without the patient’s consent, and a stage arrived in 
the development of alcoholism which called for com- 
pulsory control. This group included the alcoholics 
who were obviously injuring themselves and their 
families, who recognised their failing, but who by 
themselves were incapable of effecting a readjustment. 
The time was past for the doctor to expose himself 
to the reproach that he could be no help to such 
people. 

With a little more elasticity of existing laws, 
adequate provision could be made in cases of 
alcoholism long before they had been allowed to 
proceed to states of mental degeneration. If the 
patient was non-coéperative and if it was obvious to 
any fair-minded person that he was proving a serious 
menace to himself and others, then compulsory 
methods were justifiable, just as for other types of 
mental illness. The present lunacy laws were archaic 
both in name and form. The' great psychiatric 
problem of the future was not cure or even care for 
lunacy, but to improve the standards of mental 
health so that lunacy became a thing of the past. 
Under the connotation of Mental Health Laws could 
be established a mental health service which would 
cater for all groups of nervous and mental illness 
of whatsoever type and grade, for all those persons 
whose disordered behaviour indicated a state of 
mental unsoundness. In many cases it was impossible 
to fill up a statutory form effecting certification in a 
few lines on the facts observed by the doctor and 
communicated by others. The majority of cases 
used as illustration to the lecture could not have been 
certified in this way, but only on a cross-section study. 
The soundness of mind of a person must be judged 
on the basis of his life-history, on a review of all the 
facts of his life in relation to his constitution and 
environment. An arbitrary period under prison 
conditions was quite unavailing; the presiding 
magistrate merely indulged in a little recreative 
guesswork which was futile. Any legislation, to 
be fully effective, would require the cordial coépera- 
tion and support of the public and the medical and 
legal professions. 
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MEDICAL SOCIETY OF INDIVIDUAL 
PSYCHOLOGY 


A SYMPOSIUM on mental health in childhood and 
adolescence was inaugurated at a meeting of this 
society on October 8th by Dr. H. Gopwin Baynes, 
who read a paper on the 


Psychological Background of the Parent-Child 
Relation 


In the course of his paper Dr. Baynes made a distinc- 
tion between the psychological standpoint based 
primarily on the concept of mechanism, with which 
he associated the systems of Freud and Adler, and 
thé standpoint based on the concept of value, repre- 
sented by the psychology of Jung. It is possible, 
he said, to abstract psychic mechanisms by the 
intellect and deal with them scientifically, according 
to the mechanistic hypothesis. Spiritual values, on 
the other hand, are not susceptible to a purely 
intellectual treatment, since values are appre- 
hended by feeling and accordingly demand a subjective 
understanding. Mechanisms and values are both 
integral aspects of the psychic structure. Both are 
expressions of vital energy, but the standpoint from 
which one is seen does not always give a good view of 
the other. A variety of standpoints therefore is 
an unavoidable condition of psychological investiga- 
tion. This is not to be regretted, since it presents 
us with the necessity of stating, at the outset, 
the point from which our observations can be 
verified. 

Instincts are the primordial, timeless basis of psychic 
activity. Values are the products of cultural differ- 
entiation and come to represent the historical, or 
evolutionary, aspect of human psychology. The 
biological instinctive mechanisms are common to all 
men, but the attitude that is rooted in spiritual 
values is a highly individual creation. The instinct 
as such, then, is not a problem. But how to value 
the instinct is a vital matter. The individual 
attitude is, of necessity, either the affirmation or 
the negation of value in respect to instinctive 
energy. 

The effect of the parent upon the child is directly 
related to the sincerity of the parental attitude 
towards the essential issues of life. If the parents 
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honour the human pact into which their libido has 
led them, the child senses a fundamental security. 
His source is guaranteed. But if the parents attempt 
to maintain an ostensibly ideal façade, in order to 
conceal from the child their subterranean disloyalty, 
the child-soul is sucked into the vacuum they create. 
In this way the child becomes helplessly involved 
in the parent’s problem. The child-soul is a con- 
tinuum of the parent’s psychology and is moulded 
by the parent’s basic attitude. 

Dr. Baynes introduced a selection of cases illustrating 
the effects of various factors of the parental back- 
ground upon the child’s development. The state of 
emotional identity, whereby the child becomes the 
medium of the mother’s unfulfilled desires and 
ambitions, was exemplified in a case of obsessional 
neurosis. This was contrasted with another case in 
which the mother’s passionate desire for her child lit 
the flame of genius in the son, though at the còst of 
every other human claim. Dr. Baynes distinguished 
the personal background of the child-soul, consisting 
of the parental psychology, from the ‘impersonal 
background of the collective unconscious. Dreams of 
children were cited, illustrating the characteristic 
difference of the two levels. Dreams arising from the 
personal background, he said, are often very helpful 
in discovering the source of the child’s anxieties, 
and insecurity in the attitude of the parents. Whereas 
the collective or impersonal dreams of children are 
strangely profound and, often, uncannily remote 
from the immature mind which dreams them. The 
dream of a child of seven was cited, which predicted 
the religious problem of her later years in crystal 
symbolism. 

The lesson to be drawn from our experience of 
mental hygiene in children, said Dr. Baynes in sum- 
mary, is that a new moral consciousness is required 
which absolutely refuses to make the members of 
one's family the victims of one's unconsciousness. 
Parents of former generations cannot be criticised 
for delegating responsibility for their unconscious 


motivations upon God or the devil. For they possessed 


no means wherewith to realise the nature of their 
unconscious psychology. We have the means and, 
therefore, we have to assume responsibility for a 
new extension of consciousness; and it is our 
own children who are forcing us to this unwelcome 
task. 
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Atlas of Congenital Cardiac Disease 


By Mauve E. ABBOTT, B.A., M.D., F. R. C. P. 
Canada, Curator of the Historical Medical Museum, 
and Assistant Professor of Medical Research, 
McGill University, Montreal, Canada. New York : 
The American Heart Association. 1936. Pp. 62. 
$5.50. 


Dr. Maude Abbott has for 30 years been regarded 
as an authority, not only on the statistical aspects 
of congenital abnormalities of the heart, but also 
upon the clinical features of these maladies. The 
publication of her atlas is thus an event of importance 
to the student of congenital heart disease comparable 
to the appearance 80 years ago of the first standard 
text-book on Malformations of the Human Heart,“ 
by Peacock, of the Victoria Park Hospital. The 
atlas epitomises Dr. Abbott’s long experience in a 
pictorial form that includes reproduction of X rays, 
electrocardiograms, and diagrammatic illustrations as 
well as excellent photographs of morbid anatomical 


material. Dr. Abbott deals in turn with the develop- 
ment and comparative anatomy of the heart, and 
the classification of congenital cardiac disease. In 
the latter are included the acyanotic group in which 
there is no abnormal communication between the 
arterial and venous systems, and the groups in 
which such a shunt exists. The latter are again 
divided into those cases in which an arterial-venous 
shunt undergoes a terminal reversal of flow, for 
example, patent ductus arteriosus, and those having 
a permanent venous arterial shunt with retardation 
of flow, such as the tetralogy of Fallot. 

Dr. Abbott has drawn upon an immense biblio- 
graphical and statistical knowledge of this branch 
of cardiology to embellish this volume. It provides 
a masterly survey in a succinct form; yet there can 
be few references of special or general interest that 
have been omitted. In the preface the author 
suggests that this volume may be the prelude to a 
larger volume on congenital heart disease, which will 
be awaited with keen expectation. 
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Diseases of the Testicle 

By Hamitron BAILRET, F. R. C. S. Eng., Surgeon, 

Royal Northern Hospital. London: H. K. Lewis 

and Co., Ltd. 1936. Pp. 166. 128. 6d. 

THE writing of short text-books on medical or 
surgical subjects is an art of which Mr. Hamilton 
Bailey is a master. Neither student nor practitioner 
wants to wade through a great deal of interesting 
but irrelevant matter in order to reach the really 
important points in- diagnosis and treatment, and 
both are met by text-books which go straight to 
the point. Into the compass of 166 pages Mr. 
Bailey has compressed all that anyone need know on 
the subject of diseases of the testicle. Having studied 
it, the student will be more up to date in his know- 
ledge than many a general surgeon, and should be 
capable of dealing with anything except conditions so 
rare that he is unlikely to meet them. Possibly he 
will appear a trifle dogmatic in his views because in 
so short a monograph numerous theories and alterna- 
tive methods of treatment cannot find a place. The 
illustrations and coloured plates are excellent. Mr. 
Hamilton Bailey has long discovered that several 
paragraphs of text may be eliminated by one clear 
diagram. This book is highly recommended to all 
who require an up-to-date review of its subject. 


Les maladies des fosses nasales 

Par J. TERRACOL, Professeur & la Faculté de 

Médecine de Montpellier, avec la collaboration 

des Profs. J. DELMAS, J. MARGAROT, P. LAMARQUE, 

et des MM. A. DEBIDOUR, CH. DEJEAN, H.-L. 

GUIBERT, et J. TARNEAU. Paris: Masson et Cie. 

1936. Pp. 554. Fr.130. 

THE subject matter of this book has been strictly 
limited to disease of the nasal cavities, all discussion 
of the accessory sinuses having been excluded. 
This omission gives an air of unreality to some of 
the subjects under consideration, especially to the 
chapter on chronic purulent rhinitis and to the other- 
wise excellent discussion of ocular and orbital com- 
plications. In the chapter on radiography, the tech- 
nique used to demonstrate the sinuses 1s described, 
but the discussion on the employment of the method 
is necessarily limited to the diagnosis of fractures, 
opaque foreign bodies, and some tumours. The 
work is somewhat arbitrarily divided into two 
sections. The first, on general pathology, begins 
with a consideration of the sense of smell and its 
troubles, and contains chapters on nasal respiration 
and its obstructions, epistaxis, vasomotor disturb- 
ances, allergy, and polyposis. The second part, on 
special pathology, includes malformations, rhinitis, 
syphilis, tuberculosis, fractures, tumours, and foreign 
bodies. Treatment is dealt with in a rather dis- 
appointing manner for, although few methods of 
treatment are omitted, they are seldom described 
with sufficient detail to enable anyone unacquainted 
with the particular process to carry it out satisfactorily. 
On hay-fever the statement is made that ‘‘the 
Americans tried a method of desensitisation by 
injections of dilute extract of pollen in increasing 
doses for three months preceding the probable onset 
of the hay-fever; this method caused grave acci- 
dents which caused it to be abandoned.” This is 
not a fair nor adequate description of a procedure 
so largely employed with success, not only in the 
United States, but in England. The various mani- 
festations within the nose of tuberculosis, syphilis, 
leprosy, and scleroma are very well and fully dis- 
cussed, and interesting illustrations of unusual 
conditions are included. 
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The book is mtended chiefly for the specialist, 
and certainly contains a large amount of material 
that will interest him. 


No Longer Poles Apart 

By HENRY BAERLEIN. London: Longmans, Green 

and Co., Ltd. 1936. Pp. 340. 15s. 

Mr. Baerlein is a traveller who has the advantage 
of being a many-sided linguist, and his pleasantly 
written accounts of his journeyings, a number of 
which are familiar to a large audience, convey points of 
medical interest which have caught his observant eye 
without his seeing their direct application to medicine. 
Here is a journey through Poland, and in the introduc- 
tion, written by Mr. Edward Raczynski, the Polish 
Ambassador, a fine testimonial is given to the author 
for the accuracy of his descriptions of a country 
which in all Europe provides the most dramatic 
history. Owing to that history Poland as an entity 
for a long period ceased to exist save in the hearts 
of its patriot natives; all that it had stood for 
was absorbed by contiguous countries as the result 
of shameless appropriation. Now Poland is, as 
Mr. Baerlein’s title states, no longer poles apart, for 
its geographical position no less than its national 
aspirations make of it a very important factor in 
European politics. The book should be read, when 
how much of medical interest is contained in the 
author’s observations and in the events narrated will 
be recognised ; works of this sort giving an intimate 
picture of foreign countries are of real social value, 
though the information may be given in a desultory 
fashion, as here. Mr. Baerlein writes as a scholar as 
well as a hardened traveller and adds pleasantly in 
this work to a long series of travel-books. 


Plague 

A Manual for Medical and Public Health Workers. 

By Wo LIEN-TEH, M. A., M.D., Director of the 

Weishengshu National Quarantine Service; J. W. H. 

Cmon, M.B., B.Ç., Senior Quarantine Officer, 

Shanghai; R. PoLLIrz ER, M.D., Microbiologist, 

Shanghai Quarantine Station; and C. X. Wu, 

M.B., B.S., Chief Technical Expert, Weishengshu 

National Quarantine Station. London: H. K. 

Lewis and Co., Ltd. 1936. Pp. 547. 15s. 

THE subject of plague has always exerted a peculiar 
effect upon the human imagination, for it has played 
its part in many of the decisive events in world history. 
The appearance of an erudite and authoritative 
monograph on the subject is therefore welcome. 
The historical aspects of plague have not been 
neglected and many. facts hitherto unrecorded in 
Western literature have been set out. The spread 
of plague throughout the different provinces in China 
is dramatically described and a table is given of the 
periodic appearance of great pestilences from 250 B.c. 
to A.D. 1718, The sections dealing with the bacterio- 
logy, immunology, and pathology of plague from the 
pen of Dr. Pollitzer are full and interesting. Dr. Wu 
Lien-Teh writes on the important and extensive 
subject of hosts and carriers. This section is liberally 
illustrated and much of the information given, 
especially on the insect vectors, would be diflicult 
to find elsewhere. The chapters on chemical features, 
therapy, and personal prophylaxis are by Dr. Chun, 
the epidemiological factors are considered by 
Wu Lien-Teh, and Dr. C. Y. Wu discusses the problem 
of ship-borne plague. The illustrations are excellent 
and so is the printing and general format. 

This remarkable work reflects credit on the 
thoroughness and sincerity of the workers in the 
National Quarantine Service, 
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LORD NUFFIELD'S GIFT 


THE intention to apply the sum of £1,250,000 
to the promotion of research in the medical sciences 
at Oxford is set forth in a letter, on another page, 
from Lord NurFFIELp to the vice-chancellor of 
the University. The Hebdomadal Council of the 
University has received the offer with deep satisfac- 
tion and has expressed its intention to promote a 
decree for the acceptance of this gift which it will 
present to the Congregation. In the terms in 
which he offers this new benefaction Lord 
Nuffield shows keen insight into the needs of 
modern medicine. He welcomes “the increasing 
tendency to regard all health services—preservative, 
preventative, and curative—not as separate entities 
but as constituent parts of a combined effort to 
promote and maintain the good health of the 
community.” He realises the desirability of 
providing post-graduate training in modern methods 
of investigation, in a place where research 
workers can keep in touch with developments in 
the sciences ancillary to medicine, and he lays 


stress on the importance of allowing them to 


pursue their inquiries unhampered by the cares of 
private practice and routine teaching. To this 

end he proposes the establishment of a centre for 
post-graduate medical research and training in 
research methods at Oxford. 

The organisation suggested is the establishment 
of clinical departments of medicine, surgery, and 
gynecology, each under the direction of a professor 
of the University. The fourth chair to be instituted 
at once, if his outlined scheme is accepted, is that 
of anesthetics which until recent years would 
certainly not have been accorded academic status. 
Doubtless the prospect of coöperation with the 
department of pharmacology in the Nuffield 
Institute for Medical Research ! has influenced the 
suggestion of this specialty as the one first to be 
favoured, as well as the remarkable recent develop- 
ments in anesthetic practice. The fulfilment of 
the scheme is of course dependent on the avail- 
ability of clinical facilities,in the hospitals of 
the neighbourhood, but Lord Nuffield expresses 
confidence, doubtless based on preliminary dis- 
cussion, that their ready coöperation will be secured. 
He says: ‘The professors, who would be full- 
time university officers, would naturally look ‘to 
the honorary staff of the hospitals for their codpera- 
tion in gaining their access to beds and the use of 
relative hospital services in the hospitals associated 
with the scheme.” There seems, then, to be 
no intention of erecting a new hospital, but the 


facilities already provided for the institutional s 


1 See THE LANCET, 1935, i., 1225. 
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treatment of the sick in Oxford will be progressively 


improved, and Lord Nuffield suggests that it 
would be reasonable to permit the professors to 


augment the clinical material available for them 
by admitting to pay-beds in the hospital a limited 
number of patients who can afford to pay fees for 
medical and surgical treatment. 

It is clear that these suggestions provide only 
an outline of which several important details have 
to be filled in. For example, the routine patho- 
logical services adequate for a non-teaching 
hospital would require considerable extension to 
meet the demands of a school of clinical research, 
quite apart from the prosecution of research in 
pathology, biochemistry, and bacteriology at the 
Sir William Dunn school of pathology and the 
institute of biochemistry. Lord Nuffield has 
already given practical proof of his realisation of the 
contingent liabilities which his magnificent offer may 
involve. It is no coincidence that the scheme now 
put forward as a practical possibility bears a close 
resemblance to the “ambitious dream outlined 
by Sir FaROUHAR Buzzarp in his presidential 
address to the meeting of the B.M.A. at Oxford 
this year. Sir Farquhar claimed that all the 
fundamental requirements for organised health 
centres and regional medical services throughout 
the country are in being, with the exception of a 
medical school largely devoted to the advance- 
ment of knowledge and to the training of those 
who by ambition and ability are fitted for a career 
in clinical research. The suggestion that in 
Oxford are to be found the basic needs for such 
a school and the ideal atmosphere for its expression 
had already reached him from more than one 
quarter. Lord Nuffield says that Sir Farquhar 
put into words what had been going through his 
mind and, quite simply, that it would be a great 
pleasure to him to help in giving reality to this 
dream. This latest and greatest example of his 
vision and public spirit commands our admiration 
as well as our gratitude. 


THE SCIENTIFIC METHOD AND OUTLOOK 


Mock of modern scientific research is incompre- 
hensible not only to readers who have had no 
scientific training but also to the majority of 
scientific workers who have been brought up in 
another discipline. Yet many of the most striking 
changes in everyday life originate in the work 
these incomprehensible papers describe. To know 
something of their contents most of us are compelled 
to peruse popular or semi-popular writings ; 
as Dr. WILLIAM GEORGE suggests,’ we are in much 
the same position as our forefathers who from lack 
of bibles or from illiteracy were obliged to base 
their religious beliefs on what was given them by 
priests, A large proportion of popular expounders 
of science seem to have adopted the absolute 


‘view of scientific research, as if research were a 


means of “getting to the bottom of things ” 


4 The Scientist in Action: A Scientific Study of His Methods. 
By William George, M. Se. i D., F. Inst. P., ig Auge 1 
orby Research Fellow and Honorary Lecturer 
University ‘of ee London: Williams and Norgate itd, 
1936. Pp. 355. s. 64. 
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as if it gave a kind of superhuman or god-like 
knowledge which is basic or final. With this 
ambition to approach absolute truth or the inner 
reality of phenomena Dr. GEORGE has no sympathy. 
His attitude to science is that of the descriptivist 
(or as he terms it, patternist), an attitude which 
though comparatively new is to be found in the 
works of KircHorr, KARL PEARSON, and HOBSON. 
On this view a technically verified theory is regarded 
as only one way of looking at the facts covered by 
the theory. The theory is a kind of map which 
helps the investigator in his action ; but it is only 
a policy of action and not a creed of thought. 
On the patterning theory the task of scientific 
research is clearly never completed, for we cannot 
be sure that no one will come along with some 
logically sound but new way of looking at certain 
facts. Some at least of these logically sound ways 
of looking at facts are as much a part of research 
as is the discovery of the facts themselves. If the 
user of the description theory finds that mathe- 
matics helps him most to pattern ” the kind of 
facts with which he deals, then, Dr. GEORGE 
remarks, he does not proceed to elect the Almighty 
the most senior of all senior wranglers, honoris 
causa. If he sees order in some selected facts he 
formulates a natural law but does not claim that the 
law was also formulated by the Creator, or say that 
concrete objects or events obey the law. To 
take Dr. GEORGH’s analogy we must not regard the 
facts of science as parts of a jigsaw puzzle which 
can be fitted together in only one way but rather as 
the pieces of a mosaic which can be fitted together 
in many ways. A new theory in an old subject is 
then a new mosaic pattern made with pieces taken 
from an older pattern. To speak of the one as 
being right and the other as wrong is, he thinks, 
as inappropriate to the scientific as to the artistic 
mosaic. 

As a patternist he rejects also the dictum that 
science is measurement. There are properties 
characteristic of a whole but not of the parts into 
which the whole may be divided for study. Such 
pattern properties seem to depend upon the totality 
of parts rather than upon their simple addition. 
Research abounds in instances of the fruitfulness 
of studying parts both of living organisms and of 
physical phenomena ; but the metrical viewpoint 
is not all-sufficing. Scientific research has reached 
the stage at which the pattern idea is also needed 
to extend the study of the kind of things in which 
Scientists are interested, in both biological and 
non-biological sciences. For example, in atomic 
physics the point has been reached at which purely 
metrical ideas have been found unsuitable for 
dealing with certain experimental results of 
measurement. It is now apparent that metrical 
ideas suffice for some problems but that the 
pattern idea of relation of parts to a whole is 
needed to deal with other problems, which may be 


called problems of the organisation or totality of 


the atom. In chemistry the quantitative laws of 
chemical combination are a result of using the 
measurement idea, whilst structural chemistry is a 
result of using the pattern idea in which the 
relation of parts to a whole is foremost. 


SMALL-POX IN LONDON 
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Dealing with the social applications of science 
Dr. GEORGE emphasises the inability of the 
scientific worker to determine shouldness.“ He 
makes the following distinction. If a scientist 
is asked what should be done in any particular 
circumstances he cannot give a scientific answer. 
If, however, he is asked what should be done 
in order to produce some stated result then he 
may be able to give a scientific answer.“ Unless 
the limits of research technique are realised by the 
non-scientist he will gather false impressions from 
the public statements of some research workers 
of high standing who happen also to be interested 
in political, social, or ethical questions. Dr. GEORGR 
concludes his monograph with a plea for the more 
extensive teaching of scientific method. Our 
present methods of teaching science he regards as 
ill adapted to favour the learning or practice of 
scientific method even in a particular science and 
still Jess foste: the transference of a scientific 
outlook from one subject to another. But as 
scientific action comes to be more and more 
applied to social problems, the greater will be the. 
need for people trained to make such applications. 
The teaching of scientific method in combination 
with a particular science, or with some subject 
in which its applications can be illustrated, seems 
to be the desideratum. These points of view 
selected out of many from Dr. GEORGE’S own 
analysis of the scientific method and outlook are, 
we think, sufficient to show that his book is one 
which will interest scientists in many fields. 


SMALL-POX IN LONDON 


Durma the 6-year period 1928-34 nearly 
14,000 persons suffering from the mild form of 
small-pox, known in this country as variola minor, 
were removed from London for treatment in the 
L. C. C. fiver hospitals at Dartford. Dr. J. PICKFORD 
MaRrspDEN, deputy medical superintendent, was in 
clinical charge of all these patients and, in a 
critical review, 1 has examined the features of the 
disease. Patients admitted during the same 
period with variola major are not included in the 
investigation. Applying the classification of T. F. 
Ricketts (1893) Marsden found that 11,885 of 
the 13,686 patients (86 per cent.) had discrete 
eruptions with less than 100 pocks on the face ; 
in 19 (0-13 per cent.) the eruption was confluent 
on the face ; 3 (0-02 per cent.) suffered from toxic 
small-pox, of whom 2 died. Of the whole series 
34 died, a proportion of 1 in 400; in 5, aged from 
2 days to 3 weeks, death was due directly to the 
attack; 11 died from complications or associated 
conditions ; in 15 small-pox was remotely and in 
3 definitely contributory to death. There were 
7 well-marked examples of encephalomyelitis, of 
which 3 were fatal; milder grades of this con- 
dition were, he thinks, overlooked. | 

Dr. Marsden pays tribute to the work of Ricketts 
as set out in his classical book, The Diagnosis of 
Small-pox (1908), and his own study shows 
conclusively not only that variola minor is small- 
pox and nothing else but that the teaching of 
Ricketts on pathogenesis and diagnosis is unshaken 


7 P. S. King. No. 3209. 6d. 
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by the appearance—not indeed for the first time 
in this country—of a mild form of the disease. 
Ricketts taught the paramount importance of a 
proper appreciation of the distribution of the focal 
rash, and the value of his teaching has nowhere 
been’ more apparent than to those who dealt with 
this large London series where the distribution of 
the focal eruption was precisely as described by 
Ricketts. Marsden maintains that variola major 
is to be distinguished from variola minor only by 
epidemiological study of the course of the out- 
break; when, as in variola minor, the infective 
agent is of a persistently degraded virulence 
modification of attack is invariable because it is 
independent of the patient’s immunity. Variola 
minor is then, in effect, modified small-pox. 
Whether modified by the existence of partial 
immunity due to remote vaccination, as in attacks 
of variola major in adults vaccinated in infancy, 
or as in variola minor by degraded virulence of 
the infective agent, the lesions compared with 
those of natural small-pox are small, superficial, 
and of rapid development ‘hurrying through 
their course and assuming a granulomatous 
termination. The effect of modification is to 
diminish the initial toxemia and to obviate or 
mitigate the symptoms attendant upon the sup- 
purative process of maturation. The occurrence 
in Marsden’s series of 19 cases contradicts the 
assertion that confluent variola minor does not 
occur. But for the fact that individual lesions 
were notably small, even minute, he thinks that 
many more confluent cases would: have occurred. 
The initial illness, the pre-eruptive toxemia, was 
not often observed in hospital. The most usual 
diagnosis was influenza, and it is clear from the 
history and from the observed cases that this 
toxsemic stage was by no means always insig- 
nificant. For the same reason, the real incidence 
of toxæmic (prodromal) rashes is not known; 
they were observed in 48 cases (0-32 per cent.) 
in hospital. Of these, 11 were hemorrhagic and 
37 erythematous and conformed in all respects 
with the initial rashes of small-pox. 
There was in this series no evidence to suggest 
any lengthening of the pre-eruptive period as 
compared with that of variola major; in more 
than half of some 12,500 cases in which it could 
be accurately observed or estimated the outcrop 
occurred on either the third or fourth day, which 
is in keeping with Ricketts’s experience in variola 
major. The average length of time occupied by the 
lesions of the outcrop in their different stages of 
development was papular 2 days, vesicular 1 day, 
pustular 3 or at most 4 days ; pustulation was, in 
general, apparent by the fourth day of efflorescence ; 
the rash attained its height on the fifth or sixth 
day, and early crusting was established on the 
sixth or seventh day of the life of the lesion. The 
outcrop was a gradual process on the body 
generally. In addition to small differences in age 
of individual lesions in any one situation, dis- 
cernible only during the earliest stages, there was 
a more lasting contrast in age and stage of develop- 
ment between lesions on the face, often the first, 
and upon the legs, almost constantly the last part 
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of the body invaded. The differences were regular 
and orderly as in variola major. The clinical 
picture of the focal rash was, in fact, precisely 
that of modified small-pox as shown in the photo- 
graphs taken many years ago by J. B. Byres, 
some of which were used to illustrate Ricketts’s 
monograph. Variola minor occurred in 1756 
patients who showed evidence of successful prim 
vaccination at some previous time; 25 of these 
also showed evidence of revaccination. The 
intervals between primary vaccination and attack 
ranged from 4 to 85 years, and between revaccina- 
tion and attack from 7 to 27 years. Marsden 
finds he cannot corroborate the assertion that in 
variola minor the protection afforded by vaccina- 
tion is not so definite as in ordinary small-pox.” 
Among the total of 13,686 patients only 7 showed 
evidence of vaccination performed within the 
previous 10 years, and furthermore, no member 
of the staff of the small-pox hospitals contracted 
the disease.“ Dr. Marsden and the L. C. C. public 
health department are to be congratulated upon a 
study which will be invaluable both to clinical 
workers and public health officers. 


THE PREVENTION OF POLIOMYELITIS 


In the United States poliomyelitis is at present 
a much more serious problem than in this 
country, and more attention is being paid there 
to methods of prevention. Active immunisation, 
at least with one of the preparations of virus used, 
has proved to be dangerous, and attention has 
apparently shifted to an altogether different method 
of prophylaxis, to which we referred briefly on 
August 22nd. This consists in spraying the nose 
and nasopharynx: with solutions of tannic or 
picric acid, a proceeding which is believed to 
render the mucosa impermeable to the virus. In 
several recent papers, notably that of SABIN, 
OtrrzKy, and Cox,! evidence has been given that 
this treatment renders monkeys refractory to 
inoculation by the intranasal route, and that this 
refractory state persists for some weeks after 
repeated treatments. It seemed reasonable to 
suppose that the modus operandi of this proceeding 
is a sort of tanning of the nasal mucosa which 
creates a mechanical barrier, impenetrable by the 
virus, and any doubt on this point is now dispelled 
by C. Armstrona and W. G. HARRISON,? who 
have studied the behaviour of picric acid in buffered 
solutions of different degrees of acidity. These 
solutions were tested in two ways: for their 
capacity to protect mice against infection with the 
St. Louis encephalitis virus by the nasal route, 
and for their capacity to precipitate protein from 
ascitic fluid in vitro. These two properties were 
found to correspond, protection only being afforded 
by acid solutions which also precipitated protein ; 
such solutions also protected monkeys against 
poliomyelitis. For the school medical officer 
acutely conscious of his impotence when faced 
with a disease which travels more mysteriously 
than any other, here at least is something to do. 
Whether such a proceeding can rightly be advocated 


1 Jour. Exper. Med., 1936, Ixiii., 877. 
U.S. Pub. Health Reps., 1936, II., 1105. 
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except in true emergency is another matter, 
and whether it is advisable for the comparatively 
trivial purpose of preventing influenza and colds, 
as has already been suggested in the United States, 
is still more doubtful. The answer to these 
questions depends on the capacity of ciliated 
epithelium for recovery from the effects of being 
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has not apparently been considered so far. The 
energetic and conscientious application of this 
treatment, repeated as it evidently has to be, may 
well cause such damage as to be followed by an 
intractable chronic infection. On the other hand 
it may not; but it would nevertheless be sur- 
prising if such measures could be applied to a 
delicate structure with total impunity 


tanned, and this is an aspect of the matter which i j j ity. 


ANNOTATIONS 


PAY-BEDS AT VOLUNTARY HOSPITALS 


MIDDLE-CLASS patients, ready to pay for treatment 
in proportion to their means, have probably wondered 
why the arrangements for pay-beds differ in the 
different voluntary hospitals. The explanation largely 
lies in the fact that the scope and usefulness of these 
institutions have varied with the times. Under the 
laws which govern trusts and charities, funds cannot 
be diverted to objects outside the prescribed scope 
of the foundation. Ancient trust deeds contemplated 
accommodation and treatment such as would be 
needed only by the very poor. References to the 
treatment of the necessitous and destitute imply a 
restriction to gratuitous treatment and exclude the 
power to provide beds for payment. Modern trusts 
might be more élastically framed. It would nowadays 
be realised that present methods of diagnosis and cure 
are often so elaborate and so expensive as to be 
unobtainable outside a hospital. It might also be 
remembered that economic changes have had their 
effect upon classes of patients formerly well-to-do. 
Without diminishing the primary responsibility of 
voluntary hospitals for the sick poor, it would to-day 
be recognised that the hospitals may profitably 
provide a small proportion of pay-beds for patients 
of the black-coated and professional classes who 
cannot afford the luxury of an expensive nursing- 
home and yet are anxious for more privacy than the 
public ward can offer. Such patients will gladly pay 
a reasonable charge for accommodation which comes 
somewhere between these two extremes. In some 
voluntary hospitals pay-beds are possible because 
trust deeds have never restricted them to gratuitous 
treatment. In other cases a hospital has gone to the 
expense of obtaining a private Act to break through 
the restriction. The preamble to the St. Bartholo- 
mew’s Hospital Act of last year, for instance, described 
a state of affairs which may well be typical. The 
trusts of the foundation had been expressed in letters 
patent of 1547; its services were available only for 
the sick poor; the governors had been advised that 
it would be in the public interest that the hospital 
should erect buildings for the accommodation, main- 
tenance, and treatment of patients willing to pay 
specified charges ; but it was doubtful under the trusts 
whether the governors had power to make charges 
for patients who might not come under the descrip- 
tion of the sick poor. Parliament authorised the 
adjustment of trust deeds in the case of St. Bartholo- 
mew's. A year later it has passed general legislation 
which (its sponsors claim) will place all voluntary 
hospitals upon the same level. A few members of 
the House of Commons objected that the new law 
would divert the best energies of surgeons, physicians, 
and nurses from the proper care of the poorest 
patients. The other legislators were more favour- 
able; it was even said that there would be no harm 
if a few beds were sometimes reserved for the really 


rich who could afford to pay highly for services 
received. 

The new Voluntary Hospitals (Paying Patients) 
Act protects the interests of the sick poor by reserving 
control to the Charity Commissioners who are the 
recognised custodians of such interests. An explana- 
tory memorandum, prepared by King Edward’s 
Hospital Fund for London and the British Hospitals 
Association, ! endeavours to simplify a complicated 
piece of legislation. If the funds, buildings, and land 
of a hospital cannot at present be used for providing 
pay-beds by reason of the existing trusts, the Charity 
Commissioners may be asked to make an order 
authorising a specified number of pay-beds for a 
specified period at a specified scale of charges. As 
for the funds, the commissioners cannot, under the 
Act, authorise the hospital to use, for providing the 
capital cost of the pay-beds, funds held under existing 
trusts ; money must therefore be specially received 
or collected for this purpose. As for buildings held 
under the existing trusts, the Charity Commissioners 
cannot allow them to be used for pay-beds unless the 
previous restriction has become (or is likely soon to 
become) impracticable either because the committee 
of management have not at their disposal, and will 
be unable to obtain, sufficient funds to enable the 
buildings to be used for the restricted purposes, or 
because there is a shortage of demand for accom- 
modation on the part of the persons for whose benefit 
the existing trusts were created. As for the land, 
an application to use land for pay-beds will not be 
granted unless the commissioners are satisfied that 
the land cannot come into use for the purposes of the 
existing trusts ‘‘ until after the expiration of a sub- 
stantial period from the date of the application.” 
An order by the Charity Commissioners must (unless 
they think it inappropriate to do so) fix charges to 
meet the needs of patients who, though able to pay 
something, cannot pay the full cost of the services 
received ; in the use of a specified number of beds 
priority is to be given to such patients; the order 
may authorise the hospital to defray from its general 
funds the difference between the full cost of the 
patients and the limited payments made by them. 
The commissioners are forbidden to allow property 
or funds held under existing restrictions to be used 
for pay-beds if it would diminish the accommodation 
for the restricted class of patients which the com- 
mittee of management would be able to continue to 
provide if the order were not made.” Applications 
for orders are to be made in accordance with rules 
framed by the Charity Commissioners ; the costs of 
the commissioners may be recovered against the 
hospital funds. It may be hoped that the managers 
of voluntary hospitals, when at last they have 
mastered the intricacies of the new Act, will find 
that its sponsors are justified in their claims that all 
voluntary hospitals alike will now be able to provide 
the pay-beds that are needed. 


1 London: Geo. Barber and Son Ltd. 6d. 
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A YEAR’S POST-GRADUATE PUBLIC HEALTH 
WORK 


THE report of the London School of Hygiene and 
Tropical Medicine has been presented this year to 
subscribers in a form which has already gained 
for the school more adequate notice in the daily 
press. Both the work done and the means required 
to do it are now included within the same cover, 
which contains signed reports of the year’s 
output by the heads of the sixteen departments 
What is new is the admirable subject index at the 
beginning which enables any subscriber to refer 
quickly to the work in which he is interested. As 
chairman of the court of governors Sir Austen 
Chamberlain himself gives a short account of the 
work of the school in non-technical terms. He 
records the increasing number of post-graduate 
students carrying out “unremitting and unceasing 
research on many of the problems of disease both 
at home and abroad,” and a welcome development 
in the teaching of the prevention of tropical diseases 
to laymen. He wonders if even in their brightest 
dreams either Sir Patrick Manson or his father 
imagined how great a tree would spring from the 
seed planted in 1898. 


STAPHYLOCOCCAL PNEUMONIA 


THOUGH sometimes primary, staphylococcal pneu- 
monia is more often a sequel to some previous 
debilitating illness. It is a bronchogenic, not a pyæmic, 
infection of the lung, and its onset may be either 
sudden or insidious with chills, severe sweating, 
dusky cyanosis, and a high remittent fever. A dirty, 
salmon pink, purulent sputum is mentioned by R. Cole? 
as being rather characteristic, although sometimes 
the secretion is more hemorrhagic. The absence of 
a typical rusty sputum together with the persistence 
of the remittent temperature and recurrence of chills 
and sweating should serve to differentiate staphy- 
lococcal from pneumococcal pneumonia. The physical 
signs are at first those of a lobar pneumonia, usually 
confined to one lobe; but later, signs of abscess 
formation appear with empyema or pyopneumo- 
thorax as not uncommon complications. Staphy- 
lococci are to be found in great numbers in the sputum, 
which in all cases of lobar pnewmonia should be 
examined by smear and culture as well as being 
inoculated into a mouse for serological typing. Blood 
culture, curiously enough, is usually negative. The 
mortality is high (70 to 80 per cent.) but the disease 
is fortunately rare, accounting for only 1-3 per cent. 
of 1383 cases of lobar pneumonia in adults analysed 
by Cole. 

A full account of the morbid anatomy of staphy- 
lococcal pneumonia, based on ten autopsies in children, 
has lately been given by Dr. Agnes Macgregor? of 
Edinburgh. In early cases the pneumonia consists 
of a massive sharply defined and intensely hæmor- 
rhagic consolidation without any evidence of a 
diffuse broncho-pneumonia. There is an accompany- 
ing serofibrinous pleural effusion with numerous sub- 
pleural hemorrhages. Microscopically the exudate 
is inflammatory and hemorrhagic with a tendency 
to suppuration especially in the bronchioles. In the 
later stages multiple ramifying abscesses are apparent 
in the consolidated area and often one or more of 
them has burst through the pleura with a resultant 
empyema or pyopneumothorax. The relationship 
of the abscesses to the small bronchi and the absence 


1 De Lamar Lectures, Baltimore, 1928. 
* Arch. Dis. Childhood, 1936, ii., 195. 
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of septic thrombosis or secondary pysemic foci 
support the bronchogenic and not the vascular route 
of infection. Cases of staphylococcal pneumonia are 
usually sporadic, but epidemics in adults, especially 
after influenza, have been reported, and in our own 
columns last year Dr. C. M. Smith è? described a small 
outbreak affecting four infants in a maternity home in 
Glasgow. All four died within 48 hours of the onset 
of symptoms, the diagnosis being established in two 
cases by post-mortem examination. A careful 
epidemiological survey of the contact material 
showed that a majority of the babies in the hospital, 
some of whom had catarrhal infections, were carriers 
of Staphylococcus aureus in nose and throat; and 
within the previous fortnight three mothers and 
one child had suffered from suppurative mastitis. 
There was also an unusual prevalence of minor 
septic skin lesions. These cases, together with the 
fatal pneumonias, were considered to be different 
clinical manifestations of a staphylococcal infection, 
forming one epidemiological group. Smith rightly 
states that the staphylococcus is usually regarded 
as being less infective than the streptococcus, but 
in view of the apparent susceptibility of infants to 
staphylococcal infections a word of warning should 
be given to maternity homes to adopt precautionary 
measures against the spread of the staphylococcus— 
for example from patients with suppurative mastitis, 
which is much commoner in institutions that in 
domiciliary practice. 


RESTORATION OF FUNCTION 


IN our correspondence columns this week Dr. J. P. 
Steel returns to the difficulty of ensuring complete 
restoration of function after industrial injury, 
especially fracture. As medical superintendent of the 
Smithdown Road Hospital in Liverpool he has felt 
troubled, as have many others, at the unbridged gap 
between the discharge from hospital or clinic and the 
complete recovery of physical and mental aptitude. 
No athlete, he says, would care to compete in his 
own particular branch of sport after an absence of 
weeks without some particular training to restore 
his physical fitness ; and in the absence of the light 
work, which is so difficult in these days for the 
injured man to find, Dr. Steel would like to establish 
centres providing re-education by work of a type equiva- 
lent to that to which the patient was accustomed. 

In his recent Founders’ lecture 4 to the Chartered 
Society of Massage and Medical Gymnastics Mr. R. C. 
Elmslie also was at pains to emphasise the restitution 
of function which is the chief aim of most medical 
or surgical treatment. So often, he said, a compara- 
tively slight injury leaves a complete functional dis- 
ablement of the limb due possibly to prolonged 
disuse, possibly entirely to the mental attitude of 
the patient ; and it is the object of the orthopedic 
surgeon to restore maximum functional utility by the 
simplest and most expeditious methods. He reminded 
members of the society that their normal work is 
most directly concerned with the restoration of 
function and asked them quite frankly: ‘‘Do you 
always realise this and bear it in mind during your 
treatment ... In a case of chronic constipation, for 


instance, do you simply carry out the routine treat- 


ment in a routine way, improve the constipation for 

the period of your treatment, but leave the patient 

just as bad as ever in her habits within a week or 

two afterwards? Or do you try to stimulate her to 
* THE LANCET, 1935, l., 1204. 

‘Before the lecture opportunity was taken to present Mr. 


Elmslie with threo George silver N in recognition of his 
long connexion, 1920-1936, with the Soc 
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exercise and strengthen her abdominal muscles and 
to alter her habits so as to effect a permanent 
improvement?” It had been said of spa treat- 
ment that it aimed at making the patient feel just 
so much better that he would come back for further 
treatment next year. But the masseur, or, should 
he say physiotherapist, should go further and enable 
the patient to cure himself. That was, said Mr. 
Elmslie, difficult, for it involves an appreciation of 
what is wrong and an analysis of what is right, and 
it means that the teacher must impose his will upon 
the patient. 

The masseur had been reproached also with a 
tendency to use apparatus of an impressive kind in 
more and more elaborately fitted treatment rooms. 
There was a place for apparatus, but it was an abuse 
of apparatus to use methods inappropriate for the 
underlying pathological condition or for the object 
in view. A muscle which had been weakened by the 
loss of part of its nerve-supply would not get stronger 
because it was heated up by diathermy or short- 
wave treatment, but only by physiological use within 
the range of its power. A calf muscle which had 
become shortened would not stretch as the result of 
any form of electrical treatment ; it must be stretched 
by a method that produced physiological relaxation, 
and defective methods of standing and walking could 
only be corrected by carefully designed methods of 
re-education. “You may, said Mr. Elmslie, “ be 
deluded into thinking that to assist the patient to 
cure himself by the resumption of normal physio- 
logical use is a lazy method; that you are throwing 
the onus of work on the patient instead of bearing 
it on your own shoulders, but I can assure you that 
is not the case. Treatment by massage involves a 
physical strain upon the masseur. The use of 
apparatus necessitates expert knowledge and the 
application of great care, but muscle training, 
re-education and restoration of functional activity 
involve something much more difficult. It is 
necessary for you to impose your will upon the 
patient to help him to help himself, to force him 
sometimes against his will, often against old-established 
habits, to do things in the way in which you want 
them done and not in the way which has come 
easiest to him. ‘By this test the work of a physio- 
therapist comes to depend upon his personality 
as well as upon his knowledge, skill and experience.’ 


SPINAL ANAESTHESIA FOR OPERATIONS ON 
CHILDREN 


Ir is generally admitted, by those competent to 
judge, that there are occasions when an endothecal 
injection is the best means of procuring anesthesia. 
Unfortunately it often happens that on such occa- 
sions the method is not employed because the practi- 
tioner responsible for the anesthetic is not expert in 
spinal injection, and therefore, and no doubt rightly, 
believes that a more familiar alternative will be safer. 
The kind of case to which we are alluding is perhaps 
proportionately most common in the very old or 
in the very young. In the old the circumstances 
are often well met by purely local measures. In the 
young these are not so satisfactory, whereas spinal 
anesthesia in expert hands gives first-rate results. 
Good testimony to this statement will be found in 
an article by J. L. Amster,! who writes of a series of 
3000 operations performed under spinal anesthesia, 
of which 53 were on children regarded as poor surgical 
risks. These patients were suffering from pneumonia, 


1 Med. Rec., Sept. 2nd, 1936, p. 213. 
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acute bronchitis, pleurisy, endocarditis, or other 
serious disorder when operation was necessary, and 
though there were 4 deaths none of them could fairly 
be attributed to the anzsthetic. Amster gives 
details of two particularly remarkable instances 
of the possibility of safe operation under spinal 
anæsthesia on children who are really desperately 
ill. He concludes by enumerating the special advan- 
tages of this form of anzsthesia, which are too well 
known to need repeating but which certainly deserve 
to be kept well in mind in the surgical emergencies of 
childhood. 


SALICYLIC ACID POISONING 


THE conjunction in a comatose patient of 
hyperpnœa, a reducing substance in the urine, and 
strongly positive results to tests for urinary acetone 
and diacetic acid, points so strongly to a diagnosis 
of diabetic coma that other possibilities may escape 
consideration. In the presence of such signs and 
symptoms it is well to bear in mind the possibility 
of poisoning by salicylic acid or one of its derivatives. 
Many years ago F. Langmead?! pointed out the 
close resemblance between the clinical pictures of 
salicylate poisoning and diabetic coma, and recently 
Bowen, Roufa, and Orris 2 have reported a case in 
which failure to distinguish between the two con- 
ditions actually occurred. Bowen’s case was of a 
child, aged 18 months, admitted to hospital in coma 
and with intense hyperpnœa; the urine gave a 
strongly positive reaction to ferric perchloride, but in 
the first instance was not tested by nitroprusside. 
The presence of a substance which reduced Fehling’s 
solution in the urine was held to justify a diagnosis 
of diabetic coma and insulin was given in large 
doses. Estimation of the blood-sugar on the day 
following admission showed a figure of only 0-087 
per cent. and this and the persistence of the symptoms 
showed that the diagnosis was wrong. Lumbar 
puncture yielded a clear fluid normal except in giving 
a very strong colour reaction with ferric perchloride, 
and suspicion of salicylic poisoning was aroused and 
later confirmed by a history obtained from the 
parents. 

This case serves to illustrate the fact that in 
advanced cases of salicylate poisoning the differential 
diagnosis from diabetic coma oan hardly be made 
apart from knowledge of the blood-sugar level. 
S. C. Dyke ? reported a case in which this was the 
determining factor, the diagnosis being established 
even in the absence of evidence that salicylate had 
been taken. In this case suspicion was aroused by 
the extreme depth of the colour reaction given by 
the addition of ferric perchloride to the urine. It 
was out of all proportion to the slight reduction of 
Fehling's solution, which in the urine of children 
under salicylate medication is probably not due to 
sugar at all. Both Bowen and Dyke mention a 
possibility of confusion with uremic coma; but the 
coma due to salicylate poisoning bears little resemb- 
lance to uremic coma apart from the presence. of 
albuminuria, The dry and furred tongue, the peculiar 
odour of the breath and the muscular irritability, and 
the absence of ketosis all serve to distinguish urzemic 
from either diabetic coma or that due to salicylate 
There is one other condition whose 
resemblance to salicylate poisoning appears to have 
escaped remark—acute yellow atrophy of the liver in 
its early stages, before the onset of jaundice. The 
patient presents the signs of progressing coma, 

2 THE LANCET, 1906, i., 1822. 


2 Jour. Amer. Med. Assoc 1936, ovii., 
* THE LANOET, 1938, ii., 613. 
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ketosis, and hyperpnea, and the urine usually gives 
some reduction of Fehling’s solution. The differential 
diagnosis is made the more difficult by the fact, noted 
by Dyke, that in salicylate poisoning the urine may 
contain bile-salts in large amount. A diagnostic 
lumbar puncture in Dyke’s case produced fluid con- 
taining salicylates; since the patient showed con- 
siderable improvement following the puncture Dyke 
repeated it and he regards it as an important part 
of the treatment. In Bowen’s case also diagnostic 
lumbar puncture seems to have been followed by 
immediate improvement. 


NUTRITION AT THE CINEMA 


THE Gas Light and Coke Company have done 
good service by producing a film entitled Nutrition.“ 
It is a simple and sober statement, admirably 
presented, of the essentials of a correct and adequate 
diet, of how far this is obtained by the nation, and 
of what is being done to provide it. We are shown 
pictures of pioneer workers in the field of nutrition, 
Sir Gowland Hopkins, Sir John Orr, and others; 
we study the shopping habits of different communities ; 
we see inquiries into food budgets going on and we 
hear Dr. G. C. M‘Gonigle, of Stockton-on-Tees, and 
Dr. Vynne Borland, of Bethnal.Green, discussing 
their nutritional problems. Next, by a series of 
admirable moving diagrams, we are shown that the 
diet of at least 41 millions of the population is 
inadequate and deficient in such constituents as 
calcium and iron. Finally we see shots of the 
distribution of milk in schools—with Mr. Walter 
Elliot in the réle of tiny tot—and of the provision 
of free meals for nursing and expectant mothers, 
while the work of the London County Council nutri- 
tion clinics is explained by Mr. Herbert Morrison, 
and that of the League of Nations inquiry by Lord 
Astor. The excellent commentary is spoken by 
Prof. Julian Huxley and the absence of over-statement 
throughout drives home the argument for a construc- 
tive national food policy, with which the film 
concludes. 

Lastly the film is noteworthy for the complete and 
conspicuous absence of any reference to gas, light, 
or coke. 


ANATOMY OF THE PITUITARY GLAND 


Tue intricate anatomy of the hypophysis is so 
far from being completely unravelled, and the 
importance of understanding this organ is so great, 
that the publication of two noteworthy studies of it 
is welcome. F. Tilney, to whom we already are 
indebted for careful work on the embryology of the 
pituitary, describes! in detail its development in the 
human subject. His contribution is based on sections 
and reconstructed models in embryos of 11, 16, 24, 
30, 55, 120, and 167 mm. as well as the study of 
maturer specimens. The separation of the buccal 
element into three components, pars distalis, pars 
tuberalis, and pars infundibularis (or as many would 
call it, pars intermedia) appears clear in development 
and should be borne in mind in attempting to interpret 
the physiological, pharmacological, and pathological 
aspects of pituitary function. Many, following 
Erdheim, have denied the existence of a pars inter- 
media (pars infundibularis of Tilney) and it is without 
question poorly defined in the human adult. Tilney 
however finds that it is well represented in the sixth 
to ninth months of fetal life; hence the likelihood 
that it does not disappear entirely in later life is very 
strong. The distinction by Tilney of a medial 
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eminence in the tuber cinereum, which is in intimate 
relationship to the pars tuberalis and should be 
regarded as a component of the neural element of 
the hypophysis, received strong support from the. 
study by G. B. Wislocki and L. S. King? of the 
vascular supply of this gland. The results obtained 
from injection experiments in cats, dogs, and monkeys 
necessitate a revision of the now well-known hypo- 
physeoportal system described in 1930 by G. Popa 
and U. Fielding.“ It will be recalled that the latter 
workers found a system of portal veins in the pituitary 
stalk by which blood was. conducted upwards from 
the sinusoids in the pars distalis to the hypothalamic 
region. Here the system broke up into a second 
series of capillaries from which blood was trans- 
ported into the cerebral veins draining the hypo- 
thalamus. This conception was naturally hailed 
with enthusiasm by those who believe that the 
hypophysis liberates its secretions into the cerebro- 
spinal fluid by way of the third ventricle—a view 
however which has never -received universal 
acceptance. The investigations of Wislocki and King 
have indeed substantiated the existence of this 
portal system, but according to their evidence the 
flow is in the opposite direction. Thus the pars 
distalis receives its arterial supply by the superior 
hypophyseal arteries, derived from the internal 
carotid and posterior communicating arteries at the 
base of the brain. The superior hypophyseal. arteries 
give off one set of branches which run directly down 
the stalk to supply the pars distalis, and a second set 
which penetrate the stalk and medial eminence of 
the tuber cinereum, breaking up into a rich network 
of capillaries which unite to form the descending 
portal veins. These can be traced down to the 
pars distalis where they break up into a second 
system of sinusoids. The efferent vessels form a 
collection of veins upon the lateral convexities of the 
gland and pass directly into the cavernous sinuses. 
A separate arterial supply to the posterior lobe is also 
described—another point of difference from Popa 
and Fielding. If this newer work is substantiated 
it will have important bearings on our conceptions 
of pituitary function. Not only will it be necessary 
to align the hypophysis with the other endocrine 
glands which secrete their hormones directly into the 
blood stream, but the independence of the hypophysis 
from the neighbouring hypothalamus in respect of 
its vascular supply will be established. 


MATERNITY AND PUBLIC OPINION 


Discussions about maternal mortality resemble 
discussions about Soviet Russia, in that the partici- 
pants tend to be confirmed in the views they already 
hold. Just as the pessimist can easily find arguments 
proving that the whole Russian experiment is a 
failure, so he can demonstrate that continued efforts 
in many countries to reduce the maternal mortality- 
rate have met with little or no success, and can draw 
the conclusion that death and damage in childbirth 
is a penalty of civilisation about which little can be 
done and less should be said. On the other hand, 
the sanguine man may claim that both in the U.S. S. R. 
and in the field of maternal welfare the time is too 
short and the attempts too spasmodic to permit of 
a true judgment, and he may see in comparative 
failure only a challenge to renewed and intensified 
effort. It is certain at any rate that in this country 
our provision for safe matérnity is incomplete, and 
while this is so those who wish to reinforce the 


3 Amer, Jour. Anat., 1936, Iviii., 421 
* Jour, of Anat., 1930, lxv., 88; THE LANchT. 1930, ii.. 238. 
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national and local efforts have an unanswerable 
argument behind them. What can and should be 
done is set out in a sincere and lucid pamphlet 
prepared by the Committee against Malnutrition,} 
which endeavours to explain to the public what are 
the chief requirements of maternal welfare and what 
they have a right to expect. the local authorities to 
provide. It is not, of course, the whole story, since 
even the provision of an adequate diet, skilled super- 
vision, institutional treatment, and auxiliary services, 
will leave many problems unsolved, as those who 
take up the question for political ends may find to 
their cost; but until every expectant mother can 
obtain such assistance as we know to be necessary 
to ensure a safe confinement, such publications as 
this cannot have too wide a circulation. The authors 
make no attempt to discuss the more professional 
aspects, such as the training of doctors and mid- 
wives or the treatment of complications; their 
object is to explain to the public what conditions are 
desirable for normal and safe childbearing and hence 
what services are most needed and to what extent 
they are provided. There is an excellent table 
showing which services are permissive and which 
are compulsory, and from this it appears that out of 
some sixteen services designed to aid the pregnant 
mother local authorities are compelled to arrange 
for only three; and one of these, the provision 
of sufficient trained midwives, is in the embryonic 
stage. ' 

The distinction between maternal mortality and 
maternal welfare is not merely academic. Discussion 
of death in childbed may lead to fear and should 
be limited to those professionally concerned: dis- 
cussion of the welfare of expectant and lying-in 
women is inevitable and right, and cannot be too 
widespread. Only by an informed public opinion 
can safe maternity be achieved. 


RECTAL ADMINISTRATION OF GLUCOSE 


TEXT-BOOKS of physiology are unanimous that 
“ nutrient” enemata are of little value except for 
the water they provide, but the majority state that 
a little glucose is absorbed. Dr. A. B. Corkill,? of 
Melbourne, stimulated by the vagueness of the 
information available to him about glucose absorp- 
tion, quotes a few experiments he has found recorded, 
criticises them, and presents the results of his own 
investigations. Some of his animal experiments are 
not themselves above criticism, but his work on man 
is ingenious and seemingly conclusive. The general 
principle is to produce a ketosis that can be used 
as a quantitative reagent—e.g., that will disappear 
without fail on administration of a certain amount 
of glucose. There are many pitfalls in this method, 
and Corkill shows how he avoids them in his experi- 
ments. He finds it essential to make estimations of 
the total daily excretion of acetone bodies, not 
relying on the apparent concentration in single 
samples of urine, and to control carefully the patient’s 
reaction to glucose. If a subject is kept on a keto- 
genic diet for a certain time and then put on a high 
carbohydrate diet, something approaching a standard 
curve of acetone excretion can be established. If 
now some of the glucose is omitted from the second 
diet but given per rectum, the typical curve is not 
obtained, and the ketosis lasts longer than usual. 
Corkill has clearly reduced ketogenesis to a fine art, 
for by studying individual patients’ reactions to 
starvation he was able to obtain a ketosis which could 


1 The Social Care of Motherhood. London: 
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be abolished by 10 grammes of glucose when given 
orally, but which was resistant to 30 g. per rectum. 
The number of experiments made is not stated, but 
if this is sufficient, and the chemical methods reliable, 
the conclusion is justified that if any glucose is 
absorbed from the rectum it has no therapeutic 
value. This conclusion is the opposite of that reached 
by W. S. Collens and L. C. Boas, who took blood 
samples after the rectal administration of glucose, 
and also washed out the rectum after absorption 
had taken place, and estimated the glucose recovered. 
Corkill does not quote this work, but refers to an 
exactly similar experiment by other investigators 
which gave the contrary result. In the circumstances 
the only course is to discard a method so unreliable, 
and, what is more difficult, to find another. Whether 
that described by Corkill will stand the test of time 
remains to be seen, but it seems to agree with the 
majority of investigations that have been made. 
The paper goes into theoretical details of carbo- 
hydrate metabolism at unnecessary length, and 
while nothing unconventional emerges, those who 
are interested in this more general subject should 
read the recent review by Dr. F. G. Young * as a 
corrective. 


A PRESENTATION TO SIR ARTHUR HALL 


On Oct. 7th at Sheffield University Sir Arthur 
Hall was asked to accept a portrait of himself in 
oils by Mr. Ernest Moore. He was for so long the 
guiding spirit in the school of medicine that it seems 
quite right for his portrait to hang there just, as 
he put it, to keep an eye on progress, although 
strictly speaking this may not be needed in view of 
the fact that three of the University chairs—namely, 
medicine, surgery, and pathology—are held by 
former students of his. Among those who took part 
in the presentation was Dr. E. W. Adams, of the 
Ministry of Health, a pupil of Sir Arthur’s at the 
old medical school in J.eopold-street. It was difficult, 
he said, to conceive how the medical school could 
have got along without Arthur Hall, and it was 
in large measure due to him that the Royal Hospital 
and the Royal Infirmary in Sheffield were now united 
under a common board of management, an achieve- 
ment, he added, not to be accomplished on one 
leg,“ to use an apt expression of Sir Thomas Browne. 
Arthur Hall was the founder of a club which included 
the staffs of all the Sheffield voluntary hospitals, 
and it was he who had brought to life again the local 
medico-chirurgical society, while his interests had 
found scope in wider fields such as the Radium Com- 
mission and the Silicosis Committee, not forgetting 
the Postgraduate School at Hammersmith. To the 
gift of the portrait not only Sir Arthur Hall’s former 
students and present colleagues had contributed but 
also a large number of his lay admirers. 


Dr. Herbert John Fausset, whose death occurred 
on Saturday, Oct. 10th, was a nonagenarian. He was 
M.O.H. for Tamworth and district for over 50 years. 


See THE LANCET, 1933, ii., 876. 
ê Ibid., August Ist, 1936, p. 237, and August 8th, p. 297. 


MANCHESTER JOINT HOSPITALS ADVISORY BOARD.— 
As part of the scheme for an advisory board for the 
reorganisation of the consultant services of the municipal 
hospitals specialists have been appointed to codrdinate 
the services of Booth Hall, Crumpsall and Withington 
Hospitals. Prof. G. R. Murray is to be hon. director in 
medicine, Mr. E. D. Telford in surgery, and Prof. Daniel 
Dougal in gynecology. 
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PROGNOSIS 


A Series of Signed Articles contributed by invitation 


CXVII.—_PROGNOSIS IN UNDESCENDED 


TESTICLE 


AN unduly pessimistic outlook as to the future 
development of undescended testicle is adopted in 
current text-books and in all but very recent articles 
on the subject. In a new edition this year of a 
leading text-book on genito-urinary surgery it is 
stated: “ʻA retained or imperfectly descended 
testis may reach the scrotum during the first year, 
but after that time it will not do so.“ O. H. Wangen- 
steen (1927) remarks, “Only rarely does the testis 
reach the scrotum on its own initiative after the first 
year,” whilst A. D. Bevan (1929) goes on to assert 
that spontaneous descent never occurs. Fortu- 
nately recent studies have shown that the prognosis 
is by no means so hopeless. Knowledge of the action 


of certain hormones and hormone-like substances . 


on the development and migration of the male sex 
glands has caused a reorientation of our ideas about 
the treatment of the imperfectly migrated testis, 
and the assumption that operation will be required 
in most cases by the age of 7 to 9 years is no longer 
justified. 

Figures of the incidence of undescended testicle 


are important as a guide in prognosis. Clement 


Dukes (quoted by Thomson Walker, Genito-Urinary 
Surgery, second edition, 1936) noted 9 cases in 
2000 public-school boys (0-45 per cent.), and 
C. B. Drake (1934) records an incidence of 
2-8 per cent. in 1541 boys from 9 to 19 years. 
I found and published in your columns a few 
months ago 59 cases in 2104 secondary-school 
boys from 11 to 16 years (2:8 per cent.). Other 
authors record figures up to 5 per cent. The inoi- 
dence rate in adult males has also been recorded. 
Marshall found 12 cases in 10,800 army recruits 
(0-1 per cent.). Hempel (1911), also in recruits, 
found an incidence of 0-2 per cent. in 7,000,000 men 
(quoted by H. Cabot, Modern Urology, 1924). 
It appears that the condition is very much more 
rare in adults than in boys of school age, and with 
our present knowledge it is permissible to assume 
that spontaneous cure occurs in a large number. 


Variations in Natural Development 


In ͤ any individual case the problem is whether 

the youth will or will not be virile on reaching adult 
life. Some knowledge of the natural development 
of sex organs is therefore essential. 

In normal boys with scrotal testes the growth and 
development of the genital organs vary within wide 
limits. In some the testes remain infantile in size 
until puberty, when rapid growth takes place. In 
others the genitals increase slowly in size, the process 
being speeded up at puberty. Pubertal changes 
may be prolonged over many months. Growth of 
pubic hair and increase in size of the sex organs do 
not run pari passu. 

The interstitial tissue which forms the internal 
secretion of the testicle develops and will function 
wherever the site of the testis; but development 
of the seminiferous tubules and active spermato- 
genesis only occurs if the testes occupy their natural 
and relatively cool dwelling place in the scrotum. 
Spermatogenesis is thought to occur as early as the 
ninth year, but complete function is not established 
until the fourteenth year. It does not take place in 


the intra-abdominal testis but will become active 


if the organ passes into the scrotum either naturally 
or as a result of hormone therapy or operation. 
The increasing weight or mass of the testis is con- 
sidered to be a factor in its descent, both natural 
and aided by hormone therapy. It is not true that 
atrophy of the misplaced organ is to be feared if treat- 
ment is not instituted before or at the onset of puberty. 
C. R. Moore (1935) has demonstrated on animals 
the changes that will occur if the testis is dislocated 
into the abdomen, and has shown that when the 
organ is again eventrated regeneration of the tubular 
portion takes place and spermatogenesis is an active 
function of the testis once more. 


Two Main Types of Undescended Testicle 


In prognosis we must distinguish two main types :— 

(1) The true cryptorchid, where the testes are 
retained within the abdomen. 

(2) The canal-dwelling testis, uni- or bi-lateral. This 
second group may be subdivided into: (a) uncom- 
plicated cases; (b) complicated, by the presence of 
hernia or hydrocele, not always at first manifest. 


THE TRUE ORYPTORCHID 


In the first group several causes may determine 
the lack of engagement of the organ in the internal 
abdominal ring during the second half of fœtal life. 
At puberty the interstitial tissue develops but, as 
has been noted above, tubular development is latent 
on account of the higher surrounding temperature 
of the organs. For the purpose of prognosis observa- 
tion of the general physical development is neces- 
sary. Evidence of hypothyroidism must be taken 
into account, as also presence of adiposity of the 
Fröhlich type, where genital growth is delayed 
though secondary hair growth is not. Treatment 
with gonadotropic hormone—the anterior pituitary- 
like substance found in the urine of pregnant women— 
is less likely to be effective in these cases, but should 
be used in adequate dosage and in courses of treat- 
ment from the ninth year onwards. G. B. Dorff (1935) 
has observed that response to injection therapy is 
more likely to occur and will be more rapid if its 
use is postponed until the age at which pubertal 
changes are likely to begin. Operation is to be con- 
sidered in this type of case if the testes do not appear 
in the canals after adequate injection therapy—e.g., 
three courses of six injections (500 R. U.), allowing 
one month to elapse between each course. It 
will become essential if no progress has been made 
by the time puberty is well advanced—i.e., at the 
age of 14 years. The heavier testicle is then retained 
by some mechanical factor. Without eventration 
no spermatogenesis and no virility can be expected. 


THE CANAL-DWELLING TESTIS 


In the second group, where either or both testes 
are in the canals, the outlook is more favourable. 
The first consideration will be the presence or not 
of a hernia or hydrocele complicating the condition. 
Such additional factor will make natural descent 
less likely to occur although hormone therapy is 
not thereby contra-indicated. It is to be noted that 
A. W. Spence and E. F. Scowen (1935) have recorded 
the development of hernia during treatment in some 
of their cases. Injection treatment, by enlarging 
the testis, will probably help to promote favourable 
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conditions for the operative treatment of the com- 
plicating factor. The tragedy of the missing testicle, 
following operation for hernia in infancy, must be 
avoided. The chance of natural descent in patients 
who have had an operation for hernia seems to be 
less good than in the uncomplicated canal testis. 

Where there is no evidence of hernia or hydrocele 
the outlook is far more favourable, and natural 
descent and development of the testicle may be 
expected in most cases up to the age of 16 years. 
A hopeful prognosis can therefore be given, observa- 
tion being required at intervals after the age of 
9 years. Parents can be advised that active therapy 
by injection will be undertaken if no sign of descent 
is present after pubertal changes are well established. 
At this period the increasing mass of the testicle will 
in itself be an important factor in encouraging its 
descent to its normal habitat. 

Too early hormone treatment may induce pre- 
cocious sex maturity without the balancing and 
socially essential inhibitions. Dorff has recorded 
a case in which a boy of 8 years after prolonged 
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treatment became an exhibitionist. E.T. Engle (1932) 
has also issued a word of warning and suggests 
9 years as the earliest age at which to commence 
injections, whilst it is not desirable to wait until 
after 14 years. To an older boy the reason and need 
for treatment can be explained and his coöperation 
obtained. In the younger child weekly injection 
and measurement of the genitals combined with 
the heightened sex appetite is likely to have a 
subversive influence. 


Summary 


In summing up our present knowledge, we can say 
that whilst the outlook for the undescended testicle 
has always been brighter than has been generally 
believed, in that four out of five will probably descend 
naturally, the future outlook is even more favourable. 
Descent may be accelerated when advisable and 
surgical treatment will be required only for selected 
cases. 

PEARSE WILLIAAMs, M. D., M. R. C. P. 


Physician to the Children’s Hospital, Paddington 
Green, and to the Willesden General Hospital. 


SPECIAL ARTICLES | 


MENTAL HYGIENE REUNION 


THe fourth European Mental Hygiene Reunion 
was held under the auspices of the National Council 
of Mental Hygiene in the conference room of the 
Ministry of Health on Oct. 5th and 6th. The official 
opening was performed by the DUKE oF KENT as 
president of the Council on Monday afternoon. 


Mental Hygiene and the Nurse 


The EARL oF FEVERSHAM, presiding on Tuesday 
morning, pointed out that this age of competition 
placed a heavy strain on the individual, which led 
to fear and so to many psychological problems, 
which were intensified as civilisation progressed. 
An encouraging factor on the other side was the 
holding of an international conference to find out 
and remedy the causes of these problems. Nurses 
deserved praise for the great qualities which they 
brought to their task, and it was most important 
that they should be rightly directed and their oppor- 
tunities of furthering the mental health of their 
patients, and of spreading the doctrines of mental 
hygiene, should be used to the full. 


Dr. Hans ROEMER, of Illenau (secretary of the 
German Council for Mental Hygiene), said that the 
care of the sick had led to the recognition of the 
psychological changes which were part of the physical 
illness. The hospital must provide a healing atmo- 
sphere of encouragement and protection to build up 
resistance against disease, and when the patient 
mended, his will to health must be reinforced. The 
nurse played the chief part in influencing the patient. 
She must be armed with sympathy and real under- 
standing to protect his abnormally keen senses and 
meet his fears and complaints, so as to win his con- 
fidence. She must fit his returning strength to suit- 
able tasks, and must fight against boredom and 
idleness. She must meet the relatives with tact and 
firmness. In the treatment of neurotics her psycho- 
logical coöperation was especially important. In 
Germany welfare work in the patients’ homes was 
being more and more carried on by institution nurses 
under the direction of the hospital physician. This 
new work had been started since the war, and the 


intelligence of the staff nurses had enabled them to 
meet its demands without special training. It 
allowed the convalescent to be discharged earlier, 
unified specialist treatment, and provided for the 
recall of the patient if his health again gave trouble. 
Candidates for such work must be physically and 
mentally sound and free of hereditary taint, psycho- 
pathic tendency, and tuberculosis. Social class had 
little importance compared with intellectual ability 
and independence of mind. The candidates who 
sought work as mental nurses because of a latent 
psychic affinity to the patients should be weeded 
out, since they might later prove to be psychopathic. 
Schizoid or latent schizophrenic personalities must 
be rejected. The medical staff must care for the 
mental hygiene of the nurses, who should be paid 
properly, given free time each week, and insured 
against accident, illness, and old age. Each nurse 
should be allotted to the post most suited to her 
capacity, and posts should be regularly changed. 
The nurse should have a hygienic room of her own, 
remote from the atmosphere of disease. Nurses’ 
“ casinos ” with common refectory and recreation 
rooms had been in use for a long time; in many 
German, Dutch, and Swiss hospitals they included a 
communal bathing establishment, music rooms, and 
facilities for sport and games. 

Dr. VikTOR WIGERT (professor of psychiatry at 
the Caroline Institute, Stockholm) declared that the 
nursing staff of mental hospitals in most countries 
had a considerably lower standard of general and 
medical training than the staff of general hospitals. 
The nurses had often attended lower-grade schools, 
and were trained only in mental hospitals. In many 
countries, however, including Scandinavia, successful 
efforts had been made to obtain fully trained nurses 
for the care of mental patients. The fully trained 
nurse had a tradition and spirit which the mental 
hospital lacked, and also wide experience of the 
sick, and a practical psychological insight. She was 
trained in a strict and elaborate technique which 
was more and more necessary with the increase of 
purely physical treatment in mental hospitals. 
Scandinavian mental hospitals had made highly 
successful use of women assistants in male wards 
At first the schools of nursing had looked down upon 
the care of the insane, but they now recognised it 
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as a great and humane task. On the other side, a 
theoretical and practical training in the care of mental 
patients was most valuable to the general nurse, 
who was always dealing with patients who were 
nervous and mental in all but name. This knowledge 
introduced her to the service of mental hygiene, to 
speak and act in its favour, and to be its pioneer 
in all the branches of her work. The best social 
workers were those who had been trained as nurses. 
Psychiatry was a compulsory subject at nearly all 
Scandinavian nursing schools. 


Dr. HEINRICH KOGERER (lecturer in psychiatry 
and neurology at Vienna University) spoke of the 
importance of choosing nurses with the right 
personality. A woman, and especially a maternal 
woman, made the best nurse; she created the 
maternal environment which a patient needed, since 
his illness represented a regression to childhood. 
The infantile type of woman was at a disadvantage 
because of her dependence on the male and her 
reluctance to part with her patients when they were 
cured. He barred out from the nursing profession 
women with any grade of mental defect, but not 
mild psychasthenics with strong ethical compensa- 
tion. Hysterics he regarded with horror, for their 
busy zeal, he said, covered irresponsibility, cruelty, 
and dishonesty. Compulsion types created a mis- 


leading impression of great conscientiousness, and 


their natural egoism kept them from any true social 
devotion. Some healthy schizothymic persons made 
successful nurses through their strong sense of duty 
and their reserve. Kretschmer’s mimosa-like types 
were often disturbing to their colleagues because of 
their touchiness, but this characteristic rarely inter- 
fered with their faithful handling of a patient. The 
work of cyclothymics varied in quality with their 
feeling phases, but they were often persons of high 
mental and ethical endowment. The nurse was a 
go-between for patient and physician, and her task 
was to gain the patient’s confidence. She was an 
organ of contact, a means of accomplishing the 
physician’s intention, and a line of communication 
for the patient’s mental changes. 


Miss E. L. MacavLay (matron of the Kent County 


Mental Hospital) pointed out that a mental nurse 
who desired to take general training must undergo 
the full three years’ course. This was a regrettable 
handicap, and she hoped that continental practice 
would eventually be followed in this matter. Homes 
for nurses entirely separate from the hospital were 
very desirable ; one of the most important provisions 
for a nurse’s comfort and efficiency was that she 
should be allowed to have her breakfast brought to 
her in bed. Nursing in the Kent County Mental 
Hospital followed the lines of a general hospital, 
and achieved the best results in the shortest time. 
The employment of female nurses in male wards had 
been an unqualified success, and the nurses of both 
sexes codperated satisfactorily. More use should 
be made of the mental nurse in social work, where 
she could bring her psychological training to bear on 
ethical problems. 


Dr. A. SOININEN (Finland) said that in the mental 
hospital of which he was director 35 per cent. of the 
nurses had been trained in general nursing and 30 per 
cent. of the probationers had had two years’ general 
training. The greater expense was justified by the 
increased, turnover of patients. Social work should 
be in the hands of nurses trained in psychiatry. 
The population of Finland was sparse and the insane 
were poorly provided for: only 2 per cent. were in 
mental hospitals. It was hoped to solve the problem 


by employing general nurses trained in psychiatry 
to do out-patient and preventive mental work among 
the people as well as the usual work of visiting 
nurses. 

Prof. R. Sommer (founder of the German Asso- 
ciation for Mental Hygiene) warned mental hospital 
directors that the administrative side of an insti- 
tution was apt to be cut off from the medical side. 
It was essential, in the choice and training of nurses, 
that a psychological physician should assist in the 
selection and advise constantly during the course of 
the training, so that unsuitable probationers might 
be eliminated as soon as possible. 

Dr. W. MORGENTHALER (Switzerland) said that a 
start had been made in his country for the careful 
instruction and efficient supervision of the private 
nurse. 

Dr. Hans EvensEN (Norway) spoke of the work of 
mental hospital nurses in supervising outside cases 
in their districts. 


Mental Hygiene and the School 


On Tuesday afternoon Sir LAURENCE BROCK, 
chairman of the Board of Control, presided over a 
discussion on mental hygiene among older school- 
children (11—18 years of age). 

Prof. K. H. Bouman (Amsterdam) said he regarded 
the final phase of adoléscence as quite as important 
as infancy and childhood, which were much more 
popular with students of mental hygiene. Those 
qualities that were important for a full and fruitful 
social life must now be developed and completed. 
More emphasis should be laid on the school than on 
any other phase of spiritual development. Personal 
bravado rebelling against the levelling influence of 
authority especially characterised this period, and 
many cases of neurosis began in an unsuccessful 
result of this battle. Boarding-schools and colleges 
offered peculiar advantages because they withdrew 
the adolescent from the home and parental authority 
and made him adapt himself to the requirements of 
a group. Schools paid too little attention to sexual 
enlightenment and guidance. Parental education 
usually failed to provide this instruction and the 
school teacher should be the one to take the matter 
in hand, provided he were sufficiently qualified. 
Criminality was a great danger of this age, and 
fortunately more and more people were holding the 
view that adolescents should be separately tried by 
expert judges and be subjected to other punishments 
than those fixed for adults. Alcoholism among young 
persons was increasing and caused an increase in 
regressive delinquency, so that the fighting of alco- 
holism was still one of the most important problems 
of the mental hygienist. To prevent the excessive 
use of liquor by young people was to attack the evil 
at its root, before the worst results had shown them- 
selves. Precautions should be taken in workshops 
and factories, and on public highways, to prevent 
accidents in which young people might suffer head 
injuries. A number of grave mental diseases appeared 
for the first time towards the end of puberty: they 
were rarely acute psychoses and the transition from 
the normal to the abnormal could only be discovered 
by the expert. The incidence of schizophrenia was 
greatest at about the age of twenty. The important 
cases for the schoolmaster were those which were 
“ cured ” with more or less defect. They were not 
treated in institutions because they were not recog- 
nised or were not sufficiently disturbing. The symp- 
toms were often interpreted as psychopathy, neurosis, 
or criminality—as symptoms of aberrations of 
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character—and were therefore treated by punish- 
ment. A relatively large number of highly gifted 
pupils at secondary schools and universities were 
afflicted by it. Manic-depressive psychosis also 
usually showed itself for the first time in adolescence. 


It became the task of the teacher to suspect its 


mild forms early. The symptoms of the neuroses 
usually appeared now for the first time, though the 
real cause lay much earlier. The last phase of puberty 
was an age of many conflicts and when adaptation 
failed the neurotic state manifested itself. Many of 
the immediate causes of neurosis and sexual per- 
version must be looked for in the structure and 
management of schools. As the influence of the home 
on education receded and society could not yet make 
its influence fully felt, the school was the obvious 
institution to guide these young people. Mutual 
understanding was necessary between the school- 
master and the psychopathologist. This coöperation 
would have to be organised: the training of the 
schoolmaster must include the normal and some of 
the abnormal psychology of the child and the adoles- 
cent; the psychological physician must learn some- 
thing of the principal problems of education. School 
medical inspection would have to be extended to 
include the psychiatrist, and every school should 
have its psychopathologist to examine the pupils 
regularly in close coöperation with the teaching 
authorities and to give advice. 

Dr. J. R. REES (medical director, Institute of 
Medical Psychology) pointed out that secondary 
education was the privilege of only 7 per cent. of 
the under-18 group in England and Wales. Most 
of the scholars in this group therefore had superior 
intelligence. Many leaders would be drawn from it 
in the future, and the intelligence of its members 
made them especially liable to emotional problems 
and difficult situations. The examination system 
provided many real problems for the psychiatrist 
and the teacher through making too great demands 
on some children. It roused stimulating feelings of 
superiority and inferiority, whereas the real require- 
ment of every individual was that he should do his 
best. The superiority-inferiority conflicts were most 
important at this period, when the competitive spirit 
was rife and there was every opportunity for develop- 
ing an abnormal outlook. Most of the difficulties 
were expressions of earlier conflicts. The too 
good child, whose defect appeared a valuable 
quality in earlier days, often became an obvious 
problem when initiative was demanded of him. 
The rebel would remain a rebel until someone could 
give him wise assistance. The spoilt child would be 
miserable because he would be unable to fit into a 
school community. Sexual problems were often 
merely manifestations of the struggle for emotional 
and spiritual growth. The teaching of religion was 
a difficult problem, and there was much to be said 
for the British system which, through community 
life, games, and the much-ridiculed sportsmanship 
and service, aimed to produce a sense of social respon- 
sibility and a capacity to think in non-rigid fashion 
about the deeper problems of life. Psychotic break- 
down was rare at this period, though schizophrenic 
and manic-depressive children were occasionally 
found. Nevertheless, the psychoneurotic disabilities 
which were so frequent in adults must all be present 
in embryo, and it was the responsibility of the physi- 
cian to see that they were recognised and, if possible, 
dealt with. Delinquencies, sexual or otherwise, used 
in the past to be dealt with as antisocial manifesta- 
tions which demanded expulsion. Nowadays schools 
were recognising much more that these conditions 


could be dealt with by hospitalisation, like infectious 
diseases. The offenders were sent away for suitable 
treatment, and received back when their difficulties 
had been adjusted. This plan was the more valuable 
because these delinquencies were so readily curable 
at that age, often by simple psychotherapy. 

Children of indifferent intelligence must be recog- 
nised and eliminated from higher education. They 
could be helped and trained in other ways. Schools 
must make more use of scientific methods of voca- 
tional guidance, and admirable work was being done 
in London by the National Institute of Industrial 
Psychology. It was now little short of a social crime 
to let any child become a vocational misfit without 
a struggle. In the school life of every child there 
should from time to time be an individual stock- 
taking, and for this much better coöperation was 
needed by parents, teachers, and doctors. If teachers 
and parents believed in possibilities of sound mental 
adjustment there could no longer be any place for 
feelings of superiority or animosity. The parents’ 
societies which many schools encouraged did enor- 
mously valuable work. Through them, and through 
the enlightenment of teachers and school doctors, 
there was great hope for the future. 

Dr. GEORGES HEUYER (Paris) praised the codpera- 
tion between psychiatrists and educationists which 
he had found in this country, and announced that a 
conference on child psychiatry would be held in 
Paris on July 24th-28th, 1937, immediately after 
the International Congress of Mental Hygiene. He 
cordially invited all British mental hygienists to 
attend. 

The CHAIRMAN remarked that, while the elementary 
teacher was accustomed to call on the psychiatrist 
to help him, there was great scope for missionaries 
in public schools. When the authorities in one of 
the older British public schools had recently dealt 
with two obviously pathological cases of delinquency, 
the only method they could think of had been a 
severe beating, and they had then been greatly sur- 
prised to find that no moral reformation took place. 
It was peculiarly the business of the house-master 
and house-monitor to ascertain cases in which the 
psychiatrist should be called in. 

Prof. KOGERER emphasised that confidence was 
essential to effective progress in education and was 
the first requisite for a proper relationship between 
teacher and pupil. Early childhood and puberty 
were two periods in which there was extreme lack 
of confidence. The onset of menstruation brought 
a girl suddenly face to face with reproduction and 
all that it implied, a very frightening experience ; 
the boy was often carried away by a sudden uprush 
of aggressive tendencies which his parents and 
teachers met with barriers and restraint. The 
teacher must by every means make friends with his 
pupils and win their confidence, and the first step 
to mental health in the school was to re-educate the 
educators. 

The meeting passed unanimously the following 

motion by Dr. HEUYER :— , 
The Congress recommends that in each nation the 
administrative body charged with settling the methods 
of selecting abnormal school-children and devising the 
time-tables and curricula for normal scholars should include 
a psychiatrist duly elected by the mental hygiene associa- 
tion of that nation.” 


Prof. VERMEYLEN (Brussels) declared that if mental 
hygiene was not started until eleven years of age it 
was often too late and the harm was already done. 
It should be started in the nursery school, and the 
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doctrine that effort was more important than achieve- 
ment should be taught at that age. Maladaptation 
Was by no means restricted to abnormal children. 
Children with supernormal and normal intelligence 
fell into a great variety of types, and particular 
aspects of intelligence were developed at different 
ages. <A perfectly normal child might suffer from 
failure of adaptation through not assimilating the 
instruction it was receiving. When one capacity 
was precociously developed the child might rely on 
it to the exclusion of its other faculties, which might 
become almost lost. Some children found a grave 
difficulty in going forward from the home to the 
school—precisely the same difficulty as when a child 
refused to be weaned. In Belgium the teachers 
were constantly crying out for skilled medical assist- 
ance in all these difficulties; the trouble was that 
there were not enough medical psychologists to go 
round. He would have liked to add to the Congress’s 
resolution the statement that the medical schools 
ought to give further opportunities to those who 
wished to be specially trained in psychiatry, and 
should teach the refinements of child psychology at 
all ages. 


MEDICINE AND THE LAW 


Obstruction of Order to Send Child to Hospital 


THERE is occasionally a clash between the require- 
ments of public health and the traditional principle 
that an Englishman’s home is his castle. A father, 
living at Parkstone near Bournemouth, was sum- 
moned a fortnight ago on a charge of having 
obstructed the execution of an order for the removal 
of his child to hospital. The little girl, two years 
old, was suffering from the typhoid epidemic which 
lately attacked the district. Her parents isolated 
her by placing her in a first-floor bedroom where her 
mother had practically lived with her during the 
illness. No other member of the family was allowed 
in the room and the father claimed to have followed 
medical advice in the treatment of the case and in 
measures of disinfection. The medical officer of 
health certified the case as one where proper accom- 
modation was not being provided in the child’s home, 
and the local authority obtained a magistrate’s 
order authorising the corporation, through a police 
sergeant, to remove the child to hospital. The police 
officer went to the house next day with an ambulance, 
accompanied by the sanitary inspector and necessary 
staff. The father refused to let the child go; he 
insisted that she was being treated quite satisfactorily 
at home. The warrant was read to him and he said 
he fully realised the consequences of preventing its 
enforcement. He put his hand on the policeman’s 
shoulder, pushed him away, stood in his path, and 
declared that the child should not be taken away. 
This was undeniably obstruction and the father’s 
protests at the police-court that the medical officer 
of health had never been near the house and could not 
say whether the accommodation was proper or not 
availed him nothing. The magistrates announced 
that the case was proved but, as it was the first of 
its kind, the defendant would be discharged under 
the Probation of Offenders Act. 

The local authority was presumably acting under 
Section 124 of the Public Health Act, 1875, as 
extended by Section 65 of the 1907 Act. Restated 
in the new Public Health Act which will come into 
force next April, the law requires a justice of the 
peace to be satisfied of three things: (a) that the 
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circumstances of the patient are such that proper 
precautions to prevent the spread of infection cannot 
be taken or that such precautions are not in fact 
being taken; (ö) that serious risk of infection is 
thereby caused to other persons; and (o) that accom- 
modation is available in a suitable hospital. If so 
satisfied, the justice may order removal and main- 
tenance at the local authority’s cost. If it be true 
that the medical officer of health presses for the 
order without prior inspection of the circumstances 
in the patient’s home and merely on the ground that 
there are (a) an epidemic, (b) an infected patient, 
and (e) a suitable hospital, it would seem to be 
assumed that treatment in a private house is in 
itself a sufficient ground for holding that precautions 
against infection are not being taken. The parent 
in the Parkstone case was evidently protesting against 
the suggestion that he was not looking after his 
child properly. It was not, however, open to him 
to obstruct the policeman on the ground that the 
order was made on insufficient reasons. In Booker 
v. Taylor (1882) a mother resisted an order for 
removal of her child under Section 124. She was 
summoned and the magistrates declined to convict 
because they thought the order invalid. The High 
Court held that the magistrates had no right to go 
behind the order and examine its validity; they 
were bound to convict if there had been obstruction. 
Thus the parent’s trouble begins when the local 
authority finds a magistrate who will make the order. 
The new version of the law, contained in Section 169 
of the Public Health Act, 1936, emphasises the fact 
that the magistrate may, if he deems it necessary, 
act ex parte. Thus the parent may have no chance 
to oppose the making of the order. 

The reluctance of fathers and mothers to let their 
children go to hospital is as common an experience 
as the reluctance to let them undergo particular 
forms of treatment. Bearing in mind these parental 
tendencies, our courts of summary jurisdiction are 
usually lenient. Early this year an American case 
indicated a more vigorous attitude. A father in 
New Jersey was prosecuted under a Child Welfare 
Act (evidently corresponding to Section 1 of our 
Children and Young Persons Act, 1933) for neglect 
—namely, the failure to permit an act necessary to a 
child’s physical welfare. He had refused to sign a 
form consenting to the child’s immunisation against 
diphtheria ; he said he knew of children who suffered 
ill effects from the serum. The New Jersey tribunal 
fined him 50 dollars and sentenced him to 30 days’ 
imprisonment, but suspended sentence for a brief 
period to give him an opportunity either of appealing 
or of changing his mind. No further report of his 
decision is available. The tribunal was apparently 
a juvenile court, which may be expected to exact 
more progressive standards of parental behaviour 
than the ordinary bench. 


NATIONAL HOSPITAL, QUEEN-SQUARE.—The Hol- 
born Chamber of Commerce has undertaken to raise 
£12,000 towards the rebuilding of this hospital. This 
sum will provide two new operating theatres with an 
adjoining X ray department. The Rockefeller trustees’ 
offer of £60,000 towards the cost of rebuilding the research 
department and surgical unit is dependent on the hospital 
raising the remaining money for buildings and equipment 
by December, 1937. If this is accomplished, the trustees 
will give a further £60,000 towards the endowment of 
research. The total cost of the rebuilding scheme is 
£180,000. Before the Chamber of Commerce launched its 
effort the building fund stood at £98,500, leaving £81,500 
to be raised. 
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POST-GRADUATE LECTURES 


Last week we printed shortened versions of five 
lectures given at the post-graduate courses lately 
in progress at the London medical schools. This 
week we continue the series with those given by 
Dr. Plummer at Charing Cross Hospital, and by Prof. 
Cewell and Dr. Maizels at University College Hospital. 


PAIN IN THE CHEST 
(Dr. N. S. PLUMMER) 


I PROPOSE to discuss the problem of pains in the 
chest chiefly from the point of view of pleural pain 
and its differential diagnosis, leaving out the very 
interesting question of cardiac and precordial pains. 

In general, there are three main groups of pain 
arising from the thorax. Pains of the chest wall and 
spine are aggravated by movement or change of 
posture, and usually show tenderness, and there 
may be rigidity of muscles. 
heart and great vessels are usually closely related 
to exertion or excitement, with the exception of 
coronary thrombosis, which has other characteristic 
features. Pains from the lungs and pleura are made 
worse by breathing and coughing. Each group has 
fairly distinctive symptoms, so that it is convenient, 
when faced with a patient complaining of pain in the 
chest, to begin by assigning it provisionally to one 
of them. l ‘ 

This generalisation, like others, is by no means 
comprehensive ; it does not cover all the different 
types of chest pain. There is the pain on swallowing 
which is felt at different levels of the sternum in 
esophageal obstruction ; there are the various pains 
after food associated with disease of the gall-bladder 
and flatulent dyspepsia; there is the boring pain 
of an aneurysm eroding the anterior chest wall—to 
mention only a few. Nevertheless, this elementary 
division forms the basis upon which a diagnosis of 
the commoner pains is made. 

In dealing with pains of the chest wall and spine, 
it is useful to differentiate superficial pain in the skin 
from that in the deeper structures. Hyperæsthesia, 
when the pain is described as a burning or prickling 
sensation and the skin is tender to light touch and 
stroking, is common as a neurotic symptom, but it 
is also found over an underlying pleurisy or in angina 
pectoris or in disease of the nervous system. In the 
absence of other evidence of disease, however, hyper- 
æsthesia may be taken to be neurotic in origin. 

Deeper and localised tenderness in the intercostal 
spaces, possibly with the presence of small nodules, 
is characteristic of fibrositis. Movements such as 
stretching and deep breathing will make the pain 
worse and it may be difficult to differentiate the 
condition from pleurisy. The absence of cough, 
temperature, friction sounds, and the presence of 
previous attacks of lumbago or sciatica, and possibly 
local trauma will assist in making a diagnosis of inter- 
costal fibrositis. In this connexion, the occurrence 
of epidemic myositis or Bornholm disease may be 
mentioned. j 

It is important to stress the necessity for careful 
palpation of the site of the pain to elicit the physical 
signs mentioned above and to avoid missing small 
swellings of the ribs such as develop in tuberculous 
caries, deposits of new growth, and multiple myelo- 
matosis. Chronic mastitis is a common cause of 
pain in the chest, and quite often the patient does 
not point to the true seat of the mischief. 


Pains arising from the. 


Pain of girdle type, either unilateral or bilateral, 
appears in affections of the posterior nerve-roots 
of the spinal cord due to tabes dorsalis, syphilitic 
meningitis, and extramedullary tumours of the cord 
and in herpes zoster. It is a sound principle in all 
cases of pain starting in the spine radiating round the 
trunk or down a limb, always to do a Wassermann 
reaction, for this symptom may be the only indication 
of a syphilitic meningitis of the cord. In herpes. 
zoster the pain along the course of one or two inter- 
costal nerves may arise before, during, or after the 
eruption, and it is to be noted that the lymph gland 
draining the area of skin involved is almost always 
enlarged and tender. 

Spondylitis, new growth, and Pott’s disease of the 
Spine, by pressure on nerve-roots, are common 
causes of pain in the chest, and serve to illustrate the 
importance of radiographing the spine in any obscure 
Case, 

Pleurisy is usually easily diagnosed from the fact 

that pain is produced by deep breathing and cough- 
ing and is associated with friction sounds; but 
experience in the post-mortem room and with arti- 
ficial pneumothorax therapy serves to show how 
often pleural adhesions can be found in patients in 
whom pleurisy has never been observed. ‘There are 
two reasons for this: first, that pleurisy may ocour 
without pain, and, second, that the pain may be 
atypical and thus not recognised. 
In illustration of the latter point I may quote the 
recent case of a man of 49 who had had several coughs 
and colds in the previous three years but without any 
disturbance of his general health. He developed a dull 
aching pain across the centre of his chest and below the 
right clavicle. This lasted more or less all day and was 
not affected by breathing or coughing or movement. 
There were no abnormal physical signs, and as the pain 
persisted for three weeks unchanged, a radiogram was 
ordered and revealed fairly extensive tuberculosis of the 
right upper lobe, tubercle bacilli being found in the 
sputum. Later on artificial pneumothorax had to. be 
abandoned owing to pleural adhesions. 

In another case, that of a girl who had had tuberculous 
glands in the right side of the neck in childhood, and who 
had a strong family history of tuberculosis, pain developed 
in the left shoulder and in the casualty department was 
attributed to a strain. When she came to see me at out- 
patients a week later, although the pain had practically 
disappeared, friction sounds were heard in the fourth 
left intercostal space. At no time had the pain been 
characteristic of pleurisy. 


These two cases illustrate the fact that apical pleurisy 
seldom gives rise to the characteristic pain of pleurisy, 
and if pain occurs at all, often it is merely a dull 
ache over the apex of the lung or even in the shoulder. 
It is common knowledge that the usual sites for the 
pain of pleurisy and the presence of friction sounds 
are at the angle of the scapula and in the axilla 
just external to the nipple, yet at autopsy the pleurisy 
is never so limited. The explanation of this dis- 
crepancy may be that at these sites the greatest 
movement takes place between the two layers of the 
pleura, while at the apex there is relatively little 
movement; hence apical pleurisy will usually give 
rise to no pain, or if there is pain it will be merely 
a dull ache. 

Pain at the costal margin is usually due to muscle 
strain, the result of intractable coughing. This can 
be demonstrated by asking the patient to contract 
the muscles of the abdominal wall and then eliciting 
tenderness at their insertions. Diaphragmatic pleurisy 
gives pain here too, with typical catching of the 
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breath on deep inspiration. The pain is often felt 
in the abdomen owing to involvement of the lower 
six intercostal nerves which supply both the peri- 
phery of the diaphragm with sensory fibres and the 
anterior abdominal wall. It may be referred to the 
top of the shoulder, this being the skin supply of 
the fourth cervical nerve, which also is the main 
nerve supply of the centre of the diaphragm. The 
diagnosis of diaphragmatic pleurisy has often to be 
made in the absence of an audible pleural rub. 

The sequence of symptoms in spontaneous pneumo- 
thoraz may be characteristic enough to allow a diag- 
nosis to be made on the history alone. The patient 
complains of a pleurisy pain which is followed after 
a matter of hours or days by shortness of breath. 
At this stage the severe pain either disappears or 
is replaced by a feeling of tightness and an incon- 
stant sharp pain from tension on an adhesion. This 
is due to the separation of the pleural surfaces 
by air. After 2-7 days the air is slowly absorbed 
and the shortness of breath disappears. A similar 
sequence of events is seen in pleural effusion, but the 
dyspnea lasts longer because fluid is absorbed much 


more slowly than air. In both conditions the breath 


sounds are diminished, but in pneumothorax the 
percussion note is resonant, while fluid gives dullness ; 
this serves to differentiate the two conditions. In 
some cases of spontaneous pneumothorax there is 
no preceding pleurisy and the onset may be acute 
or insidious. 

I would like to draw your attention to the pain of 
a primary neoplasm of the lung. There may be 
pleurisy with or without effusion, but more charac- 
teristic is a dull aching pain that bears no relation to 
respiration or movement. It is a pain of no particular 
type except that it persists without much inter- 
mission and may become steadily worse. The patient 
describes it as something deep in and is usually at a 
loss to describe it further. The pain occurs in about 
70 per cent. of cases, so that if it is found in a man 
over the age of thirty-five with other lung symptoms 
such as cough and slight hæmoptysis of recent onset, 
it is strong presumptive evidence of a bronchial 
carcinoma. The only physical sign may be diminished 
breath sounds over the affected area. Secondary 
malignant deposits in the lung, as opposed to the 
mediastinum, characteristically give rise to no 
symptoms or signs. 

I would conclude by emphasising the importance 
of radiography of the chest or spine in any patient 
with a pain in the chest which persists for two or 
three weeks or more, and in whom the diagnosis is 
not clear. Very often, in this way, a vague pain, 
particularly in the upper part of the thorax, is found 
to be the only evidence of some underlying disease, 
the early diagnosis and treatment of which leads to 
the prevention of much disability. 


DIETETICS IN EVERYDAY PRACTICE 
(PROF. Stuart J. COWELL) 


I PROPOSE this afternoon to talk about the applica- 
tion of some of the principles of nutrition to problems 
met with in medical practice concerning dietary 
advice to normal as well as diseased people. I 
think it will help us if we have always at the back of 
our minds, when we are giving dietetic advice, the 
ideal of trying to secure an optimum state of nutrition 
for the individuals consulting us, who should thus be 
helped to put up the best possible fight against his 
disease or disorder. No matter what the purpose 
for which our dietary suggestions are made, we shall 
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find it useful to recognise that special diets are almost 
always comparatively simple modifications of a 
5 good ” normal diet. All the essential constituents 
of a good normal diet must be included in adequate 
amounts in every diet which is to be taken for longer 
than a few days. In the case of infants, the with- 
holding of essential constituents for even a day or 
two may prejudice the course of a disease. 

At the outset, then, it will be well to give some 
indication of what is meant by a good diet. We 
have no time to discuss separately the parts played in 
nutrition by the numerous food constituents which 
are known to be essential, but it is axiomatic that 
these must be represented adequately in every 
“good” diet. We know that besides protein, 
carbohydrate, and fat, a great many mineral elements 
and organic compounds belonging to the group of 
vitamins are contained in many of our foods, and some 
of these have to be supplied in quantities greater 
than mere traces if perfect nutrition is to be secured. 
These organic and inorganic constituents are likely 
to be present in considerably larger amounts in some 
of our common foods than in others, and foods which 
do contain them in reasonably large amounts are often 
called. protective foods. The most important of 
these are dairy produce (especially milk and cheese), 
fresh vegetables (especially green leafy vegetables 
and salads), fresh fruit, eggs, and we might include 
fat fish and certain glandular’ organs such as liver. 
The required protection will not necessarily 
be secured by using one kind of protective food; as 
far as possible some member of each group should be 
regularly included. Typical non- protective foods 
are: most cereals, in the form in which they are 
usually consumed; sugar; jam; and margarine 
which has .not been fortified by the addition of 
vitamins. In building up any diet we ought to 
ensure that the protective foods are well represented ; 
the remainder of the diet can then be made up in 
accordance with the particular requirements we have 
in mind. The regular inclusion in the diet of these 
protective foods should ensure a sufficient supply 
of the essential food constituents with the exception 
that vitamin D—the calcifying vitamin—will probably 
not be present in adequate amounts for infants, young 
children, and pregnant women. 

I would like to stress the value of the advice you 
may give regarding the feeding of infants and children. 
For the first few years of life the bulk of their diet 
should consist of protective foods; the regular 
taking of cod-liver oil or some reliable substitute 
containing vitamin D should be regarded, not as a 
stunt, but as a means of ensuring the perfect develop- 
ment of the skeleton—the teeth as well as the bones. 
Large supplies of calcium are required during the 
whole period of growth for this same purpose, and this 
is of course one of the reasons for recommending the 
liberal consumption of milk. During active growth 
there should be an ample supply of all the essential 
food constituents, for if the perfect nutrition of 
developing tissues is not secured at this stage, 
permanent defects may result which may predispose 


to disease in later life. 


Equalling in importance the proper nutrition 
of the child is the nutrition of women during pregnancy 
and lactation. Advice about suitable diets at these 
times is not primarily a matter of quantity; the 
food requirements are not appreciably increased 
during pregnancy, though they are increased during 
successful lactation. Our policy should be to ensure 
that the mother gets a liberal supply of the special 
materials which are necessary for elaborating the 
developing tissues of her offspring and her own body 
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without having to deplete her own stores to supply any 
deficiencies. Certain materials are particularly likely 
to be lacking in the diet at these times—for instance, 
calcium, iron, vitamin D, possibly vitamin A and 
some of the vitamin B factors, and in some districts 
iodine. There is some evidence that calcium deficiency 
plays a part in initiating some of the toxæmias of 
pregnancy, and it is known that it is of importance 
both to the mother and to the child that positive 
calcium balances should be maintained as far as 
possible durmg pregnancy and lactation. The plenti- 
ful supply of milk is one of the easiest ways of ensuring 
an adequate calcium intake. 

Much attention has lately been paid to iron 
deficiency as a cause of anemia during the reproductive 
period of women’s lives, It has recently been shown 
by McCance that the hemoglobin values of apparently 
healthy non-pregnant women, which are usually 
accepted as being distinctly lower than those of healthy 
men, can be raised to the values of normal men by 
iron medication. This suggests that the menstrual 
losses of women are commonly not quite balanced by 
the iron supply of their usual diets. When the iron 
stores of the body are further depleted by the losses 
of blood occasioned by repeated child-bearing, severe 
grades of anzemia of the so-called nutritional type may 
appear—and not only in women subsisting at a low 
economic level: The treatment of this type of anemia 
is more effectively carried out by iron medication than 
by dietary adjustment. But the prophylactic use of 
foods rich in iron is to be borne in mind. 

So far we have been concerned mainly with prophy- 
lactic dietetics; and I am convinced that the pro- 
fession accomplish really useful work by encouraging 
those with whom they come into contact to secure 
by proper feeding a good state of nutrition. Passing 
now to therapeutic dietetics, we approach a vast 
field which it is impossible to survey in detail now. 
I shall say nothing about the treatment of such dis- 
orders as diabetes and obesity, in which dieting can 
play a predominant réle, except to suggest that, 
since to obtain the best results it is often necessary 
to construct rigid diets, a knowledge of the methods of 
prescribing food should be as much a part of our 
medical education as that of prescribing drugs. And 
while we are talking of drugs we may remind ourselves 
that there is no hard and fast line to be drawn in 
these days between diet therapy and drug therapy. 


When we treat scurvy with synthetic ascorbic acid, 


rickets with crystalline vitamin D, or pernicious 
anemia by injecting potent liver extracts we are 
making use of drugs, though at the same time we are 
supplying food constituents which restore a normal 
state of nutrition when included in the diet in their 
natural condition. 

In these days of widespread commercial advertising 
we might be tempted to imagine that it was up to’ us 
to prescribe many of the essential food constituents 
from a bottle. As a rule this will not be necessary 
or advisable ; nevertheless, it is often of the greatest 
value to have concentrated preparations of such food 
constituents as the vitamins available. Sometimes, 
as in celiac disease, natural sources of vitamins A and 
D are not well tolerated, because of their fat content. 
In certain cases of chronic disease of the alimentary 
tract definite symptoms of deficiency diseases may 
appear in spite of the consumption of a normal diet, 
and here the supply of the appropriate food con- 
stituents in concentrated form may prove invaluable. 

There are a number of other conditions met with 
in everyday practice in which an appreciation of the 
principles of nutrition may prove of service, for 
example, gastro-intestinal and hepatic diseases, the 


various types of nephritis, and allergic disorders. 
Many of the fundamental conceptions on which were 
based the traditional methods of dietotherapy for 
such conditions still remain unchallenged. But 
the newer knowledge of nutrition is bringing about this 
important change in our attitude. In making up a 
dietary for the treatment of any such conditions, it is 
not enough to prohibit the use of supposedly offending 
articles of diet—on account, for example, of their 
indigestibility, their high protein, fat, or carbohydrate 
content, their bulkiness, their acidity, and so on. 
We should see to it that the permitted articles of 
diet contain a sufficient supply of all essential food 
constituents, paying particular attention to those 
which are likely to be deficient—protein of good 
quality, calcium, iron, fat-soluble vitamins, anti- 
scorbutic vitamin, and soon. We must bear in mind, 
when we are suggesting diets which are to be used for 
any length of time, that it is possible to do positive 
harm by omitting sufficient supplies of essential food 
elements, thus lowering the general state of nutrition 
of our patients and preventing their recuperative 
forces from coming effectively into action. 


THE SEDIMENTATION-RATE » 
(DR. MONTAGUE MAIZELS) 


THE sedimentation test depends on the fact that 
the cells of citrated blood settle more quickly when 
some destructive process is present in the body. It 
is not specific but depends on the extent and activity 
of the lesion. 

In freshly drawn blood the red cells are separate, 
but very quickly they form rouleaux, even in the 
presence of an anticoagulant. This is a surface 
effect mainly due to the presence of fibrinogen (not 
fibrin, since the blood is uncoagulated). Now accord- 
ing to Stokes’s law, if in a given system the physical 
properties of particles and of the fluid in which they 
are suspended remain constant, the sedimentation- 
rate of the particles varies directly with their size. 
Hence the red cells of the blood of infected patients, 
which form larger rouleaux than normal, will sedi- 
ment more rapidly. 


Technique. Various techniques are employed, and 
the following in one of its several modifications is 
widely used. Four parts of blood are diluted with 
one part of sodium citrate (3-8 per cent.) and placed 
in a tube 100 mm. long. After one hour the height 
of the clear plasma column above the settled cells 
is measured in millimetres, and this is called the 
sedimentation-rate. 0-2 c.cm. citrate may be drawn 
into a 1 O. cm. syringe and 0-8 c.cm. blood taken from 
a vein. Or 0-1 c. om. citrate may be placed in a 
1 c. om. pipette and blood drawn from the ear allowed 
to run by capillarity to the 0-5 mark. The first of 
these methods is very accurate, but has the dis- 
advantage that one has to puncture a vein, which 
may be undesirable—at least in children. The 
second method is also accurate, but as citrate and 
blood do not easily mix in the narrow pipette, clotting 
sometimes takes place. 


I find the following simplified method sufficiently 
accurate for clinical purposes. 


A Widal tube (2 in. by } in.) is taken, 0-1 c. om. water 
is placed in it and a mark made with a file. Then another 
0-4 c. em. is added and a second mark made at the 0-5 c. om. 
level. The collecting vessel is now calibrated. It is 
washed out with citrate, all but O- c. em. of which is 
removed. Gentle friction is applied to the lobe of the 
ear to render it hyperemic; it is cleaned with ether and 
punctured deeply with a Hagedorn needle. Blood 
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should flow rapidly into the vessel up to the 0-5 c. em. mark. 
For very accurate work, pressure is undesirable, but for 
clinical purposes gentle pressure may be used if unavoid- 
able, and is best applied by enclosing the base of the 
ear lobe in a diamond-shape space between two fore- 
fingers and thumbs and milking gently towards the 
puncture. If the collection is slow and the ear is mauled 
partial clotting is likely to occur, and for this and other 
reasons the result will be quite inaccurate. 

The blood and citrate are now well mixed and allowed 
to stand for ten minutes. Then the collecting vessel and 
sedimentation tube are both held horizontally; the 
blood collects at the open end of the vessel, and on being 
touched with the end of the sedimentation tube runs into 
the latter by capillarity. When it has reached the 100 mm. 
mark, a finger is placed on the other end of the tube 
which is then set upright in plasticene. The sedimenta- 
tion tube should be about 140 mm. long with an ink 
mark placed 100 mm. from one end. Its internal bore 
should be between 25 and 3 mm., and not less 
than 2:5 mm. i 


Interpretation.—The normal sedimentation-rate 
(S.R.) in one hour for males is 4 mm. and females 
6 mm. Values over 12 are abnormal. Menstruation 
causes variations in either direction ; it is best to 
avoid tests at these times. Pregnancy shows an 
increased rate, values over 20 being common after 
the fourth month. 

In anæmia there is some increase of S.R. This is 
governed by the number of cells, their size, and their 
hæmoglobin content. ` Various corrections are avail- 
able, derived from the absolute volume of red cells 
when completely packed, but perhaps it is simplest 
to state that if the hemoglobin is more than 70 per 
cent. or the cell count more than 4,000,000 then 
normal standards may be applied. 

S.R. finds its most important application in 
tuberculosis. It is a more sensitive index than the 
temperature. An initial S. R. gives some indication as to 
prognosis, but many exceptions will be met. Changes 
in S. R. are of more importance because they are an 
accurate index of changes in the patient’s state and of 
the effects of treatment. Thus it is said that patients 
after sanatorium treatment having a S. R. of more 


than 10 are not likely to do well. Finally, while a 
raised S. R. in a case of suspected early tuberculosis 
lends much support to the diagnosis, it must be 
recognised that not infrequently early cases may 
show a normal §.R. 

In anthracosis and emphysema S. R. is normal. In 
simple chronic bronchitis it is normal or slightly raised ; 
figures of 20 or more would suggest tuberculosis. 
Similarly a high S. R. might help to distinguish 
between inflammatory exudate and hydrothorax. In 
acute rheumatism the S. R. is usually above 20, and 
so long as it remains raised the disease is active 
even though the physical signs have become normal. 
In rheumatoid arthritis very high figures—40 or more— 
are found. The raised S.R. may persist after the 
arthritis has subsided and is an important indication 
that the disease is still active. In coronary thrombosis 
the S. R. rises on the second or third day, and this 
may help to confirm the diagnosis in prolonged and 
severe epigastric or precordial pain. In appendicitis 
the S.R. is usually raised on the third day, but not 
till the diagnosis is already quite obvious; it should 
not be considered a factor in diagnosis. S. R. is 
raised in acute salpingitis, and it is said that this 
might help to distinguish the condition from tubal 
gestation. 

In most acute infections (pneumonia, &c.) a great 
rise in S.R. soon occurs, but in typhoid the rise is 
often only slight for the first fortnight (less than 20). 
A relatively low S.R. might thus help to distinguish 
typhoid from infective endocarditis. In uncompli- 
cated influenza S. R. is low—under 20 and often 
under 10. In malignant disease the S. R. is normal 
unless the condition is very advanced or ulceration 
has occurred. 

Finally, the S. R. may be of value in the type of 
case where a patient has been rather unwell for some 
time and has a temperature in the neighbourhood 
of 99°. Here a raised S.R. is a special indication for 
close investigation ; it is possible that some cryptic 
infection like perinephric abscess, endocarditis, or 
early phthisis may come to light. 


OPENING OF THE MEDICAL SCHOOLS 


WE publish this week extracts from two further 
addresses delivered to students at the opening of 
medical schools. Lord Dawson spoke at Guy’s Hos- 
pital on Monday last, and Dr. Dain at the University 
of Durham college of medicine on Oct. 8th. 


THE DOCTOR AND HIS HORIZON 
By Viscount DAWSON OF PENN, P. C., P. R. C. P. 


In the time at our disposal I can only put before 
you certain reflections which fall within, but cannot 
embrace, the title of my address. Surely there is no 
profession which takes so big a toll of all the attri- 
butes of a man, and that at one and the same time. 
Body, mind, and spirit are often in full and simul- 
tanevus exercise. I am to talk of the doctor and 
his horizon. 

First, the doctor himself. The body: this should 
be strong, resilient, apt to endure. To be confident 
and cheerful under stress, to judge well and act 
Strongly demand a body that does not tire. If you 
are weary and feel abdominally you cannot think 
imperially, or even hopefully. The medical student 
should himself stand forth as an example of what 
the body should be, and I am inclined to agree with 
those who regard physical education amongst students 


as an obligation. This is the more important now 
that public opinion is beginning to awaken to the 
fact that all is not well with the physique of the 
nation, and that systematic cultivation of the body 
is as much a matter of national concern as is education 
of the mind. Personal benefits apart, students would 
learn by the avenue of experience the study of move- 
ment and poise and the basis of treatment by 
physical exercises and by manipulation, branches of 
therapeutics sadly in need of intelligent development. 

Here it is appropriate to correct a certain confusion 
between, on the one hand, physical education, and, 
on the other, sport and physical recreation. In 
physical education, movements are designed to 
educate the body in structure and function. It 
belongs to school hours, has its allotted place in the 
curriculum, and is directed by the teacher. If educa- 
tion is needed to get the best out of a girl’s or boy’s 
mind, it is unreasonable to expect that it is not 
equally needed to make the best of her or his body. 
On the other hand, sports and physical recreation 
belong to our leisure. Here stands forth the joy of 
effort in playing the game, and, with these, the 
“team spirit,” self-control, and leadership. Physical 
education and physical recreation are complementary, 
and, though distinct in purpose, oan overlap. Thus 
physical education makes use of the game, even in 
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school hours, wherever it is possible to do so. At 
the same time, proficiency in games often exists 
with defects of frame or function. A young man or 
woman may be excellent at games and yet possess 
defects of structure of body boding ill for his or her 
future fitness. These physical education would 
prevent. In fact we need to combme physical educa- 
tion and physical recreation. Niels Bukh, a Dane, 
a pioneer of physical culture in Scandinavia, used 
education by fundamental gymnastics as a basis, 
and athletics, games, and folk-dancing as a means 
of its expression. 

This problem of rearing a fit race transcends in 
importance all our domestic questions. We forget 
that formerly Nature, by the rough method of high 
death-rate, eliminated a large proportion of weaklings 
in the community. To-day, in virtue of increasing 
medical knowledge and a quickened social conscience, 
we have cut down the death-rates, thereby enabling 
to survive increasing numbers, not only of the good 
stock, but also of the bad stock, and the latter is a 
dead weight on the community, and when it propa- 
gates does damage to succeeding generations. No 
policy which aims at raising the national physique 
can succeed which does not take cognisance of these 
facts. 

I pass now to education of the mind. A sound 
knowledge of biology, physics, and chemistry is an 
essential foundation; without that foundation the 
study of medicine is as a house built upon the sand. 
For these we must depend on the school at 16 to 17 
years of age. I can look back and recall how much 
I have been helped in my career by the fact that I 
took a science degree in chemistry, physics, and 
physiology, and was once a teacher in these subjects. 
I remember, in my youth, the thrill of interest when 
Emil Fischer synthesised sugar, and again when the 
molecular relatives of urea and uric acid were evolved 
one by one. To-day a valuable group of drugs 
which bring us soothing and sleep have been built 
up on urea. And, in your day, is it not safe to 
prophesy that the exact structure of the protein 
molecule will come to light, and perhaps protein will 
be synthesised ? Then what changes may unfold! 
Man, unable like the lupin plant to pick up nitrogen 
from the air, needs protein as his source of nitrogen, 
and therefore has resort to flesh food. If proteins 
can be turned out by chemical factories, how the 
vegetarians should rejoice, though for ordinary 
mortals we may expect the palate to continue to 
hold its beneficent sway. 

Viewing the teaching in our medical schools, it is 
agreed that the branches of medical science are now 
so many that attempts to comprise them all within 
the curriculum must cease, and that those subjects 
within the curriculum must be rationed in their 
scope if the student’s mind is not to be overcharged 
with uncorrelated facts so as to produce not intelli- 
gence but mental dyspepsia. In the past, anatomy 
illustrated the vice of mere memorisation, but to-day 
its teaching is more selective, and, with the aid of 
radiology, slow-motion films, and illustrations from 
orthopedic surgery, has become more alive. 

Should not the chief object of teaching be the 
training of the student’s mind how to learn, how to 
think, and the objects of examinations to discover 
not so much the quantity but rather the quality of 
knowledge, not so much what the student knows, 
but how he knows? I would give more marks for a 
wrong diagnosis well reasoned, than for a right diag- 
nosis ill reasoned. The former denotes immature 
judgment, the latter indicates an ill-trained mind. 
And will it not come about that for a good proportion 


of students the qualifying examination will be but a 
stage in their course, and that one or two further 
years will be devoted to original investigation or 
extended study, and that a higher qualification will 
be granted on the record of such work without the 
obligation to pass a regimented examination ? 

In clinical teaching I would plead that disease be 
not presented in stereotyped pattern; that is the 
rôle of the text-book. Bedside teaching offers good 
scope for the Socratic method, in which the Guy’s 
School has excelled. For myself, no part of my 
work afforded me more satisfaction and instruction 
than Tuesday mornings in the wards, often prolonged 
till the dinner, and sister’s appealing look, caused a 
retreat. 

In sickness does not every man claim to be ill in 
his own way? There man’s fundamental indi- 
vidualism is unfolded. Thus it is that when a 
student begins his work in the wards, he enters a 
new world. Prior to that event his studies have been 
objective, the data constant; but now he is up 
against personality, with its infinite variations result- 
ing from heredity and environment, and, maybe, 
cross-currents of thought and anxiety. And though 
the student will investigate the morbid process by 
every means at his command, he will do so in relation 
to his patient; and the power to project himself 
into the mind of another is only to be acquired by 
the constant cultivation of a sympathetic under- 
standing. And, be it remembered, illness is less 
standardised now than it used to be, and for the 
reason that, speaking generally, the processes of 
disease are less violent and more slow in their inci- 
dence; and, on the other hand, the complexity, 
even the perplexity of the life of to-day make the 
reactions of the patient more active, and therefore 
the picture of illness more variable. And so it is 
that in many illnesses and distempers (to use an 
expressive word), unravelling of the problem is the 
pressing need, and in comprehensive diagnosis lies 
the best treatment. 

The doctor is concerned on the one hand with 
knowledge as such, and on the other with the applica- 
tion of that knowledge to human needs. In both 
directions his horizon is widening. Though we are 
at times faced with diseases we are (alas) powerless 
to cure, there is never an occasion when we cannot 
bring help and solace. 

Yet a longer view will show substantial and 
continuing progress in knowledge. I have only to 
mention typhoid, tuberculosis, diabetes, rickets, rheu- 
matic fever, gout, and the anæmias in illustration; 
and surgery—less limited to the removal of some- 
thing—is entering the realm of constructive work 
conceived in the light of function. Indeed the signs 
are plain that your era will be fertile, and that the 
scattered flowers of new knowledge will be gathered 
by you into well-ordered gardens. 

With the science of your daily work never standing 
still, you need to keep the open, but equally avoid 
the plausible, mind, to beware of that running after 
the mere wondrous which ever and again leads the 
public astray, to worship one false god after another, 
dethroning old ones only to set up new ones in quaint 
succession. Medical societies and journals are the real 
instruments of progress. There new ideas are brought 
to light and judgment, there you learn the habit of 
the receptive mind, there to express your thoughts 
clearly. A doctor is a student till death, or shall I 
say, when he ceases to be a student he dies. 

Nothing is widening our horizon more than the 
development of preventive medicine. We are now 
concerned. with the constructive health of those who 
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are up and doing—children in the schools, workmen 
in the factories. It follows, therefore, that the work 
of doctors will expand in the sense of being educa- 
tional, and this larger work of healing through teach- 
ing will require accommodation just as education 
requires schools. Likewise doctors must, in the 
interest of the community, take a more responsible 
part in plans for building up a healthy race. Let me 
urge you to think, realise, and convince others that 
our present piecemeal social policy, though well- 
intentioned, is unreasoned, that falling death-rates 
are only good in proportion as they denote the pre- 
servation of lives which are healthy enough to live 
and enjoy life, and effective enough to be workers 
and sound parents. We have rendered nugatory 
Nature’s method of securing quality, and have thought 
out nothing adequate in its stead. In our duty and 
desire to help the unfortunate and afflicted, we are 
being tragically unkind to the next generation which 
will carry the burden resulting from our neglect of 
biological law. These are matters which the medical 
profession should bring home to the nation. 

And may I, in conclusion, address the freshmen ? 
I like to think of you a8 my junior colleagues. You 
have chosen a very great profession. Its work is 
hard, its claims call for discipline and a readiness 
to spurn delight, but you are in the ranks of advancing 
knowledge, and you will live more fully, not lapse 
into slumber, with the passing of the years. Along 
your road will be joy and sorrow, pathos and humour, 
nobility and frailty ; all these will have your under- 
standing and your helpfulness. To you will belong 
the larger vision, and with it an increasing love of 
your brother man. Be thinkers and doers; keep 
wide your interests, preserve your playtime, tread 
your path with confident and joyful step, and may 
God speed your great adventure ! 


GENERAL MEDICAL PRACTICE 
By H. Guy Dam, M.B. 


GENERAL medical practice as we know it has not 
had a long history in this country; we to-day are 
evolved from our ancestors the apothecaries on the 
one hand and barber surgeons on the other. Our 
apothecary ancestry 1s shown in the fact that in 
England the family doctor still dispenses medicines 
for most of his patients, as he did in the days of Mr. 
Pickwick ; by the process of evolution he does not 
dispense for insured persons. 

I can remember the time when most doctoring of 
so-called minor ailments was done by the old lady 
of the family who knew about herbs and potions, 
and dealt them out as required, and a proper doctor 
was only called in when something obviously serious 
was in hand. To have the doctor meant that you 
were seriously ill and no one expected that a doctor 
should be at hand for every ailment. To-day this 
is all changed; the doctor has become recognised 
as an essential part of the social service, which ought 
to be available for everybody, and the public calls 
for his help on all occasions. The attitude of the 
public to medical examination and treatment has also 
changed. Forty years ago it was a matter of great 
difficulty to persuade a case (say) of acute appendi- 
citis to have an operation. To-day, no matter what 
is the complaint, the query is, Can’t it be operated 
on ? and the doctor is more busily employed keeping 
his patients off the operating table. At that date a 
female patient expected you to be able to make all 
necessary examinations of the chest through an 
aperture in the clothing that would hardly take the 
end of the stethoscope. To-day it is quité different. 
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I do not quite go back to the day when the doctor’s 
only instrument of precision was a gold-headed cane, 
still I started practice in the top-hat and frock-coat 
age. Changes in knowledge and outlook are even 
more remarkable. The mystery and mysticism of 
doctoring are steadily diminishing and instead of the 
doctor’s skill and knowledge being considered out- 
side the comprehension of the ordinary patient and 
his friends, to be accepted without question, many 
of them expect to discuss their maladies with con- 
siderable, more or less accurate, knowledge of causes, 
of germs, and of vitamins. This is good for both 
parties, for it has brought the doctor down from 
his perch, and has increased his opportunities of getting 
the coöperation of the patient in carrying out his 
suggestions. If there is a fault to be guarded against, 
it is the tendency of both doctor and patient to 
expect everything from the machine and for the 
doctor not to cultivate fully his powers of observation 
and touch or to give proper weight to the history. 
A patient of mine, advised to seek a second opinion, 
asked if he could not be sent to a hospital (named) 
where there was more up-to-date equipment. Just 
now X rays are expected to discover and cure every- 
thing. There was a time when the family doctor 
performed operations and other services that to-day, 
with the progress of specialist and specialties, it 
would not be at all in the best interests of the patient 
that he should carry out. And as this process of 
specialisation must continue—it is not peculiar to 
medicine, we see it in all walks of life—the field of 
the family doctor must become still more altered. 
There is a tendency, still more marked in other 
countries, to cut out the general practitioner. Every- 
body specialises, and the patient finds his way to the 
specialist whose services he thinks he requires, 
choosing for himself the professor of internal medicine, 
of orthopedics, of eye, ear, or nose disease, according 
to his own diagnosis of the cause of his ill-health. 
Here we believe that it is greatly in the patient’s 
interest that our method should prevail, that the 
patient should have at his call a doctor who can 
advise and help him on all occasions and will be 
able to direct him when he requires more expert 
assistance and where he should go to get it. 

In the past most doctors worked single-handed 
with little or no contact with their neighbours or 
with other doctors. Now contacts are frequent, 
neighbours meet and discuss cases and affairs, and 
consultations constantly happen. More doctors work 
in partnership and in small centres a team of three 
or four, each of whom devotes himself to a particular 
subject as well as doing his own general work, enables 
them to provide a service of high standard. You 
may think that with medicine progressing and 
disease continually diminishing fewer doctors will 
be required, but the outlook, both of the profession 
and of the public, is steadily turning from the treat- 
ment of disease to the preservation of health. 
Medical study will be more directed to the main- 
tenance of health so that when students qualify 
they will be at least equally able to advise on 
questions of health as on the diagnosis and treatment 
of disease. Advice on feeding and nutrition, on exer- 
cise and rest, on suitability of occupation, will provide 
doctors with a wonderful field of work and help in the 
process of diminishing disease and the proportion of C. 3 
in the population. The time of the doctor in general 
practice is more and more being taken up in educating 
the individual in health matters; another step in 
the same direction and arising out of the work of the 
school medical service is the appreciation of the 
value of regular periodic medical examination in the 
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detection of the beginnings of disease and deformities. 
A number of American life offices offer their clients 
free periodic examinations and find that it pays by 
prolonging life and delaying claims. 

The development of the motor-car has brought 
great changes into general practice. Whereas in the 
past in towns patients passed to other doctors when 
moving only a short distance, to-day with the tele- 
phone and a motor-car the doctor is within easy call 
when several miles away. Distant villages are 
brought nearer and the country doctor is able to 
increase his area of activity; at the same time the 
town doctor is able to practise further out into the 
country. The process is inevitable, and provides 
the greater choice of doctor which we all regard as a 
good thing. The feeling that he can change is an 
important factor in the confidence that a patient 
must have if he is to get the best help from his doctor. 
This is a cardinal principle and is e for in the 
national health insurance service. 

A practitioner must possess or acquire a number of 
qualities that rank high in the development of 
character; general practice is a job that must do 
him good whatever it does for his patients. First 
in order of qualities of a really good doctor I should 
place an interest in people as people and not as 
patients; if that interest in people and their 
behaviours is a kindly interest so much the better 
for both doctor and patient. If the doctor is more 
interested in the disease than the person, then he 
may be more usefully employed as a specialist to 
see the problem as a disease in a person while the 
general practitioner sees the person with the disease. 
Other qualities required in general practice are the 
knowledge and skill that increase steadily as the years 


go by; and if his knowledge on particular subjects 


is not so complete or so profound, yet it must be so 
wide that it covers the whole ground and is able to 
recognise its own limitations and the need for taking 
a second opinion. To stand still is impossible and 
even in busy practice time must be found to read 
medical papers and books and by conversation and in 
other ways to know what progress is taking place. 
Opportunity for regular post-graduate instruction 
is provided at She British Postgraduate Medical 
School at Hammersmith. Given the knowledge and 
skill, the application of these will provide the doctor 
with the need to exercise and develop his judgment, 
sympathy, and understanding. His judgment is 
required in makmg decisions which he is called upon 
to make at all hours of the day and night and upon 
which the life of a person may depend. Sometimes 
the decision must be prompt; a decision to put 
off deciding may be the most important of all. 
Judgment is required in stating the position to 
the patient ; how much or how little it is wise to say 
to the patient or the friends, estimating their know- 
ledge or ignorance and their reaction to whatever he 
will say. 

In dealing with the patient there are a number of 
practical points. First there is only one patient in 
the world—the one in front of you. I heard this 
once stated graphically by an Edinburgh surgeon in 
an address to newly qualified men: Always 
remember that the pimple on the end of ma nose is 
of mair importance to me than a strangulated hernia 
in ma neighbour.” Next comes sufficient examina- 
tion. To take careful note of the history which you 
get from the patient is important, but it is still more 
important not to make any decision without proper 
examination. More mistakes are made in practice 
from omitting necessary examination than from 
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any other reason. A consulting physician told 
me that every year in cases referred to him for 
backache there is carcinoma within easy reach of a 
finger in the rectum. You have concentrated on 
your case and you have examined the patient, now 
what are you going to do about it? The patient 
expects, always expects, that something will be 
done, something definite to help the cure. When 
you are in doubt your statement to the patient 
requires care. To say you don’t know simply invites 
the patient to consult someone else; I remember 
losing a patient by saying that I had never seen a 
case quite like it before, although the nature of 
the condition and the treatment were as obvious to 
me as to anyone else. Patients are in the main very 
ignorant of the processes of their bodies and are full 
of fears when the processes are disturbed. A quick 
appreciation of a fear which has not been admitted 
often enables you to help a person enormously by an 
apparently casual statement. To-day the most 
prevailing fear in the middle-aged, especially in 
women, is that of cancer; a statement that there is 
no evidence of this has a wonderful curative effect. 
One of the advances of recent times is the apprecia- 
tion of the extent to which physical functions are 
disordered by emotional causes. The completely 
inhibiting effect on the digestive functions of a shook 
or severe disappointment is a common experience 
and in these days of speed and machinery more and 
more trouble starts in the nerve centres. Sufficient 
psychology should be taught in all medical schools 
to enable the man starting in practice to appreciate 
these effects, not leaving him to discover them by 
experience. 


How does the patient regard the doctor? A cynic 
has said that the doctor appears as an angel to the 
person in pain or distress, as a god when he has 
effected a cure, and as the devil when he sends in 
his bill. And if there is a modicum of truth in this, 
then evidently the patient’s regard is liable to undergo 
wide changes. The doctor should be able to give the 
patient to understand that he is expected to be frank 
and honest with the doctor, to carry out his orders 
loyally, and to assist in his own cure. The relation- 
ship is often a delightful one; if there were no fees 
it would be even better. One of the charms of panel 
practice is the fact that the ability of the patient to 
pay for a service does not enter into consideration. 
It is a testimony to the proper relationship that 
the insured person who can call for his doctor whenever 
he feels it necessary without any fee does not abuse 
the position. 

Let me conclude with setting out in a few words the 
advantages and disadvantages of general medical 
practioe as a livelihood. 

To take disadvantages first. Tou are on duty for 
24 hours in the day; not at work all that time, but 
liable to be called. You may have to get up and go 
out at night, perhaps be out several hours, and then 
work next day ; as a matter of experience the amount 
of night work has diminished much in my time. 
There are several causes for this, the falling birth-rate, 
more midwifery in hospital, less fear of illness, are 
among the most important. Irregular hours and 
irregular meals are part of the picture. Irregularity 
of work is not so bad; personally I hate re 
office hours, but irregular meals affect the domestic 
economy. The doctor’s wife is waked when he goes 
out at night and has to be prepared to tell another 
caller where he has gone. Meals have to be kept hot, 
and when he has promised to take her out an urgent 
call disappoints at the last moment. All these 
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are at their worst in a single-handed practice and are 
much mitigated in a partnership where off duty 
days and holidays can be arranged. But compared 
with 30 or 40 years ago there is a much better spirit 
between doctors practising in competition ; they will 
give one another a hand and see patients in emergency 
without charging, and without keeping the patient 
for themselves. 

Then the advantages. Responsibility is the salt 
of life, and a doctor in general practice gets plenty of 


it. There is no monotony in the job; no two cases 
and no two people are the same. | 

In these days of mechanised labour and repetitive 
processes one cannot be too thankful for variety in 
occupation. And there is the privileged social 
position. The doctor shares with the parson the 
ability to meet any of his patients on equal terms. 
He can take tea in a palace or in a cottage without 
any feeling of social discomfort. I often wonder if we 
properly value this position. 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 
various occwpations. Zach contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index. 


FROM A DEPARTMENTAL DOCTOR 
III 


„THE days, says Mr. Masefield, that make us 
happy make us wise, and whether or not that is 
striotly true, it is always amusing to lean back for 
a few minutes, allowing memory to make its choice, 
and to consider the days or moments that it presents 
for inspection as having been life's particular prizes. 
It may, indeed, be more than merely amusing, for 
they have generally been periods of intense living, 
and therefore valuable samples to study, from more 
than one point of view. It is, of course, dangerous 
to generalise on such a topic. But it will seldom 
de found, probably, that they were days of any 
personal or professional triumph; or that they were 
days planned for in advance. Generally, it would 
seem, they were accidental days of some fortuitous 
blending of happinesses, unexpected moments blessed 
with a peculiar realisation of physical and spiritual 
grace. Indeed, to be quite honest, their grace, at 
a first examination, may seem to have been 
predominantly physical. 

* * % 

Such, at any rate, was the testimony of a group 
of men gathered round a dinner-table, a few years 
ago, when the question was raised in an atmosphere 
reasonably conducive to frankness. The company 
included, amongst others, a couple of novelists, a play- 
wright, the head masters of a preparatory and a public 
school, the secretary of a learned institution, a librarian, 
a doctor, and one or two civil servants. Some of them 
were under 30, some over 40, some single and some 
married, most of them travelled, and a good many 
of them had seen active service in the war. 
was asked to describe his happiest moment, or the 
Tange of experience in which his happiest moments 
had occurred; and all of them were sufficiently 
known and unknown to each other to have had no 
hesitation on the grounds of convention. If the 
moments had occurred in a bar or the arms of a 
mistress there would have been no reason for not 
saying so. But the experiences revealed were not 
of this order; and, considering the diversity of 
interests represented, they were curiously similar 
in their essentials. Several were associated with 
mountain climbing, the smoking of a pipe in the lee 
of some Swiss or Pyrenean summit ; others enshrined 
the heather beside some Scottish river, with the sun 
just dropped behind some Sutherland range and the 
gleam of a salmon in the dusk waiting to be carried 
to the car half a mile away. Another envisaged again 
the bliss of a hot bath after an exceptionally hard- 
fought game of Rugger, with a cigarette between the 
lips and tea and toast in immediate prospect; and 
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yet another conjured up a seat under a café awning, 
after a long Mediterranean bathe, with the cosmo- 
politan crowd sauntering and resauntering along the 
noonday boulevard. 

i * * * 

In this particular group, therefore, the happiest 
moments of life, as spontaneously restored by memory, 
had a very definite and, at first sight, almost pre- 
dominantly physical component. None of them 
celebrated, as they might have done, in view of the 
guests who were present, a successful first night, the 
news of a second edition or an important promotion. 
None of them recorded any merely intellectual 
rapture ; and it seems probable that a wider inquiry 
would produce very similar results. But a closer 
inspection of these, and perhaps of the happiest 
moments of most of us, does reveal another factor. 
There has been recent muscular activity. But, at 
the actual moment, this is in suspense. The body 
is satisfied, fit, and at peace ; and there has been some 
memorable conjunction of weather and scene to lend 
the moment its accolade. They have in fact been 
moments, in the last analysis, when some other 
element in us has been peculiarly at liberty—has 
found the body a throne m which it could lounge at 
ease and survey the universe, as it were, from outside. 
On these rare occasions, this looker-on—this enjoyer 
in ourselves—has been able to sip the honey of time 
and material beauty as something that was itself 
merely a part of these, or wholly contained by them, 
could surely never have done. 

* * * 


But that is to trespass upon the estates of the 
philosopher, priest, and poet; and no doubt there 
are psychologists and chemists ready to explain the 
sensation in terms of self-flattery or brain-juice. So 
for the mere doctor it is perhaps better to concentrate 
on the physical aspect—to reflect that people’s 
happiest moments seem to descend upon them in 
the wake of activity by bodies more than ordinarily 
fit. If, in our professional rôles, we have managed 
to pave the way for any of them, we ought to feel 
reasonably content. Perhaps our bottles will be 
blessed after all. Yes, even our bottles. For though, 
as it would now appear, they are more deeply under 
suspicion than ever—our expectorants seldom reach- 
ing the recesses of the lungs (we always wondered a 
little how they managed to find their way) and our 
doses of iron and calcium and what not demonstrably 
inadequate by laboratory tests—there is still some- 
thing to be said for the bottle. There is, of course, 
the popular demand for it, which we deny at our 
financial peril. But is it not at least as convenient 
a reminder as any of the advice that accompanied 
its bestowal? And is not its mere uncorking, every 
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four hours, a little event in the monotony of bed- 
keeping—a recurrent milestone to cheat the invalid’s 
way of something of its length ? 


* æ 1 
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And this brings to mind a physician so eminent 
that his name must not even be hinted at, who used, 
in his younger days, to impress upon his pupils —if 
they wished to become successful general practi- 
tioners—the vital necessity of being ready with 
alternative prescriptions. If a patient with a cough, 
who had been given mist. ipecac. ammon returned 
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no better at the end of a week, we should be instantly 
prepared, we were told, to exhibit mist. senegæ oo. 
And if that failed, there was always linctus scillæ, 
which at least tasted nice; and by then, unless we 
were extremely unfortunate, time would have done 
the trick. From the standpoint of practical men in 
an everyday world of ordinary men and women, 
it was a piece of advice for which many general 
practitioners must to-day be grateful to him. If it 
did not exemplify the science of medicine, it was— 
at that un-psychological stage of our careers—a very 
wise and percipient introduction to its art. 
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A Doctor Sees It Through 


AN insured person complained that a request, by 
messenger, for the services of Dr. A, an insurance 
doctor, his own doctor being unavailable, was refused 
on the grounds that the patient was not on his list. 
In accordance with the rules governing procedure 
Dr. A was asked for his observations. He admitted 
declining to visit the patient, but said that he dis- 
tinctly understood from the messenger that he was 
required to attend privately, no reference whatever 
being made to the patient’s status as an insured 
person. A copy of Dr. A’s reply was sent to the 
complainant, who then stated that as he had no 
personal knowledge of what passed at the interview 
he could neither agree with nor dispute the accuracy 
of the doctor’s statement, but he reiterated that, 
whatever the cause, he was unable to obtain medical 
treatment at a time when he was in need of it. He 
added that so far as he was concerned the matter 
was ended. This was regarded by the medical 
service subcommittee, which was dealing with the 
matter, as a withdrawal of the complaint. But a few 
days later Dr. A intimated in writing that he desired 
to bring to the notice of the committee the conduct 
of the insured person with a view to the matter being 
investigated under the rules governing the conduct 
of insured persons.” His point was that the insured 
person had preferred a frivolous charge against him 
and had made statements which he knew to be 
false. 

Dr. A and the insured person attended, but the 
committee was under a difficulty about the grounds 
upon which the matter should be investigated by 
them. Rule No. 9 of the rules governing their pro- 
cedure says: ‘‘ Any insured person raising a question 
which, after investigation by the committee... 
appears to the committee to be frivolous or vexa- 
tious, shall be deemed to have committed a breach 
of these rules.” The committee felt they could not 
without investigation hold a question raised by an 
insured person to be frivolous or vexatious. But how 
could they investigate a question which had already 
been withdrawn? The knot was cut by regarding 
the complaint as reinstated so as to facilitate inquiry. 
Dr. A then admitted that the patient had a genuine 
grievance but for this, he said, he could not be blamed. 
The important witness, the messenger, was unable 
to attend the hearing, and the exact wording of the 
message remains doubtful. Dr. A was certain he 
was asked to attend privately; the acousation of 
having refused to attend an insured person he regarded 
as a slur on the reputation of an insurance doctor of 
long service. The insured person had contended 
that, being unable to obtain the services of his own 
doctor, he could oall upon any insurance doctor to 
provide treatment—as in fact he could if his need 


was urgent—but it was pointed out to him that it 
was necessary to inform the doctor that the patient 
is insured before he is under any obligation to attend. 
The complainant agreed that in the absence of his 
messenger he could not hope to establish any case 
against the doctor; he accepted the doctor’s version 
of what happened and withdrew the complaint, 
which he had made without malice believing at the 
time that it was true. Dr. A accepted this with- 
drawal. 
„Gone Away ” 


Last week in this column some of the problems of 
the mortgaged practice were set out. A recent 
example may now be given of the way in which 
the insurance company may become interested. 
A practitioner joined the medical list in January, 
1931, and by a mortgage dated April, 1931, he assigned 
to an insurance company all moneys due to him from 
the insurance committee. The money was paid to 
a bank, the authority for such payment being irre- 
vocable without the consent of the company. In 
July, 1936, it was ascertained that the practitioner 
had left the practice, to which some 1400 insured 
persons were attached, and that his whereabouts 
were unknown. On behalf of the company referred 
to a locum was appointed, and two days later the 
company stated that they had disposed of the practice 
to a neighbouring practitioner, and that they were 
submitting to the committee the resignation signed 
by the practitioner at the time he entered into the 
mortgage. It appeared that the form did not contain 
a nomination by the practitioner, and that the com- 
pany proposed to make the necessary nomination. 
The insurance committee, however, were unable to 
recognise the company in the matter and the proposed 
nomination could not therefore be accepted. The 
committee were given to understand that the praoti- 
tioner was out of England; it was definitely estab- 
lished that he was not available for the treatment 
of his insured patients, and that while another doctor 
was attending to his insured patients the arrangement 
was neither made nor sanctioned by the practitioner. 

The clerk of the msurance committee with the 
secretary of the panel committee visited the surgery 
when they were told by the locum that on July 20th 
he had received an urgent telephone message request- 
ing him to take charge of the practice temporarily, 
and that he did so on that day, adding that the 
practitioner had had nothing to do with his appoint- 
ment as locum which had been arranged through a 
medical agency. The locum stated that he did not 
attend at the private address, about a mile distant, 
but had seen certain patients from that district. 
The two officials visited the private address and 
found the premises unoccupied ; there was no notice 
= any kind exhibited directing patients to any other 

octor. 
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The insurance and panel committees agreed that 
action should be taken under Clause 4 (4) of the 
terms of service, and the Minister of Health was 
asked to consent to appropriate notices being issued 
to the insured persons concerned. The. department, 
notwithstanding that the two committees were 
satisfied on the clearest possible evidence, obtained 
on personal investigation by their chief officers, that 
the practitioner had abandoned his practice and that 
his present whereabouts were unknown, gave him a 
last chance by writing requesting his observations 
within seven days. On behalf of the insurance com- 
mittee it was pointed out that to afford such a practi- 
tioner an opportunity of submitting observations 
was virtually giving him a right of appeal, for which 
no provision was made in the clause, and that while 
there might be some justification for this in the case 
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of a practitioner who was alleged to be mentally 
or bodily disabled from giving adequate treatment 
to his patients it appeared to be difficult to suggest 
any good reason for this being done in the case of a 
practitioner who had left his practice and had made 
Inquiries were there- 
upon made on the telephone by the department to 
the General Post Office as to whether the letter 
addressed to the practitioner was in course of return, 
in which case immediate consent to the issue of the 
notices would be given without awaiting the expira- 
tion of seven days. In due course the consent of 
the Minister was received to the issue of notices to 
the insured persons concerned, who were thereupon 
informed that the practitioner was no longer in a 
position to provide them with treatment and that 
they were at liberty to select another doctor. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Comdrs. D. H. Kernohan to York (on recommg.), 
and as Fleet Medical Officer (on transfer of flag); J. 
Hamilton to Tamar, E. R. Sorley to Terror II., 
W. F. Beattie to Barham ; and M. S. Moore to President 
for course. 

Surg. Lt.-Comdr. H. H. Fisher to Medway. 

Surg. Lts. H. L. Cleave to Drake, addl., for R.N. Hosp., 
Plymouth, addl., and as specialist in diseases of the ear, 
nose, and throat; T. F. Miles to Hermes; M. G. 
Peever, R. W. G. Lancashire, S. Miles, B. M. O’Sullivan, 
W. H. C. Watson, J. T. Wellwood, I. Whittington, F. H. 
Williams, and H. O'Connor to Victory for R. N. B.; and 
F. H. Ward to Victory for R. N. Hosp., Haslar, addl. 

A Sir Gilbert Blane gold medal has been awarded to 
Surg. Lt.-Comdr. J. M. Sloane. 


ROYAL NAVAL VOLUNTEER RESERVE 
Surg. Comdr. W. H. Butcher to Victory for R.N.B. 
Surg. Lt.-Comdr. T. G. Evans to Courageous. 
Surg. Lte. R. H. Longmoor to Pembroke, for R. N. 
Hosp., Chatham; and W. H. Carr to Royal Oak. 
Surg. Sub-Lt. S. E. Cooke promoted to Surg. Lt. 
Proby. Surg. Lt. G. L. Foss to be Surg. Lt. 


ARMY MEDICAL SERVICES 
Col. A. C. Amy, D.S.O., late R. A. M. C., retires on ret. 
pay. 
Lt.-Col. A. L. Foster, from R.A.M.C., to be Col. 


Col. Foster had been D.A.D.M.S. at Lahore. He returned 
to Aldershot as Ohief Instructor at the R.A.M.C. Training 
Establishment. He was promoted It.-col. in November, 1932, 
and was etationed at Delhi. 


ROYAL ARMY MEDICAL CORPS 


Maj. H. D. F. Brand to be Lt.-Col. 

Short Service Commissions: Lt. S. J. Meyersohn to 
be Capt. 

SUPPLEMENTARY RESERVE OF OFFICERS 

Lt. E. T. St. M. Brett to be Capt. 

Lt. A. W. Woolley, from Supp. Res. of Off., Somerset 
L.I., to be Capt. 

TERRITORIAL ARMY 


Capts. W. R. Ward, J. Rannie, H. E. Harding, and 


A. Barr to be Majs. 
Capt. D. Macleod to command the 5th (Scottish) Hygiene 


Company. 
Lt. A. T. Halton to be Capt. 
M. H. Evans to be Lt. 


ROYAL AIR FORCE 


Squadron Leader E. Thompson to Central Medical 
Establishment, London, for duty as medical officer. 

Flying Offr. S. G. Gordon to Aeroplane and Armament 
Experimental Establishment, Martlesham Heath. 

Dental Branch.—Flight Lt. S. C. Allen to No. 3 Flying 
Training School, Grantham. Flying Offr. I. St. C. 
Alderdice to R. A. F. Station, Boscombe Down. 


RESERVE OF AIR FORCE OFFICERS 


Flight Lt. G. Dunderdale relinquishes his commission 
on completion of service. 


AUXILIARY AIR FOROE 
W. D. Peock is granted a commission as Flying Offr. 


INDIAN MEDICAL SERVICE 


Majs. to be Lt.-Cols.: H. M. Salamat-Ullah, M.C., 
G. R. Oberai, J. E. Dhunjibhoy, and J. Chandra. 

Capt. R. A. Haythornthwaite to be Maj. 

W. A. Hopkins to be Lt. (on prob.). 

Lt.-Col. J. A. A. Kernahan retires, and Lt.-Col. 
C. McIver retires on account of ill-health. 

Indian Medical Department.—Asst. Surg. (lst Cl.) 
A. E. Mathews to be Lt. (Sen. Asst. Surg.). 


COLONIAL MEDICAL SERVICE 


The following have been appointed medical officers, 
West Africa: Drs. E. Bradbury, J. C. Busby, T. P. Eddy, 
B. J. Green, A. D. Hodges, J. I. Lish, G. J. Murray, and 
B. B. Waddy. Dr. E. J. Foley has been appointed medical 
officer, Tanganyika; Dr. W. H. Jeffrey, Malaya; and 
Dr. W. L. Lister, Zanzibar. Dr. R. Briercliffe, C.M.G., 
becomes director of medical services, Nigeria; Dr. M. 
Clayton-Mitchell, medical officer, Gambia; Dr. J. Gray, 
senior medical officer, St. Helena; Dr. R. A. Newsom, 
medical officer, Northern Rhodesia; Dr. D. C. Ogilvie, 
district medical officer, Cyprus; Dr. J. C. Tull, patho- 
logist, Cyprus; Dr. D. J. Valentine, deputy director of 
medical services, Hong-Kong; and Dr. A. T. D. Whit- 
field, medical officer, Nyasaland. 


DEATHS IN THE SERVICES 


Major PRIIIT Apams Orm, R. A. M. C., whose death 
occurred at Poona on Oct. 5th, while racing, was born at 
Plymouth in 1886, the son of Ernest Opie, J.P., and was 
educated at Blundell’s School and Caius College, Cambridge, 
qualifying B.Chir. Camb. in 1911 and M.B. in 1912. He 
then served as casualty officer and house physician at 
Bristol Royal Infirmary, and in the following year was 
resident medical officer at the Queen Victoria Memorial 
Hospital, Nice. From 1914-17 he served with the 
R.A.M.C. in France and Egypt, and became major 
in 1926 in India, having been acting major in 1917. He 
was surgeon to H.E. the Governor of Bombay. He 
married Margaret, daughter of J. C. Collett Mason, J.P. 


MANCHESTER ROYAL INFIRMARY.—The board of 
management of this hospital has approved a contract 
at £10,076 for the building of a new orthopedic block 
to be finished early next year. The block, which 
will be close to the out-patient department will accom- 
modate the orthopedic out-patients, the daily fracture 
clinic, the physiotherapy department, and the school of 
massage and medical gymnastics. 


944 THE LANCET] 


[oor. 17, 1936 


CORRESPONDENCE 


CROSS-INFECTION IN OTORHINOLOGICAL 
WARDS 
To the Editor of THE LANCET 
Sir,—I trust that the illuminating report in your 
last issue by Prof. Okell and Dr. Elliott of their 


studies of the spread of streptococcal infection in 
ear, nose, and throat wards will not give the impres- 


sion that conditions in their hospital are in any way . 


exceptional. It is doubtful whether any institution 
dealing with such cases in ordinary wards can profess 
to have been free from septic visitations such as are 
described in their paper. | 

That this is no new problem, and that it has in 
the past been regarded almost as a necessary evil, is 
clear from words which I find were written by the 
late Sir Frederick Andrewes as long ago as 1909. 
Having adverted in his report as sanitary officer of 
this hospital to the fact that a form of septic sore- 
throat had been prevalent in the then ear, nose, 
and throat ward for some nine months, attacking 
about one patient in every five admitted and in 
some oases taking the form of scarlet fever, he 
proceeds : 

“ The effect of operations on the ear, nose, and throat 
is strongly to predispose to tonsillitis, pharyngitis, and 
scarlet fever, and hence these diseases are more apt to 
spread than in a general ward. . . . So long as operation 
cases upon the throat, nose, and ear are massed in a single 
ward, I believe that we must be prepared for an unusual 
prevalence there of sore-throats and scarlet fever.“ 


A more recent outbreak of the same kind is of 
some interest in that its investigation confirmed the 
findings of Prof. Okell and Dr. Elliott in several 
directions. In November last a total of six cases of 
scarlet fever, three in nurses and three in patients, 
ocourred at intervals in the present ear, nose, and 
throat ward, while several other cases developed 
elsewhere in the hospital which could be attributed 
to infection from the same source. A swabbing of 
the whole population of the ward during the course 
of this outbreak gave instructive results. I had 
already ascertained through the kindness of Dr. V. D. 
Allison, who carried out all the serological ing 
here referred to, that the cases of scarlet fever 
diagnosed up to that time were all due to a Type 1 
streptococcus. There proved to be ten carriers of 
Streptococcus pyogenes in the ward, and of these 
streptococci five were of Type 1, being harboured 
by two nurses and three patients. There was 
obviously no hope of terminating this outbreak until 
these five individuals could be removed, and at that 
stage the degree of aerial infection was so heavy that 
I was able to cultivate a few colonies of Type 1 
streptococci by only 30 minutes’ exposure of a 
blood-agar plate to the air of the ward. Unfor- 
tunately two of the infected patients had recently 
undergone operations for nasal sinusitis and still 
required expert nursing; they had typical latent 
infections as described by Prof. Okell and Dr. Elliott, 
and on subsequent occasions similar patients have 
been found in the same condition. It appears 
that extensive operations on the nose are liable 
to be followed by a profuse purulent discharge 
in which, if any dangerous micro-organism is 
within reach of the patient, that micro-organism 
will inevitably appear, and in large numbers; 
this type of patient is in fact an agency for 
attracting infection and achieving its widespread 
distribution. 


The problem of minimising these dangers is engaging 
serious attention in this hospital; the number of 
beds has been reduced in order to increase the spacing 
between them, every patient is swabbed on admis- 
sion, streptococcus carriers being segregated as far as 
the ward conditions permit, and there is a prospect 
of more spacious accommodation and of facilities 
for the complete isolation of dangerously infected 
patients. Wherever such measures are contemplated 
the foremost object must obviously be the effective 
isolation of all patients suffering from infection by 
Streptococcus pyogenes. As was argued recently by 
F. G. Hobson (THe LANcet, 1936, i., 417), the 
position occupied for so many years by scarlet fever 
as a distinct disease is no longer tenable; a strepto- 
coccus which produces scarlet fever in one patient will 
cause tonsillitis without rash in another, and between 
these two as sources of infection for further patients 
there is nothing to choose whatever. An ear, nose, 
and throat ward admitting septic cases is actually a 
fever ward, in fact if not in name or general estima- 
tion. Another principle which has emerged is that 
certain operations, particularly on the nose, not only 
create a state of extreme susceptibility to infection 
but may lead to a condition which is in its turn a 
most prolific source of infection to others. That 
these two classes of patient, the septic and the hyper- 
susceptible, should ever have been nursed together 
in the same ward may in the more enlightened future 
provide food for some astonishment. 

I am, Sir, yours faithfully, 
LAWRENCE P. GARROD. 


Pathological Department, St. Bartholomew’s 
Hospital, London, E.C., Oct. 10th. 


INFECTIONS OF FINGERS AND HAND 
To the Editor of THE LANCET 


Str,—May I draw attention to two serious omissions 
in Mr. Handfield-Jones’s lucid and admirable lecture. 
They are in connexion with the treatment of th 
infected punctured wound with lymphangitis. This, 
as he points out, is invariably due to a streptococcus, 
but I should say, furthermore, to a virulent strepto- 
coccus, hence the rapid spread. Every year there 
are a number of tragedies among young doctors and 
nurses who prick a finger whilst attending a septic 
case, and die from a virulent lymphangitis and 
septicemia. Mr. Handfield-Jones emphasises the still 
insufficiently recognised truth, that the knife may be 
a lethal weapon in such cases if used in the early 
spreading phase. He advises Prontosil, which is still 
on trial, and which certainly promises to be of value. 
But what of the methods of proven value ? 

I teach that besides the general measures for acute 
fever, there are three essentials in the treatment : 

(1) Generous hot fomentations. 

(2) An immediate large dose of streptococcal antitoxic 
serum. 

(3) Application of a Bier’s bandage to the upper arm. 


The most valuable contribution to conservative 
surgery in the past fifty years was Bier’s conclusive 
demonstration of the value of mild passive hypersemia 
in acute affections. The method was too often 
wrongly applied and it has been lately neglected. 
Five or six turns of the special thin elastic 
bandage are applied lightly and directly to the skin 
of the upper arm and fixed with a bit of adhesive 
strapping, so lightly applied that the patient ig 
hardly aware of its presence except that his pain ig 
relieved. It is left on for three days. 
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What is the rationale? The one hope in a serious 
case is to localise the infection to the arm until such 
time as, first, a local leucocytic barrier at the point 
of infection has had time to form, and secondly, the 
general defence mechanism has had a chance to 
develop an acquired immunity. During this period 
valuable help may be given by passive immunity. 
It is necessary to get in a large dose of antitoxic 
serum before the toxin has caused serious damage to 
vital organs. The new concentrated streptococcal 
antitoxic serum is, without question, of real value. 

My advice to the doctor called to a case of spreading 
lymphangitis with rigors and fever is—take a record 
syringe, 40 C. m. antistreptococcus serum, and a 
Bier’s bandage. 


I am, Sir, yours faithfully, 
Edinburgh, Oct. 10th. D. P. D. WILKIE. 


TESTIMONIAL TO DR. DAIN 
To the Editor of THE LANCET 


SR, — In December last Dr. H. Guy Dain decided to 
relinquish the chairmanship of the Insurance Acts 
Committee, and his numerous friends and colleagues 
feel that the time is opportune for some suitable 
acknowledgment, in which all could join, of his great 
services to the medical profession during the past 
twenty years. 

Dr. Dain is best known for his tireless efforts to 
improve the National Health Insurance system and 
to advance the interests of those practitioners who 
participate in that service. For nineteen years he 
has been a member of the Insurance Acts Committee, 
and for eleven years was its chairman, while for five 
years he presided over the conference of Representa- 
tives of Local Medical and Panel Committees. His 
intimate knowledge of insurance practice, combined 
with a capacity for sound judgment, has resulted in a 
demand upon his services to which he has never failed 
to respond. He was one of the Association’s witnesses 
before the Royal Commission on National Health 
Insurance, and he has recently been elected to the 
chairmanship of a joint committee which is considering 
ways and means of effecting an extension of the scope 
of medical benefit to include consultant and specialist 
services. In Birmingham he has been no less con- 
spicuous in this branch of medical politics, having 
occupied the chair of the Local Medical and Panel 
Committee and the Birmingham Insurance Committee 
for a long period. ö 

Dr. Dain's activities on behalf of the profession are 
so well known that it is not necessary to enumerate 
them here, but they serve to indicate the high regard 
in which he is held by his colleagues. 

Dr. Dain’s consent to the inauguration of a testi- 
monial fund in his honour has been obtained, and he 
has expressed a wish that the amount subscribed shall 
be utilised for the purpose of assisting the education 
of sons and daughters of medical practitioners who 
are in need of such help. That such an object is 
worthy of generous support none will deny, and the 
signatories to this appeal sincerely hope that the 
response will be such as to show Dr. Dain the extent 
to which his self-sacrifice and devotion to the pro- 
fession’s interests are appreciated. 

Subscriptions are invited from all members of the 
profession, and in view of Dr. Dain's intimate associa- 
tion with National Health Insurance medical practice, 
a special appeal is being made to panel committees. 
The fund will be open until June 30th, 1938, by which 
date it is hoped that a substantial sum will have been 
subscribed, the interest from the investment of which 


All else you will find in the house. 


will enable the trustees to make a number of annual . 
grants in the fulfilment of Dr. Dain’s wish. 


Cheques should be made payable to the honorary 
treasurer of the Dain Testimonial Fund (Dr. G. C. 
Anderson), and forwarded to B.M.A. House, Tavistock- 
square, London, W. C. I. 


We are, Sir, yours faithfully, 


. V. ANDERSON (Shildon, Co. Durham), 

. E. A. ACHESON (Belfast), 

NRY BRACKENBURY (Hendon), 

. Brown (Birmingham), 

. L'E. BurGss (Birmingham), 

. J. Day (Sandwich, Kent), 

. ELLIOT Dickson (Lochgelly, Fife), 
ORBES (Sheffield), 

. GARBUTT (Birmingham), 

G. GREENFIELD (Rushden, Northants), 
.A. GREGG (London), 

. C. Jonas (Barnstable), 

. KAYE LE Fremme (Wimborne, Dorset), 
. Lewis LILxey (Leicester), 

ETER MACDONALD (York), 

. Mackiz (Wellington, Shropshire), 

G. McGowan (Manchester), 

. J. Picton (Holmes Chapel, Cheshire), i 
. Rose (Wendover, Bucks), 

E. Tuomas (Ystrad-Rhondda, Glam.). 


Executive Committee. 
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THE RETURN TO WORK 
To the Editor of THE LANCET 


Sig, — Some months ago in your columns (THE 
LANCET, 1936, i., 735) I discussed the difficulties 
which arise in the case of a healed or united fracture 
needing some re-education prior to the commence- 
ment of full work, and I pointed out that the absence 
of light work meant the almost total lack of re-educa- 
tive facilities in the man’s own sphere of labour. 
There is an unbridged hiatus between the time the 
patient is discharged from hospital or from the 
fracture clinic and the day when he is able to take 
up his previous routine; the injured man is left 
with little or no guidance to help him to overcome 
his physical or mental desuetude. No athlete would 
compete in any sport after an absence of weeks with- 
out some preliminary training to restore his physical 
fitness, and the same must apply to the man who 
has recovered from the grosser effects of his accident 
or mishap. The fracture clinics, backed up by the 
massage and remedial exercises which are prescribed, 
go some way to restore physical fitness, but there is 
still room for extension of the after-treatment. If 
light work cannot be found some other method will 
have to take its place, perhaps by closer linkage 
between hospital, fracture clinic, massage depart- 
ment, and some centre devoted to re-education. It 
might be possible perhaps to combine a physio- 
therapeutic department with a re-educative scheme 
to which the case could be referred when able to 
leave hospital or clinic. The aim would be to provide 
re-educative work of a type equivalent to that to 
which the patient was accustomed, in amounts and 
character graded just as would be the case if light 
factory work were available. The shortening of the 
time necessary to get the man into working capacity 
again should make such a scheme worth the con- 
sideration of the insurance companies which are 
paying compensation. 

The scheme might be so arranged that the centre 
would function for either individuals or groups as a 
modified workplace, and part of its success would be 
found in the resumption of regular habits of work, 
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the hours spent at the centre being graded and 
controlled according to the response made. The 
kind of work should conform in some measure with 
what was being done at the time of the accident. 
It is not of much use to train a bricklayer to make 
rush mats and thought would have to be given to 
the nature of the work and where that work could be 
most readily obtained. In the rehabilitation centre 
the convalescent workman would continue his out- 
patient treatment and undertake gradually increasing 
work financially approximating to the work he will 
be expected to do when he is signed off and due to 
return to full work. He would be helped by the 
careful medical supervision provided at the centre, 
including a psychiatrist to keep watch over any 
symptoms of psychological trauma. 

Objection may be raised to such a scheme on the 
grounds that it would be uneconomical and non- 
productive. Obviously a dock labourer could not be 
put to his actual trade in an occupational centre, but 
remedial exercises could be designed so that in 
effect he is increasing the amount of his exertion every 
day whilst under treatment. His labour can hardly 
be.paid for in addition to his compensation allowance, 
but it might be possible to send the labourer out to 
jobs which will re-educate him in his actual work for 
short periods every day, and the amount of work 
which he does in this way would be credited to him 
in addition to his allowance. Any man who is keen 
to get back to work will make every effort to get his 
full capacity returned once he has begun to earn 
from his routine daily work. If only for this reason 
alone the majority of cases will respond to treatment 
at the rehabilitation centre, and the compensation 
period will be cut down. 

I am, Sir, yours faithfully, 
JOHN P. STEEL. 


Medical Superintendent, Smithdown-road Hospital, 
Liverpool, Oct. 10th. 


EUTHANASIA AND OTHER ESSAYS 
To the Editor of THE LANCET 


Str,—May I steal an inch of your valuable space 
to express my appreciation of your witty and in-seeing 
editorial reference to my recently published volume 
of essays ? Especially I applaud your diagnosis of 
my opinion as to the localisation of angels. But 
in your illustration of my two-mindedness, have you 
not overlooked the two words as such” in the 
opening sentence of the passage you quote ? 

I am, Sir, yours faithfully, 


Harford-street, Stepney, Oct. 10th. HARRY ROBERTS. 


COD-LIVER OIL TREATMENT OF WOUNDS 
To the Editor of THE LANCET 


Sm, The articles in THE LANCET of Sept. 26th by 
Dr. J. Davson and Dr. S. Sandor on the use of cod- 
liver oil in the treatment of slow healing wounds 
are interesting. But the method of employing cod- 
liver oil in these conditions is not new, as fourteen 
years ago it was in use at the Royal Free Hospital 
with considerable success. Shortly, however, a prac- 
tical difficulty was encountered—namely, the nauseat- 
ing smell of this oil for those not accustomed to it. 
Finally, a patient informed me that although the 
oil was helping him, he had had to wipe it off, as he 
objected to being followed down Gray’s Inn-road 
by the cats of the neighbourhood! It was this 
unusual complaint by a patient that fixes the date 
in my mind. I should like to employ cod-liver oil 
again if this difficulty can be overcome. Can it? 


COD-LIVER OIL TREATMENT OF WOUNDS 
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Slow healing areas covered with a film of cod-liver 
oil and then irradiated with small doses of ultra- 
violet light undoubtedly respond better than with 
cod-liver oil treatment or ultra-violet treatment 
alone. Presumably it is possible that the ultra- 
violet light may assist the synergism of vitamins 
A and B. I am, Sir, yours faithfully, 
C. B. HEALD. 
Park-crescent, Portland- place, W., Oct. 12th. 


THE INCIDENCE OF SERIOUS DEAFNESS 
To the Editor of THE LANCET 


SR, — We are endeavouring to obtain information 
on the incidence of serious deafness in youth and adult 
life, or that degree of deafness which makes conversa- 
tion either difficult or impossible and may lead to the 
loss of employment. So far as we know, no fi 
relating to the whole population are available in this 
or any other country; but it has been suggested to 
us that possibly some of your readers may be able 
to give us useful information on this subject concern- 
ing particular areas, groups, or trades. If so, we 
shall be grateful for any information on the incidence 
of serious deafness even if it refers only to limited 
numbers of persons, or for any direction to the sources 
of such information, whether at home or abroad. 

I am, Sir, yours faithfully, 


A. J. Story, 
Secretary, National Institute for the Deaf. 


105, Gower-street, London, W.C.1, Oct. 7th. 


HISTIDINE AND PEPTIC ULCER 
To the Editor of THE LANCET 


Sık, —In the correspondence following Mr. Barry 
and Prof. Florey’s paper on the histidine treatment 
of peptic ulcer, Dr. Denys Jennings refers to my 
theory of ulcer formation as being based on “ unlucky 
family tradition of cooking.” Although I claim that 
faulty diet, especially the consumption of fat, is at 
the basis of the formation of the ulcer, this is only 
considered a8 an indirect cause, the direct one being 
regurgitation of the upper intestinal juices into the 
stomach, thus allowing the bile to act in an acid 
medium with destructive effects on the gastric 
mucous membrane. Also in your last issue Dr. 
Hurst refers to lamentable diagnoses through which 
patients suffering from carcinoma of the wsophagus 
and stomach, and even of the rectum, have been 
diagnosed and treated as gastro-duodenal ulcers. 
This, I think, happens because it is not realised that, 
whenever there is obstruction in any part of the 
bowel, either functional or organic, ulcer symptoms 
may be simulated, or actual ulcers produced. I think 
that this is a further proof that retroperistalsis is an 
essential factor in ulcer production. Experimental 
evidence in support of this view is given by Slocumb 
(quoted by McCann, Arch. of Surg., 1929, xix., 600) 
who noted inflammatory changes and multiple 
ulcers in the duodenum of dogs in which he established 
partial obstruction of the duodenum by surgical 
measures.” It will be obvious, therefore, how 
important it is first to establish a proper diagnosis 
before relying on obtaining results from some fanoy 
treatment. 

I-should also like to add that my experience in 
respect of the use of histidine corresponds to Dr. 
Hurst’s, and that I have not found it either desirable 
or necessary as an adjunct to my own treatment. 

I am, Sir, yours faithfully, 
J. JACQUES SPIRA. 


Chesterfield-gardens, Mayfair, W., Oct. 10th. 
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SIR GEORGE BUCHANAN, C.B., M.D., 
F. R. G. P. Lond. 
' A SENIOR. MEDIOAL OFFICER OF THE MINISTRY OF HEALTH 


THE death occurred on Sunday last, Oct. 11th, 
of Sir George Buchanan, a distinguished public 
servant, late president of the Office International 
d' Hygiene Publique, vice-president of the League of 
Nations: Health Committee, and a senior medical 
officer of the Ministry of Health. 

George Seaton Buchanan was the eldest son of 
Sir George Buchanan, a former principal medical 
officer of the Local Government Board and one of the 
most distinguished men in that branch of medicine 
where his son was afterwards a leading authority. 
The son was born in 1869 and educated at University 
College School, entering St. Bartholomew’s Hospital 
for his medical training. 
He was a successful 
student from the start. 
He graduated in 1891 
as M.B. Lond. with first- 
class honours and the 
gold medal in forensic 
medicine, having previ- 
ously secured first-class 
distinction in various 
intermediate subjects. 
After holding certain resi- 
dent posts he served as 
assistant medical officer 
to the Metropolitan 
Asylums Board with 
charge of the small-pox . 
hospital ships. In 1895 
he was appointed medical 
inspector under the old 
Local Government Board 
and from that time for- 
ward he did great work 
for the country along 
many divergent. lines of 
public health activities. 


front over 30 years ago in. 


public health subjects published in the annual reports 
of the medical officer of the Local Government Board 
during the years 1895-1910 were informing and 
accurate summaries of many difficult. situations. 
He was in these reports always the simple and straight- 
forward adviser, resolved to make his counsel thorough.’ 
On the formation of the Ministry of Health, 
Buchanan was appointed chief assistant medical 
officer of the Ministry, becoming later a senior 
medical officer. The period immediately before the 
war fortunately for this country was notable for our 
escape from infectious disease, and the international 
coöperation now instituted was proving its utility. 
In 1914 on the outbreak of war Buchanan was 
attached to the Army Sanitary Committee with the 


‘honorary rank of lieut.-colonel and during the 


next five years he was a member of the Medical 
Advisory Committee 
both to the British Medi- 
terranean Expeditionary 
Force and to the Meso- 
potamia Expeditionary 
Force. No public reports 
were made of .the par- 
ticular services rendered 
by individual members 
of the Army committees, 
but, at the close of the 
war, when Buchanan was 
president of the epidemio- 
logical section of the 
Royal Society of Medi- 
cine, he necessarily dis- 
closed in his presidential 
address something of the 
strenuous. labours on 
which he had been, and 
still was, engaged. For 
with the conclusion of 
hostilities there com- 
menced his long asso- 
ciation with the League 
of Nations. 
A member since its 
foundation of the inter- 


nse to the growing [Photograph by Harris & Ewing, Washington, Dc. national health organisa- 


Py 2a 
feeling that the food- 


supplies of the country were not adequately supervised, 


many examples of the serious results to health from 
food contamination being marked by the occurrence 
of epidemics. One such, the epidemic in 1900 of 
arsenical poisoning of beer in Lancashire and the 
north of England, aroused wide and anxious attention, 
and Buchanan was entrusted with the official inquiry, 
and later became secretary to a Royal Commission 
on the subject. The outcome was the creation of the 
office of chief inspector of foods, a post for which 
Buchanan was immediately selected and which he 
held for ten years. During this period he was 
instrumental in securing the coöperation of the port 
sanitary authorities in a system of inspecting 
imported food, and many far-reaching international 


agreements, such as the Brussels Convention, were 


largely due to his negotiations; and out of them 
later sprung the International Sanitary Convention 
of 1926, which recast and modernised the whole 
system for preventing the spread of small-pox, 
typhus, cholera, plague, and yellow fever. He was 
& member of the Royal Commission on Whisky and 


other Potable Spirits, and his various reports on 


tion of the League of 
Nations, Buchanan became vice-president of this 
body while he was also the Government representa- 
tive of the Office International d’Hygiéne Publique. 
In 1919 he was a member of the Poland Typhus 
Commission instituted by the League of Red Cross 
Societies, and he was later appointed president 
of the League of Nations Cancer Commission, 
while he was a member of the commission for 
the reorganisation of the public health services 
of Greece. In 1926 he was chief British delegate 
to the International Sanitary Conference, and for 
many ensuing years his assistance was required 
at numerous Government and official inspections, 
through which he acquired a unique familiarity 
with public health matters. In fact for 38 years, 
while vast subjects falling under the head of general 
epidemiology were Buchanan’s occupation as a senior 
medical officer of the Ministry of Health, it became 
more and more clear how much depended upon inter- 
national coöperation. Buchanan himself described 
in an address delivered to the Society of Medical 
Officers of Health how this came about. When he 
was nominated by the Ministry of Health to be 
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technical adviser in the international health organisa- 
tion, which came into being as a result of resolutions 
passed by the assembly of the League of Nations at 
Geneva in 1920, it was realised that under the 
Covenant of the League members should take steps in 
matters of international concern for the prevention and 
control of disease, while assuming direction of any 
international bureaux established by various treaties, 
such as the existing Office International d' Hygiène 
Publique. Thus it became .recognised that all 
medical research was necessarily international, includ- 
ing great humanitarian institutions likè the Red 
Cross, but no bureaucratio designs were instituted 
to capture public medicine at large by new jnter- 
national machinery. Its health organisation enabled 
the League to bring administrative health authorities 
in different countries into closer relationship, especially 
with the view of rapid interchange of information. 
It became its duty to revise international agreements 
for administrative action with regard to measures to 
protect the worker against sickness and all national 
labour organisations fell within its purview. It was 
necessary therefore to secure at regular intervals the 
presence of a body of men of weight and authority 
in the public health work of their respective govern- 
ments. Upon Buchanan fell the burden as far as 
this country was concerned, and manfully he 
shouldered it. In the Milroy lectures delivered before 
the Royal College of Physicians in 1934, he described 
with interesting detail the results of international 
cooperation in public health. These lectures were 
afterwards expanded for publication in THE LANCET 
and brought the history up to date of international 
coöperation in public health as represented by the 
general work of health organisation of the League. 
The lectures proved that however far the League may 
have failed to do much that it has tried to do, there 
can be no doubt as to the value of its work for inter- 
national health, and Buchanan showed, as a member 
since the foundation of the health organisation, how 
fine the story of endeavour had been, while it is easy 
to see how strenuous a personal part he had played. 


A correspondent who worked closely and con- 
tinuously with him from 1925 up to the time of his 
illness writes: All who have had the honour and 
pleasure of coming into contact with Sir George 
Buchanan will concur that he was an indefatigable 
worker, not sparing himself and throwing his whole 
heart and energy into his subject. He expected 
others to follow his example and he was always 
quick to appreciate and to thank a willing col- 
laborator. He had few if any hobbies other than 
his work, though his literary and historical knowledge 
—particularly of the works of the great medical 
writers and those who contributed to the progress of 
epidemiological medicine—was profound. There are 
many among the medical profession who look. on 
the study of epidemic diseases as dull and rather 
tiresome, perhaps because they so seldom nowadays, 
in Great Britain at any rate, come across the more 
serious of them. Buchanan could make a romance 
of these diseases and there was nothing more interest- 
ing nor delightful than to listen to him and to Dr. 
Ricardo Jorge, the representative of Portugal at the 
Paris Office, a man of equal erudition and charm 
and a close personal friend, engaged in a pitched 
battle on plague, typhus, cholera, and small-pox. 


„Sir George was very conservative in his tastes 
and in his habits. Nothing, for instance, could 
move him from the little pension he had found in a 
side but much frequented street in Paris at which 
he invariably stayed during the session of the Inter- 
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national Health Office. This pension was clean and 
tidy but inconvenient in the extreme, and much of 
the necessary reporting and memorandum writing in 
which Sir George and his assistants indulged, which 
he insisted should be completed before the end of 
the day’s work, had to be carried out almost as if 
one were in the street, so eros was the noise from 
the passing motor traffic. He preferred to lunch 
alone in a special corner of his beloved Prunier. 
But on the comparatively infrequent occasions on 
which he attended an evening ‘party,’ he was its 
life and soul, and many will recall the delightfully 
intimate little dinners he arranged for his foreign 
colleagues. 

“I do not think Sir George himself would have 
denied that he was not quite so approachable early 
in the morning as later in the day; the machinery 
of his mind started slowly, but steadily and rapidly 
increased in speed and efficiency until even late at 
night he—tired though he was from the day’s work— 
would produce minutes which for clarity, precision, 
conciseness, and language were unsurpassable. This 
exceptional capacity was coupled with a gift for 
writing little notes and letters to his colleagues and 


friends which were veritable gems of charm, senti- 


ment, and feeling. They are treasures which will be 
zealously guarded by all who had the good fortune 
to be the recipients. 

“In committee he spread around him an air of 
industry and quiet well-ordered enthusiasm. It was 
impossible to catch him out by assuming that he had 
not perhaps read all the documentation. He was 
par excellence the tenacious Scot and once determined 
on a line of action nothing could turn him from it. 
Always scrupulously polite and ready to consider 
the views of others, he enjoyed universal popularity 
not only with his own countrymen who could the 
more readily understand his character, but with his 
foreign colleagues of whom he had a large circle. 


“ His French, which he took up late in life in 
order that he could throw his full weight into the 
discussions of the Paris Office, he tackled with his 
usual industry and soon mastered it, though in a 
curious way. Time was too short for him to learn 
tense and gender or the finer turn of phrase, instead 
he developed an extraordinary capacity of trans- 
lating, and rapidly at that, literally word for word 
from English into French, the thoughts that were 
in his mind. The result had to be heard to be 
believed. Nevertheless there was never a French 
colleague, nor French-speaking foreigner for that 
matter, who did not get the exact meaning and also 
the subtleties of his argument. 


He made the International Health Office in 
Paris what it is to-day, and in 1919 was chiefly 
instrumental in setting the Health Organisation of 
the League on a firm basis. During the last two 
years of his official life he was president of the Paris 
office in succession to Monsieur Velghe, the delegate 
for Belgium. His election was a signal honour, since 
there has always been a strong feeling in that inter- 
national body that the representatives of great 
countries, with many and various axes to grind, 
should not and indeed could not preside, having due 
regard to impartiality. However, Sir George’s 
claims were so strong, the respect for his qualities 
and personality and for his great experience so deep 
that there was no hesitation on this occasion in 
unanimously inviting him to the chair, and he filled 
that difficult place with great distinction, and, 
naturally, with scrupulous impartiality. When he 
had a moment to spare during the course of a debate, 
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he was fond of writing little snatches of verse, often 
really wicked in their cleverness, concerning his 
colleagues—their foibles, their little tricks and 
mannerisms—and one of the duties of his assistant 
was to see that none of these highly indiscreet scraps 
escaped beyond the inner circle. 

To his subordinates or, as he preferred to put it, 
to those who worked with him, he was always 
charming and gracious. He inspired in them an 
admiration, the roots of which were embedded in a 
lasting and unchangeable affection. The Depart- 
ment which he served for so long has not been quite 
the same since he left—and to many, never will be.“ 


= Buchanan’s retirement from the service of the 
Ministry of Health nearly coincided with his election 
as Master of the Society of Apothecaries of London, 
and while that election was still impending the 
Society gave him full accommodation in which he 
could continue certain of his work left unfinished in 
connexion with the Health Organisation of the League 
of Nations. When in 1934 he was elected Master he 
held one official reception, but that was tragically 
his only public appearance in office, as at Christmas 
his health broke down in circumstances from which 
he never recovered. | 

The record given above shows the value and 
thoroughness of Buchanan’s work which has placed 
him for all the future in the first rank of British 
sanitarians. In virtue of his public capacity he held 
many honorary posts at different times, and was 
the recipient of the Jenner medal from the Royal 
Society of Medicine and of the Mary Kingsley medal 
from the Liverpool School of Tropical Medicine; he 
was created C.B. in 1918 and knighted in 1922. 

He married in 1896 Rhoda Agnes, a daughter of 
the late Mr. T. Atkinson of Plumgarths, West- 
morland ; they have one daughter, who is the wife 
of Mr. Percival Horton-Smith Hartley, son of Sir 
Percival Hartley, M.D., and a master at Eton College. 


Sir George Newman writes: Although my official 
relationship with Sir George Buchanan only extended 
over fifteen years I had known him for twenty before 
the Ministry of Health was established in 1919. 
He had assisted his father (who was principal medical 
officer of the Local Government Board from 1880 
to 1892) in a private capacity before he himself was 
appointed on the staff in 1895. From first to last he 
was therefore some forty years a medical officer of 
the Board and the Ministry (in which he was ulti- 
mately the eldest of the six senior medical officers). 

“ Buchanan inherited the intellectual abilities of his 
father. Like him, he was exceptionally well trained 
in medicine and science (University College and 
Bart.’s), orderly and discriminative in mind, able to 
circumspect problems and their probable issues, and 
exact and comprehensive in writing minutes and 
reports. Largely because of his long personal experi- 
ence of the Board and its former medical staff, his 
foresight and advice were particularly valuable. 
Moreover, he had a friendly and genial disposition to 
his associates, senior and junior. Through a multitude 
of official dealings he was habitually willing to help, 
cordial and coéperative. Occasionally, of course, his 
colleagues were unable to adopt, or concur in, his 
view, but never was it safe or expedient to disregard 
it. In certain directions, particularly as to precedents, 
to food questions, to epidemiology, or to international 
health he was a storehouse of information, and his 
past voluminous records were fully and well kept. 
There was in the early years of the Ministry a heavy 
burden and pressure of work, which was inevitable, 
and which necessitated for some of us a seven-day 
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week and much midnight oil. Let, perhaps of all 
Buchanan's virtues steady painstaking labour was 
predominant. He lived for his work and in it, and 
though not always free from weariness and ill health, 
his high sense of public duty carried him through. 

“ Whilst throughout his official service, before and 
during my time, Buchanan accomplished, in various 
directions, a good deal of first-class achievement, it 
should be said that from 1919 to the end of his 
official career his time was most largely spent in the 
work of the Office International d’Hygiéne Publique 
(on which he was British representative, and of which 
became president, a most appropriate and honourable 
appointment) and of the Health Section of the 
League of Nations at Geneva. These fifteen years 
brought him into closer touch with foreign health 
affairs than had previously fallen to the lot of any 
other British medical officer. This particular task 
involved him (and indirectly myself) in numerous 
conflicts and considerations of opinion and decision 
in various parts of the world. But his exceptional 
knowledge and varied experience, before and during 
the war, and his cosmopolitan temperament stood 
him in good stead, and even his opponents in other 
lands recognised the reliability and soundness of his 
views. His work in connexion with the International 
Sanitary Convention of 1926 brought him well- 
deserved credit, distinction, and appreciation. 

“ This is not the place or occasion for a minute 
assessment of Buchanan’s contribution to the science 
and art of medicine in relation to the State. It is 
rather a word of Remembrance, and a recognition 
that his passing from among us is a loss to the public 
health service in this and other countries. For me 
the severance awakens many long-slumbering 
memories of the earlier and later years, of battles 
long ago, of continuous joint labours and fruitful 
coöperation, and of a long life of public service 
without rest. I cannot close this brief note without 
a thought of the wide and respectful sympathy 
which will be felt for his wife and daughter, who 
shared his labours and sorrows, and the deprivations 
and interruptions of home life which they involved. 
For Buchanan there is the old salutation of a comrade 
in arms, Hail and Farewell.“ 


ALBERT CHARLES BUTLER-SM THE, 
M. B. E., F. R. C. P. & S. Edin. 


THE death occurred on Friday last, Oct. 9th, at 
his home in Brook-street, Grosvenor-square, London, 
of Dr. Albert Butler-Smythe, consulting surgeon to 
the Samaritan Free Hospital, London. Born in 
Dublin in 1852, his father was a naval officer of high 
standing, William Smythe, and his mother was the 
only daughter of a well-known Irish physician, Dr. 
Charles Butler. He received his education at the 
University of Dublin, supplemented by courses in 
Edinburgh and London, where he was a student at 
St. Bartholomew's Hospital. He qualified as 
M.R.C.S. Eng., L. S. A. in 1877, took the diploma of 
F. R. C. S. Edin. in 1882, and was later elected F. R. C. P. 
Edin. Among his early appointments were resident 
posts at the Leicester Infirmary, the Royal Free 
Hospital, and the Brighton Hospital for Women 
and Children, and for a time he was surgeon to the 
Farringdon General Dispensary. Later he became 
surgeon to the Grosvenor Hospital for Women and 
Children, and nearly forty years ago was elected 
surgeon to out-patients at the Samaritan Hospital. 


Dr. F. J. McCann writes: I gladly welcome the 


opportunity of paying a tribute to the memory of 
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my friend and colleague, Butler-Smythe. His death 
at the ripe age of 84 years severs a connexion with 
the Samaritan Free Hospital that had continued 
without interruption for well over half a century. 
He maintained to the last his keen interest in the 
progress and prosperity of the hospital, and was for 
many years a member of the committee of manage- 
ment. In his early years he enjoyed the inestimable 
advantage of acting as assistant to Granville Bantock, 
then at the zenith of his powers as an ovariotomist, with 
allthat combined to give the hall-mark of the surgical 
artist. Although the mantle of the master was not 
assumed by Butler-Smythe, yet he was a careful and 
conscientious surgeon, and attained considerable 
success with ovariotomy in the days when the mor- 
tality of that particular operation was still high. He 
may have lacked the temperament for big surgical work 
(and of this he was deeply conscious) so that in later 
years his caution was liable to be carried to extremes, 
and to lead him to take the easier path, thereby 
giving an erroneous impression of his surgical 
ability to those who knew little of his work. He 
had a large clinical experience both at the 
Samaritan Free Hospital and at the Grosvenor and 
other hospitals, and had a wide grasp of the diagnosis 
and treatment of female diseases. He was also 
a charming colleague and a loyal friend, with a 
dash of Irish wit that was particularly attractive. 
He was keenly interested in cricket and was a 
familiar figure in the pavilion at Lord’s for many 
years. All sympathy goes out to his widow, who 
mourns the loss of a devoted husband after a long 
and happy married life.” 


FRANK PEARSON SKEFFINGTON CRESSWELL, 
M.B., B.Sc. Lond., F.R.C.S. Eng. 


THE death occurred on Oct. 6th of Mr. Frank 
Cresswell, consulting ophthalmic surgeon to the 
Cardiff Royal Infirmary. The end came after a long 
and painful illness bravely endured. 

Frank Cresswell was born at Dowlais, Glamorgan, 
the son of Pearson Robert Cresswell, C.B., F.R.C.S., 
for many years surgeon to the Dowlais Iron Works, 
and an early and enthusiastic follower of Listerian 
methods. He received his early education at Christ’s 
College, Brecon, and University College, Cardiff, 
proceeding for his medica] training to Guy’s Hospital. 
He entered as an advanced student, having already 
obtained the degree of B.Sc. Lond. He took the 
double qualification of the English Conjoint Board in 
1892, was a Prosector of Anatomy at the Royal 
College of Surgeons of England, and graduated as 


M. B., B.S. Lond. in the following year, obtaining the 


diploma of F. R. C. S. Eng. in 1894. He acted as clinical 
assistant at the Royal London Ophthalmio Hospital 
and then went as house surgeon to the Cardiff Royal 
Infirmary, after which he commenced practice as an 
ophthalmic specialist in Cardiff. He quickly obtained 


a prominent position in his specialty and was appointed 


ophthalmic surgeon to the Aberdare and Merthyr 
general hospitals, to the Royal Hamadryad Seamen’s 
Hospital, and to the Cardiff Royal Infirmary, where 
he was consulting ophthalmic surgeon at the time of 
his death. Other appointments which he filled were 
those of ophthalmic surgeon to the Welsh National 
Memorial Association, to the Cardiff Provident Dis- 
pensary, and to the South Wales Institute for the 
Blind, while at the Welsh National School of Medicine 
he was for a time lecturer on ophthalmology. He 
relinquished his various appointments on reaching 
retiring age, but while in active work he obtained a 
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large practice, and he used special opportunities to 
obtain an exceptional knowledge of the eye troubles 
frequent in coal-miners. He wrote little, but when 
he did his communications were of praetical value, 
while he was a good teacher of students. 
“ Shy and diffident in manner, writes a colleague, 

“ Cresswell was a man of considerable knowledge and 
wide reading, with an attractive personality which 
gained him many friends and endeared him to his 
circle. Outside the medical profession he ‘was 
interested in Freemasonry, reached a high position 
in the craft, and travelled much on masonic duties. 
He leaves a son, a medical student approaching the 
end of his career, with whom much sympathy is 
felt.“ . 


JAMES MURRAY DUFF MITCHELL, 
M.D. Aberd., F.R.C.S. Eng. 


THE death of Mr. Duff Mitchell at his residence, 
Stone Court, Sutton, Surrey, on Monday, Oct. 5th, 
brought to a premature olose a strenuous and self- 
effacing career. He was the son of the late Captain 
O. R. Mitchell, a commander in the British India 
Line, who retired as one of the nautical assessors at 
Aberdeen. He entered on the medical curriculum at 
Marischal College in 1902 when 16 years old, and 
at the end of his second year he re-studied preliminary 
subjects, Latin, English, French, mathematics, to 
matriculate in the higher standard then necessary 
for the science faculty. He graduated M.B., Ch.B. 
in 1907, and after a period as assistant in general 
practice in Edinburgh returned to Aberdeen and 
graduated bachelor of science with special distinction 
in physiology. Shortly afterwards he obtained the 
D.P.H. Camb. and was appointed a school medical 
officer in Lincolnshire. Later he graduated as 
M.D. Aberd. and acted as M. O. H. at Brigg, but was 
already attracted to surgery. 

On the outbreak of war Mitchell joined the 
R.A.M.C. and after being posted to a stationary 
hospital at Malta he applied to be attached to a 
battalion in the line. He was transferred to France 
as medical officer to the 5th Essex, and a few days 
after joining the regiment his battalion went over the 
top at the Somme, and during the bitter attack he 
was badly wounded on the right shoulder, neck, and 
both arms, wounds which resulted through nerve 
injury in some wasting of the muscles of the left 
arm and hand. After undergoing several operations 
for removal of shell fragments he served in London 
on the staff of the Medical Pensions Board. He 
then went into practice at Sutton, Surrey, where he 
was appointed surgeon to the Sutton and Cheam 
Hospital and St. Anthony’s Hospital, North Cheam. 
He now commenced to study for the fellowship of 
the Royal College of Surgeons of England, securing 
the coveted diploma in 1926, no small feat for one in 
busy practice whose graduation took place some 
twenty years previously. Mitchell’s knowledge of 
surgery enabled him to demonstrate in spite of his 
war wound handicap, by his diagnostic and operative 
work both inside and outside Sutton hospitals, his 
exceptional ability. 


One who knew him well writes: A very attractive 
man who carried his distinctions unobtrusively, James 
Mitchell was beloved by his fellow practitioners and 
patients. He reached the age of fifty with the 
promise of continued surgical usefulness, but i 
pectoris found in him a prey and thus he who had 
assuaged the pain of others passed from us in a 
pain that drugs proved incapable of relieving.” 
Another colleague writes of his many kindnesses, his 
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determination, and his versatility both professionally 
and in his many hobbies: “One had only to talk 
to him for a few minutes to realise the originality of 
his mind.” This originality was reflected in a con- 
tribution to our own columns last year on the 
pathology of bowel distension, containing a new 
suggestion based on embryological considerations. 


Mr. Mitchell married Lillie, daughter of the late 
Major-General Frederick Henry Smith, 18th Bengal 
Cavalry, during the war; she was a true sharer of his 
interests and above all of his inherited love of inland 
waters and of the sea which drew them both to boats at 
holiday time. The sympathy of all who knew them 
goes out to her, and their school-boy son. 


CLAUD EDWARD WOAKES, M. R. C. S., L. R. G. P. 


WE regret to announce the sudden death on 
Oct. 7th of Mr. Claud Edward Woakes. He was the 
son of the late Edward Woakes, aural surgeon to the 
London Hospital, who wrote informingly some fifty 
years ago on ethmoiditis, nasal polypus and allied 
conditions, and was one of the first to recognise the 
nature of adenoids. He received his medical educa- 
tion at the London Hospital, took the diplomas of 
the English Conjoint Board in 1893, and was for 
many years aural assistant in the throat and ear 
department of the London Hospital and receiving- 
room officer in relation to such cases. Later he 
became surgeon to the hospital for diseases of the 
nose and throat in Golden-square, where he was 
consulting surgeon at the time of his death. He 
bore a name associated with the surgery of the ear, 
nose, and throat for over fifty years, and his own 
experience in the specialty started when almost fresh 
from University College School he used to help his 
father with the treatment of children in private 
practice. It was as assistant to his father that he 
held his appointment at the London Hospital, and 
this long and close association had an irremovable 
effect on his own outlook and practice, for he narrowed 


his field of observation to a great extent to the 
recognition of ethmoiditis as the most important 
factor in rhinology. 


A colleague writes: Claud Woakes was extra- 
ordinarily deft. Small of stature and with propor- 
tionately small hands and fingers, he cultivated a 
delicate touch. He operated to the last on patients 
in the sitting position, fastened in the operating chair 
with the head adjusted by arrangements of his own 
devising. His dexterity was such that although 
patients were deeply anzsthetised, it was not necessary 
more than once in my observations (made over a 
period of twenty years) either to restore the patient 
or to remove blood from the passages. He was a 
surgical craftsman, and both his tastes and his 
talents were mechanical. He never cultivated the 
society or gatherings of his professional brethren, 
but those few who knew him admired his kindness, 
enthusiasm, and conscientious care of his patients. 
He was one of the earliest motorists in this country 
and few professional mechanics could better him in 
diagnosing or curing the faults in a motor engine. He 
was a fine fencer, and was for many years a prominent 
exponent of the sport, reaching indeed the semi-final 
of the amateur championship. 

„ Woakes died of cancer of the larynx, for which 
he had been under treatment for more than a year, 
and a false impression may have been given by words 
in various newspapers where, on the authority of a 
post-mortem examination, it is said that the condition 
could have been treated successfully. Actually he 
had been for many months in the hands of colleagues 
of the highest repute, had undergone tracheotomy, 
and was receiving radium treatment of the most 
approved form.“ 


Claud Woakes married the daughter of the late 
William Allingham, surgeon to St. Thomas’s Hospital, 
and sister of the late Herbert Allingham, surgeon to the 
household of King Edward VII. He leaves a widow 
and two daughters. | 


PUBLIC HEALTH 


A Smoke Abatement Exhibition 


DURING the conference this week of the National 
Smoke Abatement Society, and until the end of the 
month, an exhibition is staged at the Science Museum, 
South Kensington, illustrating the progress of the 
attempts which have been made to reduce the 
smoke nuisance in all its phases. Dr. H. A. Des 
Voeux, president of the society and prime mover in 
its activities, took the chair at the ceremony, when 
Sir Kingsley Wood opened the exhibition. It is a 
happy day for smoke abatement when the Minister 
of Health champions its cause. The exhibition has 
three divisions. 

In the first of these are shown the smoke screens 
over industrial towns, building stones encrusted with 
soot and decayed by fumes, and sections of lungs 
illustrating the effect of smoke and grit on vital 
tissues 


In the second section are the instruments used for 
measuring atmospheric impurity. The solids emitted 
from chimneys vary in size from gritty particles of 
unburnt coal, coke, and ash—if furnace temperatures 
are high the latter may be sintered to fragments or 
fused to spheres—down to ultramicroscopic dust, 
sooty or mineral in character. The deposit gauge 
has been for many years the instrument chiefly used 
for collecting polluting matter from the air, and there 


is an exhibit with typical deposits and diagrams 
showing results at various stations. Owens's auto- 
matic filter, with its continuous record of sooty 
matter in the air, is shown together with an earlier 
filter designed by the late Wm. Thomson of Man- 
chester. Owens’s dust counter and a thermal precipi- 
tator designed by Whytlaw-Gray and associates are 
used for counting the finer dust particles which settle 
slowly from air, irrespective of their nature. The 
former has been used at Norwich for examining the 
spread of pollution around a centre, more especially 
down wind, the results being in this case detected 
five or six miles from the city. Gaseous impurities are 
determined either by passing measured volumes of 
air through a solution of hydrogen peroxide, whereby 
sulphur dioxide is oxidised to sulphuric acid which 
can be titrated, or by exposing known surfaces of 
lead peroxide on a fabric and relating the sulphate 
formed to the exposed surface. The former method 
seems of more direct use when the effects of sulphur 
gases on health are the main consideration, whilst 
the lead-peroxide method should give a better 


measure of the probable attack on building materials 


and metals. Diagrams from the Meteorological Office 
show the progress between 1881 and 1936 as revealed 
by London’s sunshine. The loss as compared with Kew 
has fallen from 16 per cent. in 1881 to 2 or 3 per cent. 
in summer and from about 80 to 50 per cent. in 
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winter. Kew itself has about 15 per cent. less sun- 
shine than neighbouring country stations in winter 
and about 3°5 per cent. in summer. Striking exhibits 
from the Fuel Research Station illustrate the variation 
im the products of complete and partial combustion 
under different degrees of furnace efficiency. 

In the third section many commercial organisations 
representing coal, coke, gas, and electricity have 
combined to show how the problem of smoke abate- 
ment can be solved whatever source of heat is used. 
Besides exhibits of appliances for use in industry, 
model houses by the British Gas Federation, the 
Electrical Development Association, and the Mon- 
mouthshire and South Wales Coalowners’ Association 
show how domestic heating can be done in different 
ways without producing undue smoke. 

Medical men and women who can find time to visit 
the exhibition will not find that their time has been 
wasted. 


A Juvenile Rheumatism Centre in Cardiff 


For the last ten years or so a juvenile rheumatism 
supervisory scheme has been in operation in Cardiff, 
and it has now grown so large as to occupy a con- 
siderable part of the time of municipal medical 
officers, nurses, and clerks. Study of this mass of 
clinical material suggests to Dr. C. W. Anderson, 
who is in charge, that many of their so-called 
rheumatic children have been labelled without justi- 
fication, and he hopes to be able to decide what type 
of case must be supervised in such a scheme and 
what type may be eliminated from it without 
detriment to the child. Briefly, he writes, the typical 
rheumatic child is the rather pale child who has 
periodic bouts of languor and irritability and easily 
tires on even moderate exertion. Vague pains in 
the thighs and behind the knees and upper arms 
without cause may be complained of. Where early 
carditis is appearing, the sleeping pulse is rapid and 
the heart may show myocardial abnormality in the 
form of slight outward displacement of the apex-beat 
with softening and lengthening of the first mitral 
sound in the erect posture. When such abnormalities 
cannot be considered to be the result of other acute or 
chronic diseases, and when the erythrocyte sedimenta- 
tion-rate is repeatedly high, a diagnosis of rheumatic 
infection is justified and appropriate supervision or 
treatment to prevent or minimise the serious sequelæ 
of this disease is essential. 

The conditions which are looked upon as charac- 
teristic are discussed by Dr. Anderson in detail in a 
report included in Dr. J. Greenwood’s annual report 
to the public health department of Cardiff. 


PARIS 


(FROM OUR OWN CORRESPONDENT) 


JEAN CHARCOT 


ON Sept. 16th, at 6 a.m., the Pourquoi-Pas? was 
wrecked off the coast of Iceland with the loss of all 
her crew save one. The first of the bodies to be 
recovered was that of Dr. Jean Charcot, the leader 
of the expedition and the son of the great French 
neurologist, Jean-Martin Charcot. Jean Charcot 
was born in Paris in 1867. He pursued the study of 
medicine and in 1891 was appointed as a Paris 
hospital intern. By 1895 he was a chef de clinique. 
His interests were, however, bacteriological rather 
than clinical, and for some time he collaborated with 
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Metchnikoff and Roux at the Pasteur Institute. 
Then he found himself as an oceanographic explorer, 
and it was in this capacity that he spent most of his 
long and active life in the Arotio and the Antarotio. 
His earlier bacteriological studies stood him in good 
stead in connexion with his researches into animal 
and vegetable life over and under the sea at the 
two Poles. He was himself the designer of the 
Pourquoi-Pas? which was the outcome of the request 
made to him by the Academy of Sciences to organise 
an expedition to the South Pole. He was also the 
designer of the vessel with which he chased sub- 
marines during the late war; and it was no mean 
tribute to his character as a leader that the crew of 
the Pourquoi-Pas? demanded to a man that they 
be allowed to serve under him on this submarine- 
chaser. 

Charcot reminded his French colleagues that he 
was still a doctor interested in medical problems 
when on May 5th, 1931, he presented to the Academy 
of Medicine a report on a condition to which he gave 
the term maladie des conserves.” He had suffered 
from it himself twice, and a companion had died 
of it. Its manifestations were pretibial cedema, 
extending if neglected to the scrotum and abdomen, 
vast ecchymoses, and deep ulcers. There was no use 
in taking lemon juice and living on a vitamin-rich 
diet as long as the smallest quantity of tinned meat 
continued to be consumed. Once it was wholly 
discarded from the menu, the symptoms vanished 
completely in a few days. He returned to the charge 
before the same forum in February, 1934, but on 
this occasion he stressed the comparative rarity of 
the disease and its dependence on a concatenation 
of circumstances. Only certain tinned meats acted. 
on certain subjects under certain conditions to give 
rise to this disease. 


THE CONGRESS OF SURGERY 


The forty-fifth French Congress of Surgery was 
opened in Paris on Oct. 5th in the large amphi- 
theatre of the faculty of medicine. General Gamelin, 
the head of the French Army, was an honorary 
president, and Surgeon-General Rouvillois, the head 
of the Army Medical Service and member of the 
Academy of Medicine, presided. The three subjects 
chosen for discussion were each reported on by two 
specialists in these fields. Dr. Pierre Mocquot and 
Dr. Gaston Cotte presented reports on the results 
of ovarian grafts, Dr. Pierre Fredet and Dr. George 
Jeanneney on surgery in diabetes, and Dr. Robert 
Monod and Dr. Albert Bonnot on the pneumonec- 
tomies. A cinematographic demonstration was 
given on Oct. 8th, and the occasion was taken during 
this congress, which lasted till the 10th, to organise 
various other demonstrations and excursions. 


AMEDEE BORREL 


The death of Prof. Borrel of Strasbourg has ended 
a distinguished career. In addition to being a pro- 
fessor at the faculty of medicine, he was director 
of the Bacteriological Institute of Strasbourg, and 
a member of the scientific committee of the Pasteur 
Institute in Paris. Much of the research he under- 
took concerned the prophylactic and therapeutic 
action of the serum of convalescents from infectious 
diseases. He was an organiser and administrator 
as well as a research worker, and his scheme for the 
collection and distribution of the serum of con- 
valescents from measles, scarlet fever, and acute 
anterior poliomyelitis is regarded as a model of its 
kind in France. 
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CENTRE FOR POST-GRADUATE 
TRAINING AND RESEARCH AT OXFORD 
LORD NUFFIELD’S OFFER 


Tue following letter, dated Oct. 10th, 1936, has 
been addressed to the Vice-Chancellor of the Univer- 
sity of Oxford by Lord Nuffield. 

*The progress of medical science and the con- 
ditions under which medical practice is carried on 
have long been, as you may be aware, among my 
main interests; and I have been privileged to be 
closely associated with the development of more 
than one hospital and to have had many opportunities 
of discussing problems of medical research and 
practice with prominent members of the profession. 

“ realize that progress in medical science is reach- 
ing a stage where it is desirable for those who work 
in the field of research to undergo a period of post- 
graduate training in modern methods of investiga- 
tion, to keep in close touch with developments in the 
sciences ancillary to medicine, and to pursue their 
inquiries unhampered by the cares of private practice 
and of routine teaching. 

„In regard to medical practice, I welcome the 
increasing tendency to regard all health services, 
preservative, preventative, and curative, not as 
separate entities but as constituent parts of a com- 
bined effort to promote and maintain the good health 
of the community. It is specially gratifying to me 
to learn that attempts to give effect to this ideal are 
being made in Oxford. 

„ Thence it is an easy step to the conception that 
the presence of a post-graduate medical school in a 
university town in which all the scientific depart- 
ments are within easy reach of the hospitals and in 
which coördination of health services will, I hope, 
be soon established, would improve the position and 
the facilities of those already engaged in clinical work 
in either institutional or general practice. 

“ Sir Farquhar Buzzard in his presidential address 
to the British Medical Association on July 21st put 
into words what had been going through my mind 
when he spoke of an ambitious dream of developing 
such a medical school in Oxford and thus filling the 
one conspicuous gap in the system of medical services 
which he foresaw. It would be a great pleasure to 
me to help in giving reality to this dream in a city 
where there are already hospitals with which I have 
the satisfaction of being closely associated, and in a 
university of which I am proud to be an honorary 
graduate, and where, though on a small scale, there 
is already an institute of medical research. 

„The basis of my proposal is that the University, 
offering as it does an environment more favourable 
to research than in a big training hospital, should 
widen the scope of its medical school and of the 
Nuffield Institute for Medical Research for the 
purpose I have already indicated. This would involve 
the establishment of senior posts to be held by men 
or women not subject to the distractions of private 
practice, under whose direction there would be a 
body of salaried clinical assistants and house officers 
selected for their promise of aptitude for the scientific 
investigation, under institutional conditions, of medical 
problems. These posts would be open to any qualified 
practitioner, whether a graduate of the University 
of Oxford or not, and they would also clearly give 
facilities to those of them who are desirous of 
proceeding to higher degrees. 

“I do not exclude the possibility or the desira- 
bility, when this post-graduate school has been 


established, of including within its scope the clinical 
training of a limited number of Oxford medical 
students: this would be an extension of the clinical 
training already undertaken by the honorary staff 
of the Radcliffe Infirmary. 

“ While it is my primary object to promote the 
progress of medical knowledge, I should not, at a 
time when there is so much suffering for which relief 
cannot be obtained through mere lack of accom- 
modation, be willing to concentrate such help as 
I can give on that object were I not satisfied that 
my scheme must inevitably increase and facilitate 
the clinical investigation and treatment of patients 
and lead to the provision of more ample hospital 
accommodation in the health centre with which it is 
associated. For this reason I am confident that the 
University will be able to secure the ready coöperation 
of the hospitals in the neighbourhood, without which 
the fulfilment of the scheme would be impossible. 

It is not for me to prescribe the details of a scheme 
which, however it may be formulated at the start, 
I realize must be capable of modification from time 
to time in the light of experience. But having said 
so much in regard to the fundamental conditions of 
my offer, I will endeavour to outline the sort of 
organization which seems to me likely to be effective. 

The University would as a development of its 
medical school in the first instance establish clinical 
departments of medicine, of surgery, and of obstetrics 
combined with gynæcology—the three principal 
branches of clinical medicine generally recognized 
by the medical profession—a department of anæs- 
thetics, and such other departments as from time to 
time may seem desirable. Each of these clinical 
departments would be under the direction of a 
professor in the University, whose assistants at the 
early stage would be chosen according to the avail- 
ability at the time of specially qualified men and 
women, though later the field of choice would be 
widened by workers whose training in the school 
and in the departments of the ancillary sciences 
would specially qualify them to pursue selected and 
related paths of inquiry in it. The professors would 
naturally look to the honorary staff of the hospitals 
for their coöperation in giving them access to beds 
and the use of relative hospital services in the 
hospitals associated with the scheme. It would 
from their respective points of view, be to the interest 
of the school and of the hospitals equally that the 
facilities already provided for the institutional treat- 
ment of the sick should be progressively improved. 
It would be understood that contributions could be 
made from the fund which I propose to create to any 
special expenses attendant upon the development of 
the school which the hospitals were required to inour. 
The position of the honorary staffs of the hospitals 
would not be altered, although the members would, 
I have no doubt, be quite willing to entrust to the 
professors such administrative authority over the 
services of their wards and laboratories as would be 
necessary for facilitating their own clinical work and 
for codrdinating the training of clinical assistants and 
house officers. 

In order to avoid the diversion of energy from 
research which the claims of private practice would 
involve (no man specially qualified to relieve suffering 
can be expected to refuse to relieve it if he has only 
his own inclinations to study), it seems advisable 
that the professors should be full-time university 
officers. But in medicine the enhancement of know- 
ledge and the treatment of the sick must go hand in 
hand, and it would be reasonable, therefore, to permit 
them to augment the clinical material available for 
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them by admitting to pay-beds in the hospital a 
limited number of patients who can afford to pay 
fees for medical or surgical treatment. : 

TO promote a scheme on the lines laid down and 
illustrated respectively above, I am willing to give 
to the University in trust sums which will amount, 
in the aggregate, to approximately one and a quarter 
million pounds. It is an absolute condition of this 
offer— | 

“ (i) That a body of trustees be appointed whose duties 
shall be— 4 

(a) to receive annual accounts of the income 
received by the trust fund and expenditure 
defrayed from it; together with an annual 
report on the work of the school, and to report 
to the University upon such accounts and 
report ; 
to receive annual estimates of income and 
expenditure, and to determine whether develop- 
ments proposed to be financed out of the fund 
are consistent with the terms of the trust. 

“ (ii) That whatever body is entrusted by the University 
with the execution of the scheme should include persons 
representing the hospitals associated with the scheme, in 
such proportion as will, so far as human fallibility will 
permit, secure harmonious coöperation. 

“1 should wish to have the right during my lifetime 
to nominate a trustee who will be the chairman of 
the trustees and also three other trustees, and on 
my death this right of nomination to pass to the 
chancellor of the University. I should further wish 
the vice-chancellor to be a trustee ex officio, and the 
University to appoint two other trustees, and 
the governing bodies of the Radcliffe Infirmary and 
of the Wingfield-Morris Orthopedic Hospital (the 
two Oxford hospitals with which I am closely asso- 
` ‘giated) to appoint two trustees and one respectively. 

An appropriate deed of covenant and trust would 
be drawn up to give effect to this offer, and such deeds 
would provide that the power of investment as to 
any moneys which may be invested under the trust 
is not to be limited to trustee securities as defined 
by the Trustee Act, 1925, but it is to include all 
securities in which the University is empowered by 
its own statutes to invest its funds. 

“ Realizing that this scheme will make demands 
upon the other scientific departments of the Univer- 
sity, I am prepared also to contribute the sum of 
£100,000 to the appeal which I understand the 
University will be making shortly, and of which the 
object is to secure that the University shall not be 
prevented by straitened finances from providing 
essential services.“ 


(b) 


SOCIETY FOR RELIEF OF WIDOWS AND ORPHANS OF 
MEDIOAL MEN.—At a quarterly court of directors held on 
Oct. 7th, Mr. V. Warren Low, president, in the chair, 9 
new members were elected, and 3 deaths were reported. 
In each case the widow applied for relief; one being 
77 years of age was voted a yearly grant of £75, the two 
others being under 65 years of age, were voted a yearly 
grant of £60 each. The death was also reported of one 
of the widows in receipt of grants. Her husband died in 
June, 1922, after having become a life member in July, 
1921, by payment of 25 guineas. His widow and two 
orphans came on the funds in 1922 and received in relief 
a total of £1390. The sum of £630 was voted as a Christ- 
mas present, to be paid in December: each widow to 
receive £10 and each orphan £5. The directors desire to 
bring to the notice of young medical men resident within 
the 20 mile radius of Charing Cross, especially if newly 
married, the desirability of joining a society of which 
the advantages have now been proved for nearly 150 years. 
The annual subscription for a member under 35 at the 
time of his election is two guineas. Particulars from the 
secretary at the offices of the society, 11, Chandos-st., W.1. 


ANTI-GAS PRECAUTIONS 


THe Air Raid Precautions Department of the 
Home Office has been in conference with the deans 
of the medical schools, the British Medical Asso- 
ciation, and the College of Nursing about measures 
which might be taken to provide facilities for the 
medical and nursing professions to acquire a know- 
ledge of anti-gas precautions. It is understood that 
the authorities concerned have promised the assistance 
of their machinery in carrying out this work, and that 
general agreement has been reached on the methods 
to be adopted. The Air Raid Precautions Depart- 
ment has now selected the following ten medical men 
who will be available to assist the medical profession 
in various centres. l 


Centre. Instructors. 

London Colonel G. S. Wallace, M.B., and 

Dr. L. Haden Guest. 

Cambridge Major-General H. P. W. Barrow, 
M.R.C.S. 

Salisbury Dr. E. M. Pearse. 

Liverpool Dr. L. T. Challenor. 

Leeds .. .. Dr. K. H. Beverley. 

Birmingham . Surgeon-Captain P. F. Woodruff- 


Minett, M.R.C.S. 


Newcastle-upon- Dr. K. S. Dickinson. 


Tyne. 
Glasgow Dr. G. L. Pillans. 
Edinburgh Dr. J. N. Hay. 


Arrangements have been made for the selected 
doctors to be specially trained at the Home Office 
civilian anti-gas school, and they are now ready to 
take up their duties. It is proposed that their 
services should be available to all branches of the 
medical profession, including the practising doctor, 
the medical student, and the nurse. The technical 
equipment necessary for the proper provision of 
practical instruction is heing provided by the Govern- 
ment and the services of the selected doctors will be 
available free. The times of classes will be arranged, 
so far as possible, to meet the convenience of those 
concerned. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
OCT. 3RD, 1936 


eli ‘ a : 
there were 8 babies (plus 5 mothers) with ophthalmia 2 t's, Hospital 
Deaths.—In 122 great towns, including London, 
there was no death from small-pox, 10 (2) from enteric 
fever, 2 (1) from measles, 3 (0) from scarlet fever, 
15 (1) from whooping-cough, 35 (3) from diphtheria, 
61 (17) from diarrhea and enteritis under two years, 
and 11 (1) from influenza. The figures in parentheses 
are those for London itself. 


The deaths from enteric fever outside London oocurred at 
Bournemouth and Poole, each 2, Barking, Southgate, Birming- 
ham and Stoke-on-Trent, each 1. Poole 2. Deaths from diph- 
theria were reported from 18 great towns, Manchester 6, Hull, 
Liverpool and Birmingham each 3. 


The number of stillbirths notified during the week 
was 269 (corresponding to a rate of 43 per 1000 total 
births), including 41 in London. 
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MEDICAL NEWS 


Royal College of Surgeons of England 

At a meeting of the council held on Oct. 8th, with Sir 
Cuthbert Wallace, the president, in the chair, Mr. J. A. 
Ward, of Wigan Technical College, was admitted as the 
seventh Macloghlin scholar. Mr. E. P. Stibbe, of the 
London Hospital, was elected to the board of examiners 
in anatomy and physiology for the primary fellowship 
examination. The president reported the award of a 
Sir Gilbert Blane gold medal to Surgeon Lieut.-Commander 
J. M. Sloane, R.N., and diplomas of fellowship were 
awarded to Harold Francis Mowat (Toronto) and John 
Eber Spalding (Guy’s). Stanley Mitchell Sangster, of 
Epsom College, was elected the forty-fourth Jenks scholar. 

Six general surgical registrarships at the Kasr-el-Aini 
Hospital, Cairo, were recognised for the surgical posts 
required by the regulations for the diploma of fellow. 

A meeting of fellows and members of the College will 
be held on Thursday, Nov. 19th, at 4 P. u., when a report 
from the council will be laid before the meeting. Copies 
1 the eende may be obtained from the secretary after 

ov. lith. 


University of Sheffield 

The university has accepted Sir Arthur Hall’s offer of 
the portrait of himself, painted by Mr. Ernest Moore, 
which has been presented to him by old students, colleagues, 
and friends. 

Dr. Robert Platt has been appointed honorary lecturer 
in medicine, Prof. A. E. Naish, medical officer to the 
training department, and Prof. J. Glaister, external 
examiner in forensic medicine, 


University of Liverpool 
At recent examinations the following candidates were 
successful 
D. P. H. 
J. D. Bryan, Nancy L. Lewis, and G. MeLoughlin. 


University of Dublin . 
At recent examinations at the School of Physic, Trinity 
College, the following candidates were successful :— 


FINAL MEDIOAL EXAMINATION FOR M.B., B.OHIR. 


Part I. (Therapeutics, Pathology, &c.).—*T. L. Lawson, IL. S. 
Levinson, Simon Sevitt, G. N. MacFarlane, F. G. T, 
J. G. Nixon, D. K. Stewart, L. I. Warnock, Muriel Elliott, 
F. W. Parke, R. E. Taylor, H. R. T. Devlin, M. F. Graham, 
J à „ R. C. H. Cooke, E. W. R. Hackett, Sylvia M. 
FitzGerald, L. A. S. Edmondson, Tom Shier, Elizabeth M. Rees 
Lily H, Bamber, F. P. O'Sullivan, R. J. Grove-White, and 


DIPLOMA IN GYNÆOOLOGY AND OBSTETRICS 
M. W. U. Alwi. : 
* Passed on high marks. 


Royal Institution of Great Britain 

On Nov. 27th, at 9 P. x., Dr. Edward Mellanby, F.R.S., 
secretary of the Medical Research Council, will give a 
Friday evening discourse to the institution on recent 
advances in the treatment of disease. On Tuesdays, 
Dec. lst, 8th, and 15th, at 5.15 r.m., Prof. Mellanby will 
also give a course of lectures on chemical messengers of 
the body in health and disease. The Christmas course 
of six lectures for children will be given by Major G. I. 
Taylor, F.R.S., on ships. The address of the Institution 
is 21, Albemarle-street, W.1. 


Royal Academy of Medicine in Ireland 

Dr. A. R. Parsons has been elected president of the 
Academy for 1936-37 with Dr. T. P. C. Kirkpatrick and 
Dr. William Doolin secretary for foreign correspondence. 
The general council consists of Dr. Gibbon FitzGibbon, 
Dr. E. T. Freeman, Dr. W. G. Harvey, Dr. W. R. O’Farrell, 
Dr. J. P. Shanley, and Mr. R. A. Stoney. The sectional 
presidents are: medioine, Dr. Freeman; surgery, Mr. 
A. A. McConnell; obstetrics, Dr. J. F. Cunningham; 
pathology, Dr. G. C. Dockeray ; anatomy and physiology, 
Dr. W. J. E. Jessop ; State medicine, Dr. J. A. Harbison ; 
laryngology and otology, Mr. T. O. Graham. 

Dr. Parsons, the new president of the Academy, is 
senior visiting physician to the Royal City of Dublin 
Hospital. He has been a fellow since 1893, and has beld 
office as president of the sections of medicine and patho- 


logy. 


University of Bristol . 
The twenty-fifth Edward Long Fox lecture will be 
given in the Wills physics building of the University at 
8.30 P. x. on Tuesday next, Oct. 20th. The lecturer will 
be Dr. A. Bulleid, F.S.A., and the subject Somerset Lake 
Villages. 
Society of Medical Officers of Health 
A meeting of this society will be held on Friday, 
Oct. 30th, at 1, Thornhaugh-street, London, W.C., at 
5 P.M., when Dr. Ernest Ward will be installed as president 
and will deliver an address on tuberculosis. 


Chelsea Clinical Society 

The annual dinner of this society will be held at the 
Hotel Rembrandt, Thurloe-place, S.W., on Tuesday, 
Oct. 20th, at 8 P.M. 


London Association of the Medical Women’s 
Federation 
The first award from the Christine Murrell post-graduate 
fellowship is to be made during the autumn. The amount 
to be awarded is £30. Further particulars can be obtained 
from Dr. V. Kelynack, 9, Clifford-street, Bond-street, 
W.1, to whom applications should be sent before Oct. 26th. 


Conferences on Midwives 

A conference on the Midwives Act and its operation 
will be held by the Royal Sanitary Institute on Thursday, 
Oct. 22nd, at 2.30 P.M., at the Central Hall, Westminster. 
Sir Kingsley Wood, Minister of Health, will preside, and 
will address the conference while Dr. J. J. Buchan, 
medical officer of health for Bradford, will open the 
discussion. 

On Nov. 3rd, at 5 P.M., at the Royal Society of Arts, 
Adelphi, W.C., Sir Comyns Berkeley will take the chair 
at a meeting arranged by the Post-certificate School to 
discuss post-certificate training for midwives. The 
opening address will be given by Sir Kingsley Wood, 
and other speakers will be Prof. James Young, Miss E. 
Pye, president of the Midwives Institute, and Dr. H. P. 

ewsholme. Further information may be had from the 
secretary, St. John’s Home, Watson-street, London, 
S.E.8. 


Birmingham Medical School 

At the opening of the new session of the faculty of 
medicine in Birmingham on Oct. 6th, the dean, Dr. Stanley 
Barnes, said that for the first time in the history of the 
school they had found it impossible to accept some local 
applicants for places. All the British schools, he said, 
are filled to the limit of capacity, and he foresaw the time 
in the near future when only matriculated students taking 
a degree course could be accepted. The outer shell of the 
new medical school would be completed, he hoped, by 
Christmas, but the school could hardly be ready for 
occupation until 1938. The new building would have 
twice as much room as was available at present, but it 
was not intended to increase materially the number of 
students. We would rather, he said, have a school of 
medium size well organised for efficient training, and 
especially adjusted to the needs of the Midland counties, 
than a large school made up of students of many types 
and nationalities and studying for many degrees and 
diplomas. But, he added, the number of apphcants 
desirous of studying dentistry still lagged, although there 
was a great national demand for more surgeon dentists. 
Sir Reginald St. Johnston, late governor of the Leeward 
Islands, and an old Queen’s student, presented the prizes 
and gave an address on the menace of speed to patient 
and doctor. At the dinner in the evening he went on to 
make two suggestions to relieve the strain. Let the 
would-be medical student, he said, take in his last year 
at school as optional subjects elementary anatomy and 
physiology, honours in these subjects exempting him from 
the theoretical papers in his professional examination. 
To stem the rush into private practice he would compel 
every newly qualified doctor to have twelve months’ 
resident experience, partly medical and partly surgical, in 
some hospital or institution. . 
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Colonel Henry Halcro Johnston, C.B., M.D., has been 
appointed a deputy lieutenant for the county of Orkney, 
and Major B. H. H. Neven-Spence, M.D., a deputy 
lieutenant for the county of Zetland. 


Guy’s Hospital 


Dr, C. K. Simpson, assistant lecturer in pathology at 
the hospital, has been appointed Astley Cooper student 
for three years. 


Christie Hospital, Manchester 


The Christie Hospital and Holt Radium Institute at 
Withington, Manchester, is extending its buildings and 
adding to its equipment. An appeal for £40,000 is being 
made. 


Guild of St. Luke, SS. Cosmas and Damian 

The twenty-fifth annual meeting of this guild will be 
held at Preston on Sunday, Oct. 18th, immediately after 
the High Mass at St. Ignatius’s, Meadow-street, which 
will be celebrated at 11 A. M. 


A Berlin Congress of Post-graduate Medicine 


From August 19th to 2lst of next year a congress, 
devoted to the development of post-graduate medical 
education, will be held in Berlin at the invitation of the 
Reichsärzteführer (leader of medical profession in Ger- 
many), Dr. Wagner. All German scientific medical 
societies are to participate, and organisations in foreign 
countries that are essentially interested in medical post- 
graduate work will also be invited. The foundation of 
an international committee for the furtherance of such 
work is envisaged. The congress is in charge of Dr. 
Blome, the Reichsarztefihrer’s commissioner for medical 
development, and he may be addressed at the Kaiserin 
Friedrich-Haus, Robert-Koch-Platz 7, Berlin, N.W.7. 


Manchester Victoria Memorial Jewish Hospital 


At a meeting of the board of management held on 
Oct. 12th the chairman of the hospital, Mr. Nathan 
Laski, announced the intention of the board to institute 
a 48-hour week for nurses as soon as the additional nurses 
necessary to work the revised duties had been engaged. 
It is estimated that an extra 15 to 20 nurses will be 
required to augment the present staff of 51. An addi- 
tional wing will be built to the nurses’ home at a cost 
of over £4000, which is being given for the purpose by 
the Bernhard Baron fund. The new system is expected 
to involve an extra annual expenditure of £800. Accord- 
ing to the Hospitals Year Book for 1936 the annual 
expenditure on maintenance of this hospital was £20,687 
in 1934, so that the extra cost would be about 3:8 per cent. 
of this sum. 


Appointments 


ee Ee . R., M.D. Aberd., D. P. H., has been appointed 
t Medical Officer for Maternity and Child Welfare 
in . 
EVANS, COURTENAY, M. D. Lond., Hon. Physician to the Royal 
Chest Hos ital, pondon. 


MoKEE, G. R. O. S. Eng. trar to the Orthopedic 
Departments 0 of the N N ae Norwich and Jenny Lind 

08 
O'REILLY, J. N., D.M. Oxon., M. R. O. P. Lond., Physician to 


we heer br 8 Department of the Miller General Hospital, 

reenwic 

SHaw, OEDRIO, M.B. Camb., M. R. O. P. Lond., Hon. Physician 
to the Royal Chest Hospital, London. 

SHEVLIN, F. B., M.B. Liverp., Senfor Assistant School Medical 
Omori for Vork 

WHILES H., M. R. C. S. Eng., D. P. M., Second Assistant 
Medical Officer at Humberstone Mental Hospital, Leicester. 


Royal Sussex County Hospital, Brighton.—The following appoint- 
ments are announced :— 
BATE, A. G., M.B. Camb., F. R. O. S. Edin., Hon. Consulting 


Surgeon : 

BERESFORD, G. W., F. R. C. S. Eng., Hon. Surgeon ; 

Woop, W. R. FORRESTER, M.B. Camb., PROS. Eng., Hon. 
Assistant S 5 


an i 
oer: R. W., D. Camb., Honorary Physiotherapeutist ; 


Drynan, A. E., M.B. Edin., Honorary Clinical Assistant to 
the Dermatological Departmen t. 


Cert: Surgeons under the Factory and Workshop Acts: 
Dr. O. P. FRANK (Maidenhead District, Berkshire) and Dr. 
S. B. TURNER (Bargoes—formerly known as Maesycwmmer— 
District, Glamorgan). 


Bath Royal United Hospital.—Res. O 


e City Hospital. —Asst. M. O. and Res. Surg. O., 


Vacancies 


For further information refer to the advertisement columns 


Australia, Sydney Hospital, N.S.W.—Director of the Kane- 

matsu Memorial Institute of Pathology, £1500. 
„ £150. 

Birkenhead Education Committee.—Asst. School M.O., £500, 

Birkenhead Municipal Hospital.—Sen. Res. M. O., 50. 

Birmingham Children’s Hospital.—First Asst. to Ear and 

pi Throgs Depis oe 

irmingham University.—Lecturer in Pathology, &c., £400. 

British Postgraduate Medical School.—H.P., WS. and Gynteco- 
logical H.S. 

Burnley Victoria Hospital.—H.P., at rate of £150. 

Burton-on-Trent, Bretby Hall Orthopaedic Hospital. Res. H. S., 
at rate of £200. 

agers ee eae Borough.—Public Analyst, 128. 6d. each 

a 

Chesterfield and North Derbyshire Royal Infirmary.—Cas. O., &o., 
at rate of £200. 

Corentry and Warwickshire Hospital. H. S., at rate of £125. 

Derby, Derbyshire Royal Infirmary. —Pathologist, £750. 

Dorchester, Dorset County Hospital.—H.S., at rate of £150. 

Dudley Guest Hospital. H. S., £130. 

Eastbourne, Royal Eye Hospital, Pevensey-road.—H.S., £100. 

Ebbw Vale General Hospital.—Surgeon, £750. 

morgan County Mental Hospital, Bridgend. —Jun. Asst. M.O., 

We 

Glasgow Kye Infirmary.——Res. II. S., £190. Also Clin. Asst., 830. 

Golden-square Throat, Nose, and Ear Hospital, W.—H.S., 2100. 

Grimsby County Borough. —Venereal Dis. M.O., &c., £900 

Halifax General Hospital.—Jun. Res. M.O., £250 

Hampstead General and N.W. London Hospital Haverstock Hit, 
N.W .—H.S., at rate of £100. 

Harrogate Royal "Bath Hospital.—Res. M.O., £156. 

Hastings. Royal East Sussex Hospital.—Sen. H. S., at rate of 2200. 

Huddersfield Royal Infirmary.—H.P. and Res. Aneesthetist, at 


rate of E150. 
Surg. O., £200. Also H. P. to 


Hull Royal Infirmary.— Res. 

Sutton Branch Hospital, at rate of "£160. 
Kettering and District General Hospital.—Res. M. O., at rate of 8135. 
King’s College Hospital, S. E. —Asst. Obstet. and "Gynecological 

Surgeon. 

Leeds University, School of Medicine.—Demonstratorship in 

Dept. of Pathology and Bacteriology, £300. 

Lincoln County Hospital.—Jun. H.S., £150-—€200. 
Liphook, Hants, King George’s Sanatorium for Sailors.—Asst. 


M.O., at rate of £200. 
London County Council.—Two Res. Med. Supts., each 2950. 
Part-time M.O., at rate of $300. 


Second Asst. M. O., £625. 
Temp. Asst. M.O., £8 10s. a week. Asst. M.O.’s, Grade I., 
each £350. Asst. DI. O.“ 8, Grade II., each £250. Temp. 
Dist. M.O.’s, at rate of 4300170. Also Clin. Asst. 
London Lock Hospital, 283, Harrow-road, W.—Surg. Reg. to 
Female Lock Hospital, £100. 
Manchester, Booth Hall Children’s Hospital.—Med. Supt., £1100. 
Manchester, Crumpsall Hospital and Withington Hospital.— 
Two Res. Asst. Obstet. Officers, each at rate of £250. 


Manchester Royal Children’s Hospital, Pendlebury.—Res. Surg. 


O., at rate of £125 

Manchester Royal Lye Hospital. —Jun. H.S., £120. 

Marie Curie Hospital, Fitzjohn’s-avenue, N. . Director of 
Medical Services and Research, £1000. 

Middleser County Council. —Ophthalmic Surgeon, £2 128. 6d. 
per session. 

Middleton in- V harſedale Sanatorium.— Res. Asst. M. O., £350. 
Norwood and District Cottage Hospital.— Hon. Anesthetist. 
Nottingham City.—Tuber. Officer and Asst. M.O.H., £750. 


Nottingham General Hospital.—H.P., at rate of £150. 

Pontypool and District Hospital.—Res. M.O. . at rate of £150. 

Portsmouth Royal Hospital. —Cas. O., at rate of £130. 

Radium Beam Therapy Research, 16, Riding House-street, W.— 

Asst. M.O., at rate of £250. 

Paani um Ënstibule, Riding House-street, W.—Res. M.O., at rate of 

Rotherham Rural District Council, &c.—M.O.H., £800. 

Royal Air Force Medical Service. "Commissions. 

Royal Free Hospital, Gray’s Inn-road, W.C.—Asst. M. O. for 
V.D. Dept., £300. 

Royal Naval Medical Service.—M.O.’s. 

Royal Waterloo Hospital for Children and Women, W aterloo- 
road, S. . Res. Cas. O. Also H. P., at rate of £150 and 
£100 respectively. 

St. George's Hospital, S. V. — Obstet. Reg. and Tutor, £90. 

Rara, Paian Hospital, Pendleton.—Asst. Res. M.O., at rate of 


Shehad” Children’s Flospital.—H.S., at rate of £100. 

Sheffield Royal Hospital.—Res. Sure. O., £200. 

Southampton County Borough.—Asst. M.O. H., £500. 

Stoke-on-Trent, North Staffordshire Royal Infirmary. H. P., at 
rate of £150. 

Surrey County Council.— Jun. Asst. M. O., £350. 

Sutton and Cheam Hospital, Surrey. —Hon. Surgeon. 

Swansea General and Eye Hospital. —H.S. and Cas. O., each at 
rate of £150. 

DOU ane Somerset Hospital.—H.P. and H. S., each at rate of 


Westminster Hospital, Broad Cear S.W. lee 
Weston-super-Mare Hospital. —Res. H.P., £15 
York County Hospital.—H.S., £150. 


The Chief Inspector of Factories announces vacancies for 
Certifying Factory Surgeons at Crewe (Cneabizey: and 
Newington (Kent). 
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Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W 
TUESDAY, Oct. 20th.—5.30 P.M. General Meeting of 


Fellow. 

Pathology. 8.30 P.M. Dr. W. D. Newcomb: The Search 
for Truth. (Presidential Address.) 

WEDNESDAY. 

Surgery: Subsection of Proctology. 5 P.. Dr. J. Arnold 
Bargen: The Management of Chronic Ulcerative 
Colitis: Uncomplicated Cases. 

THURSDAY. 

Urology. 8.30 P.M. Mr. Bernard Ward: Total Oysteo- 
tomy, with Transplantation of the Ureters into the 
Bowel, for Malignant Growth of the Bladder. (Presi- 
dential Address.) 


Disease in Children. 5 P.M. (Cases at 4.30 P.M.) Dr. 
A. W. Franklin: 1. Precocious Puberty in a Girl of 
31 Years. Dr. d Wilson and Dr. John A. 
Carter (introduced Dr. Donald Paterson): 2-4. 

Three Cases Tiustrating Surgical Treatment of Bron- 

chiectasis in Childhood: (a) Left Total Pneumonec- 

tomy ; (0) Bilateral Lower Sr s (c) Left Lower 


Lobectomy. Dr. E. A. Cockayn 5-6. Hepato- 
splenomegaly with Oateochondredveteophy (Gargoyl- 
ism) in Brothers. 

Epidemiology and State Medicine. 8.15 P.M. Sur 
Rear-Admiral S. F. Dudley: The Ecological Ou Cok 
Pra 2 Epidemiology. (Presidential Address.) 

Medicine. 8.30 P.M. Dr. Geoffrey Holmes: 
ENA ra Old and New. (Presidential Address.) 


Dr 1 H. cone: Recent Developments in 


ROYAL MICRO SOOP A. 80 SOCIETY, B.M.A. House, Tavis- 
tock-square, W.C. 
WEDNESDAY, 7 21st.—5 for 5.30 P.M., Major H. C. 
Brown, I. M. S., and Dr. J. G. Broom : Micro-cata- 
horal and: its A Application. Mr. C. G. Dobbs: A 
remium Stage of Muco 
SOCIETY OF N OFFICERS OF HEALTH, 1, 
Thornhaugh- street, W. C. 
Maternity and 6 444 Welfare Groups. 
THURSDAY. Oct. 22nd.—8.30 P.M., Dr. E. J. Boome: 
8 h Defects in Young Children. 
MEDICO 6 SOCIETY. 
THURSDAY, Oct. 22nd. 5 30 P.M. (Manson House 
Sorana lace, W.), Mr. C. E. A. Bedwell: 
. Hospitals. 
EUGENICS 80815 


TUESDAY, Oct. 220 in .—5.15 P.M. (rooms of the Linnean 
Society, Burlington House, Piccadilly, W.), Dr. Eliot 
Slater: The Inheritance of Mental Disorder. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL OCOLLEGE OF PHYSICIANS OF LONDON, Pall 
Mall East, 8. 


MONDAY, Oct. 19th. T P. N ad Walter Langdon-Brown : 
The Background t (Harveian Oration.) 
ROYAL COLLEGE OF SURGEONS ‘OF ENGLAND, Lincoln’s 
Inn-fields, W. O. 
MONDAY, Oct. 19th.—5 P.M., Dr. L. W. Proger : Intestinal 
Diseases. 


sages RP P.M., Dr. A. J. E. Cave: The Nature of Various 


ascice. 
UNIVERSITY OF EDINBURGH. 
TUESDAY, Oct. 20th.—5 P. M., Dr. George Riddoch : Clinical 
Aspects of Hypothalamic Derangement. 
THURSDAY.—5 P.M., Mr. oe Dott: Surgical Aspects 
of H othalamic Disorder 
F MEDICAL PSYCHOLOGY, Malet-place, 


MONDAY, Oct. 19th.—3 P.M., Dr. J. A. Hadfield: Psycho- 
logical Background. 4.30 P.M., Dr. E. Bennet : 
Dream pe he keg 5.45 P. M., Dr. B. D. Hondy : 
A Case of Bridge P 
THURSDAY. Th P.M., Br. Hadgeld: Mental Mechanisms. 
Dr. M. Wright : Principles of Psycho-anal fag 
(Freud). 5 45 P. M., Dr. Hendy: A Case of Obses 
BRITISH, POSTGRADUATE MEDICAL SCHOOL, Ducane. 
roa 
MONDAY, Oct. 19th.—2.15 P.M., Dr. Duncan White: Radio- 
logical Demonstration. 
TUESDAY.—4.30 P.M., Dr. H. Yellowlees: Psychological 
eee: 


Legal 


= : Miorogcopy: 


operations. 


WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 
Hammersmith, W. 

MONDAY, Oct. 19th.—10 a. M., skin clinic. 11 A. u., surgical 
wards. 2 P.M., gynecological and surgical wards 
operations, medical, surgical, eye, and gynecological 

cs. 4.15 P.M., Lecture: Mr. Green-Armytage : 
Vaginal Discharge. ' 

TUESDAY.—10 A.M., medical wards. 11 A.M., surgical 
wards. 2 P.M., throat, nose, and ear, medical, and 
surgical clinics, operations. 4.15 P.M., Dr. Hudson: 
Pulmonary Tubersulosis in Infancy. 

WEDNESDAY.—10 A. M., children’s clinic. 11 A. M., medical 
wards. 2 P. M., eye, medical, and surgical clinics. 

THURSDAY.—10 A.M. 1 neurological and gynecological 
clinics. Noon, fracture clinic. 2 P.M., medical, surgical 
eyo, and genito-urinary clinics. 4 P.M., venereal 


eases 

Frmay.—10 A. M., medical wards, skin clinic. Noon 
lecture on treatment. 2 P. M., medical, surgical, and 
throat, nose, and ear clinic. 4.15 P. M., Dr. Konstam : 
Cardiac Therapeutics. 

SATURDAY.—10 A. M., children’s and surgical clinics. 11 A. M., 
medical wards. 

The lectures at 4.15 P.M. are open to all medical practi- 
tioners without fee 

mit rhea SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


TUESDAY, Oct. 20th.—5 P.M., Dr. W. K. Sibley: Electro- 
therapeutics. 
THURSDAY.—5 P.M., Dr. H. W. Barber: Psoriasis. 
HOSPITAL TOR EPILEPSY AND PARALYSIS, Maida Vale, 


THURSDAY, Oct. 22nd.—3 P.M., Dr. Douglas McAlpine: 
Olini Demonstration. 
i FOR SICK CHILDREN, Great Ormond-street, 


WEDNESDAY, Oct. 218t.—2 P.M., Dr. Donald Paterson: 
Breast-feeding. 3 P. M., Dr. Reginald Lightwood : 
Causes and Treatment of the Ansemias of Infancy. 

outpatient clinics daily at 10 A. M. and ward visits at 


NATIONAL, HOSPITAL, Queen-square, W.C. 
Monpay, Oct. 19th.—3.30 P. M., Dr. Kinnier Wilson: 
The Motor System. 
TUESDAY.—3.30 P. M., Mr. Sydney Scott: Auditory and 
Vestibular Nerves. 
WEDNESDAY.—3.30 P.M., Dr. Kinnier Wilson: Clinical 
Demonstration. 
THURSDAY.—3.30 P.M., Dr. Gordon Holmes, F. R. S.: The 
Sensory System. 
FRIDAY.—3.30 P.M., Dr. Bernard Hart: Psychopathology. 
Out-patient clinic daily at 2 P.M. 
ST. MARY’S HOSPITAL, W. 
THURSDAY, Oct. 22nd.—5 P.M., Dr. G. O. Barber: The 
Common Ailments and the Approach to their Treat- 
ment (General Practice III.). 
HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL. 
WEDNESDAY, Oct. 21st.—3 P.M., Lord Snell: England and 
America: Their Past and Present Relationships. 
ST. PAUL’S HOSPITAL, Endell-street, W. O. 
WEDNESDAY, Oct. 218t.— 4.30 P. M., Mr. Kenneth Walker: 
Boom 1 ree in ene Pathology and Treatment of 
atic 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY, Oct. 21st.—4 P.M. (St. James’s Hospital, 
Balham), Dr. T. A. Williams: Some Perverted unc- 
tions—Ditferential Treatment. 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 
MONDAY, Oct. 19th, to SUNDAY, Oct. 25th.— ST. JoHN’s 
HOSPITAL, 5, Lisle-street, W. C, Afternoon course in 
dermatology. —CHELSEA HOSPITAL FOR WOMEN, 
Arthur-street, S.W. All-day course in Broce Wel: 
WEST END HOSPITAL FOR NERVOUS DISEASE el- 
beck-street, W. All-day course in neurology. *_Orry 
o LONDON MATERNITY HOSPITAL, City-road, E. O. 
Sa Sun., course in obstetrics. 
MANCHESTER ROTAL INFIRMARY. 
TUESDAY, Oct. 20th.—4.15 P.M., Dr. C. S. D. Don: 
Differential Diagnosis of Toxic Goitre. 
PEIST —4.15 P.M., Dr. R. S. Paterson: 
esent-day X "Ray Therapy. 
AN coats HOSPITAL, Manchester. 
DAY, Oct. 22nd.—4.15 P.M., Dr. R. Ellis: Albu- 


minur 
LEEDS GENERAL INFIRMARY. 
5 on 2vth.—3.30 P.M., Mr. Claye : 


f Fibro 
LEEDS PUBLIO GISPENSARY. 
WEDNESDAY, Oct. 21st.—4 P.M., Mr. A. Gough : Radium 
in Gynecology. 


The 
The Scope of 


Treatment 


VICTORIA MEMORIAL HOSPITAL, WELSHPOOL.— 
Dame Agnes Hunt on Sept. 22nd opened a new wing 
at this hospital, erected as a memorial of the late King’s 
Silver Jubilee. 


EssEx COUNTY HOSPITAL, COLCHESTER. — Mr. 
George Rose has laid the foundation-stone of the 
new surgical ward block of this hospital, which is the 
start of a £40,000 scheme of extension to which Mr. Rose 
has contributed £7000, the cost of one of thesurgical wards. 
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NOTES, COMMENTS, AND ABSTRACTS 


THE MEDICAL PROFESSION versus THE 
WARFARE ASSOCIATION* 


By D. A. Crow, M.B. Edin. 
CONSULTING AURIST TO THE ROYAL SUSSEX COUNTY HOSPITAL 


THE press of Europe has nearly succeeded in work- 
ing up the fears and suspicions of the people into 
that state when they almost long for the uncertainty 
to be ended by a call to arms. If war breaks out, the 
medical profession will throw all its weight of unselfish 
effort into the turmoil, and in the end will have done 
nothing but help, as far as is possible, to clear up the 
mess. Is it not possible that a great and powerful 
profession, such as our own, should make some 
vivid gesture towards minimising the risk of a mess 
occurring at all? 

Do you recall a most courageous action by a doctor 
in the last war, who jumped from the strangers’ 
gallery in the House of Commons and shouted to our 
scandalised legislators that in common mercy they 
should provide steel helmets for our men? The 
press next day, reporting this fearful violation of the 
dignity of the House, conveyed the impression that 
it was the act of a maniac. It was not. It was the 
act of a regimental medical officer in his full senses 
and in deep affection for the men he had left in the 
trenches. The steel helmets, all the same, were 
eventually forthcoming; and I do not think that on 
any occasion in the war the medical profession had so 
much reason to be proud of one of their number. 

Now is it possible that,in the face of the most 
appalling menace to public health that ever existed, 
the only profession which claims to be the guardian 
of that public health should not only take no active 
steps to prevent the danger but should raise scarcely 
@ Voice of warning as to its devastating character? 
It is true that at this year’s meeting of the repre- 
sentative body of the British Medical Association 
a resolution was put forward stating that protection 
against poison gas was inevitably imperfect, that the 
use of it should be proclaimed illegal, that medical 
men of all countries should combine to prohibit its 
manufacture, in order to save civilisation from utter 
destruction.“ But this resolution was amended and 
altered and shortened and twisted about until in 
its final stage it was about as feeble and unrecognisable 
as a patient on whom enthusiastic surgeons have been 
tracking down a septic focus. I cannot say that the 
- original resolution appeared very powerful except 
as an indication that at least some in the profession 
had determined to remain silent no longer. There 
can be no point in declaring things illegal when people 
go mad; the only possible appeal when things get 
to that stage is force, and that means unrestricted 
war. But reading the report of that meeting one 
feels that less than justice had been done to the 
generous ardour of those who had put forward the 
resolution, and that some of the critics would have 
emasculated with equal suavity and heartlessness 
any resolution making for peace though it had been 
more in touch with reality than the one in question. 

I do not believe that because we are inarticulate 
we are in the least indifferent. It is much more 
likely that we are unconsciously oppressed with a 
sense of impotence, the result of the very immensity 
of our political machine. For that reason we welcomed 
the transfer of our aspirations to the League of 
Nations and woke with the greater shock from the 
dream. If the medical profession were to put into 
words its horror of war there would be no particularly 
ethical or religious sentiments about it; we should 
declare, quite simply—and not with a view to frighten- 
ing people, because fright isn’t the slightest deterrent 
from war, but rather an incentive—that modern 

* Abridgment of an address delivered before the Brighton 
division of the British Medical Association. Ea 


mechanised war is totally dysgenic, because the 
unfittest for the most part survive; that it offers a 
prospect of epidemics compared to which the 1918 
pneumonia outbreak will seem trivial; that it means 
hardly less than the suspension of evolutio 
development. It is a poor protest against war whi 
stresses the hardships it involves; it is the prospect 
of a progressive degeneration in vitality which is 
so appalling. 

But with much of this you probably agree; the 
question is whether it is possible, having put it in 
words, to transfer it into any kind of action likely to 
be effective in preventing war. Consider for a moment 
in what way groups of people have hitherto striven 
to oppose war. 

There is the type of pacifist who argues that war 
is financially unprofitable. But who cares if if is? 
The motive force of war derives from atavistic sources 
long antedating, and greatly overpowering, considera- 
tions of finance. Then there is the pacifist who, 
much more profoundly, says, your intrigues are too 
much for me, your political machine is out of control ; 
I, therefore, obey a deep instinct within me that 
proclaims war to be evil and assert my individual 
right to take no part init. Thisis courageous. But 
it is damned from the outset by an overwhelmi 
weight of national feeling inflamed by quite primitive 
tribal fears and suspicions, some of them justified 
and others not. And the same applies to less extreme, 
but more vague, appeals for a more or less senti- 
mental peace. They cannot carry the country. 

There is one point at which the problem can be 
hopefully approached, and that is, the concentration 
of the whole nation on preventing individual profit 
from war. It should not be impossible to nationalise 
first the armament industry (and indeed it was very 
partially nationalised during the war by limiting 
profits to 20 per cent.) and then in turn every other 
industry to which war is attractive. I believe 
there would be such a sudden lull in national fears 
and suspicions that even a political conference might 
have some hope of success. I do nof think we at all 
realise what a volcanic force is amongst us working 
for individual profit out of war. I call it volcanic ; 
but it is more like a neoplasm, with metastases 
everywhere—in the papers, in the cinemas, and in 
every committee which ever made a political decision ; 
the common sense of no nation is proof against its 
insidious propaganda. 

Consider for a moment the vast capital sunk in 
firms which profit by war and by the scare of war. A 
hundred millions of capital at least are directly 
concerned with armaments and beyond this is a 
vast number of contributory activities whose interest 
is bound up with war. Now it is untrue to say that 
most of the men behind these interests actually seek 
war. Many of them are actuated by quite simple 
motives of patriotism and commercial integrity, 
but amongst them are undoubtedly men who actually 
make it their business to increase national suspicions 
and fears in order that their business shall prosper, 
and are utterly unscrupulous in the methods they 
employ. I refer any who read this to Lewinsohn’s 
Profits of War, and Neumann’s ‘Life of Sir 
Basil Zaharoff.“ 

It is quite irrelevant to the point I am trying to 
emphasise that a real danger may exist, and does 
indeed exist while gangster-minded dictators are at 
large; the argument is that there are world-wide 
plots to anger one nation against another. The 
German steel trusts bargain with Hitler; the French 
and British firms exploit the panic; the armament 
firms can none of them lose under such circumstances ; 
but pacific peoples can be driven by fear into madness 
and find themselves enemies with people whom they 
do not naturally hate. I do not know whether the 
secret and powerful forces concerned can be controlled ; 
one has little hope that they can be overcome by 
constitutional means. But if I had the courage, and 
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if one hundred other medical men in this country 
also had the courage—so that the action could carry 
a little weight—to pay no more income-tax until the 
arms industry at least was nationalised, then we 
would suffer untold misery and be slandered with 
merciless venom ; but when the next war is over and 
people are wondering what it has all been about, and 
the merchants of armaments are telling them that 
their lovers and husbands had died on the Cross of 
Sacrifice, just like Jesus—then at least it could not 
be said that the medical profession had been altogether 
complacent at this heart-breaking nonsense, however 
feeble their protest may have been. 

That is the concrete suggestion that I make—that 
æ few medical men should decline to pay taxes until 
the arms industry at least is nationalised and a 
beginning made to take the profit out of war. 

We are to-day spending our lives combating 
disease; and disease, when you come to think of it, 
is relatively eugenic, eliminating itself if left alone. 
At least, it is eugenic compared to war, which is 
actively dysgenic. There may be just time to tell 
the stupid world what we know before they begin 
once again, and for the last time, to wave their 
pathetic little flags. The Warfare Association 
demands of us courage at its own chosen time and for 
its own chosen ends. Let us show courage when 
we choose, and that at once, before it is too late. 


A LINK WITH JENNER! 


For nearly three years Jenner’s family tutor was 

John Dawes Worgan, a remarkable boy who was 
appointed to the post before he had attained his 
sixteenth birthday, but at this youthful age he had 
completed a “ cente ” of sonnets and was well 
read in classical literature. Selections from his works 
were published posthumously in book form in 1810, 
and in the preface the editor writes: I applaud 
the spirit and propriety with which he (Worgan) 
appeared as the public eulogist of his beneficent 
patron Dr. Jenner.” His Essays on Vaccination, 
reprinted in this volume, were the result of his own 
reading and unbiased consideration and were written 
to disseminate Jenner’s discovery and to meet the 
common objections to the practice, although at the 
beginning of his inquiries he was in a sceptical mood 
and regarded the vaccine discovery as on the same 
level as the Cordial Balm of Gilead and the Restora- 
tive Drops. Serious illness prevented the writing 
of a seventh essay on the obstacles impeding the 
growth of vaccination. In addition he wrote an 
Address in heroic verse which was printed and 
presented to the Jennerian Society at the annual 
meeting in 1808. He also deserves notice for a 
Eulogy in Latin verse of the surgeon John Ring, an 
ardent vaccinationist. He refers to the honour 
accorded to Jenner in Germany where it was the 
custom to place his bust, adorned with roses and 
garlands, on a kind of altar, around which the people 
danced and sang grateful songs to his name. What 
a contrast to London, says Worgan, where his 
fame is aspersed by invidious and malicious indi- 
viduals. 

In the second Essay he alludes to the Report of 
the Royal College of Surgeons in London. In response 
to.a questionnaire this College had received statistics 
of 163,381 vaccinations and of this number only 
56 instances occurred in which small-pox followed 
the operation, or one failure in nearly 3000 cases. 
Replies to the questionnaire include those from many 
interesting ‘men, that sent in by Abernethy being 
reproduced in the article. In the matter of a pro- 
tection period Worgan said that many aged people, 
infected with small-pox in youth, had resisted any 
attempt to communicate the small-pox to them, but 
here he was probably thinking of the farm hands of 
Gloucestershire, and lost sight of the fact that their 
occupation would render them liable to reinoculation. 
Dr. Jenner, he says, vaccinated an immense number 


18. Wood: Annals of Medical History, September, 1936. 
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of people during a period of ten years and diligent 
inquiry had failed to discover a single instance of 
subsequent small-pox. 

Cartoons and scare-sheets of the time depicted 
‘“ new” diseases alleged to be due to vaccination. 
As a counterblast Worgan brought forward authori- 
tative opinions which proved that the idea of new 
diseases was due to the inventions or mistakes of 
ignorant men. In the fifth Essay he stresses the 

ger of permitting the subjects of variolous inocu- 
lation to range the public streets; he asserted that if 
they were isolated small-pox would be banished. 

Worgan was set upon entering the Church and was 
ever striving to prepare himself for academic distinc- 
tion and future celebrity. While residing with 
Jenner he studied so hard that an extraordinary 
determination of blood to the brain obliged him to 
desist from mental exercises for a considerable time, 
his head being much relieved by Dr. Jenner’s 
advice.” The following year a second attack of 
typhus fever left him much weakened, with frequent 
pain in the side and chest, followed by a copious 
hemorrhage from the lungs. Jenner’s utmost skill 
and the presence of his mother, who was invited to 
remain with him during his illness, combined to 
palliate the disease, and he was able to bear removal 
to his home in Bristol where he died at the early 
age of 18 years. In a note shortly before his death 
he wrote: For the ten weeks I remained under 
Dr. Jenner’s roof, his attention and kindness were 
unremitting.” Jenner’s sympathy is manifest in 
the following letter to a friend: 


“ Your letter came too late for me to make any observa- 
tion upon what you drew up for insertion in the Bristol 
paper respecting our dear departed friend. It must be 
some consolation to his surviving relations and friends 
that his name will not be forgotten. . . I beg you will 
present my best wishes to Mrs. Worgan and tell her, 
unless she particularly wishes it, I should be sorry to put 
her to the expense of a ring, but yet, I should like to have 
something in remembrance of poor John. A book would 
be acceptable. The editor of the Cheltenham Chronicle, 
who was the intimate acquaintance of poor Worgan, has 
paid a just tribute to his memory in the paper of yesterday.“ 


A few months later Jenner was to mourn the 
death of his own son Edward, Worgan’s pupil and 
1 sufferer, who also died of pulmonary tuber- 
culosis. 


MOVEMENTS OF POPULATION 


THE preliminary report of the census of popula- 
tion of the Irish Free State, taken earlier this year, 
showed a very slight decline in the numbers 
enumerated, a decline entirely due, our correspondent 
from Ireland has pointed out, i to a loss of the female 
sex. The virtual stoppage of emigration to the 
U.S.A. appears to have led to an increase in other 
directions, Great Britain being the main recipient. 
From figures published in the 1931 census reports of 
England and Wales it seems likely that this move- 
ment of Irish women is partly a refiection of the 
difficulties of the English housewife in obtaining 
domestic assistance of one type or another for the 
comfortable maintenance of her home. These reports 
show that of persons born in the Irish Free State 
but enumerated in this country there is sex equality 
or an excess of males in the mainly industrial regions 
such as the Northern and Midland areas, the West 
Riding of Yorkshire, the cities of Liverpool and 
Manchester. The excess of Irish females over Irish 
males is to be found in the south and south east, 
in Greater London and especially in such boroughs 
as those of Hampstead, Kensington, and Westminster 
where the women are twice to thrice as numerous 
as the men, and where the demand for domestic 
help is probably at its maximum. The greatest excess 
of these Irish-born women is at the young adult 
ages, 20 to 35 years of age. In spite of this move- 
ment the proportion of Irish in the population of 


1THE LANCET, Sept. 12th, p. 652. 
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this country is at a far lower level than it has been 
in the past. In 1851, of every 100,000 persons in 
England and Wales nearly 3000 were born in Ireland, 
in 1931 the corresponding figure was under 1000. 

While the Irish Free State is ceasing to lose popu- 
lation at the heavy rates of the last century, concern 
continues to be repeatedly expressed at the ‘‘ depopu- 
lation’’ problem in France. In 1875 there were 
registered a million births, in 1935 only 635,000. 
During those years Great Britain has increased from 
26 to 46 millions, Germany from 39 to 67, Italy from 
23 to 43, Japan 33 to 68, France from 38 to only 41. 
From these figures Charles Richet draws gloomy con- 
clusions as to the future of France which he sums 
up as des enfants ou la mort.” Even if the infant 
mortality-rate could be reduced to zero the popula- 
tion, he concludes, would scarcely grow. With those 
who under the guise of eugenists would have no 
reproduction except from the absolutely perfect 
he has no patience, nor with those who would see 
the size of the family adjusted to the length of the 
purse. His solution is to lengthen the latter by 
premiums on births, family allowances, and tax 
exemptions. But these familiar expedients, as an 
investigator for the Eugenics Society has shown,“ 
do not so far seem to have had an enthusiastic 
response from married couples, 


CHILDREN’S SPECTACLES 


THE People’s League of Health is turning parti- 
cular attention to the care of the eyesight of children, 
and point out in a recent circular that while examina- 
tion by a qualified medical practitioner is one of the 
conditions obviously needed for treatment, the lenses 
or glasses which may be necessary to improve the 
child’s sight and to prevent aggravation of any defect 
must be accurately made in accordance with the 
doctor’s directions. But a special point is made of 
proper fitting frames. Obviously it is in vain for 
the ophthalmologist to order the right glasses, and 
for the optician to supply them, unless the frame 
which carries the glasses holds. these accurately in 
position. Frames which are easily bent or twisted 
or ill-fitting are constant sources of mischief. The 
matter is not sufficiently pressed on the attention 
of parents and education authorities, and the service 
of the National Ophthalmic Treatment Board is 
not sufficiently requisitioned. Under this organisa- 
tion the making of the glasses and the frames is under- 
taken by dispensing opticians, all of whom are 
specially trained and certified as efficient after 
examination. The name and address of the local 
dispensing optician may be obtained from any 
medical man, or from the headquarters of the People’s 
League of Health, 12, Stratford-place, London, W.1. 

It is announced that a nation-widé campaign to 
instruct the public in the care of the eyes is being 
undertaken by the National Ophthalmic Treatment 
Board in conjunction with the British Medical 
Association. It will be carried out by means of 
booklets, lectures, and the cinema. 


GARGLES 


On Sept. 12th we suggested that conclusive experi- 
ments should now be performed to decide whether 
gargling is or is not an effective method of bringing 
antiseptic, astringent, or cleansing fluids into contact 
with the tonsils, pharynx, or nasoph In the 
Guy’s Hospital Gazette for Sept. 26th Mr. A. Bowen- 
Davies reports that 12 volunteers in the Guy’s ear, 
nose, and throat department were induced to gargle 
with potassium permanganate solution of sufficient 
strength to stain mucous membrane with which it 
came in contact. In only one case was there any 
staining on the tonsils or pharynx. In four cases 
the anterior pillars of the fauces were stained, whilst 
in the remaining seven cases the mucous membrane 
behind the last molar teeth was normal.“ Mr. Bowen- 
Davies suggests that the reason why hot gargles are 


* Paris Méd., July 25th, p. 1. 
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soothing for acute inflammatory conditions in the 
throat is that the swallowing reflex is so much in 
abeyance that they can be retained in contact with 
the pillars of the fauces. He adds: It is not 
denied that in certain cases a gargle may penetrate 
to the epiglottis without being swallowed, but these 
are few. If this number is to be increased, the horror 
of swallowing the mixture should be removed by 
prescribing only innocuous gargles, or preferably 
those which should be swallowed.”’ 


PROGNOSIS OF SEVERE GASTRIC HMORRHAGE.— 
Prof. Finsterer writes to correct a statement wrongly 
attributed in the second paragraph of his article in 
THE LANCET for August 8th (p. 303). The sentence, 
‘* Aitken reports that of 62 cases (11 over 60 years 
of age) which bled for over 24 hours, all died of 
heemorrhage,’’ should read: ‘‘Chiesman reports 
(THe LANCET, 1932, ii., 722) that among 62 patients 
who bled longer than 24 hours there were 11 patients 
over 60 years of age, and that all these 11 patients 
died of continued hæmorrhage.“ 


A MANUFACTURERS’ AMALGAMATION.—We are asked 
to state that the firm of Endocrines Limited has 
amalgamated with Messrs. E. H. Spicer and Co., Ltd., 
to form Endocrines-Spicer Ltd. A new reference 
list of their products, which include those previously 
obtainable from the two firms, is to be had from 
Endocrines-Spicer Ltd., Watford, Herts. 


DOSAGE OF CINCOPHEN.—In a leading article on 
p. 857 of our.last issue the official (1932) dosage of 
cincophen was given as 5-20 grains. This was an 
error. The maximum official dose is 15 grains, now 
reduced in the Addendum to 10 grains. 


Births, Marriages, and Deaths 


BIRTHS 


DAVIDSON.—On Oct. 5th, the wife of Major T. W. Davidson 
R.A.M.C., Dover, of a rag hae j 
Hopars.—On Oct. 2nd, the e of Dr. Richard Hodges, of 
Warminster, Wilts, of a son. 
LANGHORNE.—On Oct. 4th, at Bentinck-street, W., the wife 
of Dr. D. A. Langhorne, of a son. 
ILCHER.—On Oct. 5th, the wife of Mr. R. E. M. Pilcher, 
F. R. O. S., Boston, Lincs, of a son. 
STENHOUSE.—On Oct. 2nd, at Morpeth, the wife of Dr. Geoffrey 
B. Stenhouse, of a daughter 


MARRIAGES 


OCORNWALL—GRaY.—-On Oct. 9th, Lt.-Col. J. W. Cornwall, 
C. I. E., M. D., I. M. S. (Retd.), of Elstead, to Mrs. J. Gray, 
widow of J. Gray, I. O. S. 
MA . at Claremont Church, 

Glasgow, Carmichael Mac , . B., to Margaret, 

younger daughter of Mr. Charles Macmillan, Glasgow. 


DEATHS 


BucHANAN.—On Oct. 11, Sir George Seaton Buchanan, O. B., 
e Pe of Wetherby Mansions, Earl's Court-square, 

ondon. 

BUTLER-SMYTHE.—On Oct. 9th, at Brook-street, Grosvenor- 
square, Albert Charles Butler-Smythe, M. B. E., F. R. O. P., 
F. R. C. S. Edin., in 84th year. 

CRESSWELL.—On Oct. 6th, at Cardiff, Frank Pearson Skeffington 
Cresswell, M.B. Lond., F.R.C.S. Eng. 

Forp.—On Get. 11th, at Wimbledon, J. N. C. Ford, M.B. 
Oxon., of Eastbourne. 

HEBB.—On Oct. 10th, at Brighton, Frederick Theodore Hebb, 
M.R.C.S. Eng., of Alton, Hants, aged 84. R 

ITOHELL.—On Oct. Sth, at Sutton, Surrey, James Murray 
Duff Mitchell, M.D. Aberd., F.R.C.S. Eng. 

Opre.—On Oct. 5th, at Poona, following an accident while 
racing at the Poona and Kirkee Hound Races, Philip Adams 
Opie, Major, R.A.M.C., M.B.Camb., Surgeon to His 
Excellency the Governor of Bombay. 

STANWELL.—On Oct. 7th, at Bournemouth, William Stanwell, 
M.R.C.S. Eng., New Milton, Hants, formerly of Rochdale. 

SToKES.—On Sept. 24th, in South India, Louis Patrick Stokes, 
L.R.C.P. and S.I., chief medical and sanitary officer, 
Kolar Gold Field, Mysore State, aged 54. : 

THORPE.—On Oct. 9th, Reginald Thorpe, M.R.C.S. Eng., of 
Elmbourne-road, S.W., and Harley-street, W., oc 
the L.C.C. school clinic, Wandsworth. 

WoakKeEs.—On Oct. 7th, at Buckland-crescent, N.W., Claud 
Edward Woakes, M.R.C.S. Eng. 
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THE BACKGROUND TO HARVEY * 


By Sm WALTER LANGDON-BRown, M.D. Camb., 
Hon. D. Sc. Oxon., F. R. C. P. Lond. 


EMERITUS PROFESSOR OF PHYSIO IN THB UNIVERSITY OF 
CAMBRIDGE ; CONSULTING PHYSICIAN TO 
ST. BARTHOLOMEW’S HOSPITAL 


THE personality of every great man has a certain 
impact on his own generation, but when Thomas 
Hobbes said that Harvey was the only man who 
had seen his theories accepted during his lifetime 
he must have been thinking of the younger generation 
which had grown up since the theory became known. 
For the men of Harvey’s own standing were never 
convinced. Questions that we know were put to an 
unsuccessful candidate for the licentiateship in 1632 
prove that his discovery had not yet been accepted 
by his colleagues. Nevertheless had his biography 
been written in the vogue now only too prevalent of 
searching for what was called ‘‘ the real man,“ which 
means a hunt for his failings, Harvey would have 
emerged from the ordeal very well, and it would 
still have to be allowed that he profoundly influenced 
physiology, if not medicine, for the rest of the 
century. Mr. Wilfred Trotter said of John Hunter : 


It needs all our imaginative sympathy to picture the 
twilit country in which his labours were carried on—the 
air is dim and thick, the range of vision short, the appear- 
ance of things ambiguous... .” 


This is even truer of Harvey, but as Mr. Trotter 
pointed out, Hunter’s influence was more limited to 
the indirect and germinal while every student of 
physiology is in some sense the beneficiary and 
direct legatee of Harvey. 

I do not aspire to paint yet another portrait of 
Harvey, for the hastiest perusal of the orations will 
prove how well that has been done, but to try to 
picture something of his background, in the hope that 
thereby I may do something to make his figure 
stand out more clearly against it. Not so much the 
physical background of Cambridge, Padua, St. 
Bartholomew’s, and this college as the background 
of the thought of his time. An ambitious task, but 
it has always interested me to inquire why men 
thought what they did when they did. And this 
shall be my offering to a great name. I am the more 
encouraged to make this attempt because for reasons 
J hope to analyse, the seventeenth century has a 
topical interest for us to-day. Different ages have 
been interested in different epochs: our fathers were 
interested in the Renascence, the Renascence was 
interested in the classical age; to-day we seem to be 
rounding off a school of thought that was born in 
the seventeenth century, and so we turn back to 
inquire, why did men think what they did then ? 

We are learning that the dark ages were not 80 
dark as they were painted. The marvellously rapid 
flowering of the Renascence tends to blind us to the 
subtle changes that were occurring before. Some- 
times there comes a spring so early in the year 
that we fear the return of a frost that will nip the 
incautious buds. Something of that sort happened 
in Europe in the thirteenth century. There was a 
stir in the air. True there had already been a revival 
of architecture, but now a new and delicate art was 
being revealed by such men as Duccio and Giotto. 


* The Harveian Oration delivered before the Royal College of 
a of London on Oot. 19th, 1936. 


\DDRESSES AND ORIGINAL ARTICLES 


A new attitude to the world, a frank love of nature, 
of life in all its manifestations made its appearance. 
I like to think it was due to St. Francis of Assisi. 
His example certainly inspired Giotto to his earliest 
creative efforts, and the Franciscans were the first 
scientific investigators of this new age. For when 
man begins to wonder he desires to investigate. Was 
not Roger Bacon, the father of English natural 
science, a Franciscan ? | 


And then came the frost, and the icy fetters of 
theological authority imposed a return of winter. 
Roger Bacon languished in prison for many years 
and no attempt was made to revive any interest in 
experiment until the days of his greater namesake. 
The impulse towards a newer freer attitude to life 
was nipped in the bud and had to throw down deeper 
roots before again emerging. One great and per- 
manent gift remained—the universities. 

The Renascence was late in reaching England. 
Even in France it was unknown till 1494 and the 
first Renascence architecture in England is to be 
found in a chantry dating from 1500 in Christchurch 
Minster. Consequently we are in this country a 
little apt to overstress the part played by the new 
learning, the new writing, and the new world in 
producing that wonderful efflorescence. Its inner 
essence remains as mysterious as the springing of 
youth into adolescence, and these events had found a 
soil already fertilised as the work of Donatello, Fra 
Angelico, and Luca della Robbia testified. It has 
been said somewhat sardonically that at Cambridge, 
„learning like a stranger came from afar” in the 
person of Erasmus in 1510. Eight years after that 
Thomas Linacre founded this college, and two years 
later his lectureships at Oxford and Cambridge, while 
in 1540 Heury VIII. founded the regius professor- 
ships there. With such a splendid start it may seem 
strange that the immediate results were disappointing. 
Yet on inquiry it is not so surprising. For the aim 
was to revive the old medical learning. It was 
authoritarian. Medical teaching at the universities 
consisted in the reading and expounding of Hippo- 
crates and Galen, and in this college in 1559 John 
Geynes was cited for impugning the infallibility of 
Galen. Not until he had humbly recanted was he 
admitted to our fellowship in the following year. 
Something more was needed than the revival of the 
old; a new spirit was required to make these dry 
bones live. It seems paradoxical that the reign of 
Mary Tudor should have indirectly contributed to 
this desirable end, but those who fled then to Geneva, 
Frankfort, and Strasbourg returned on Elizabeth’s 
accession, bringing with them a wider culture than 
England had previously known. But that new spirit 
found clearest expression in Francis Bacon's Novum 
Organum.” In these days when every week some 
book is proclaimed as epoch-making, it sounds jejune 
to apply this epithet to a work which showed the 
way to the investigation of the world of phenomena. 
Projected in his youth, it was prepared by a series of 
sketches, revised and rewritten at least twelve times, 
and finally published in 1620. 

Men did not realise its portent at once, Even 
Harvey was mildly scoffing at his distinguished 
patient’s philosophy though he admired the man. 
Yet as Sir William Hale-White clearly showed in his 
oration, he must have been deeply influenced by it. 
Just so, though more openly, men scoffed at Darwin, 
Lister, and Freud, only to find themselves, a few 
years later, utilising their ideas and their methods. 

B 
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Why does this history repeat itself so inevitahly ! 
Because there can be no approach to truth without 
some threat to the thinker’s personality (Trotter). 
The dogmatic rationalism of the scholastics had 
produced a system which claimed to give a coherent 
and consistent account of nature, of man, of the 
spiritual world, and of any other kind of world 
which might be supposed to exist. Why trouble to 
look further, why explore an uncharted sea? The 
unknown might change us, shake us out of our 
comforting certainties. Without curiosity there can 
be no science. 


Into this dusty atmosphere of scholasticism FRANCIS 
Bacon came like a breath of fresh air, declaring that 
we are not spiders to go on indefinitely spinning cob- 
webs out of ourselves. He praised the more excellent 
way of the bee, which gathers its material from the 
flowers of the garden and of the field, but digests it 
and transforms it by a power of its own. Though 
much of it appeared in his earlier works, the Novum 
Organum contains the fruit of his thought, and 
I cannot resist the temptation to distill a little of its 
essence by paraphrase and quotation. In only a 
few ages had the conditions been favourable to the 
development of science he said“ in times, no less 
than in regions there are wastes and deserts.” He 
maintained that the science of his day was not a 
method of invention while the prevalent logic merely 
fixed errors founded on popular notions. 


What a man had rather were true, he more readily 
believes. Numberless are the ways, and sometimes 
imperceptible, in which the affections colour and infect 
the understanding. ... We must begin anew from the 
very foundations. The understanding must not be 
supplied with wings, but rather with weights to keep it 
from leaping and flying. . Noble inventions may be 
lying at our very feet and yet mankind may step over 
without seeing them.“ 


In well-known phrases he goes on to impeach the 
idols of the tribe, or the deceptive tendencies inherent 
in the minds of all men; the idols of the cave that 
belong not to the race but to the individual; the 
idols of the market place, whereby men are governed by 
words rather than by facts ; and the idols of the theatre 
(if we said “lecture theatre his meaning would be 
clearer) due to the authority of philosophical systems 
and perverted rules of demonstration. He joins 
hands with certain modern philosophers in declaring 
that the mind of man supposes more order and 
regularity in the world than it can actually find, and 
Harvey’s somewhat similar pronouncement may well 
have been derived from that source. 


Bacon never claimed to have originated the method 
of induction, which he freely attributed to Plato. 
But so great a stimulus did he give to its employ- 
ment that it may seem strange that his plan for the 
renewal of the sciences has never been deliberately 
followed in its entirety by others. Two, perhaps 
three, flaws in it may offer a partial explanation. 
In the first place the defects in his own scientific 
equipment led to a certain crudity in his conceptions 
of nature, which gives some justification for Harvey’s 
scoff that Bacon wrote philosophy like a Lord 
Chancellor.” In the second place he claimed that 
bis way of discovering sciences went far to level man’s 
wits and left little to individual excellence. Never 
was there a greater fallacy. It leaves out of considera- 
tion the scientific use of the imagination. Fabricius 
had observed the valves in the veins, but regarded 
them as pockets designed to catch blood that would 
otherwise have collected in the extremities. Robert 
Boyle tells us that Harvey saw a tiny but momentous 
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flaw in the argument. For he observed that the veins 
to the head also had their valves set towards the 
heart. There was the germ which cultivated by his 
scientific imagination flowered into his immortal 
discovery. Pasteur said that chance only visits the 
mind that is prepared. Although Darwin claimed 
to have worked on true Baconian principles, he 
wrought better than bis master knew, for his collection 
of instances was guided by a hypothesis of which the 
validity could be tested. No one who has had to 
disburse the endowments for research can accept 
the view that the scientific method levels men’s 
wits. 

In the third place when Bacon said I only sound 
the clarion, but I enter not into the battle, he 
deprived himself of the crucial test of his own method. 
He did as a matter of fact carry out a few experi- 
ments, one of which was fatal, for on a wintry day in 
March, 1626, he caught the chill which ended his life 
while stuffing a fowl with snow to see if cold would 
delay putrefaction. It was probably this scant 
practical experience which led him to slight William 
Gilbert’s work, a more careful study of which would 
have saved him from some errors. Gilbert was 
“the first real physicist and the first trustworthy 
methodical experimenter ” and we are proud that he, 
who influenced Harvey, was a president of our 
college. 

Nevertheless Bacon ‘‘did more than anyone else 
to help to free the intellect from preconceived 
notions.” In his own words he pointed the 
way to a new and unexplored kingdom of know- 
ledge within the reach and grasp of man, if he 
will be humble enough and patient enough to 
occupy it.” 

But he was notoriously a better guide in science 
than in morals, and it is impossible to understand 
seventeenth century thought without taking into 
account its preoccupation with morals. At the 
Renascence men felt released from the moral and 
religious codes which had bound them for centuries ; 
they believed that they could reap where they had 
not sown. The subtle awakened intellects appreciated 
the advantage of brain over brawn and proceeded to 
exploit the simpler minded. Caius even came to 
doubt the wisdom of his benefactions and of his support 
to the new learning. However, the reign of the 
Machiavellis was not unchallenged for long. Morality 
would keep breaking through. Over this line of 
cleavage Shakespeare brooded. A new sensibility 
was being born and he was conscious of a note of 
irresolution. He realised that the Mercutio of the 
south was giving way to the Hamlet of the north. 
Unlike Dante who was always a judge, Shakespeare 
was a recorder. It takes a poet to plumb a poet’s 
mind, and it was John Keats who put his finger on 
one of Shakespeare’s greatest characteristics, his 
capacity for “being in uncertainties, mysteries, 
doubts, without any irritable reaching after fact and 
reason.“ 

The age had been one of frantic activity. England 
had experienced every stimulant: wild adventures in 
the ends of the earth, threats of destruction from 
abroad, constant plots within. Now it was beginning 
to sober down. Though Shakespeare could remain 
with his mind in suspense, his fellows could not. They 
wanted facts. Again the cry arose ‘“‘ What is Truth 7 
but this time the jesting Pilates stayed for an answer. 
“ The climate of opinion ” is a happy phrase we owe 
to Joseph Glanvill, of Scholar Gipsy fame. How did 
men comport themselves in the new climate that 
was surrounding them? According to their kind: 
some simply looked back with bitter regret, others 
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forward with eager anticipation, some imitated 
Mr. Facing-both-ways. 


RICHARD BuRTON looked back. He was a scholiast 
born out of due season, and grew old in an age he 
condemned. Like the melancholy Jaques in many 
ways, he had a melancholy of his own, compounded 
of many simples indeed, for his Anatomy is a 
mosaic of quotations. Mark Pattison described the 
typical scholastic attitude thus, If a great writer 
has said a thing, it is so.“ It reminds one of case. 
made law, always so foreign to the medical mind. 
But the authoritarian note was no longer acceptable 
in the new atmosphere and Burton felt that by any 
human standard the entire order of the universe was 
irrational, It has been said that he was filled with 
hatred, scorn, and derision for the whole scheme of 
things in which he found himself. What could one 
do, he protested with tears in his eyes, but laugh ? 
Touchstone and Jaques in one. 


JOHN DONNE, the famous Dean of St. Paul's, on 
the other hand, illustrates alike in his life and thought 
the transition from the sixteenth to the seventeenth 
century. He was in certain aspects of mind and 
training the most mediaeval, in temper the most 
modern of his contemporaries.” As Mr. John Sparrow 
wrote with deep insight, while still only a schoolboy 
at Winchester, despite all vicissitudes of fortune, 
despite even the apparent changes in his character, 
Donne himself was always essentially the same... . 

There are two ways of arriving at the pitch of emotion 

necessary for the production of such writings as 
Donne’s. One is the absolute surrender to pleasure, 
and the sacrifice of the ordinary standard of morals ; 
the other is the complete banishment of pleasure, 
and the consistent living up to an ideal. Donne 
adopted both of these...” and there lingers 
about him something unexorcised as if Pagan incense 
were burning in a Christian crypt.” 

Brought up a Roman Catholic, he had become 
Anglican by the time he was 24, but his steps to the 
altar were somewhat devious and faltering. He was 
worldly and time-serving, ascetic and devout, with 
equal sincerity. He stood haughtily apart from his 
contemporaries except Ben Jonson, for he had the 
scornful indifference of the innovator, regarding 
himself as destined to inaugurate a new era. He 
revolted against the conventional and classical 
imagery of the Renascence, and was as determined 
to break it up as Wordsworth was to release poetry 
from Miltonic diction, when it had become outworn 
through sedulous imitation. Donne experimented with 
prosody and rhythm like our own Laureate fellow, 
Robert Bridges. It is significant that there has been 
of late a great revival of interest in Donne, just as 
there has been in El Greco. The writings of one have 
affinity with the paintings of the other. Both can 
be ascetic and devotional, just as they can be dis- 
torted, startling, and -bizarre. This reawakened 
interest is comprehensible if I am correct in my 
thesis that certain trends of the seventeenth century 
are reasserting themselves to-day. ‘‘ Every young 
poet to-day would like to write like Donne ; intensity 
is the most admired of all qualities. Yet—and there’s 
the rub—so few know what to be intense about— 
except negative attitudes’ (Desmond MacCarthy). 
Certain it is that modern poets have abandoned the 
mellifluous line of Tennyson for a condensed allusive- 
ness, an obscurity, a concentration of thought, an 
imagery drawn from things of everyday life just as 
Donne departed from Marlowe’s mighty line to the 
same end. Whether beauty has been served thereby 


must be left to individual opinion. The modernity 
of Donne’s ideas in some ways is shown by the fact 
that he wrote an essay in favour of voluntary eutha- 
nasia in 1624. The essence of his intimate thought 
is to be sought, however, in his “Devotions on 
Emergent Occasions’ written during a serious ill- 
ness. Did any writer ever relish an illness so keenly ? 
It certainly gave opportunity for his self-flagellating 
temperament and it is entertaining to observe how 
gratified he was when the King sent his own physician 
to consult upon his case. 


A greater and more sympathetic figure than either 
Burton or Donne was Sir THOMAS Browne. Like 
a two-headed Janus he looked both back and for- 
wards. To this peculiarity of his temperament one 
of the fascinations of his style is due, for it will be 
observed how frequently a classical phrase or allusion 
is balanced against an Anglo-Saxon word or homely 
illustration. Moreover this dualism of phraseology 
is accompanied by a dualism of thought, which he 
clearly acknowledged when he said, Thus is Man 
that great and true Amphibium, whose Nature is 
dispos’d to live, not only like other creatures in diverse 
Elements, but in divided and distinguished worlds.“ 

To this point of view modern philosophy is tending. 
The materialistic science of the nineteenth century 
is dead, neo-vitalism died with the recent lamented 
passing of its greatest exponent, and while the 
mechanistic theory of life is being pushed further 
than ever, its protagonists gladly admit that at 
most it can only attain one aspect of the truth. 
Thus Sir Thomas Browne joins hands with the 
twentieth century, though the way in which he 
expresses this attitude of his mind may give one 
the impression of scepticism hand-in-hand with 
credulity. As he said, Where Truth seems double- 
faced, there is no man more paradoxical than myself, 
for he had realised that where a fact or opinion 
previously widely adopted can be tested by ex- 
periment and is not proved correct thereby, you 
should give it up. But where it is not open to experi- 
ment or that method has as yet been insufficiently 
applied, you are at liberty not to give it up and to 
doubt the wisdom of those who do. Unlike Bacon 
who rejected hypotheses, he attempted to use them. 
The particular fact was important in Bacon’s eyes, 
the general principle in Browne's. 

Sir Thomas Browne was an honorary fellow of 
this college, but it is not correct to say, as is often said, 
that he became a fellow of the Royal Society. The 
name T. Browne” modestly squeezed into a corner 
of their roll is that of his beloved grandson, to whom 
he wrote such charming letters. It has been stated 
on Wilkin’s authority that Sir Thomas wrote the 
Harveian Oration for his son Edward to deliver. 
The Sloane manuscripts contain this oration in Sir 
Thomas’s writing with references to the lecture 
theatres in different continental universities which 
Edward had visited, for on this subject, as his father 
pointed out, he could tell “‘more than any other is 
like to say.“ But as a matter of fact Edward was 
never Harveian orator. Perhaps with fatherly pride 
he had expected him to be, and it is unfortunate 
that he did not live long enough to see his son occupy 
our presidential chair, which would have more than 
compensated for any earlier disappointment. 

It was Sir Thomas Browne who enriched our lan- 
guage with the word electricity. That he was himself 
an experimentalist can be seen from his Miscellaneous 
Writings.” Mr. Geoffrey Keynes says that he may 
be justly compared with his contemporary Robert 
Boyle in his restless curiosity and his use of the 
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experimental method, though he fell far short of 
Boyle in his achievement.” Dr. Needham however 
attaches great value to his work on the chemical 
aspects of embryology which has been quite over- 
looked, although his originality and genius in this 
field is hardly less remarkable than in so many 
others. Harvey’s approach to embryology, unlike 
Sir Thomas Browne’s, was in the main morphological, 
and to-day the biochemical aspect of that subject 
has pride of place. 

On such an occasion as this when we are striving 
to find an antidote against the opium of time,” 
Browne's Urne-Buriall' may strike us with a 
sudden chill—‘‘The iniquity of oblivion blindly 
scattereth her poppy, and deals with the memory 
of man without distinction to merit of perpetuity... . 
Diuturnity is a dream and folly of expectation.” 
Yet it is not entirely true, for were it so, should we 
be listening to his solemn music to-day ? Saintsbury, 
no mean judge, speaks of The mixture of shaded 
sunlight and half-illuminated gloom which makes 
the charm of his style and habit of expression ; its 
connection with the singular clarity and equity of 
his temper and judgment is quite unmistakable.” 
How well this corresponds with the description of 
the man by his intimate friend Whitefoot, He was 
never seen to be transported with mirth or dejected 
with sadness.” | 

He was indeed himself the Great Amphibium, and 
while he was floating placidly in divided worlds, the 
great Leviathan pushed on stormily towards a 
completely materialistic philosophy. 
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THOMAS HoBBEs was born in the year of the Armada 
and lived through the Civil War, the Commonwealth, 
and the Restoration to within nine years of the 
Revolution. Much had he seen and known of changes 
during those more than 90 years, yet he remained 
unchanging, obstinately set in his opinions. When 
the Long Parliament began to be active, he fled to 
France, where he became tutor to the future Charles IT. 
But in 1657 he returned to England because he 
feared the attitude of the French clergy, who were 
no more tolerant towards him than the Puritans. 
‘He was a friend of Ben Jonson, of Lord Herbert of 
Cherbury, whose philosophy was diametrically opposed 
to his, of Descartes, and he knew Galileo. Harvey 
left him a legacy. He was not only a friend of Bacon’s, 
but acted for a time as his secretary. Yet he never 
set much store by experiment, and he founded his 
mechanical theory on Galileo rather than on Bacon. 
It is a little disconcerting to find that men of such 
varied culture left him so unaltered. It is also sug- 
gestive of some attractive traits in the man that 
they put up with his truculence. His theory was 
neither attractive nor flattering, starting as it did 
from a belief that the whole nature of man is a con- 
sistent scheme of selfishness. It was not until he 
was 40 that he formulated his philosophy on a geo- 
metrical basis. I like Aubrey’s account of this. In 
a friend’s library a copy of Euclid lay open at 
the forty-seventh proposition of the first book. So 
he reads the proposition. By God,’ says he, 
‘that’s impossible.’ So he reads the demonstration 
which referred him back to another (and so on) that 
at last he was demonstratively convinced of that 
truth. This made him in love with geometry.“ He 
wanted to reduce the doctrine of justice and policy 
in general to the rules and infallibility of reason 
after the fashion of mathematics.” For him motion 
was the one reality, all others but the fancies, the 
offspring of our brains.” From geometry he passed 
through physiology to moral philosophy believing 
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that the motions of the mind have physical causes.” 
There is a suggestion of conditioned reflexes and 
behaviourism in the statement that the internal 
motions set up by the action of objects upon the 
senses become reactions on the external world and 
these reactions minister to the preservation of the 
individual.” He maintained that the appetites and 
passions of men are such that unless they be restrained 
by some power they will always be making war 
upon one another. Government is a social compact 
for the sake of peace, and men must give up their 
rights to one man or one assembly of men. And thus 
we arrive at the absolute monarch, who has rights 
but no duties, as the apex of his pyramid. Curiously 
modern some of these items, even if the sequence is 
a little obscure—matter as a form of motion, and 
conditioned reflexes leading up to the conception of 
a totalitarian state. And this quotation is painfully 
topical, ‘‘ Covenants of mutual trust where there 
is a fear of not performance on either part are invalid.” 
These are the main arguments in his chief and most 
famous book, “The Leviathan.” But though an 
amateur he could not refrain from controversy with 
genuine mathematicians and scientists such as John 
Wallis, the first of Glisson’s pupils to proclaim 
Harvey’s discovery in public, and with the great 
Robert Boyle. In these disputes he was labelled 
“ the greatest of circle-squarers.” | 

There is a logical sequence in his attempt to show 
that the whole fabric of human life and society is 
built out of simple elements. It is in his premises 
that error lies, for ‘‘ the individual is neither real . 
nor intelligible apart from his social origin and tradi- 
tions [which] influence his thoughts and motives” 
(Sorley). 

Still, as I have reminded you, certain schools of 
thought to-day favour this pushing of the mechanistic 
theory as far as it will. go, while recognising, as 
Hobbes did not, that it must leave a whole system of 
values untouched. And for good or evil, the totali- 
tarian state is with us to-day. So one cannot help 
feeling a certain regard for the obstinate old man 
who stuck to his logic with more than French tenacity, 
and who was only just spared from seeing the divine 
right of kings finally perish in this country with the 
landing of William of Orange. 

For throughout the century the doctrine of the 
divine right of kings had been challenged by a people 
who were finding their staple intellectual and spiritual 
food in the authorised version of the Bible. As 
Fisher says : 

„Here was a people's University. Plunging into this 
vast miscellany, where all that is most solemn and 
sublime from the distant east is mingled with the records 
of a savage antiquity, the peoples of England wandered 
at their own sweet will, unshephered and unfettered, and 
finding always by the way lessons for the conduct of life, 
some of infinite depth and beauty, but others prompting 
to gloom, pride and self-sufficiency.” 


What the nation needed on waking from the heady 
dreams of the Renascence was what Europe needs 
to-day—a time of political peace and social calm. 
But it was not to be. Though knowledge continued 
to grow, the thoughts and emotions of the people 
were diverted by class hatred, religious controversy, 
and political storms. The climate of opinion was 
overcast with thunderclouds, and Milton’s ‘‘ two- 
handed engine at the door stood ready to smite. 
It has been well said that it was King James’s Bible 
that cost his son his head. 


I believe that if the CAMBRIDGE PLATONISTS could 
have had their way much strife would have been 
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avoided. In the political and theological turmoil 
of the times their’s was a steadying and pacifying 
influence, but unhappily not sufficiently wide- 
spread. Yet Harvey thought little of them. In this 
matter he was more Royalist than the King. 

Their home, both spiritual and material, was 
Emmanuel College. In 1584 Sir Walter Mildmay 
obtained a charter of incorporation, purchased the 
home of the Black Friars which had fallen into ruin 
after the dissolution of the monasteries, and rebuilt 
it as Emmanuel. Mildmay was a puritan, and from 
the first the college had a decidedly puritanical 
character. He told Queen Elizabeth that he had 
set an acorn, which when it becomes an oak, God 
alone knows what will be the fruit thereof.“ That 
acorn grew fast, and Fuller wrote in 1634, Sure I 
am at this day it hath overshadowed all the Univer- 
sity, more than a moiety of the present masters of 
Colleges being bred therein.” Soon after Fuller 
wrote this, the influence of Emmanuel was to spread 
across the Atlantic, for John Harvard migrated 
thence to Massachusetts and saved a college there 
from disaster with his father’s money to make it 
the pioneer university in the United States. 
Mullinger, the erudite, if eccentric, librarian of 
St. John’s College in my undergraduate days, re- 
garded Sherman of Trinity as the founder of the 
movement, and Henry More who was certainly 
a leader hailed from Christ's. But all the others, 
of whom I need only mention Whichcote, John 
Smith, Cudworth, and Culverwel, were all trained at 
Emmanuel. Their avowed intention was to bring the 
Church back to her old loving nurse the Platonick 
Philosophy.“ Their Platonism was in Wordsworth’s 


phrase, reason in her most exalted mood, and has 


been expressed more fully as the mood of one who 
has a curious eye for the endless variety of this 
visible and temporal world, and a fine sense of its 
beauties, yet is haunted by the presence of an invisible 
and eternal world behind or. . . within the tem- 
poral and visible”? (J. A. Stewart). But they were 
not mere mystics; they regarded abstention from 
dogmatism as one of the most effective means of 
promoting unity and concord. Whichcote held that 
the inductive method was as calculated to prove 
effectual in allaying theological contention as it had 
been in the hands of Galileo and Harvey in their 
respective fields. He maintained that authority 
proceeds from right reason, not reason from authority. 
And further he said, it ill becomes us to make our 
intellectual faculties, ‘ Gibeonites,’ hewers of wood 
and drawers of water for the will and the emotions.“ 
No wonder that most of them detested Hobbes’s 
materialistic philosophy and were alarmed at his 
influence. Though he was intellectually more than 
a match for them, they had a vision which he 
lacked. 

Though Puritan in origin it would be a mistake 
to regard them as simply Puritans; theirs was a 
middle course. They had that wider culture which is 
sometimes successfully grafted on a puritan stock. 
Dean Inge in his book on the Platonic tradition says 
‘ besides the combative Catholic and Protestant 
elements in the churches, there has always been 
(this) third element with very honourable traditions, 
which came to life again at the Renascence but 
really reaches’? much further back. ‘‘ The flame 
which [the Cambridge Platonists] kindled among 
us was lighted in Italy, when Grocyn and Linacre 
visited the famous Platonic Academy at Florence.“ 
But they received the treatment, as we know both 
from history and fiction which those must expect 
who interpose their persons between two vivlent 
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combatants. . . . In time of war the prophet and 
seer are not wanted. Effective partisan cries have 
to be devised, which will appeal to and be under- 
stood by the masses. All fine issues are coarsened.” 

One must regretfully feel that just as the story 
of the Reformation would have been very different 
if Erasmus instead of Luther had been its leader, so 
would the history of Charles I.’s reign if Roundhead 
and Cavalier could have listened to the sweet reason- 
ableness of these Platonists. But the scholar is no 
match for the demagogue at such times. 

Yet their labour was not in vain in the intellectual 
world. Only six months after Henry More entered, 
Milton left Christ’s. We know that he described his 
academic studies as an asinine feast of sow thistles 
and brambles,” yet a few years later Cambridge 
men were deep in Descartes and some of them in 
Bacon.” A new intellectual life sprang into being 
and the leaven spread as the Platonists were appointed 
to responsible positions throughout the University. 

I cannot enter the courts of Emmanuel without 
feeling that something of the cool restraining influence 
of those Platonists haunts them still. They should 
be living at this hour. Peace be to their ashes. 


We are apt to forget that all the Athenians were 
not reasonable enlightened people, clearly though 
their refusal to learn from experience proclaims the 
fact. In the same way we sometimes forget that 
the enlightenment of the Renascence never pene- 
trated the popular mind, which remained largely 
medieval in outlook. Just so to-day we can see 
what the ordinary man feels and thinks from the 
letters he is impelled to write to the popular press 
rather than from the writings of Whitehead and 
Inge. The great witch controversy of the seventeenth 
century throws light on the popular mentality, in 
which, alas, greater minds shared. To us it seems almost 
incredible that such men as Sir Thomas Browne, 
Henry More, and Joseph Glanvill should have 
believed in witches. But we must remember they 
felt that to doubt the existence of evil spirits implied 
an equal doubt in the existence of beneficent spiritual 
forces. In appealing to demonology, they were 
“tapping a reservoir of traditional supernatural 
belief which lay deeper in the national consciousness 
than Christianity itself, and deeper certainly than 
the new ice-crust of rationalism which now covered 
it’ (Willey). 

H. V. Routh explains this obsession in terms of 
modern psychology by saying, As men struggled 
towards a higher level of civilisation, they instinc- 
tively accused these pariahs (witches, &c.) of all 
that.. . progress had branded as accursed, but 
could not eradicate from the imagination. . For 
many, and in some cases, subconscious motives men 
wished to believe in witchcraft—and the intellect 
generally follows the emotions.” It was the peaceful 
penetration of the scientific outlook which ultimately 
destroyed the belief in witchcraft. 

In this matter Harvey was on the side of the angels. 
We know that he presided over the committee who 


‘examined the survivors of the unfortunate Lanca- 


shire witches in 1634, and pronounced them free 
from any of the signs then supposed to indicate a 
witch. Then there is the amusing story of his being 
sent by the King to inquire about a witch on New- 
market heath. Harvey pretended to be a wizard 
and got her to show him her familiar—a pet toad. 
In her absence he dissected it and found it to be an 
ordipary toad. He pacified the old woman, exas- 
perated by the loss of her pet by explaining he was 
the King’s physician and had adopted this method 
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of clearing her reputation. One can vividly picture 
the scene; indeed, if Harvey were the cholerick 
little man,“ as pictured by Aubrey, it is all the more 
to his credit that he handled the infuriated beldame 
so gently. Nor does his courtesy in controversy, 80 
rare in those days, support Aubrey’s epithet. We 
may attribute some share in this tolerant attitude 
of his to the united family that formed the back- 
ground of his early life. Indeed, throughout they 
obeyed the request in their father’s will to live in 
unity and mutual help, and one hears an echo of 
this in Harvey’s injunction to our college. 


The background furnished by Caius College, St. 
Bartholomew’s Hospital, and our own college has 
been fully described by others and needs no com- 
ment from me save this: we like to think of them in 
terms of our personal knowledge, but they have all 
changed, almost beyond recognition, and changed 
immensely for the better. But until the war, Padua 
still looked much as it must have done when Harvey 
paced its colonnaded streets and secluded botanic 
garden. He must have gazed on Giotto’s simple 
dignified frescoes in the chapel of the arena, and 
marvelled as we do still at the mingled beauty and 
learning so enthusiastically expressed by the youthful 
Mantegna on the pictured walls of the Eremitani. 
The vast Salone still shelters Donatello’s wooden 
horse and his sculptured high altar resposes under 
the five domes of San Antonio. In the buildings of 
the university, nicknamed II Bo,” stands the anato- 
mical theatre where Harvey watched the dissections 
of Fabricius ; that theatre which served as the model 
for the old anatomical theatre at Cambridge that 
lasted into my own student days. Just as the spirit 
of his maturer age is preserved in this college, so in 
Padua we can best realise the material surroundings 
of Harvey’s youth. Here too we may well imagine 
he gained that knowledge of art which fitted him to 
be entrusted with the responsibility of buying pictures 
in Venice for such a connoisseur as Charles I. 

Soon after that historic cannon ball on Edgehill 
roused Harvey from his book he retired to Oxford 
and the pursuit of embryology. He had previously 
gathered much practical lore from the keepers of 
the royal forests, and a countryman said of him if 
he had been as stiff as some of our starched and 
formall doctors he had known no more than they.“ 
It must have been a relief to leave the turmoil behind 
and to watch the development of the chick in 
Bathurst’s rooms in Trinity. This aspect of his work 
has quite naturally received less attention in these 
orations, except for Dr. Herbert Spencer’s scholarly 
exposition fifteen years ago. Since then embryology 
has advanced in a new direction which makes it 
fitting to return to the subject for a few moments. 

The widest differences of opinion have been 
expressed concerning his De Generatione Animalium.”’ 
Sir George Ent felt like another Jason, enriched 
with the Golden Fleece when he was allowed to 
carry it off for publication. Some others have 
regarded is as a splendid failure. The recent critical 


analyses of its contents by Needham and by Meyer 


will help to restore the balance hetween those two 
extremes. One cannot help feeling that loyalty to 
a great name has inspired praise lavished by some, 
and that the work contains much speculation as well 
as observation. 


I said at the outset that the personality of every 
great man has a certain impact on his own genera- 
tion. The converse is inescapably true. We may 
rightly marvel more at the release from contemporary 
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thought which Harvey displayed in his work on the 
circulation than at his bondage to it as shown in his 
embryology. The results of the different mental 
attitudes that characterise the two books may be 
summed up in Bacon’s aphorism, “If a man will 
begin with certainties he shall end in doubts, but if 
he will be content to begin with doubts he shall 
end in certainties.” When at the end Harvey said 
he despaired of understanding development, we may 
fairly ask whether he did not begin with what he 
regarded as some certainties. 

Yet much of value remains. Harvey stoutly 
upheld the doctrine of epigenesis against the pre- 
valent theory of preformation It is astonishing 
what a hold that Chinese box idea of the oyum 
continued to have even into the early nineteenth 
cen Harvey’s conception of the gradual dif- 
ferentiation of the simple and homogeneous into the 
complex and heterogeneous showed philosophical 
insight and anticipated the ideas of the present 
century. Nor was this all. He anticipated Glisson 
by a quarter of a century in the generalisation that 
all living tissues are characterised by a response to 
stimulation, and he contested the view of his own 
master Fabricius that the maternal and fæœtal circu- 
lation directly communicate. And to him we owe 
the epigrammatic generalisation ‘“‘ ex ovo omnia.” 

Considering how little Cambridge did for Harvey 
in his lifetime, I feel in private duty bound to empha- 
sise something of what my university has done in 
the last sixty years to develop some of his views. 
Harvey’s idea of the intrinsic rhythm of heart muscle 
was carried to triumphant demonstration by Gaskell, 
and has formed the basis of the new cardiology. 
Frank Balfour’s evolutionary conceptions of embryo- 
logy may be out of fashion now, but what a stimulus 
they gave to the whole of animal morphology. And 
they were based on epigenesis. Balfour had been 
dead seven years when I went to Cambridge, but his 
old department was still lit with the radiance of his 
enthusiasm. The studies of Walter Heape and of 
our own Baly medallist, F. H. A. Marshall, have 
carried on the torch. And the latest phase, the new 
chemical aspect of embryology, is associated with the 
name of Joseph Needham, our Oliver-Sharpey 
lecturer of this year. 


I have tried throughout to indicate the ways in 
which the turmoil of thought in Harvey’s time is 
reproducing itself to-day. In both instances there 
had been a phase of great and rapid expansion both 
in thought and in wealth, followed by disillusionment 
on the intellectual side and greater stringency on 
the financial. On each occasion old standards were 
destroyed before adequate new ones could be provided 
in their place. A new phase of thought is accom- 
panied by a new form of art. If the baroque did 
not spring from the counter-reformation it was at 
least greatly fostered by it. The exponents of the 
new baroque, Picasso and Epstein, appear to express 
the feelings of the post-war generation more satis- 
In their influence on 
younger poets Donne is paralleled by T. S. Eliot. 
It is not without significance that some modern 
writers are beginning to justify Machiavelli and his 
ideal of the domination of a ruthless leader, while 
Elizabethan and Jacobean thinkers felt the effect of 
his doctrines to be corrosive and withering. It has 
been well said that the sinking of the clear 
exaltation of Elizabethan dramatic poetry into the 
sophisticated, satirical conflicting mood. . . of the 
Jacobean drama had many concurrent causes. The 
apprehension, regret and disillusionment inevitable 
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to the conscious passing of a long period of high 
civilisation. were not in this case unfounded, and 
those who had known the great age, even those 
who had only grown to manhood during its latest 
years, were touched by them (like the generation 
that succeeded the Great War) without being able to 
define their loss in what had passed. Moreover... 
a stage of development in which some transition from 
wonder and discovery to assessment and criticism 
was inevitable.” The modern parallel unfortu- 
nately needs no emphasising. There is however one 
outstanding difference. Then, the way of investiga- 
tion by experiment was new and seemed full of 
hope; now there are murmurs to be heard against 
science itself. Bacon’s utterances have not quite the 
same thrill. The discovery of facts has not in the 
long run proved so exhilarating after all (Basil 
Willey). Science on the one hand offers material 
comfort, on the other, intellectual abstractions. 
This leads to a mechanised world without moral 
direction. Too many men use dangerous machines 
like toys, as would a child. In the reaction against 
this we are actually hearing sighs of regret for the 
passing of the scholiasts, with their strange doctrine 
that a belief can be metaphysically true, though 
empirically false. Men grasp at the indeterminacy 
of the atom to revive the idea of miracles. As in 
other ages of spiritual doubt and political uncer- 
tainty, the cult of astrology, not to mention other 
strange cults, is becoming fashionable. 

Man’s brain has not been able to adapt itself 
quickly enough to the material changes of the last 
hundred years. Sir Alfred Ewing was saddened in 
his last years by the use men were making of the 
inventions he himself had helped to promote. Lowes 
Dickinson asked if there were a way of escape from 
the alternatives—shall we allow science to destroy 
us or shall we destroy it to save ourselves? Such 
statements however relate to the physical sciences— 
biology must restore the balance. If we would under- 
stand ourselves—a much needed investigation—we 
must realise that we are subject to the laws of biology. 
A study of history from the biological angle would 
contribute towards that understanding. 


And of all branches of biology, medicine can play 
the largest share in the reconciliation of science with 
ethics. In these latter days medicine is becoming 
increasingly psychological in its approach to suffer- 
ing, while developing its scientific armament as much 
as possible. The field of medicine is ever widening ; 
we can neither remain isolated in our laboratories 
nor merely stay by the bedside. We are taking a 
broader view of Harvey’s injunction to seek out the 
secrets of nature, and are becoming one of the leading 
social services. In that development I am proud to 
think that this ancient college is now playing an 
increasingly important part. 

Towards the end of his life Harvey wrote to a 
young medical man that as an explorer his own days 
were, alas, numbered. But,“ said he, it will 
always be a pleasant sight to see distinguished men 
like yourself engaged in this honourable arena.“ 
There spoke the true spirit of adventure, glad to 
hand on the torch to the younger generation. In 
like spirit, it is good for us, on this, the morrow of St. 
Luke’s Day, to pause amid the rush of life for an hour 
to join hands with those who have gone before and 
with those who will come after us. Thus is the real 
continuity of this college assured. 

And so I exhort you in Harvey's own words for 
the honour of the profession to continue in mutual 
love and affection.” 


VITAMIN-C DEFICIENCY IN ADDISON’S 
DISEASE 


By JOHN F. WILKNSON, M.Sc., Ph.D., 
M. D. Manch., M. R. C. P. Lond., F. I. C. 


PHYSICIAN TO THE MANCHESTER ROYAL INFIRMARY AND DIRECTOR 
OF THE DEPARTMENT OF CLINICAL INVESTIGATIONS AND 
RESEAROH, ROYAL INFIRMARY AND UNIVERSITY 
OF MANCHESTER; AND 


CHARLES A. ASHFORD, Ph.D. 
BIOCHEMIOAL ASSISTANT 


THE method introduced by Harris et al. 12 has 
provided a simple technique for the diagnosis of 
vitamin-C subnutrition. A series of patients with 
Addison’s disease have been available in the Man- 
chester Royal Infirmary during the last months, 
and the opportunity has been taken to investigate 
some of them from the point of view of vitamin-C 
deficiency by means of the technique of urine titra- 
n The results obtained in three cases are described 

ere. 


The technique employed was essentially that of Harris 
and Ray. In all cases, one-tenth of the volume of glacial 
acetic acid was added to the urine immediately it was 
voided, and the titration carried out within a short time 
or in the case of overnight specimens within a few hours 
of passing. In actual fact, titrations were carried out 
on each individual sample during the day, but for 
the sake of brevity only the average concentrations 
during the 24-hour period are given in the Tables, 
together with the total 24-hour excretion. In all cases 
the 24-hour period is taken from noon of the date given 
to noon of the following day. The administration of the 
test dose therefore precedes the beginning of the collection 
of the day’s urine. All the patients were women, and 
very occasional samples may have been missed. For 
this reason a somewhat long control period was necessary 
before giving the graded test dose. 


CLINICAL DETAILS 


The following notes are abbreviated since the 
cases will be described fully in another paper 
embodying a report to the Therapeutic Trials 
Committee of the Medical Research Council. 


CASE 22.—-A housewife, aged 44, was admitted to hospital 
on June 18th, 1935. She had been in good health until 
six months previously when she began to feel tired and 
short of energy. Attacks of vomiting followed, and 
increasing pigmentation of the skin. There was loss of 
weight, asthenia, and amenorrhea for six months. 

The skin was a very dark brown, the hair was black, and 
the eyes brown. Pigmentation was most intense on the 
skin over the elbows, knuckles, and knees, round the 
mouth and eyes, and over the malar eminences, shoulders, 
and lower abdomen. The buccal and vaginal mucous 
membranes also showed patchy pigmentations; the 
areola were not pigmented. Nothing abnormal was 
found in the chest, abdomen, and nervous system. Pulse: 
regular, poor volume, 96 per min. Temperature 97° F. 
Blood pressure 90/60. Weight 6 st. 4 lb. Urine: 
traces of albumin and diacetic acid. Blood: urea, 
60 mg. per 100 c. em.; sugar, 80mg.; chlorides, 445 mg.; 
sodium, 312mg.; inorganic phosphate, 5-3mg. Basal 
metabolic rate: deceased by 11 per cent. Blood count: 
red cells, 4,224,000; hemoglobin, 74 per cent.; colour- 
index, 0-9; white cells, 8200 (polymorphonuclears 47:0, 
lymphocytes 49-5, large mononuclears 3:0, eosinophils 
0:5, basophils nil); aniso- and poikilo-cytosis slight; 
nucleated red cells nil; platelets scanty. Fractional gastric 
analysis showed achlorhydria gastrica. X ray examina- 
tions of the chest and suprarenalsshowed nothing abnormal. 

The patient was under observation in hospital from 
June 18th, 1935, to Feb. 14th, 1936. During that period 
her systolic blood pressure varied between 50 mm. at the 
crises to about 100 mm. (on one occasion 111) during the 
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remissions. Throughout this time also her temperature 
was somewhat irregular, between 97-99 F. with occasional 
rises above 100° F. Her lowest recorded weight was 5 st. 
Extensive biochemical and clinical investigations were 
carried out regularly and will be reported elsewhere. She 
was treated with suprarenal cortical extracts administered 
daily, either intravenously or intramuscularly, and survived 
several crises in which she had been critically ill. Later, 
during the periods of the ascorbic acid experiments 


TABLE I. (Case 22) 
Av. conc. Av. conc. 
A. A.“ in 24-hour] Ascorbic A. A.“ in 24-hour 
Date urine total acid Date urine total 
(mg. per (mg.). therapy. mg. per (mg.). 
C. Om.) m.) 
Nov. 
13 0:00485| 2-57 . 46-6 
14 0-0083 2:25 0- 40-0 
15 0:0073 1-98 3 0-0 23-7 
16 00 2°44 Control 4 0:03 8 · 6 
17 0-0065 2°12 period. 5 0:03 10-0 
18 — — 6 0:017 6°58 
19 0-008 2-02 7 0-01 1-32 
20 0:0056 1:48 8 0-008 7 · 4 
22 | pei | Sas 10 9.0037 ay 
23 | 00145 | 4:0 300 mg. | 11 | 0-005 5-0 
24 — = y- 12 0-0073 4°39 
% | cae [10 ( . f 4 £8 
e e mg. * y 

26 | 0:065 | 25-4 { orally. | 17 | 0-01 4-05 
27 0:075 12-0 18 0-008 2-2 
28 0:124 21-3 500 mg. | Jan. 
29 0:127 40-6 orally. 25 0-0077 4:06 
30 0:17 72 ·4 


* Av. cono. A.A. = Average concentration ascorbic acid in urine. 
t From Dec. 1st ascorbic acid therapy was discontinued. 


described herein, she was receiving 10-20 c.cm. suprarenal 
cortical extract (Cortin) daily, but no salt, and her systolic 
blood pressure remained between 80-95 mm. Her weight 
at this time was increasing (5 st. 4 Ib.). She was in quite 
good condition and definitely improving, being free from 
gastro-intestinal symptoms and less asthenic. 

Throughout the illness the patient’s urinary volumes 
were small, being 300-500 c. em. daily. On account of her 
low weight the initial test doses of ascorbic acid were 
graded. The daily urinary excretions of ascorbic acid 
are shown in Table I. The diagnosis of Addison’s disease 
was confirmed on Feb. 14th when she died suddenly from 
@ first and only paroxysm of auricular fibrillation with 
cardiac muscle failure. Autopsy showed extreme atrophy 
of both suprarenal glands but no evidence of tuberculosis. 


CasE 23.—A housewife, aged 32, was admitted to the 
Manchester Royal Infirmary on Jan. 14th, 1936, complain- 
ing of loss of energy, extreme weakness, backache, and 
Increasing pigmentation of the skin. These symptoms 
had been coming on gradually for 18 months during which 
period she had been subject to attacks of nausea and 
vomiting. She became constipated but menstruation 
was not affected. Weight was lost and finally she was 
unable to carry on her household duties. 

„She was of very slim build (weight 7st. 12 Ib.) and 
moderately asthenic. Pulse: 72, regular. Blood pressure 
125/75. There were old scars in the left cervical and 
submastoid regions where tuberculous glands had been 
excised many years previously. The skin was very dark 
brown, especially on the chest (areole and axillæ), face, 
hands, wrists, and knees; there were small pigmented 
patches in the buccal and vaginal mucous membranes. 
Eyes dark brown, hair almost black; previously she had 
been a brunette. Basal metabolic rate: decreased by 2 per 
cent. Fractional gastric analysis showed hypo-acidity 
(maximum titre 17 units HCl at 1? hours). Blood count: 
red cells, 4,960,000; hæmoglobin, 93 per cent.; colour- 
index, 0-93; white cells, 12,600 (polymorphonuclears 
47-5, lymphocytes 46:5, large mononuclears 6-0, eosinophils 
nil, basophils nil); aniso- and poikilo-cytosis slight; 
nucleated red cells nil; platelets in moderate numbers. 
Blood: urea, 24mg. per 100c.cm.; chlorides, 460 mg.; 
sodium, 330 mg.; inorganic phosphate, 3:8 mg.; sugar, 
77mg. Wassermann reaction: negative. K ray examina- 
tions: chest negative; loins showed an irregular calcifica- 
tion at the upper pole of the left kidney with slight 


extension along the outer border ; faint trace of calcifica- 
tion above the upper pole of the right kidney. 

During the first few days after admission to hospital 
the patient had further attacks of.nausea and vomiting, 
while the pigmentation became more conspicuous. The 
systolic blood pressure fell to 95-105 mm. and the weight 
to 7st. 6lb. There were no gross changes in the bio- 
chemical findings. She was stabilised with suprarenal 
cortical extract (cortin) at 10 c. em. intramuscularly daily 
in the first stages, later 5c.cm. on alternate days and 
then every third day. A further gradual reduction in 
dosage to 5 c.cm. per week became possible with the 
exhibition of sodium chloride (15 g. daily). Later cortin 
was discontinued entirely. During the whole period of 
the ascorbic acid test she received a daily dose of 10 c. em. 
cortin and no salt; at this time the weight was 7 st. 10 Ib. 
The urinary excretion of ascorbic acid is shown in Table II. 
The volume of urine excreted was 8001000 c.cm. daily. 
The maximum concentrations of ascorbic acid reached 
0-4 mg. per c.cm. on Feb. Ist, 1936, and 0-47 mg. on 


TABLE II. (Case 23) 
Av. conc. ascorbic| 24-hour 
Date acid in urine. total Therapy. 
(mg. per c. cm.). 
Jan. 
23 006 . 
24 0-0068 
25 013 Control 
26 0.0091 period. 
27 0:0126 
28 0-0095 
3 4835 
: 500 mg. ascorbic 
a) d Pen ea at 
1 0-26 noon. 
2 0-205 
3 0-034 
4 0-016 
5 0-029 Ascorbic acid dis- 
6 0-014 continued. 
7 0-0089 
10 0-0077 
April 
7 — — 0-0068 High vitamin-C 
16 0-018 diet. 


Feb. 2nd—on each occasion four hours after the test 
doses. 

This patient is still alive and has improved very much 
on treatment with salt and very occasional injections of 
cortin. Her weight is 8 st. 12 Ib. and her blood pressure 
120/80. 


CASE 24.—A housewife, aged 48, was admitted to hospital 
on Nov. 14th, 1935. She gave a history that she had been 
losing weight for twelve months, and had lost over 4st. ; 
the rate of loss had recently increased. About nine months 
ago she began to complain of increasing weakness and 
fatigue and noticed that her complexion was becoming 
increasingly sallow. She had shooting pains in the head 
and aching pains over the sacrum. Her appetite became 
poor, and there was vomiting occasionally, at intervals 
of about four weeks. The bowels were constipated. 
Micturition was normal; menstruation irregular. 

On examination it was clear that the patient had lost 
much weight, for the skin of the abdomen was loose and 
hung in loose folds below the vulva when she was erect. 
She was much pigmented, especially around the eyes, 
over the cheeks, elbows, knuckles, shoulders, knees, and 
abdominal wall, and on the insides of the thighs. The 
nipples were very dark. There was pigmentation on the 
palate, while the buccal and the vaginal mucous 
membranes were also pigmented. The teeth were in poor 
condition. The pulse was rapid, of fair volume and 
regular, rate 92. The temperature varied from 97° to 
98°F, The heart was normal in size and the sounds were 
also normal. Blood pressure 120/70. Weight 7 st. 123 Ib. 
The lungs presented no unusual features. In the abdomen, 
liver, spleen, and kidneys were not palpable although the 
abdominal wall was extremely lax. There were no 
enlarged lymph glands. Nothing abnormal was found in 
the central nervous system. Blood: urea, 20mg. per 
100 c. em.; chlorides, 460 mg.; sodium, 328 mg.; inorganic 


THE LANCET] DR. WILKINSON & MR. ASHFORD: VITAMIN-C DEFICIENCY IN ADDISON’S DISEASE [o0rT. 24, 1936 969 


phosphate, 4:0 mg; sugar, 81 mg. Basal metabolic 
rate: increased by 4 per cent. Fractional gastric analysis 
showed achlorhydria gastrica. Glucose-tolerance test 
77, 95, 113, 105, 100, 91 mg. glucose respectively at half- 
hourly intervals. X ray examinations of the chest and 
loins did not disclose anything abnormal. 

The patient was treated with suprarenal cortical extract 
(cortin) commencing on Nov. 23rd with 10c.cm. daily, 


TABLE III. (Case 24) 
Av. conc. ascorbic 24-hour 
Date. acid in urine total Therapy. 
(mg. per c.cm.) (mg.). 
Nov. . 
25 0-0069 5-72 
26 0-0058 4°89 Control 
27 0:0076 3:37 period. 
28 0-0088 5'19 
29 0-0086 5'18 
30 0:007 5-58 
Dec. ; 
4 0 ta 9223 Received 500 m 
3 0-0 18 12 ·3 ascorbic ac d 
4 0.093 58-2 per os at noon. 
5 0:108 108-0 
6 0-222 1255 BY 
7 23 
8 0-106 Mean riation 
Commend: Ascorbic acid 
17 0-017 discontinued. 
18 0-017 
June 
23 0.007 10-6* Moderate 
July vitam 
14 0-014 15-6 ae 


3 certainly too low, owing to late addition of acetic 


but increasing the dose on the 27th to 20 c. om. for three 
days. The treatment continued thereafter was 10 c. em. 
daily until Dec. 25th. During this period the systolic blood 
pressure remained about 100-105 mm., the biochemical 
findings remained within normal limits. Afterwards 
the dose of cortin was gradually reduced and 15 g. sodium 
chloride given daily. The patient’s subsequent history 
has been extremely satisfactory. She has continued to 
improve, has put on weight and is now only taking salt 
by mouth and an occasional dose (5 c.cm.) of cortin intra- 
muscularly. Her systolic blood pressure is now main- 
tained at 120-124mm. At the time of the test shown in 
Table III. her weight was 7st. She passed 500-900 c. em. 
of urine daily. The maximum concentration of ascorbic 
acid in the urine after the test doses had been given was 
0-66 mg. per c. em. five hours after the test dose on 
Dec. 6th (see Table III.). Estimations had to be discon- 
tinued on Dec. 8th because menstruation recommenced. 


RESULTS OF EXCRETION TEST 


The figures given in Tables I.-III. indicate a con- 
siderable degree of vitamin-C deficiency, particularly 
in Case 22. In all three there was a subnormal 
concentration of ascorbic acid in the urine and very 
low 24-hour excretion during the control period. 
This was followed by responses, of varying slowness, 
to the repeated oral administration of large test doses 
of the synthetic l-ascorbic acid. When therapy was 
discontinued the increased excretion fell rapidly to 
values characteristic of the control period. (The 
values and findings reported here are very similar 
to those reported by Siwe ® on one case of Addison’s 
disease.) In one case (No. 23) the excretion was 
measured six weeks after discharge from hospital, 
after the patient had added six oranges per day to 
her diet during the previous two weeks. Her urinary 
concentration was even then still low and the 24-hour 
excretion similar to her control period. Seven weeks 
later (June 16th), when the patient’s clinical condi- 
tion va tremendously improved and she had been 

a high but reduced vitamin-C diet in the 
form of three oranges per day, her urinary concen- 
tration had risen to 0-018 mg. per c.cm. and the 


24-hour excretion to 29 mg. (see also Case 24, 
Table III.). 

It is interesting to note that the degree of sub- 
nutrition paralleled the severity of the disease in 
these three cases investigated, in so far that Case 22 
was the most acute of the series and showed the 
highest degree of subnutrition, while Case 23 was the 
least severe and showed the lowest. 


DISCUSSION 


The significance of the findings is not clear, but a 
number of possibilities present themselves. 

(1) Subnutrition may be a feature of the disease, 
as is suggested by the fact that that it runs parallel 
with the severity of the symptoms. On the other 
hand it may simply be an entirely non-specific 
index of the extremely low state of health of the 
patient, since it is known that many hospital cases 
show vitamin-C deficiency. Against this is our own 
observation that patients taken at random in the 
wards did not show the vitamin lack, though the 
complete technique of the test dose was not carried 
out on these cases. 

(2) Lack of absorption in the gut may be a limiting 
factor. Against this, however, is the fact that in 
our own cases the gastro-intestinal symptoms of the 
disease were under control during the experimental 
period, while the response to oral administration of 
ascorbic acid is seen in the Tables. It was not desir- 
able to give injections of ascorbic acid to our patients, 
for they were receiving very frequent injections of 
cortin. 

(3) There may be an increased need for, or an 
increased destruction of, the vitamin. Such inoreased 
destruction has been shown in different febrile con- 
ditions by a number of observers—e. g., Drigalski,“ 
Schroeder, Faulkner,“ Abbasy et al., Harde et al., 7 
Bullowa et al.“ Pyrexia, however, is not a feature 
of Addison's disease except in the terminal few days 
of the tuberculous cases. On the contrary the 
temperature is usually subnormal and the general 
metabolism is on a much reduced scale. 

(4) It is well known that both the cortex and the 
medulla of the normal adrenal gland have a high 
content of ascorbic acid compared with other body 
organs (Harris and Ray). These authors have, 
in fact, pointed out that, in the guinea-pig at 
least, the adrenals cannot be regarded as a body store 
for ascorbic acid, and a similar conclusion was reached 
by Beznak and Hariss.!° The determinations carried 
out on human organs by Yavorsky et al." are in 
agreement with this, so that it is not possible to 
relate the vitamin deficiency reported here to lack 
of storage in the damaged adrenals. 

(5) The significance of the normally very high 
ascorbic acid content in the adrenals has given rise 
to speculation. Two suggestions have been made: 
(a) That it is concerned with the maintenance of a 
correct state of oxidation-reduction potential in the 
adrenals, and would thus serve to stabilise both the 
medullary hormone (adrenaline) and the cortical 
hormone (cortin). This view has been taken by 
Vars and Pfiffner 12 (see also King 18) but lacks 
direct evidence. (5) That it is concerned in the 
regulation of skin pigmentation. This suggestion 
will be considered in a separate section. 


VITAMIN © AND PIGMENTATION 


Since the isolation of hexuronic acid by Szent- 
Györgyi l in 1928, and its identification with vitamin C, 
after which it was renamed “ ascorbic acid,“ much 
work has been carried out to define a relationship 
between this substance and the formation of skin 
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pigment in abnormal amounts. Szent-Györgyi him- 
self wrote in 1930: Hexuronio acid completely 
inhibits the formation of pigment in all systems in 
which a melanoid pigment is formed through the 
oxidation of a phenol. . . The absence of hexuronic 
acid in Addison’s disease could thus give a clear 
explanation of the mechanism of pigment formation.“ 
(See also Szent-Gyérgyi.1*) Abderhalden 17 has shown 
in vitro an inhibition of pigment formation from 
adrenaline and from 1.3: 4-dioxyphenylalanine 
(‘“ dopa '') by ascorbic acid both with and without 
the addition of the enzyme tyrosinase. Schroeder 18 
using slices of guinea-pig ear has shown inhibition 
of pigment formation from dopa in the presence of 
ascorbic acid; Grüneberg and Schade 1 have made 
the same observation, and believe that the point of 
protection is the melanogen itself, and the effect 
is not due to inhibition of an enzyme. On the other 
hand Jadassohn and Schaaf 20 failed to affect an 
experimentally produced chloasma uterinum in 
guinea-pigs with ascorbic acid. Less to the point 
is the failure of Drigalski 1 and Tenchio 22 to inhibit 
pigmentation by ultra-violet light in normal subjects 
on diets rich in vitamin C, though Schade?“ and 
Hoff 20 have since claimed that such inhibition occurs. 
Morawitz #5 states that the pigmentation of Addison’s 
disease was strikingly diminished in three cases by 
oral administration of adrenal cortex, though other 
symptoms of the disease were unaffected. A chloas- 
matic melanosis of scurvy was successfully relieved 
by orange and lemon juice therapy. Morawitz :“ 
suggests the possibility of a pigment vitamin though 
he leaves open the question as to whether it is iden- 
tical with ascorbic acid. (It is likely of course that 
his adrenal cortical extracts contained ascorbic acid 
but no cortin.) Hoff 24 has made similar claims for 
the alleviation of pathological pigmentation in scurvy 
and Addison’s disease by oral and intramuscular 
ascorbic acid therapy. 


Our own experience has been different from this. 
The pigmentation of cases reported here did not 
show any appreciable change during the test period 
of intensive oral ascorbic therapy. It is possible 
that defective absorption may have contributed to 
this negative effect, but it was not considered desir- 
able to give any further intramuscular treatment at 
this time. It should be noted that the patients were 
steadily getting better during the time of the tests, 
as a result of vigorous intramuscular cortin therapy. 

Since discharge from the infirmary Cases 23 
and 24 have received a high vitamin-C diet (3—6 
oranges per day), and have had administered intra- 
muscularly small (2-5 c. em.) doses of cortin at irre- 
gular intervals of several weeks. It has been notice- 
able in both cases during the last three months that the 
pigmentation has much decreased. Whether this 
improvement is to be related in any way to the 
high vitamin-C diet (it is noteworthy that the urinary 
vitamin-C excretion has now reached normal 
levels) or to the gradual remission of the disease 
under the very small doses of cortin now being given, 
it is, of course, impossible to say. Further observa- 
tions are necessary on this point. 


THE LANCET] 


SUMMARY 


Three patients with Addison’s disease have been 
shown, by means of the test described by Harris 
and Ray, to suffer from vitamin-C subnutrition. 
The degree of subnutrition parallels the severity of 
the illness. The possible significance of the finding 
and the relationship of vitamin C to pathological 
pigmentation is discussed. 
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Our thanks are due to Organon Laboratories, London, 
for kindly supplying the cortin administered to these 
patients, and to Messrs. Hoffmann-la Roche, London, 
for generous supplies of ascorbic acid. These investiga- 
tions were assisted by grants from the Medical Research 
Council and were associated with an inquiry into the 
treatment of Addison’s disease with suprarenal cortical 
extracts, made on behalf of the Therapeutic Trials 
Committee of the Medical Research Council. 
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ŒSTRIN IN TOXIC GOITRE 
By A. W. SPENCE, M.D. Camb., M.R.C.P. Lond. 


ASSISTANT PHYSICIAN AND ASSISTANT DIREOTOR OF THE MEDICAL 
UNIT, Sr. BARTHOLOMEW’S HOSPITAL, LONDON 


THE frequent enlargement of the thyroid in women 
during puberty, pregnancy, lactation, and the 
menopause has attracted the attention of physicians 
for centuries, and suggested an inter-relationship 
between the thyroid gland and the gonads. It is 
doubtful, however, whether this relationship is as 
definite as it appears, and it is certainly far from being 
clear-cut. Irregularities of menstruation, amenor- 
rhwa and even menorrhagia, are common symptoms 
in toxic goitre, but they are not uncommon in 
myxedema, especially menorrhagia.“ Rogers? 
observed that the ovaries in all his cases of toxic 
goitre were large and tender, and that menstrual 
disorders were present in all. Moebius, however, 
considered that such symptoms were no more fre- 
quent in toxic goitre than in any other equally 
serious disease ; my own impression is in agreement 
with this view. Rogers * has described acute exoph- 
thalmos following the removal of one or both ovaries, 
but such a sequence is probably fortuitous, consider- 
ing the extreme rarity of such a condition and the 
frequency of ovariectomy. On the other hand, the 
occurrence of sexual infantilism in cretinism, of 
impotence, sterility and even atrophy of the genitalia 
in myxcedema, of atrophy of the gonads after experi- 
mental thyroidectomy in animals, and the ameliora- 
tion of these conditions by the administration of 
thyroid ¢ are evidence that adequate secretion of the 
thyroid is essential for the normal development and 
function of the sexual glands. Yet, to complicate 
the picture, sterility and sexual atrophy also occur 
in toxic goitre.¢ From the clinical evidence there 
is no doubt that the gonads are affected by the thyroid, 
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but it is not so certain that the thyroid is affected 
by the gonads. 


EXPERIMENTAL STUDIES ON INTER-RELATIONS OF THE 
THYROID AND GONADS 


Experimental work on the effect of gonadectomy 
on the thyroid gland is controversial. In 1933 
Andersen and Kennedy > reviewed the published 
papers on this subject up to date and contributed 
well-controlled experiments of their own. Most of 
the published work has been performed on rabbits, 
guinea-pigs, and rats, and the genera] impression 
gained was that gonadectomy was followed by atrophy 
of the thyroid gland. In their own experiments on 
rats Andersen and Kennedy confirmed this i impression, 
and found a definite atrophy of the thyroid in all 
their animals eight weeks after the operation. Histo- 
logically the thyroid follicles were smaller than those 
of the controls, contained denser colloid, and were 
surrounded by low or fiat epithelium. In eunuchs 
the thyroid gland is also said to be atrophic. Marine ° ? 
was of the opinion that removal of the gonads in 
animals probably tended to decrease thyroid activity, 
but that a direct relationship was doubtful. Aron 
and Benoit however observed activity of the 
thyroid after castration in young guinea-pigs, and 
also in cocks and ducks. More recently Loeser 10 
has repeatedly found hyperplasia of the thyroid 
in guinea-pigs following removal of the ovaries. It is 
difficult to reconcile the conflicting results that have 
been obtained in these experiments. 

Within the last decade it has been clearly shown 
that the function of the thyroid gland is dependent 
to a large extent on the integrity of the anterior 
pituitary, and experimental hyperthyroidism may 
now be produced in animals, especially the rabbit and 
the guinea-pig, by the daily injection of extracts of the 
anterior pituitary containing a thyroid stimulating 
hormone. Any action, therefore, of the gonads on 
the thyroid may be indirect through the anterior 
pituitary. It is well known that castration is followed 
by enlargement of the pituitary and that the operation 
in women leads to an increase in the production of 
anterior pituitary gonadotropic hormone, more 
especially the follicle-stimulating principle. Moore 
and Price 11 have advanced the hypothesis that 
gonadal hormones (cestrin) suppress pituitary function, 
and Aron and Benoit?! have performed interesting 
experiments in this respect. They found that castra- 
tion of young guinea-pigs was followed by thyroid 
hyperplasia, and that the serum or urine of the 
castrate injected into a young guinea-pig showed 
the presence of anterior pituitary thyrotropic hormone, 
in that it caused hyperplasia of the thyroid of the 
recipient. They concluded from their experiments 
that gonadectomy in the male or female brings 
about a notable increase of thyrotropic hormone and 
hence of thyroid activity, and that an internal 
secretion of the gonads is capable either of inhibiting 
the secretion of thyrotropic hormone or of preventing 
its effect on the thyroid. 
reached by Loeser 1° and by Kippen and Loeh. 12 

Experiments on the effect of the administration of 
cstrin on the thyroid gland of laboratory animals 
have likewise produced conflicting results. Most 
investigators have observed a flattening of the 
epithelium and an increase in colloid, significant 
of hypofunction, others have observed no noticeable 
change, and others a hypertrophy of the gland. These 
different effects, according to Marine,“ may probably 
be explained by the varying periods of œstrin admini- 
stration, for Tagliaferro 1* found that if cstrin were 
administered for 5-10 days, enlargement of the 


Similar conclusions were 


thyroid resulted, but if the administration were 
continued for 20 days or more the opposite effect 
was produced. Aron and Benoit, 14“ following up 
their work on the effect of gonadectomy on the 
thyroid and on the production of thyrotropio sub- 
stance by the pituitary, injected simultaneously 
into young guinea-pigs a single dose of thyrotropic 
extract and one or several large doses of ostrin, and 
found that the action of the anterior pituitary extract 
on the thyroid was diminished or prevented. Similarly, 
other investigators have found that the injection 
of large doses of cestrin decreases the amount of 
growth, 18 16 gonadotropic 15 1617 and diabetogenic 
hormones 18 1 produced by the anterior pituitary. 

Before proceeding with the clinical application of 
estrin in the treatment of toxic goitre, I repeated 
the experiments of Aron and Benoit on its effect on 
the thyrotropic hormone in a much smaller batch 
of animals. The results are in agreement with theirs, 
in so far as the thyroid hyperplasia consequent 
on the action of thyrotropic hormone was diminished, 
but not completely prevented. 

Four guinea-pigs, weighing about 300 g., were aka 
daily for 12 days with 1 c. om. of acid extract of anterior 
pituitary powder (pregnant cows: Organon), prepared 
according to a modified method of Loeb and Bassett.?° 
At the same time each received daily subcutaneous injec- 
tions of 2000 international units (I. U.) of dihydroxycœstrin 
(Dimenformon, Organon) for the same period. Four 
controls of approximately the same weight received 
daily 1 c. om. of anterior pituitary extract only for 12 days. 
On the thirteenth day both groups were sacrificed. The 
thyroid glands of the controls showed hyperplasia to a 
marked degree, whereas in the animals which received 
oestrin the hyperplasia was either slight or moderate. 
The conclusion drawn was that under the conditions 
of the experiment cstrin had a slight but definite 
antithyrotropie effect. 


CLINICAL RESULTS 


In view of these experiments it was considered that 
the administration of ostrin in large doses to patients 
with toxic goitre was worthy of a trial. This form 
of therapy was used in six women with typical 
symptoms and signs of toxic goitre and without any 
complicating factors such as auricular fibrillation or 
diabetes mellitus. Their ages ranged from 20 to 56, 
two having passed the menopause. All except one 
(Case 6) had received iodine from their private doctor 
before they came under our observation. Because 
a patient with toxic goitre will improve so consider- 
ably with rest in bed alone, they were kept in bed for 
a preliminary period of 14-32 days without any medica- 
tion before the administration of ostrin was begun. 
Even this preliminary period may have been too 
short in some cases, but we had to take into considera- 
tion the fact that a longer one would have meant a 
more protracted stay in hospital than would have been 
agreeable to the patient. In choosing the cases for 
observation inquiries were made whether the patient 
would be content to remain in hospital for the length 
of time necessary; to attempt observations on a 
person who for domestic or other reasons required 
as short a stay in hospital as possible would be a waste 
of time, as such a patient would be constantly fretting 
and thus invalidate the result. 

While under observation the patients were weighed. 
and estimations of the basal metabolic rate made once 
or, usually, twice a week. Four patients received 
intramuscular injections of 50, 000 I. U. dihydroxy- 
cstrin (dimenformon) daily for 12 days in two cases 
(Nos. 1 and 2) and for 21 days in the other two 
(Nos. 3 and 5). Two patients (Nos. 4 and 6) received by 
mouth 250,000 I.U. ketohydroxyestrin (Menformon, 
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Organon) daily for 21 days in divided doses of 
50,000 units five times a day. One of these 
patients (No. 4) felt nauseated on several occasions 
while receiving menformon and on one day vomited 
several times. This woman, however, had had 
attacks of nausea at intervals before admission. 
None complained of abdominal pain or discomfort 
while receiving ostrin. The period of observation 
was too short to reach any definite conclusion concern- 
ing its effect on menstruation. ä 

The effect of œstrin on the clinical condition of 
these women was slight; in fact, any improvement 
which occurred could well be accounted for by the 
prolonged rest in bed. There was no dramatic 
response such as is obtained in a patient who is 
receiving iodine for the first time. Some patients 
said that they felt less nervous, in others there was a 
slight decrease in pulse-rate and in pulse range, 
in others there was some gain in weight. The 
exophthalmos, size of the thyroid, tremor, moistness 
of the skin and basal metabolic rate, however, 
remained practically unchanged. 

The following are summaries of the case-histories, 
with details of the pulse-rate, body-weight, and basal 
metabolic rate before and during treatment. 


Case 1.—Aged 20, single, no occupation. At the age 
of 14 had pulmonary tuberculosis with positive sputum, 
healed with sanatorium treatment. Seven months’ 
history of faintness, loss of weight, palpitations, dyspnea, 
headaches, emotional instability, some swelling of neck. 
Given iodine by private doctor and received X ray treat- 
ment to thyroid with improvement. Three months later, 
collapse and delirium for one day following tooth extraction; 
' recovered but marked dyspnea and palpitations on 
exertion persisted. Admitted to surgical ward for partial 
thyroidectomy, but immediately before operation there 
was such a rapid increase in pulse-rate that operation was 
postponed. Menses regular, heavy loss. Previous history : 
no worries. Family history: sister, aged 17, died of 
toxic goitre. On examination: nervous; fine tremor of 
hands; slight exophthalmos; tonsillar remains slightly 
infected ; thyroid diffusely enlarged and firm ; heart over- 
acting; blood pressure 155/65. 

Admitted Dec. 5th, 1935. Received 50,000 I.U. of 
dimenformon intramuscularly daily from Dec. 19th to 
30th inclusive. 


Z Body-weight B.M.R. 
Date Pulse rate. (Ib.). (per cent.). 
Dec. 7th é 120-156 es 114 és +35 
„ 18th 100-135 8 112 +32 
1 1st 110-140 112 5 +27 
» 28th ne 90-126 è 112 +27 
5 4th ee 100-130 a 112 ee + 40 


Remarks.—Menstruation started on Jan. 6th, a few days 
late, and continued till the 8th. Estrin appeared to have 
little effect on her menses. After cstrin therapy patient 
said that she felt less nervous, but there was no change in 
physical signs. On Jan. 17th, partial thyroidectomy by 
Mr. Geoffrey Keynes, with marked improvement. 


Case 2.—Aged 30, married, housewife. Five years’ 
history of swelling of neck, dyspnea on exertion, loss of 


weight (14 lb. in four months), nervousness, sweating. . 


Received iodine from private doctor. Four years later 
dyspnea increased, severe palpitations, very nervous 


Body-weight B.M.R. 
Date. Pulse-rate. b.). er cent.) 
Jan. 2nd 108-120 ee 1103 +70 
„ 14th .. 100-110 ee 103 +56 
n 16th ee 80—105 ee 103 +565 
„ 26th 86—110 106 +57 
92 80th ee 90—100 ee 104 es +46 
Feb. 2nd ee 84- 94 ee 104 ee +40 


and tremulous, tired at night. Menses regular, scanty 
flow. Habits: no interests, little to do, few friends, home 
life happy, no worries. Family history : mother and sister 


had simple goitre. On examination: nervous; skin 
warm and moist; fine tremor of hands; exophthalmos; 
tonsils healthy; thyroid diffusely enlarged and firm; 
heart overacting; B. P. 156/72. 

Admitted Dec. 3lst, 1934. Received 50, 000 I. U. 
dimenformon intramuscularly daily from Jan. 21Sst to 
Feb. Ist, 1935, inclusive. l 

Remarks.—Menstruated from Jan. 4th to 6th ; no further 
menstruation while under observation (discharged 
Feb. 27th, 1935). Possibly slight improvement during 
and after œstrin administration: quieter, less nervous, 
some fall in pulse-rate and basal metabolic rate, all of 
which may have been due solely to rest in bed. No 
definite change in condition of skin, tremor, exophthalmos, 
size of thyroid or body-weight. On Feb. 15th, 1935, 
partial thyroidectomy by Mr. Keynes, with marked 
improvement. 


Casu 3.—Aged 38, married, housewife. Two years’ 
history of dyspnea and palpitations on exertion, nervous- 
ness, sweating, staring of eyes, easily tired, swelling of 
ankles, loss of weight. Six months before admission 
received iodine and later X ray treatment to thyroid with 
no improvement. Menses regular, lasting one day; 
before present illness lasted one week. Lost 28 Ib. in 
weight in two years. Previous history: no worries. 
Family history : two sisters had toxic goitre and died of 
lobar pneumonia. On examination: nervous; skin moist; 
slight exophthalmos; tonsils healthy; fine tremor of 
hands; thyroid diffusely enlarged; heart overacting, 
occasional extrasystoles ; B.P. 120/65. 

Admitted April 15th, 1936. Received 50, 000 I. U. 
dimenformon intramuscularly daily from May 5th to 24th 
inclusive. 


Body-weight B.M.R. 
Date. Pulse-rate. Ad. 5 (pet oant.: 
April 222d 96-110 i 93 oe +23 
„ 25th 90-100 94 š +62 
» 29th 92—120 96 ° +41 
May 2nd 102-120 A 96 +45 
5 6th 104120 $ 96 ° +39 
1 9t . 100-120 . 97 +44 
„ 16th 5 90 100 oe 963 . +43 
„ 20th ox 98-100 97 +38 
99 23rd oe 92- 98 . 98 ee +37 
n” 27 . „ 86-108 oe 99 oe +26 
” 30th ee 84-108 ee 100 oe +42 


Remarks.—On May 8th and 15th had an attack of 
paroxysmal auricular fibrillation which lasted all day. 
Did not menstruate while in hospital. No response to 
dimenformon. On June 6th, partial thyroidectomy by 
Mr. Basil Hume, with considerable improvement. 


Case 4.—Aged 40, single, occupied in housework. 
Six months’ history of nervousness, tremor of hands, 
dyspnea and palpitation on exertion, sweating, tiredness, 
loss of weight, anorexia, headaches, and nausea with 
teichopsia. Three months later, exophthalmos and 
swelling of neck, more marked when menstruating. Menses 
regular. Received iodine, but forced to discontinue 
after ten days because of consequent rash and digestive 
trouble. Previous history : no worries; 18 months before 
admission, removal of Fallopian tubes and the whole of 
one and a half of the other ovary. No family history 
of goitre. On examination: nervous, restless; exoph- 
thalmos; fine tremor; chronic tonsillitis; thyroid 
diffusely enlarged and soft; heart overacting. B. P. 150/80. 

Admitted on Jan. 2nd, 1936. Received 50, 000 I. U. 
menformon five times daily by mouth from Jan. 20th to 
Feb. 9th inclusive. 


i Body-weight B. M. R. 
Date Pulse- rate. (b.) (per cent.) 
Jan. 7th ee 100-120 ee 102 0 +62 
” llth ee 100-120 oe 101 +74 
„ 15th 98-114 oe 100 +60 
„ 22nd 90—104 os 101 +79 
„ 25th 90-100 103 +67 
» 29th 8 98-100 1032 +71 
Feb. Ist 98-100 104 +74 
„ oth 98-104 105 +62 
„ 8th 90—100 107% +62 
„ lith 90— 98 — ° +60 


Remarks.—On the two days following the beginning of 
menformon administration (Jan. 2lst and 22nd) she 
felt sick. On Jan. 28th, nausea all day and vomited four 
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times. Did not menstruate while in hospital. Towards 
the end of menformon treatment, patient said she felt less 
nervous and there was some fall in pulse-rate. Clinical 
condition and B. M. R., however, unchanged. On 
March 6th, 1936, partial thyroidectomy by Mr. Keynes, 
with marked improvement. 


Case 5.— Aged 49, single, cook-housekeeper. Nine 
months’ history of tiredness, palpitations on exertion, 
and swelling of neck. One month later influenza; 
after this, weakness, nervousness, tremor of hands, 
dyspnea, sweating, hot flushes. Received iodine from 
private doctor. Loss of weight (35 lb. in seven months). 
Menses regular till cessation six months before admission. 
No worries. No family history of goitre. On examination: 
thin, nervous, rather restless; skin moist; no exoph- 
thalmos, no stare; tonsils healthy: marked tremor of 
hands; thyroid diffusely enlarged; heart overacting ; 
B.P. 140/82. 

Admitted June 24th, 1935. Received 50,000 I.U. 
dimenformon intramuscularly daily from July 25th to 
August 14th inclusive. 


Body - weight B. M. R. 
Date. Pulse- rate db. Je (per cent. ) 

July ist 92-112 106 +75 
„ 10th 90-106 1064 +47 
» -~ 19th 90—100 1044 +36 
» 22nd 90-104 105 +50 
» 25th 90-108 105 +46 
» 29th 90-100 107 +34 
Aug. Ist 90— 96 108 +33 

„ 8th 84— 92 119 +61 # 
„ 15th 84— 94 117 +24 


Remarks.—Possibly slight improvement in clinical 
condition while receiving dimenformon; fall in pulse- 
rate and B.M.R., and considerable gain in weight. It 
appears that the administration of cestrin was accompanied 
by{some improvement in this case. On Sept. 12th partial 
thyroidectomy by Mr. Hume, with considerable improve- 
ment. 


Case 6.— Aged 56, single, engaged in housework. 
Twelve years previously her mother had committed 
suicide which upset patient a great deal. Three years 
later patient’s sister died of toxic goitre which developed 
after mother’s death. One year later swelling of neck ; 
no other symptoms. Two years later (six years before 
admission) gradual onset of tiredness, weakness, dyspnea 
and palpitations on exertion, nervousness, prominence of 
eyes. Did not receive iodine. Loss of weight (14 Ib. in 
one year). Menopause twelve years before admission. 
On examination: wasted, nervous; skin warm, moist, 
and pigmented; exophthalmos; fine tremor of hands: 
thyroid diffusely enlarged and soft; spleen palpable ; 
heart overacting; B.P. 170/80. 

Admitted on Feb. 24th, 1936. Received 50, 000 I. U. 
menformon five times daily by mouth from March 19th 
to April 8th inclusive. 


Body-weight B.M.R. 
Date. Pulse-rate Gb.). (per cent.) 
March 2nd 100-110 s 71 +48 
» 11th 100-110 oe 72 ‘+56 
10 18th 90—100 a 72 +96 
1 25th . 90-100 9 8 75 +60 
April 1st 90—100 oa 78 +54 
” 4th 80~ 90 ee ees +33 
2 8th 88 80-100 764 +31 
„ 15th as 90—100 81 +64 


Remarks.—After three weeks on menformon therapy, 
patient thought she felt better and less nervous; still 
occasional palpitations and a feeling of warmth. Tremor 
slightly diminished ; no change in pulse-rate. The basal 
metabolic rates varied so greatly that little conclusive 
evidence can be gained from them. On the whole there 
was little change in the clinical condition. On April 30th, 
1936, partial thyroidectomy by Mr. J. P. Hosford, with 
marked improvement. 


DISCUSSION 


The rationale of œstrin therapy in toxic goitre lies 
in the hypothesis that wstrin inhibits the action of 
thyrotropic hormone or its production by the anterior 
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pituitary. This presupposes that the symptoms of 
toxic goitre are the result of secondary hyper- 
thyroidism consequent on an increased secretion 
of thyrotropic hormone, the supposition being based 
on the fact that a condition resembling toxic goitre 
can be produced in laboratory animals by the injec- 
tion of thyrotropic hormone. Cases of toxic goitre 
associated with hyperpituitarism have been recorded 
(e.g., Worster-Drought,?! Merklen and Aron, 22 Peters?) 
and it is well known that thyroid hyperplasia and 
increase in basal metabolism occasionally occur in 
acromegaly. As the growth hormone alone has no 
thyroid-stimulating property, these changes are 
probably due to hypersecretion of thyrotropic 
hormone. That there exists such a hypersecretion 
of the anterior pituitary in the ordinary cases of toxic 
goitre, however, has not yet been shown. Drouet “ 
found in a number of patients with toxic goitre changes 
in the field of vision, which he ascribed to pressure 
on the optic chiasma by an enlarged pituitary, and 
claimed 25 to have produced amelioration of the 
clinical condition and reduction in the basal metabolic 
rate in four cases by irradiation of the pituitary. 
Similar results have been reported by Merklen and 


Aron, 22 who noted an increased excretion of thyro- 


tropic hormone in the urine before treatment and a 
diminished excretion after irradiation of the pituitary. 
There is little evidence, however, in cases which 


come to autopsy that there is any structural change 


in the pituitary. 
Thyrotropic hormone has been found in the urine 


-and body fluids of normal persons (Aron, “ Van 


Caulert, Aron and Stahl,?? Hellwig,?* Giedosz 2). 
In myxedema it is said to be increased (Aron, 26 
Paal, Nielsen 51), and in toxic goitre to be absent 
or to occur in extremely small quantities (Aron 26). 
The titration of body fluids for thyrotropic hormone, 
however, is not yet satisfactory, and some investi- 
gators throw considerable doubt on all these results 
(Krogh and Okkels, 2 Smith and Moore ). As 
far as the evidence goes at present, there is no indica- 
tion that excessive amounts occur in the vast majority 
of cases of toxic goitre. Merklen and Aron 22 maintain 
that in a few cases of toxic goitre an increased excretion 
of thyrotropic hormone is found and that such cases 
benefit by pituitary irradiation, but that the majority 
of cases exhibit a diminished excretion of thyrotropic 
hormone and that in such the primary disturbance 
is hyperthyroidism. They recommend the examina- 
tion of the urine in every case of toxic goitre for the 
degree of thyrotropic activity in order to differ- 
entiate those cases which are due primarily to 
hyperpituitarism. 

That cestrin has an inhibitory effect upon the anterior 
pituitary in the human is suggested by the work of 
Zondek, 4 Fluhmann, s and Frank and Salmon 3° 
on its action on hypophyseal hyperactivity in castra- 
tion and spontaneous menopause. As the presence 
of the gonadotropic principle of the anterior pituitary 
is far more easily determined in body fluids than 
the thyrotropic, the results are less controversial. 
Frank and Salmon observed that in 14 menopausal 
patients, in whom a hypersecretion of gonadotropic 
factor was found in the blood and urine, injections 
of large doses of œstrin resulted in a rapid, though 
temporary, decrease of gonadotropic factor with 
amelioration of symptoms. If ostrin be proved 
definitely to have an inhibitory effect on the produc- 
tion of thyrotropic hormone, the clinical experiments 
here recorded are evidence against the hypothesis 
that toxic goitre is caused by a hypersecretion of 
thyrotropic hormone, 
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SUMMARY 


As there is experimental evidence that cestrin 
inhibits the activity of the thyroid, and the action or 
production of the thyrotropic hormone of the anterior 
pituitary, a trial was made of its value in the treat- 
ment of six women with toxic goitre. After a pre- 
liminary rest period, four received daily intramuscular 
injections of 50,000 I. U. of dihydroxyestrin (dimen- 
formon): these were given for 12 days in two cases 
and for 21 days in two cases. Two other patients 
received 250,000 I. U. ketohydroxyestrin (menformon) 
daily by mouth for 21 days. There was little or no 
improvement in the clinical condition or fall in the 
basal metabolic rate as a result of this therapy. 


I wish to thank Prof. L. J. Witts for his constant 
interest in this work. My thanks are also due to the 
ward sister, Miss F. E. Evans, for her help in the prepara- 
tion and treatment of the patients, and Mr. J. Board 
for the determinations of the basal metabolic rates. I 
am indebted to Dr. A. N. Macbeth, of the Organon 
Laboratories, for supplies of menformon and dimenformon. 
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ROYAL VICTORIA INFIRMARY, NEWCASTLE-UPON- 
At a meeting of the house committee on Sept. 26th, 
it was announced that King Edward VIII. had consented 
to become patron of the hospital in succession to his late 
father. Lord Armstrong handed to Prof. Grey Turner 
on behalf of the house committee an illuminated address 
containing the signatures of all its members, and Prof. 
Turner spoke with feeling of his 35 years’ association 
with the hospital. A gift was announced of £500 from a 
member of the ladies’ singing band for the endowment 
of a cot. 


INHIBITORY EFFECT OF 
FOLLICULAR HORMONE ON THE 
ANTERIOR PITUITARY IN HUMANS 


By M. S. Jones, M. B., M.R.C.P. Edin., D.P.M. 
WALTER SMITH KAY RESEARCH FELLOW, UNIVERSITY 
OF EDINBURGH; AND 
T. N. MacGrecor, M.B., F. R. C. S. Edin., M. C. O. G. 
~ ORICHTON RESEARCH SCHOLAR AND CLINIOAL TUTOR IN 
GYNÆOOLOGY, ROYAL INFIRMARY, EDINBURGH 


(From the Royal Edinburgh Hospital for Mental and Nervous 
Disorders, and the Institute of Animal Genetics, 
University of Edinburgh) 


Frank and Salmon! have demonstrated that 
administration of follicular hormone (cstrin) in large 
doses leads to disappearance of the gonadotropic 
factor of the anterior pituitary from the blood and 
urine of women past the menopause. More recently, 
Zondek %4 has shown that in rats the growth and 
gonadotropic factors of the anterior pituitary can 
be inhibited by the same means. 


Cramer and Horning 5 observed that prolonged 
administration of œstrin leads to a state of hypopituitarism 
in mice, due, they consider, to a diminution in the number 
of chromophil cells in the anterior pituitary. As these 
cells are supposedly responsible for the secretion of the 
specific hormones of the anterior pituitary, hypofunction 
leads to a state of hypopituitarism, and evidence of this— 
such as cachexia, degenerative changes in the adrenals and 
gonads, hyperplasia of the islets of Langerhans, and 
atrophy of the thyroids—was found in the mice. In 
some animals ostrin caused hemorrhagic chromo- 
phobe adenoma, while in others there was merely an 
enlargement of the gland. It is the diminution in the 
number of chromophil cells, however, which they regard 
as the essential factor in their experimental hypo- 
pituitarism. 

Zondek*® demonstrated that cstrin, administered in 
amount sufficient to inhibit the growth and gonadotropic 
hormones, brought about an increase in the size of the 
pituitaries of male but not of female rats, and he throws 
some doubt upon the findings of Cramer and Horning. 


Barnes, Regan, and Nelson,“ and Nelson and 
Overholzer 8 have used cstrin in attempts to inhibit 
the “‘ diabetogenic ” activity of the anterior lobe of 
the pituitary. They gave the hormone in large 
doses to depancreatised monkeys and dogs, and they 
found that the glycosuria resulting from removal 
of the pancreas could be controlled by daily injec- 
tions. Their conclusions are based on the assumption 
of an antagonism between the anterior pituitary 
hormone and the internal secretion of the pancreas. 
But Collens and co-workers ® had no success when 
they tried to reduce the hyperglycemia of human 
diabetes by the same method. 

The factors controlling carbohydrate metabolism 
are extremely complex, as Langdon-Brown pointed 
out in his Horsley lecture 1° last year. He referred 
to Houssay’s recent isolation, from the urine, of a 
diabetogenic hormone that causes a rise of blood- 
Sugar on injection into the experimental animal. 
But Young?! thinks it unlikely that any simple 
diabetogenic hormone exists, and suggests that 
there are at least three factors involved—a keto- 
genio, a glycotropic, and a glycogenolytic. 

The present paper records an attempt to inhibit 
not only the gonadotropic, but also the diabetogenic 
principle of the anterior pituitary by giving large 
doses of cestrin. The ten subjects chosen were women 
whose ages ranged from 52 to 83, the average being 
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62-6. They were all psychotic and had been in 
hospital for more than three years, and they were 
all in a chronic stage of their illness, so that endocrine 
or metabolic fluctuations due to emotional causes 
were improbable. 

l TABLE I 


Abolition of Gonadotropic Hormone Excretion by Œ@strin 


Gonadotropic hormone 
in urine before and 
after cstrin injections. 


Case. | Age Diagnosis 
Before After. 
1 68 Melancholia. + 0 
2 52 x + 0 
3 71 Paraphrenia + 0 
4 83 Senile 2 + 0 
5 68 Manic depressive + 0 
6 59 Melancholia. + 0 
7 76 Senile psychosis. + 0 
8 69 Paranoia. + 0 
9 70 Senile depression. + 0 
10 78 Senile psychosis. + 0 


| 
The plus sign indicates more than 50 mouse units per 
litre of 24-hour specimen of urine. 


Before ostrin was given, the amount of: gonado- 
tropic hormone in the urine was estimated. 


Samples of 60 c. cm. of a 24-hour output of urine were 
used. To each sample, 240 c. em. of absolute alcohol was 
added and the mixture was centrifuged for ten minutes. 
The precipitate after careful washing with ether to remove 
any traces of ostrin was dissolved in 7 c. cm. of distilled 
water and made neutral to universal indicator. Three 
21-day-old female mice were used for each test and 0-3 c.cm. 
of the extract was injected twice daily for six injections. 
The mice were killed on the morning of the fifth day ; 
the vagina, uterus, and ovaries were examined macro- 
scopically and the ovaries removed for serial section. 


TABLE II 
Sugar Tolerance Before and After Estrin Injection 


Case. hee $ hr. | 1 hr. Ii brs.| 2 brs. 

1 Before cestrin.* 74 129 125 120 100 
After course I. 66 104 126 107 100 
” » II. 64 102 105 112 87 
2 Before cstrin. 70 113 74 68 72 
After course I. 82 107 119 123 125 
5 a II. 83 66 80 77 82 
3 Before cstrin. 69 89 79 76 76 
After course I. 72 107 116 104 102 
25 a II. 64 100 84 81 62 
4 Before cestrin. 86 111 132 118 109 
After course I. 79 121 125 128 128 
s 5 II. 77 110 148 57 93 
5 Before cestrin. 88 118 114 83 63 
After course I. 88 102 73 82 111 
* II. 89 95 91 107 117 
6 Before cestrin. 83 107 136 97 76 
After course I. 68 100 116 107 102 
Š 1 II. 73 100 149 124 96 
7 Before cstrin. 106 158 131 105 94 
After course I. | 83 90 115 79 72 
8 Before cestrin. 70 108 120 106 88 
After course I. 70 63 56 79 56 
9 Before cstrin. 87 155 162 87 67 
After course I. 119 148 137 104 
8 » I.t 100 91 90 99 100 
10 Before æstrin. 86 134 123 111 97 
After course I. 84 164 179 166 148 
9 8 I. 82 121 135 130 114 

Blood -sugars in mg. per 100 c. em. follow dose of 50 g. 


of glucose by mouth. Course I. consisted of 500,000 mouse units 

ormon given in injections of 50,000 M.U. every second 

day for twenty days. Course II. was 1,000,000 M.U. given in 

y injections of 50,000 M. U. for twenty days. In Cases 1 to 6 
there was an interval 

and II. In Cases 9 and 10 there was an interval of six days 


of twenty-one days between courses I. 
between the two courses. t Repeated. 


The urine of all ten women, tested in this way, gave 
a strongly positive reaction, the ovaries and uteri 
of all the mice being much enlarged, while in two cases 
blood spots indicative of hemorrhagic follicles were 
found. The sectioned ovaries showed numerous 
mature Graafian follicles, and in one case several 
fully developed corpora lutea were seen. 

The patients then received injections of cstrin, 
and when the tests were repeated none of the mice 
showed any enlargement of either uteri or ovaries, 
while section of the ovaries revealed only primordial 
follicles. In other words, the amount of costrin 
given sufficed to abolish the secretion of gonado- 
tropic hormone by the anterior pituitary (Table I.). 
What effect had it on blood-sugar tolerance? No 
consistent finding was obtained (Table II.) and even 
after twenty daily injections of 650,000 mouse 
units of cestrin (Dimenformon), a consistent fall 
in blood-sugar level was not obtained. (One mouse 
unit of dimenformon equals one international 
unit of wstrin.) That the dosage employed was 
large enough to be physiologically potent is 
shown by the fact that 7 of the 10 women 
developed bleeding from the uterus (Table III.). 
This, of course, did not represent true menstruation, 
but merely the proliferative response of the endo- 


TABLE III 
Uterine Bleeding After Estrin Injections 


Duration of | Time after Duration of Time after 


Case. bleeding t injec- Case. bleeding injec- 
(days). tion (days). (days). tion (days). 
1 2 23 6 3 8 
2 5 10 7 — — 
3 2 10 8 — — 
4 1 22 9 4 6 
5 — — 10 4 5 


metrium to the cstrin. No alteration in the clinical 
state of any of the patients was noted during or after 
the administration of cestrin. 


SUMMARY 


Ten women past the menopause were given vary- 
ing amounts of cstrin (dimenformon), six receiving 
1,500,000 mouse units (M.U.) in 60 days, two receiv- 
ing 1,000,000 M.U. in 46 days, and two receiving 
500,000 M.U. in 20 days. In all of them the excretion 
of gonadotropic hormone in the urine, which had 
exceeded 50 M.U. per litre, was abolished. Besides 
inhibiting the gonadotropic hormone the cstrin 
produced uterine bleeding in 7 out of the 10 women. 
Yet it had no consistent effect on glucose-tolerance 
test. In other words, inhibition of the gonadotropio 
principle of the anterior pituitary with large doses 
of cestrin was not accompanied by inhibition of the 
diabetogenic principle. ; 


We wish to express our thanks to Prof. D. K. Henderson, 
physician superintendent of the Royal Edinburgh Hospital 
for Nervous and Mental Disorders, for clinical facilities, 
and to Prof. F. A E. Crew for affording us the opportunity 
of performing the hormone tests in his department. We 
are indebted to the Organon Laboratories for a generous 
supply of dimenformon. The cost of the investigation 
was defrayed by an expenses grant to one of us (T. N. M.) 
from the Medical Research Council. 
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ACID VALUES IN PURULENT 
DISCHARGES 


AN INVESTIGATION WITH SOME CLINICAL INFERENCES 


By W. Grant WA Un, M.D., F. R. C. S. Edin. 


HON. SURGEON TO THE MONKWEARMOUTH AND SOUTHWICK 
HOSPITAL ; HON. ASSISTANT SURGEON TO THE 
ROYAL INFIRMARY, SUNDERLAND 


IN pre-Listerian days a description of the physical 
and chemical characters of pus was an essential 
component of the surgical case-history. The com- 
pellative adjectives “ grumous, glairy, sanious, acrid ”’ 
had their proper connotation, and added to the graphic 
presentation of the clinical problem. In modern 
medicine much of this picturesque descriptive ability 
has been swamped by a flood of sententious Græco- 
Latin polysyllables: the graphic has become pasi- 
graphio ; ; perhaps also the habit of observation 
that give birth to these word pictures is in danger 
of being overwhelmed by technicalities which mask 
a picture possessing clinical and prognostic significance 
for the surgeon. 

References in standard text-books to the examina- 
tion of pus from aspects other than the purely bacterio- 
logical appear to illustrate this theory; while the 
organismal and serological characters of pus receive 
ample study, little attention is paid to its physical 
and chemical nature. A description of pus, with the 
statement that it is alkaline in reaction, is contained 
in the earlier chapters of most text-books, and persists 
unqualified except possibly when the examination 
of infected urine is discussed. Here, however, 
acidity or alkalinity is noted in terms of the reaction 
of the urine, without emphasis of the fact that when, 
for example, the observation is made that ‘‘ the urine 
may be acid in a pure infection with either B. coli 
or the tubercle bacillus 1 it is the identity of the 
infecting organism, not the reaction of the urine to it, 
which determines this chemical state. 

Previous investigations do not appear to be numerous. 
Winnett Orr, in his treatise outlining his widely 
adopted vaseline-pack-immobilisation technique,“ 
makes scant reference to the bacteriology of the 
wounds, and almost none to the chemi Baer’s 
account of his early experiments in the treatment 
of osteomyelitis by the use of maggots * states that 
bacteriological examination of the maggots and of 
the wounds showed that in addition to ordinary 
pyogenic bacteria, there was frequently contamina- 
tion with anaerobic organisms, both those of gas 
gangrene and tetanus; he noted that acidity was 
present and that this disappeared after three weeks’ 
treatment by maggots. Albee, after d’Herelle, 
describes * the preparation and use of a bacteriophage 
obtained from the pus, but makes no reference 
to the chemical reaction of the discharge. An 
investigation by the late Major S. W. McLellan, 
R.A.M.C., in France in 1914,5 showed that gas- 
gangrene "infected wounds frequently discharged pus 
of an acid character, particularly when recovery was 
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clinically probable, and he attributed this acidity to 
proteolytic action by bacterial agency. The publica- 
tion in 1932 of Stirling’s research establishing the 
acid character of the primary hematoma in fracture 
cases led to my inquiry into the reaction of purulent 
discharges met with in hospital practice, particularly 
in cases of bone infection treated by Winnett Orr 
methods. 
THE PRESENT INVESTIGATION 


The pH scale.—A total of 314 examinations of pus 
from 175 cases has been made, of which 78 were 
taken from cases treated by the Winnett Orr method, 
and the pH value was obtained in 40 specimens. 
A few data on the determination of alkaline-acid 
values may be permitted. 

(a) Acidity or alkalinity of a fluid depends on the free 
hydrogen-ion content. (5) This hydrogen-ion content is 
calibrated to a scale, the pH scale, wherein the figure 7, 
which represents the hydrogen-ion content of water, 
denotes the point of neutrality. (c) Acid values are 
expressed. by the figures below 7, and alkaline by figures 
above 7, and to decimal points of these. (d) Fresh human 
blood, being alkaline, shows a value of pH 7 · 4; clinical 
evidences of acidosis appear if the pH of blood falls 
to 7:2. 


The objects of the present investigation were, first, 
to confirm the predicate that in general pus is alkaline 
in character ; second, to inquire whether, and in what 
circumstances, pus became acid in reaction ; ; and, 
third, if this did occur, what clinical significance such 
a phenomenon might possess. For these purposes 
the pus from 150 cases of whitlow, boil and carbunele, 
and discharging septic wounds (Group 1) has been 
examined on 236 occasions; and from 25 cases of 
bone infections treated by the Winnett Orr method 


(Group 2). Details of these observations are contained 
in Table I. | 
TABLE I 
m ; Reactions. 
xamina-|o — 
Oases. No. tions. 
Alkaline.] Acid. Neutral. 
GROUE 1 
Whitlow .. ze 54 86 78 0 8 
Boil and carbuncle 74 100 98 0 2 
Septic wounds .. 22 50 46 2 2 
Totals 150 236 222 2 12 
4% alkaline. 
GROUP 2 
Osteomyelitis .. 16 48 4 42 2 
Septic compound 
fracture = 18 14 2 
Septic wounds .. 4 12 0 11 1 
Totals = 25 78 6 67 5 
86% acid. 


These analyses show therefore that while purulent 
discharges in normal conditions are alkaline, the 
discharge in cases treated by the Winnett Orr method 
is usually acid at the first dressing. 

pH values of pus.—The alkalinity of pus, as usually 
met with, having been confirmed, and the noteworthy 
fact of the acidity of pus in certain circumstances 
having been established, an attempt was made 
(a) to ascertain the actual pH values in each group, 
and (b) to determine the time factor in the production 
of acidity in Group 2. These analyses were done 
partly by a firm of analytical chemists using the 
potentiometer, and partly by means of colorimetric 
tubes, buffered for colour against the colour of the 
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pus under examination. In Group 1 cases the 
dressing was removed and the pus aspirated by 
pipette ; in Group 2 cases the pipette was insinuated 
between the pack and the tissues, so as to cause 
minimum disturbance of the pack. Forty estimations 
of this character were made, the results of which 
are shown in Table II. 


TABLE II 
Dres pH value. 
Cases. | Examina- | interva 
(days) Highest. Lowest. | Average. 
GROUP 1 
10 10 2 78 71 76 
GROUP 2 i 
10 10 9 7-0 6-6 6-8 
10 21 6-9 5:8 6-5 
10 42 6-4 5-2 5:9 


These analyses show (a) that the average alkalinity 
of pus discharges in Group 1 is slightly higher than that 
of fresh blood; and (ö) that the acidity of discharges 
in cases treated with the vaseline pack increases at a 
rate roughly proportionate to the length of time the 
pack is left in situ. 

Physiological effect of acidity The clinical 
experience of those who employ the vaseline pack 
cum immobilisation technique gives the impression 
of its possessing two inherent advantages—viz., 
(a) that separation of sequestra is accelerated, with 
absence of involucrum formation; and (b) that rapid 
obliteration of cavities by growth of granulation 
tissue takes place. It is reasonable to infer that 
as the acid primary hematoma in a fracture dissolves 
the fixed calcium in the bone-ends ê so the acid pus 
dissolves the calcium in the adherent necrotic bone 


TABLE III 
Initial fluid | Fluid Amount 
content of content at of fluid 
cavity three weeks | displaced 
(c.cm.) (c.cm.). (c.cm.). 
29 26°5 2°5 
16 12:5 3.5 
21 18:5 2:5 
22 19-5 2-5 
27 21:5 5°5 
33 26:5 6:5 
34 28 ·5 5˙5 
31 25 · 5 5°5 


of a sequestrum. But may not the acidity have a 
further effect, to stimulate the generation of primary 
mesoblastic tissue, with resultant acceleration of 
granulation tissue growth? It is difficult to be 
dogmatic in this matter; elimination of the cell 
trauma involved in daily dressing of cavities must 
play some part in the relative rapidity with which 
pack-treated cavities close. But I believe that a 
more important reason for this rapidity of growth 
is the stimulation of mesoblastic tissue by an acid 
environment shown to exist in these cases. An 
endeavour was made to compare the rate of growth 
of granulation tissue in the two groups of cases. 
The fluid content of the cavity in three cases in each 
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group was measured, and the rate of displacement 
of the fluid by growth of granulation tissue determined: 
As far as possible clinically similar cases were selected. 
The results are shown in Table III. The interval 
between estimations was three weeks in each case, 
and the amounts are calculated to the nearest 0-5 o.om. 
From these figures, no more can be deduced than 
that under the vaseline-pack-immobilisation technique 
the rate of growth of granulation tissue is more 
than double the normal rate; but it is legitimate 
to suspect that the acidity of environment in the 
wound is to some extent responsible for this accelerated. 
growth of granulation tissue. 

Nature of the acidity.—The source and nature of the 
acid elaborated in these cavities is obscure. Reactions 
for lactic and butyric acid have been obtained in 
most specimens, the latter possibly accounting for 
the characteristic malodour. Normally these acids 
develop in two ways in the body, either as products of 
tissue metabolism, or elaborated by the action of the 
proteolytic group of saprophytic organisms (B. welchii, 
etc.) which have been found to split proteins to 
amino-acids,” ? thus giving an acid reaction to the 
discharge. A number of bacteriological examinations 
of the later discharges have been made, but these are 
incomplete. B. proteus is frequently found, an 
organism with marked proteolytic power in certain 
circumstances; B. welchit and B. tetani have not been 
isolated. No more can at present be advanced than 
the suggestion that the acidity is the result of two 
processes, tissue autolysis and organismal proteo- 
lysis. A specimen bacteriological report is given 
(Dr. Cookson) :— 


1. Short-chained streptococci were seen; these were 
scanty in films and grew with difficulty. They were non- 
hemolytic and were, I take it, the usual skin cocci. 

2. Staphylococci were seen; these were very scanty. 
Both albus and aureus were present, the latter very scanty 
both in films and in first culture. The S. ayreus showed 
very well-marked hemolytic powers and the culture 
developed a bacteriophage. 

3. Diphtheroids, these were ordinary skin diph- 
theroids. 

“ 4. Gram-negative rods seen in films and appeared to be 
the predominant organism. These rods turned out to be 
B. proteus ; milk was coagulated with acid formation and 
then proteolysis. Dextrose and saccharose were fermented 
with acid and gas production, but lactose was untouched ; 
gelatin was liquefied. 


It was noteworthy that the total number of organisms 
present was comparatively small; that no spore bearers 
or obligatory anaerobes were found. In regard to 
B. proteus, this organism is of pathogenic significance of 
a secondary nature; it occurs, as you know, in the 
bladder, &c. In regard to the formation of decom- 
position products from protein of a putrefactive nature, 
Rettger and Newell 8 consider that B. proteus does not 
produce these. I gather, however, that this is not an 
opinion shared by all.” 


CLINICAL DEDUCTIONS 


What clinical deductions, if any, may legitimately 
be drawn from the foregoing observations? The 
following are suggested. 

1. Pus in a wound is normally alkaline in reaction. 

2. Pus in a wound treated by the Winnett Orr 
method undergoes a change to acidity. 

3. This acidity is a prime factor in hastening the 
separation of sequestra, and inhibiting the ectopic 
deposit of calcium and formation of involucra. 

4, It is justifiable therefore to employ in the pack 
lotions of a definite acid character; novocain and 
procain, being hydrochlorides, possessing a pH value 
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below 7, are suitable agents, having in addition 
their desirable analgesic effect. 


5. It is possible (? probable) that the acidity acts 

as a stimulus to formation of primary mesoblastic 
tissue, and the growth of granulations, and accelerated 
wound healing. 
There can be little doubt that the spread of 
immobilisation methods in prevention and treatment 
of wound infections constitutes a considerable 
advance in the technique of treatment. Reports on 
these however have been predominantly clinical 
in character; further chemical and bacteriological 
research is desirable in view of the widespread adoption 
of Winnett Orr methods. 


My acknowledgments are due to Dr. H. A. Cookson, 
pathologist, and Dr. G. F. Walker, consulting physician, 
both of the Royal Infirmary, Sunderland, for help in the 
investigations; to Dr. J. F. Halliday, radiologist to the 
Monkwearmouth Hospital, Sunderland, for constant 
radiological assistance; and to Messrs. A. S. Bean and 
J. Brown, analytical chemists of Sunderland, for their 
chemical reports. 
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A CASE - OF .CROHN’S DISEASE. 


Bx Herta ScHWABACHER, M. R. 0. S. Eng. 
ö ASSISTANT PATHOLOGIST TO THE’ FRENCH HOSPITAL,’ 
TCT LONDON 


In 1932 Crohn, Ginzberg, and. Oppenheimer 
recorded’ +: 14, cases of regional ileitis.” They 
defined this condition as a disease in which the 
terminal 12-14 in. of the ileum. became cicatrised, 
subsequent to a chronic inflammatory condition of 
unknown etiology. The -ileocecal valve itself was 
the site of maximum involvement. They noted 
ulceration of the mucosa and disproportionate hyper- 
trophy of the connective tissue which frequently 
led to intestinal . obstruction associated with the 
formation of multiple: fistule. These communicated 
either with the lumen of the large intestine or 
occasionally tracked anteriorly through the abdominal 
wall. The condition occurred in young adults and 
was benign; those patients who survived operation 
made a complete recovery. 

Crohn published a second paper? in which he 
claims to have collected in three years 30—40 cases 
of this disease. In reviewing his definition of regional 
ileitis he stresses that any portion of the ileum might 
be the site of maximum involvement, not necessarily 
the ileocsecal valve. He had seen one case in which 
only lin. of gut had been thickened ; another case, 
in which an anastomosis of small gut to colon had 
been performed, had to be operated on again at 
a later date on account of a second constriction in the 
proximal end of the ileum. Crohn also records 
regional ileitis occurring in a sister and brother and 
discusses the possibility of a congenital predisposition, 
the likelihood of some transmissible causative agent, 
or the probability of a purely accidental occurrence. 
Details are carefully given of a case in which only 
the uppermost segment of the ileum and a consider- 


able area of the lower jejunum were thickened and 
engorged. Histological examination of the adjacent 
gland, however, revealed miliary tubercles, so that 
Crohn classified this case as one of. primary tuber- 
culous enteritis.  . 

Kantor in 1934 demonstrated s the value of radio- 
graphy in the diagnosis of 6 cases of regional ileitis, 
Of special note he pointed out (a) the filling defect 
proximal to the cecum, (b) the abnormality in the 
contour of the last filled loop of the ileum, (c) dilatation 
of the iliac loops proximal to the lesion, (d) the 
“ string sign ” (a term, referring to the barium in 
the narrowed lumen, borrowed from A. W. Crane). 
Diagnosis was. confirmed by operation ; 5 cases 
recovered, but the sixth died from a ` perforation found 
at operation. . 

Galambo and Mittelmann in 19354 gave the 
details of 2 cases in which Crohn’s disease was 
diagnosed before operation from the clinical and 
radiological evidence. In the authors’ opinion 
exposures taken at the second, third, and fourth 
hour after intake of the barium meal are most useful. 
In both cases uneventful recovery took place after 
resection of the ‘diseased gut. At operation the 
glands in one case were observed to form a solid 
mass in the short end of the mesentery, almost 
immobilising the terminal ileum, Histological 
examination of the thickened ileum showed chronic 
inflammation in the mucosal, submucosal, and 
muscular layers. Secondary lymph follicle formation 
and reticulum cell hyperplasia were observed in the 
submucosa, and the muscle layers were hypertrophied. 
Stress was laid on the absence of caseous necrosis, 
giant-cell reaction, epithelioid’ tubercle formation, 
or mononuclear change within the lymph follicles. . 

Wright in 1935 showed 2 cases of Crohn’s 
disease at the Medical Society of London. In one 
he had resected the gut, in the other he had made a 
transverse anastomosis.’ He reported successful results 
by short circuiting the gut in 5 other cases. No 
histological examination of the resected intestine is 
recorded. In the discussion at that meeting Hunter 
said he had seen one case in which the resected 
gut had been labelled lymphadenoma, and in a 
second case the piece of intestine was.so firmly 
thickened that it stood up on end like a ruler” ; 
as the patient was too ill for a resection to be per- 
formed an anastomosis was made, Two cases, in 
which the ileocsecal valve was mainly involved, were 
recorded by Cope and also by Simpson-Smith. Wright 
in his reply mentioned that Anderson and Grey, 
working at a sanatorium in Scotland, had found the 
disease in tuberculous subjects, and in their cases 
tubercle bacilli had been demonstrated in the tissues 
of the gut by animal inoculation. Wright did not 
wish, however, to infer that Crohn’s disease was. due 
to the tubercle bacillus but suggested that breaches 
in the continuity of the mucosa had set up a hyper- 
plastic response producing a non-specific granuloma. 

Barbour and Stokes have recently reviewed“ 
the literature of chronic cicatrising enteritis, and 
give careful details of a case in which multiple 
constrictions were found post mortem in 21 in. 
of small intestine. The constrictions were present 
in 13 places of thickening while 7 intervening 
portions of ballooned, thin-walled intestine bore 
no constant relation to the constricted parts. The 
mesenteric lymph nodes were not enlarged, and 
nowhere was any evidence of tuberculosis found. 
Microscopic examination showed more acute patho- 
logical change in the lesions proximal to the ileo- 
cecal valve. The mucous membrane showed ulcera- 
tion, the submucosa contained small abscesses and 
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FIG. 2. — The reset ed small intestine showing (A) the greatly 


` thickened gut wall; (B) the narrow lumen; (o) the thin 
- wail of the distended part; and (U) an ulcer, from which the 
; sections for Fig. 3 were en. 


fibrous tissue was 8 in excess in the muscle 
coats. Foreign body giant cells were numerous 
between the long and circular muscle coats in those 
parts where the reaction was less acute. The 
lymphoid tissue was not hypertrophied. 
Rosenblate, Goldsmith, and Strauss diagnosed 7 
a case of Crohn's disease on clinical and radio- 
logical evidence, in which an uneventful recovery 
was made after resection of the cecum and 18cm. 
of ileum. The gut was thickened, especially in the 
region above the ileocecal valve, and the entire mucosa 
was polypoid. In such cases where the disease 


extends to the cecum, the authors suggest the use 


of uw term ileocolitis ulcerosa chronica.“ 


CASE REPORT 


. The patient was a male aged 31 years. 
in the. epigastric region was first noticed eighteen 
months before admission to hospital. Vomiting, 
which occurred about twice a week, relieved the pain. 
There was anorexia and loss of weight, gradual 
increase of weakness and pallor. The patient 
stated that he had never noticed blocd or mucus 
in his stools. The fæces became very loose 3 months 
before admission, and the desire to defecate increased 
to ten or fifteen times per day. . The incidence 
of vomiting increased, and hospital advice was 
sought. The patient was seen by Dr. K. Eckenstein 
in the out-patient department of the French Hospital. 
Excessive abdominal distension and peristalsis was 
observed, and he was admitted as a case of chronic 
intestinal obstruction. 
. Family history.— Within the last year a married 
sister developed intestinal trouble. She was operated 
on by Mr. Harold Wilson, who excised 18 in. of small 
intestine. The diagnosis of tuberculous enteritis 
was confirmed by histological examination. There 
is no other case of tuberculosis in the family, both 
parents and two other sisters are well. i 

On admission. —Radiograms of a bismuth meal and 
rectal enema failed to localise the site of obstruction, 
but demonstrated: the extensive distension of the 
small intestine (Fig. 1). No abnormalities 
found on examination of the urine, Blood-urea: 
30 mg. per 100 c. em. Wassermann, Kahn, and 
Meinicke reactions were negative. Red blood- cells: 
4, 340, 000 c. mm. Hemoglobin : 78 per cent. Colour- 
index : 0°9. 


First operation.— Jan. 14th, 1936. The abdomen was 
‘opened through a right lower paramedian incision as the 
obstruction appeared to be in the terminal ileum. The 


Discomfort 


Were 


found at the first operation. 


> 
whole of the ileum was distended and œdematous, the 
distension being progressive until it terminated abruptly 
in a large mass which was firmly adherent to the floor 
of the rectovesical fossa. Beyond the mass there remained 
about 5 in. of normal ileum passing into a normal cecum. 
The mass consisted partly of the tumour shown in Fig. 2 
and partly of two coils of distended ileum, in the separa- 
tion of which a spontaneous ileo-ileal fistula was found. 
The fistula was excised and the two. ends invaginated: 
With difficulty.a line of cleavage was found, and the mass 
was separated from the pelvic peritoneum and brought 
up into the incision. In the course of doing so, a hole 
occurred in the mass through which a little fecal contents 
escaped. This was quickly stopped, and a hot pack 
placed in the pelvis to prevent oozing from what appeared 
to be an inflammatory surface. The mass was. widely 
resected and a side-to-side anastomosis performed with 
a proximal valvular ileostomy. Although there was such 
a disparity in the size of the two pieces of ileum an imme- 
diate resection combined with anastomosis seemed justi- 
fied, as the obstruction was chronic and not acute. The 
pelvis was drained, and by a second stab incision another 
soft rubber tube was placed down to the anastomosis. 
The abdomen was closed in layers with the pelvic and 
ileostomy tube draining at the lower end. 
The ileostomy drained for some days; then the bowels 


` acted with the aid of enemata and continued to do so, 


but very irregularly. The ileostomy showed no sign of 


closing, and drainage also occurred through the tube 


down to the anastomosis, showing that it had been unduly 


FIG. 1. 


—Radiogram of barium enema, show great distension 
of small intestine. ing 


optimistic to perform such a junction. By March 24th, 
although the bowels were acting spontaneously, the 
ileostomy showed no sign of closing and the discomfort 
that this produced was naturally acute. 

Second operation. March 24th. It was therefore 
decided to explore again. A left paramedian incision 
was made and the ileum identified at its lowest point. 
It entered a dense adherent mass consisting of the ileo- 
stomy, the anastomosis, and, in addition, what appeared - 
to be a small spontaneous ileo-ileal fistula similar to that 
As the separation and 
straightening out of this mass appeared too formidable 
an undertaking, an anastomosis between ileum and 
transverse colon was carried out, a very large stoma 
being made and the ileum slightly angulated to dis- 
courage the further passage of fæces. towards the ileostomy. 
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© The bowels acted spontaneously on the fourth day and 
have done so regularly since. The patient was discharged 
from hospital six weeks later apparently in excellent 
health, but a small dressing was required for a short 
time as there was a very slight purulent discharge from 
the lower end of the original right paramedian incision, 
This sinus finally healed. 


Pathological report.—Fig. 2 is from a photograph of 
the 5 in. of small intestine that was sent to the patho- 
logical department. The specimen represented ileum 
5 in. proximal to the ileocecal valve, and shows two 
distinct portions, the first in which the wall of the gut 
(A) is $in. in thickness and the diameter of the lumen (B) 
measures 4 in., the second in which the wall of the gut 
is thin and distended so that the lumen here (c) is 
24 in. in diameter. The thickening abruptly terminates 


and there is a large ulcer (U) due to retention of fecal 
matter above the constriction. 


In Fig. 3 there are four photomicrographs taken from 
one section. They represent a series of fields passing out- 
wards from the mucosa, through submucosa and muscular 
layers to the serous coat, at the site marked (v) in Fig. 2. 

After examining several slides one foreign body giant 
cell was found containing nine nuclei at one side of the 
cell. It was situated in fibrotic tissue and probably 
resulted from the inclusion of a small particle of fecal 
matter which was entrapped in an ulcer and thence con- 
veyed by the lymphatics to the deeper tissue, where it 
became encapsuled in the process of healing. 

Post-operative pathological investigations.—Three months 
after the first operation: Red blood-cells, 5,200,000 per 
c. mm.; hemoglobin, 102 per cent.; colour- index, 10. 

Mantoux reaction.—0 2 c. m. saline, as a control, was 
injected intradermally on the flexor surface of the right 
forearm, and 02 c. cem. 1/100, 000 old tuberculin and 
0°2 c. em. 1 / 10, 000 old tuberculin were injected intra- 
dermally on the flexor surface of the 
left forearm. After 24 hours the lowest 
tuberculin dilution had caused somé 
local redness and after 48 hours there was 
redness and: induration of 10mm. and 
24mm. to 1/100,000 and 1/10,000 old 
tuberculin respectively. The discolora- 
tion and induration still persisted when 
the patient left for a convalescent home 
seven days later. 


SUMMARY AND DISCUSSION 


A case of regional ileitis has been 
described which conforms clinically 
and pathologically to Crohn’s disease. 

In view of the case which Crohn 
(1934) considered regional ileitis ” 
until the regional lymph gland gave 

conclusive evidence of tuberculosis, 
it seems a wise precaution, wherever 
possible if this condition is suspected, 
that a gland should be removed for 
pathological investigation. 

Although there is no evidence of 
tuberculosis in the ileum described in 
this paper, the investigation is deemed 
incomplete without the glandular 
examination, especially as the patient 
reacted positively when tested intra- 
dermally to 1/100,000 old tuberoulin. 
The occurrence of tuberculous enteritis 
in the patient's sister is worthy of note 

in this connexion. 

This case is being recorded to stress 
the importance of examining the 
intestine and regional lymph glands for 
, tuberculosis both Histologically and 
bacteriologically. 


I wish to express my thanks to. Dr. 
Eckenstein for permission to publish this 
case, to Dr. E. ff. Creed for giving his 
opinion on the sections, and to. Mr. 
Geoffrey Parker for the ia oa of 
the operation. 


PIR: a dard e ea of a 558 section of the ulcer in Fig. 2 
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LEFT-SIDED HEART FAILURE WITH 
PULMONARY ŒDEMA 
ITS TREATMENT WITH THE ‘‘ PULMONARY PLUS 
PRESSURE MACHINE 


Bry E. P. Pouttron, D. M. Oxon., F. R. C. P. Lond. 


PHYSICIAN TO GUY’S HOSPITAL, LONDON 


ACUTE pulmonary cdema of circulatory origin 
must be due to incoérdination between the right and 
left ventricle such that the volume of blood delivered 
per minute into the pulmonary circulation is not 
completely passed on into the systemic circulation 
by the left ventricle. Congestion of the pulmonary 
circulation with local rise of blood pressure must 
follow, leading to acute pulmonary ceedema. A case of 
this kind with myocardial degeneration was investi- 
gated about ten years ago by Campbell and Poulton 12 
in which evidence was brought forward that 
during muscular exercise there was acute pulmonary 
congestion lasting some minutes. Further, Crowden ® 
showed by X ray examination of the chest that the 
amount of blood in the pulmonary circulation could 
be varied by certain respiratory exercises. Thus in 
Müller's experiment—attempted inspiration against 
a closed glottis—the amount of blood in the chest 
was increased and the heart was enlarged, which is 
the converse of Valsalva’s experiment—attempted 
expiration against a closed glottis—in which the chest 
was emptied of blood and the heart became small. 

I should like to thank Prof. J. Plesch ! for suggest- 
ing to me the principle of the pulmonary plus 
pressure machine by which the pressure in the air- 
passages of the lungs can be increased, so as to 
oppose the increase of intrapulmonary blood pres- 
sure. The effect will be to push the blood already 
present in the pulmonary circuit onwards through 
the left ventricle and at the same time to oppose 
the delivery of more blood by the right ventricle ; 
it will be of special importance when the patient’s 
respiration is rattling, for this is considered by 
Plesch to be a compensatory mechanism to hinder 
the edema; the patient makes inspiratory gasps 
which are short, since the diminished pressure during 
inspiration is dangerous tending to cause cdema, 
and he makes prolonged rattling expirations through 
contracted bronchi and glottis, which keep up the 
pressure, acting in the opposite direction. 

The machine as eventually designed consists of a 
blower—an Electrolux or Hoover vacuum cleaner 
answers the purpose, or the smaller Hoover dustette“ 
might be adapted—which supplies air under positive 
pressure through an opening to a mask; the air 
escapes through a valve which is fitted into another 
opening in the mask. The valve* (see Figure) has a 
metal disc which is held up against the opening by 
a spring which can be tightened by turning the 
screw. On its proximal side there is a tube which 
leads to a manometer; this is a bottle of about 
10 oz. containing coloured fluid to a depth of about 
an inch; it is hung up beside the bed. Two tubes 
pass through the cork, one beneath the fluid, the 
other just inside the bottle; the latter tube is con- 
nected to the valve. The pressure in the air passages 
is regulated by the strength of the spring and by the 
rate of flow, and the two should be adjusted so that 
there is an insignificant fall in pressure in the mano- 
meter during inspiration. A plus pressure of 6 in. 
is about the maximum that can be tolerated ; often 


* Down Bros., St. Thomas’s-street, S. E., supply the apparatus. 


breathing, especially at night. 


it will be better to try half this amount. The ordinary 
vacuum cleaner used as a blower usually gives too 
big a flow; it is out down by an adjustable resistance 
or à machine of oversize voltage may be used. When 
the household vacuum cleaner is employed the machine 
should be run for some minutes first of all to get 


rid of dust; then a new flexible tube should be 

fitted, and there should be a cotton-wool filter. If 
i Cross-piece A 

Spring attached tapped to take screw 


to. cover plate 


Screwed Ñ 
from here Tube (15/16” diam.) for 


attachment to mask 
Tube to manometer 


the stream of air is too rapid the patient may com- 
plain of the air being cold. Apart from cutting down 
the air it has been warmed by putting a hot-water 
bottle in the compartment for the dust bag of the 
electrolux or by sucking air from in front of a radiator 
or electric fire. 

7 CLINICAL USES 


An attack of pulmonary codema, presenting 
typical features, is one of the uncommon emergencies 
in medicine, so that if the use of the plus pressure 
machine were confined to this condition, it would 
not be of much practical use. Consequently the 
machine was tried in other cases. In the first place 
it was found to bring relief in paroxysmal dyspnea 
(cardiac asthma); this was a surprise and yet recent 
clinical as well as experimental evidence has been 
accumulating that pulmonary congestion, if not 
edema, may be a factor in cardiac asthma. For 
instance, as Prof. John Ryle has pointed out to me, 
a patient with typical pulmonary oedema may give 
a previous history of paroxysmal breathless attacks; 
the relation between the two has been dealt with 
at length by Weiss and Robb.“ Then in some of 
the cases I have observed marked epigastric pulsa- 
tion, while the radial pulse and apex beat were weak— 
physical signs that would be expected when the 
right ventricle was beating vigorously and the action 
of the left ventricle was weak. Experimentally, 
Calhoun and Harrison have found that forced 
breathing leads to a large increase in the absorption 
of oxygen from the inspired air; the only possible 
explanation is that the flow through the pulmonary 
circuit is increased ; in some cardiac patients during 
forced breathing the left ventricle did not succeed 
in getting rid of the blood because it was found that 
the vital capacity was diminished and occasionally 
pulmonary cdema was observed. They suggested 
that such pulmonary oedema might follow an involun- 
tary deep breath after coughing, or a series of deep 
breaths in the dyspneic phase of Cheyne-Stokes’ 
Now if Plesch’s hypo- 
thesis of a compensating reflex mechanism is correct 
and it is only a hypothesis—this pulmonary con- 
gestion or codema will itself increase the breathless- 
ness, and there will be a vicious circle. Once remove 
the congestion or cdema and the breathlessness will 
stop. The fact that the pulmonary plus pressure 
machine does remove the breathlessness suggests 
that this line of argument holds good. 

Success in cardiac asthma suggested the trial of 
this method in bronchial asthma. Presumably it 
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would be no use where bronchial spasm was the sole 
cause of the attack, though in this condition the 
right ventricle would also be beating more strongly 
than the left; but if edema of the bronchial mucous 
membrane was the cause of the attack some success 
might be expected. Actually some patients with 
asthma benefited and others did not. One patient 
(Case 13) made a dramatic recovery from a severe 
attack. 

The action of the machine on the normal subject 
is being investigated in collaboration with Dr. S. S. 
Suzman.7 It will be sufficient to state here that 
changes in the electrocardiogram and in the size of 
the heart have been observed, and that an asthmatic 
type of breathing is produced; the mean position 
of the diaphragm is lowered and the volume of air 
in the chest is increased, expiration is prolonged, and 
inspiration is shortened. In two cases of asthma 
(Nos. 19 and 20) the note was made that the patient 
felt comfortable while using the machine though 
the attack was not arrested, and on removing the 
mask the attack went on as before. Is it possible 
that increased tension of the bronchial muscle with 
stretching of sensory nerve-endings may be the 
cause of the sensation of tightness during an attack 
and that by increasing the resistance to expiration 
by means of the machine, the bronchial muscle 
itself temporally relaxes and so the sensation of 
tightness is abolished ! 

The treatment was observed by myself personally 
at least once in all the following cases (except Nos. 9, 
12, and 22), and by the resident medical officer or 
house physician at other times. The optimum pres- 
sure must be determined experimentally, using the 
patient’s feelings as a guide. The use of too high or 
too low pressures may account for some of these 
later unsuccessful results. Thus in Case 9 the patient 
had been taught to adjust the pressure himself; he 
felt distressed when it was about 44 in., but obtained 
relief when it was 2 in. However, if in the course 
of treatment the right ventricle begins to fail no 
further success with the machine would be expected, 
as there would be generalised heart failure. This 
apparently took place in Case 4. Since the machine 
acts by putting a strain on the right ventricle its use 
may be overdone as in Case 3, when severe angina 
was brought on; obviously its use requires care. 
In Cases 6 and 11 it was used satisfactorily for five 
or ten minutes an hour in an attempt to ward off 
attacks; but there is not sufficient evidence that 
it acts as a preventive. | 

The application of increased or diminished pres- 
sure to the gases in the lungs is an old procedure. 
A description of apparatus with reference to the 
older literature will be found in Theodore Williams’s 
article on artificial aerotherapeutics ” in Allbutt 
and Rolleston’s System of Medicine.“ The object 
in view appears to have been to inflate or deflate the 
chest and lungs, and sometimes to carry out these 
processes alternately. It is possible that apparatus 
of this kind has been found useful, owing to changes 
in circulation, such as have been described in this 
paper. Pressure chambers which surround the 
whole patient and which are in use at the Brompton 
Hospital and places abroad act solely by increasing 
the concentration of oxygen, which the patient is 
breathing. 

CASES | 
PAROXYSMAL DYSPNŒA (CARDIAC ASTHMA) 

Case 1.—Man, aged 54. (Lewisham Hospital, December, 
1934.) Bronchitis since 1928. Now breathless attacks 
each night during period of treatment; he obtained 


relief. Apparently the machine was not so useful in later 
attacks. 

Case 2.—Man, aged 48. (Lewisham Hospital, January, 
1935.) Bronchiectasis and polycythemia. Tried machine 
three or four times and felt relief; afterwards complained 
of the coldness of the air. Died a year later with broncho- 
pneumonia. 


CASE 3.—Man, aged 56. (National Hospital for Diseases 
of the Heart, under care of Dr. Campbell, June, 1935.) 
Mitral stenosis, hyperpiesia, auricular fibrillation begin- 
ning three years back. Kahn test negative. Severe attack 
at night was relieved. Used the apparatus too much the 


next day, when he was not very breathless, and this 


brought on a severe attack of angina. 


Case 4.—Man, aged 64. (Guy’s Hospital, 1935, No. 
5319.) Hyperpiesia, intermittent claudication, mild 
diabetes; occasional breathless attacks, not specially 
nocturnal. Wassermann and Kahn tests negative. 
Machine was successful in one sudden severe attack of 
breathlessness which was relieved after about five minutes ; 
but later on it was of no use probably owing to general 
heart failure. Patient is alive now a year later and has 
just recovered from an attack of heart failure. Some 
relief in oxygen tent. 


Case 5.—Man, aged 45. (Guy’s, 1935, No. 3280.) 
About fifteen years of shortness of breath on exertion and 
bronchitis. Nocturnal attacks. Recent attack began 
ten days previously when out walking; but he managed 
to keep at work until three days before admission. Auri- 
cular fibrillation with pulse deficit, orthopnea; rhonchi 
not very marked ; no cedema of legs and back. The right 
ventricle was felt as a firm lump in the epigastric angle 
beating vigorously at 140. Radial pulse weak and un- 
countable. Heart-rate fell to 116 eight minutes after 
applying mask; radial pulse was stronger in five minutes, 
and was counted at 92 in 10 minutes and 85 in 16 minutes. 
This was a dramatic recovery from a very severe attack. 
Wassermann, Kahn negative.. 


Case 6.—Man, aged 52 (Guy's, 1935, No. 8689). Old 
coronary thrombosis, followed by change of electro- 
cardiogram from left towards right ventricular pre- 
ponderance. Hyperpiesia, gallop rhythm. Wassermann 
and Kahn tests negative. Nocturnal dyspnoea for a year. 
Felt benefit and improved with machine; later used it 
for ten minutes at a time, three times a day. 


Case 7.—Man, aged 60. (Guy’s, 1936, No. 3264.) 
Acute pulmonary cedema four years ago and again one 
year ago. Electrocardiogram: auricular fibrillation and 
left ventricular preponderance. Blood pressure: 160/100. 
Frothy sputum noted after an attack of dyspnea. No 
nocturnal attacks. Wassermann and Kahn tests negative. 
Present attack began just before admission. When 
breathless, machine gave him relief ; used it several times. 


CHEYNE-STOKES BREATHING 


Case 8.—Man, aged 51. (Guy’s, 1935, No. 268.) 
Auricular fibrillation, cerebral embolism, right hemi- 
plegia. Unconsciousness gradually came on with Cheyne- 
Stokes’ breathing. Condition desperate. With machine 
pulse improved; the Cheyne-Stokes’ breathing was less 
pronounced and disappeared for half an hour. Patient 
did well with machine from 4 P.M. till midnight, when it 
was removed. Died next day. 


CasE 9.—Man, aged 67. (Guy’s, 1936, p. 6037.) For 
a year breathlessness on exertion; nocturnal dyspnea ; 
there has been a little edema of feet. Occasional attack 
of pain in chest. Hyperpiesia; myocardial degeneration. 
Width of heart 18 cm. Electrocardiogram: partly in- 
verted T waves and notched ventricular complexes. 
Congestion of lungs. Blood-urea 43 mg. per 100 c.cm. ; 
Wassermann and Kahn tests negative. Relief from noc- 
turnal attacks, when pressure was correctly adjusted 
(see text). Breathlessness increased and patient died in 
coma with cyanosis and Cheyne-Stokes’ breathing. Post 
mortem: coronary sclerosis with recent thrombosis; 
commencing widespread infarction of left ventricular 
wall; the absence of pain at the end was remarkable. 
There was no pulmonary or systemic venous congestion. 
Was this due to the acuteness of the failure, which pro- 
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duced cerebral anoxhæœmia alone? A similar case was 
investigated and is described elsewhere.“ 


BRONOHIAL ASTHMA 

CasE 10.—Woman, aged 56. (Guy’s, 1934, No. 10025.) 
Ayerza's disease. Polycythæmia. Asthma since 30 years 
old. Positive to feathers, pollen, and dust. Machine 
successful at first ; not so good later on. 

Case 11.—Male, aged 49. (Guy’s, 1934, No. 9135.) 
Asthma began nine months previously following bron- 
chitis. Liked machine, and pulse-rate fell during treat- 
ment. Later used it for ten minutes every hour. 

Case 12.—Woman, aged 72. (Lewisham Hospital, 
February, 1935.) Admitted twice previously with bron- 
chitis. Did well with apparatus and a series of asthmatic 
attacks was stopped. 

Case 13.—Man, aged 20. (Guy’s, 1936, No. 3097.) 
Asthma coming on after pneumonia 13 years ago. Severe 
attack for two days. Very ill; pulse-rate 147. Adrena- 
line injections were ineffective. Machine brought relief 
and pulse fell to 120—a dramatic result. Later adrenaline 
brought success in some attacks, the machine in others. 

Case 14.—A young woman under the care of Dr. J. D. 
McLeod. Asthma for some years. Prolonged severe 
attack; no relief with the machine. 

Case 15.—Woman, aged 57. (Guy’s, 1935, No. 5768.) 
Ten years’ history of hay-fever. Has had asthma for the 
last 20 months. Some benefit from machine, but pre- 
ferred adrenaline. 

Case 16.—Man, aged 31. (Guy’s, 1935, No. 2358.) 
Asthma for 15 months. Machine was useful in dispelling 
the feeling of tightness in the early stages of the attack ; 
but when the attack was established there was no curative 
effect. First sound louder at bottom of sternum than 
at apex. Pulse-rate, 88; respirations, 8. There was no 
alteration in the heart sounds, pulse, or respirations. 
Later, he did not find the machine of any benefit to him. 
Subsequently he obtained complete relief when the left 
antrum had been drained and polypi removed. 

Case 17.—Man, aged 27. (Guy’s, 1935, No. 6117.) 
Asthma, for eight months. Sensitive to dust, hair, and 
feathers. Machine tried five or six times, was of no value. 

CasE 18.—Woman, aged 31. (Guy’s, 1936, No: 112.) 
Asthma since 144 years old; did well with ephedrine. 
Sensitive to kapok and wool. Tried machine at 21 and 
54 in. pressure—no effect. Right ventricle was beating 
forcibly and radiography showed enlarged pulmonary 
infundibulum. 

Case 19.—Man, aged 40. (Guy’s, 1936, No. 817.) 
Asthma since being gassed in the war in 1918. Hay-fever 
in August, 1935; his skin was markedly sensitive to 
plantain, less so to various other extracts. Machine 
helped him while using it; but dyspnea came on again 
after its use. There was no severe attack of breathless- 
ness at the time. 

CasE 20.— Woman, aged 56, under the care of Dr. 
G, S. Lund. Asthma for seven months. Old tuber- 
culosis in lungs. She obtained relief on one occasion 
from machine and attack was arrested; but later machine 
did not stop attack, though breathing was more comfort- 
able while using it. Relief obtained from adrenaline 
spray with oxygen. 

GENERAL HEART FAILURE. 

CASE 21.—Man, aged 55. (Guy’s, 1934, No. 9655.) 
Myocardial degeneration, emphysema, chronic bronchitis, 
diabetes. Winter bronchitis for 24 years. III for three 
months. Œdema of lungs and lower limbs. Orthopnea ; 
no nocturnal attacks. Treatment with machine for 
20 minutes caused lowering of pulse-rate; but he felt no 
better. Later some improvement with oxygen tent. 


PHTHISIS 


Case 22.—Woman, aged 49. (Lewisham Hospital, 
April, 1935.) Very ill. Sudden dyspnœic attack at 
5.15 p.m. Definite relief during a quarter of an hour's 
treatment; died next morning. 


CONCLUSIONS 


1. Acute left-sided ventricular failure causes pul- 
monary congestion and edema; paroxysmal dys- 
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pnoa (cardiac asthma) provides the usual sympto- 
matology; acute left-sided failure may be a factor 
in some cases of bronchial asthma. 

2. The pulmonary plus pressure machine has 
been devised for treating the condition. 

3. By means of the machine some relief was 
obtained in seven cases of paroxysmal dyspnea 
(cardiac asthma) ; in three of these cases (Nos. 1, 2, 4) 
later applications were not so successful. In one case 
recovery from an attack was dramatic. The machine 
was helpful in two cases of Cheyne-Stokes’ breathing 
(Nos. 8, 9). 

4. Out of 11 cases of asthma good results were 
obtained in three cases (Nos. 11, 12, 13); in one of 
them the result was dramatic. There was some 
relief in five cases ; no relief in three (Nos. 14, 17, 18). 

5. No benefit was obtained when there was gene- 
ralised heart failure (Nos. 4 and 21). One patient 
shortly before death from phthisis obtained relief 
in a dyspnœic attack (No. 22). 


I should like to thank Dr. Maurice Campbell and Dr. 
Humphrey Nockolds, medical superintendent of Lewisham 
Hospital, for allowing me to quote cases where this treat- 
ment was carried out. The incidental expenses of this 
investigation were defrayed by a grant from the Medieal 
Research Council. ; 
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Clinical and Laboratory Notes 


NEW METHODS FOR DETECTING FLUID 
IN THE SEROUS CAVITIES 


By ROBERT L. PITFIELD, M.D. 
PHYSICIAN TO THE GERMANTOWN HOSPITAL, PHILADELPHIA 


THERE seems to be hardly any need for a new 
sign to prove the presence of fluid in the pleural 
cavities. Aspiration is the most certain of all methods 
and radiography is very valuable, though it sometimes 
fails if the fluid is small in amount. It is therefore 
not always easy to find fluid in spite of the 
number of signs. 

I have found a new sign that has proved very reliable 
in the hands of many medical friends and myself. 
Since I first described it! several new developments 
led me to give a further description ; notable among 
these is the occasional absence of the sign when 
there is known to be fluid, and it seems important 
to explain how this may happen because it enhances 
its usefulness. 

THE METHOD 


It might well be called the diaphragm sign, since 
this organ of respiration plays the most important 
part in its mechanism. It consists first in collecting 
the fluid into as limited a space as possible on the 


1 Jour. Amer. Med. Assoc., 1932, xcix., 582s 
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diaphragm by having tthe. patient sit up in bed. 


The patient should now lean forward a little. The 
back of the thorax over the suspected area is 
peroussed with the finger tips of one hand, the other 
hand palpates the quadratus lumborum muscle 
on the same side. This will cause the collected fluid 
to vibrate; and the vibrations are felt by the 
palpating hand on the muscle. | 

‘Why these vibrations are transmitted to the muscle 
is explained by the well-known principle of hydraulics, 
that any pressure communicated to fluid in an elastic 
vessel or inelastic one will be distributed in every 
direction; the impulse of a blow will have a similar 
effect. When the chest is vigorously percussed over 


the fluid, vibrations in the latter will affect the dia- 


phragm, which is inserted all around the chest and 
particularly to the ribs. Itis attached by the arcuate 
ligaments to the twelfth ribs, into which the 
quadrati lumborum are inserted. Leaning forward 
increases the tension in the quadrati and sitting 
upright puts weight upon the diaphragm. When 
the diaphragm vibrates, the ribs—and therefore the 
quadrati—take part in the motion. I believe that 
these motions. are magnified by a leverage effect, 
the rib serving as a fulcrum. 

The vibrations may be completely abolished under 
certain conditions. If the patient will draw a long 
breath and hold it, none will appear in the muscle, 
even in the presence of fluid, because the inflated 
lung presses upon the taut diaphragm and damps 
all vibrations. If under the fluid there is consoli- 
dated lung or a neoplasm in its lower lobe, generally 
but not always these will quench vibrations in the 
same way as the distended lung. It is easily under- 
stood also how old adhesions attached to the lung 
and diaphragm will also cause the sign to be negative, 
though I have no post-mortem evidence yet to prove 
this conjecture. The absence of the sign when fluid 
is known by other methods to be. present ought to 
lead the examiner to conclude that there may be 
diseased lung present under the fluid—pneumonia, 
for example, in acute conditions. This contributes 
more value to.the sign. The only other way of deter- 
mining this fact is either by draining the pleural 


cavity of all fluid and finding bronchial breathing 


and dullness in the suspected lung or by radiography. 

As examples of cases with fluid in the pleura in 
which the sign is absent, I briefly quote two. 

The first was a woman with an enormous amount of 
fluid in one pleural sac requiring four aspirations. I could 
not detect any quadratus vibrations when the chest was 
percussed; after draining the cavity and taking radio- 
grams, an old unresolved pneumonia was found in the 
lowest lobe. he . 

In the, second woman several aspirations had removed 
fluid; radiograms and metastasis to glands in the neck 
showed that she had an endothelioma in thé lung above 
which fluid had been removed. These two processes had 
damped the vibrations by pressing on the diaphragm. 


. FLUID IN THE ABDOMEN. 


The examination of a patient for ascites can be 
done much more easily and accurately by causing 
the patient to sit upright in bed, rather than to lie 
flat on his back. The fluid is thus gathered into one 
place, and presses upon the entire circumference of 
the abdominal wall ; 
out of the way and cannot absorb the percussion 
impulses; and, lastly, no third hand is needed to 
compress the abdomen and the floating bowels as when 
the patient lies supine. The height of the fluid may 
be noted froin time to time by this method by mark- 
ing the lowest place where the percussion impulse 
is felt, By percussing one of the quadrati muscles and 


rheumatic 


the intestines are floated up 
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palpating the anterior abdominal wall small amounts. 
of fluid can thus be detected. The succussion splash: 
may be readily palpated, When the patient lies flat, 
however, the fluid, if small in amount, is separated 
by the spine into two sulci on either side of it. 


ACUTE INVERSION OF THE UTERUS 
FOLLOWING VENTROFIXATION 
Br. JOHN LANKESTER, B.A. Camb., M. R. C. S. Eng. 


RESIDENT MEDIOAL OFFICER AT THE GENERAL LYING-IN 
HOSPITAL, YORK ROAD, LAMBETH 


Mrs. A., aged 30, had had one previous normal 
confinement, at the General Lying-in Hospital, in 
1927. A uterine operation, described as a low 
ventrofixation, had been performed elsewhere in 
1933. 

She attended for antenatal care on Jan. 31st, 1936, and a 
persistent tachycardia was the only abnormality noted until 
May 29th, five weeks before term, when she had a small 
hemoptysis. On examination at this time she was short 


of breath and her pulse-rate was still fast, varying between 


100 and 130. 
Her heart was 
not enlarged, 
and no dia- 
stolic murmur 
or thrill was 
detected; but 
a tentative 
diagnosis of 


myocarditis 
was made, 
and this was 
supported by 
a “mitral 
facies’? and 
a history of 
previous rheu- 
matic pains 
Her condition 
improved 
greatly with 
rest in bed. 
Labour. 


started spon- 

taneously at 

ER 19 Anterior view of uterus and bladder. The 
ive aby arrow marks the fibrous band of the 

weighing ventrofixation. 

74 lb. was 


born naturally six hours after the onset of pains. 
The placenta and membranes followed ten minutes 
later, together with a retroplacental clot of 32 oz. 
The cord was 21 in. long. The patient expelled the 
placenta spontaneously (as in her previous labour), 
and no fundal pressure whatever was employed. Her 
condition up to this time remained excellent. Ten minutes 
later, however, she suddenly became pale and rapidly 
developed all the features of profound shock, with a pulse 
which was barely perceptible; she was also cyanosed. . 
A slight uterine hemorrhage now began. The uterus 
was contracting badly, was difficult to control, and felt 
abnormal, an anterior ridge being palpable. The abnor- . 
mality was wrongly attributed to the previous ventro- 
fixation. At this point the diagnosis was extremely 
difficult, and seemed to rest between cardiac failure, 
obstetric shock aggravated by the hemorrhage, and 
rupture of the uterus. In view of her desperate condition, 
all that could be done was to treat the shock, but in spite 
of all efforts she died two hours later. 
Post-mortem examination showed partial inversion of 
the uterus, the inversion extending nearly as far as the 
cervix, and being prevented from completion by. the 
fibrous band of the ventrofixation. The ovaries and 
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tubes were just nae eas into the cavity of the inver- 
sion (see Figure). e heart valves were normal, but 
the myocardium was soft and friable. The lungs were 
normal, and no other abnormality was found, apart 
from pallor of all organs. The cause of death was given 
by the pathologist as shock. 


(1) This case emphasises the spontaneous origin 
of the inversion. Blair-Bell 1 states that acute inver- 
sion is usually spontaneous, being caused by the 
peristaltic action of the uterine musculature.” In 
this case all extraneous causes of inversion, such as 
fundal pressure or traction on the cord, have been 
eliminated ; for the patient expelled the placenta 
entirely by herself. Furthermore, the symptoms of 
shock did not come on until ten minutes later. 
(2) It seems clear that the previous ventrofixation 
prevented the inversion from becoming complete, 
and thereby obscured the diagnosis. It is possible 
that it was a factor in starting the inversion, by 
interfering with uterine retraction. I can find no 
other record of inversion of a uterus on which hystero- 
pexy had been performed. (3) The cardiac weak- 
ness further obscured the diagnosis, and may have 
hastened the patient’s death. 


I am indebted to Dr. J. P. Hedley for permission to 
publish this case; and to Dr. D. C. L. Derry who 
performed the post-mortem. 


TREATMENT OF BURNS AND SCALDS 
WITH A SILVER NITRATE OINTMENT 


By A. KISSMETER, M.D. 


OHIBF OF THE SKIN DEPARTMENT, KOMMUNEHOSPITAL, 
COPENHAGEN 


APART from very grave and extensive burns and 
scalds which have to be admitted and treated in 
hospital, there are many that the practitioner has to 
treat in the patient’s home. In such cases it is of 
the greatest importance to use a method of treat- 
ment that does not cause the patient much pain, 
and is at the same time aseptic and healing, simple 
and inexpensive. The gravity of burns and scalds 

1 Blair-Bell, W.: Jour. Obst. and Gyn. Brit. Emp., 1930, 


„ 310 ; see also Giles, A. E.: Proc. Roy. Soc. Med., 1930, 
XXIII., 1170; and Cook, J.: THE LANOBT, 1935, ii., 884. 
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depends upon the extent of the skin surface involved 
rather than on the depth of destruction of the tissues. 
On the other hand, the deeper the burn the slower 
will be the healing. The degree of a burn depends 
on the temperature of the flame, substance, or liquid 
causing the burn and the length of time it is in con- 
tact with the skin. Thus the presence of burning 
clothes, or clothes saturated with some scalding 
liquid, intensifies a burn because the time that 
these are in contact with the skin is generally longer 
than if the flame or scalding liquid came in contact 
with the bare skin. 

Scalds are the commonest accidents in daily life, 
especially among housewives, servants, and children. 
These are usually of the so-called first or second 
degree, whereas burns by fire are usually of the 
third or necrotic degree. Extensive burns are very 
often accompanied by general symptoms, fever, 
prostration, and symptoms of loss of fluid. 

In this note I shall refer only to the local treat- 
ment of burns and scalds. Many methods have 
been recommended: solutions of silver nitrate, 
bismuth as an ointment or powder, oil liniments, 
ambrine, and recently tannic acid as a spray. In 
my department a treatment based on the use of 
silver nitrate in an ointment has been used for about 
25 years with the most gratifying results. This 
method is very simple and inexpensive, causes the 
patient very little pain, and promotes rapid healing 
of the burn. The composition of the ointment is as 
follows: silver nitrate, 0-25 g.; distilled water, 
25-0 g.; olive oil, 25-0 g.; and wool fat (adeps lanæ), 
50-0 g. 

After cleansing the burn with sterile normal saline 
and removing the vesicles, a thick layer of this oint- 
ment, smeared on a piece of old soft linen, is applied. 
This is covered with an impermeable material such 
as Mosetig batiste or oil-silk and the whole dressing 
held in place by a gauze bandage. The oint- 
ment is renewed once a day, the burn being cleansed 
with normal saline at each dressing. Healing usually 
proceeds very rapidly, and the resulting scars are 
very satisfactory. 

Long experience with this silver nitrate ointment 
has led me to regard it as the best practical treat- 
ment of burns and scalds not severe enough to 
necessitate admission to hospital. 


SOCIETIES 


MEDICAL WOMEN’S FEDERATION 
PSYCHOLOGICAL GROUP 


At the Eleventh Annual Conference of this group 
held at Sheffield on Oct. 3rd, Dr. Dors OpLum being 
in the chair, a discussion on 

ö Delinquency 
was introduced by Dr. Helen Boyle, Dr. F. E. E. 
Schneider, and Dr. Elizabeth Bunbury. 

Dr. BOYLE made an appeal for the psychological 
examination of all first offenders, and a psychological 
assessment of their delinquency or crime, in addition 
to that made by the law; such investigation to be 
obligatory in the case of child offenders, optional in 
the case of adults. She pointed out that the same 
crime as committed by different persons was not the 
same crime, nor the outcome of the same causes. 
Thus, delinquency might be an expression of incipient 
brain disease, of mental defect and retardation, of 
reaction to intolerable emotional situations, or of 


sheer lack of normal outlet in otherwise normal 
children. Under the present system a person might 
be convicted a great number of times before certain 
underlying psychological necessities for his conduct 
were laid bare—a recurrent expense to society which 
timely psychological investigation would have saved. 

In the discussion which followed, Dr. HELEN 
Wison, J.P., pointed out the increasing number of 
cases (such as those concerned with minor motoring 
offences) which hardly seemed to warrant so sweeping 
a recommendation as psychological examination of 
all first offenders.—Dr. MILDRED CREAK remarked 
that ten minutes with a psychiatrist ” was hardly 
adequate ; nothing but a very thorough investigation 
could be of practical use. 

Dr. SCHNEIDER analysed the factors making for 
delinquency ; the causes, he said, no one knew. 
Endogenous factors included heredity, mental defi- 
ciency, mental disorder, and bodily ailments. Mental 
deficiency played an important part in delinquency. 
A striking group of case-histories pointed to a definite 
connexion between physical disorders such as 
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pulmonary tuberculosis and delinquency with general 
intractability. The post-encephalitic might get into 
the hands of the police without it being suspected 
that he had ever had an attack of encephalitis ; 
experience at Rampton showed that the after-effects 
may not declare themselves for 12 years or more. 
Exogenous factors might be grouped under the vary- 
ing environmental situations comprised by the home, 
the school, the street, and workshop. School could 
be regarded as the first line of defence against delin- 
quency; there should, he thought, be a better 
classification of school-children. The greater fre- 
quency of delinquency amongst males than females 
had never been satisfactorily explained. 

In the discussion Prof. A. E. Nalsf pointed out 
the great difficulty of defining the borderline of 
mental deficiency, and of dealing with borderline 
cases whichever way one’s decision tended.—Dr. 
SCHNEIDER, amplifying an earlier statement, said 
what was needed was a school (or even a class in a 
school) for children intermediate in standard between 
the ordinary and the special school, where their 
needs could be more adequately met than was at 
present at all possible—Dr. M. Barton HALL said 
she rarely met with delinquents having parents 
with criminal records, but factors such as alcoholism, 


marital infidelity, and the disrupted home were very 
frequent. She explained the difference in the numbers 
of female and male offenders by the fact that up to 
the present, at any rate, the home had been the focus 
of the girl, both as child and adolescent, claiming 
her interests and spare time, while the wider sphere 
of activity and greater adventurousness of the boy 
provided him with more opportunities of coming 
into conflict with the law. 

Dr. BUNBURY said there were 400,000 known 
criminals in the United States, and this figure repre- 
sented only about 8 per cent. of those engaged in 
crime. America had made a beginning where the 
beginning logically lay, namely, with the child delin- 
quent. Comparatively little was done for the adult 
in a preventive way, though reclamatory methods 
were adopted in certain states. The American system, 
she said, tended to be more flexible than our pro- 
cedure, was less tinged with officialism, and provided 
time and opportunity for thorough investigation. 
She described in brief the children’s court and the 
reformatory school, together with the working of 
such remedial measures as foster-home treatment. 
On the whole she felt that in America, although 
investigation outstripped therapy, important advances 
were being made. i 


REVIEWS AND NOTICES OF BOOKS — 


Modern Treatment of Diseases of the 
- Respiratory System 

By A. Liste Puncu, M.B., M. R. C. P., Senior 

Physician to the Royal Northern Hospital; Physi- 

cian to Brompton Hospital for Diseases of the 

Chest; and F. A. Knott, M.D., M. R. C. P., D. P. H., 

Director of the Bacteriological Department, Guy’s 

Hospital. London: J. and A. Churchill Ltd. 1936. 

Pp. 295. 15s. 

THIS sensible book is designed for the general 
practitioner and the senior student reaching the 
house-appointment stage. It is clearly and concisely 
written, and though quite up to date does not put 
too much emphasis on methods of treatment whose 
merits are not yet adequately established. Among 
the best chapters is that on the pneumonias, in which 
practical details are given on the administration of 
serum treatment and the arrangement of the oxygen 
tent. The postural treatment of pulmonary abscess, 
the technique of washing out the pleura in cases of 
empyema, and the indications for operation in both 
conditions are clearly described. 

Several chapters are devoted to the treatment of 
pulmonary tuberculosis ; useful information on the 
induction and management of artificial pneumo- 
thorax are given, as well as on its indications, whereas 
with the major operations of thoracic surgery: the 
indications alone are considered in detail. It is rather 
surprising to find more than eight pages devoted to 
oleothorax, a procedure on which the writers do not 
appear to be enthusiastic, whereas the more common 
operation of simultaneous bilateral pneumothorax 
receives no more than a passing word, of condemna- 
tion. We make no complaint of a somewhat dog- 
matic attitude in a book of this kind, since its readers 
require definite guidance rather than guarded state- 
ments; but such an attitude leads from time to 
time to opinions the expression of which could easily 
be attacked. The statement that the risk of pleural 
shock is considerably diminished by local anzsthesia 
is open to doubt, for instance, in view of the practice, 
almost universal in many countries, not to give a 
local anesthetic for refills. ä 


This book contains a number of hints for the 


house physician or practitioner, but omits some 


useful ones: for example, the procedure of tying 
in a needle, which is essential in the really bad 
valvular type of spontaneous pneumothorax is not 
mentioned, nor is the small but important detail, 
after the aspiration of-purulent effusions, of making 
the patient lie on the unaffected side, so as to reduce 
the risk of needle track infections. As a whole, 
however, the book fulfills admirably its object of 
providing practical instruction on a difficult and 
rapidly changing subject. A special word of praise 
must be given to the choice and reproduction of the 
X ray films which illustrate it. 


Neurological Surgery | X 
By Loyat Davis, M.S., M.D., Ph.D., D. Sc., 

Professor of Surgery, Northwestern University 

Medical School, Chicago, Illinois. London: Henry 

Kimpton. 1936. Pp. 429. 28s. 

THE advances in neurological surgery during the 
past thirty years have been recorded in innumerable 
monographs and journals, but we have not had 
in English a comprehensive review of the subject 
suitable for the medical student and the general 
practitioner. Prof. Davis has set out to supply this 
need, and his book gives a very fair impression of 
the opinions held by those who have made a special 
study of this branch of surgery, and will be helpful 
to those who have not been able to keep pace with its 
latest advances. The chapters on brain tumours and 
on the injuries of peripheral nerves are excellent. 
Prof. Davis has drawn upon his wide personal experi- 
ence to the great benefit of his readers, and these 
chapters are so well illustrated by drawings and micro- 
photographs that of themselves they should entitle the 
book to a place in the practitioner's library. The chapter 
on intracranial abscess, though it brings out clearly 
the modern view that it is wiser not to regard this 
condition as a surgical emergency, fails to give the 
reader a clear idea how to choose the right time for 
operation; and a similar vagueness about the general 
management of cases of injury to the brain and spinal 
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cord detracts considerably from the practical value 
of these sections of the book. It should be possible 
to state in fairly simple terms what the practitioner 
must look for in cases of suspected injury to the brain 


or spinal cord, and then to lay down definite rules 


for the appropriate treatment of certain syndromes, 
and it is such dogmatic teaching that students and 
practitioners require. 

In the chapter on tumours of the spinal cord most 
of the important features are mentioned, but it 
remains for the reader to work out the exact method 
of establishing the fact that a given paraplegia is 
due to a progressive compression of the cord, and 
we feel that this should have been done for him by the 
author. Only 20 pages have been allotted to the 
surgery of the autonomic system, which might 
just as well have been omitted altogether. In 
its present form this book may be regarded as a sound 
basis upon which to build up a knowledge of neuro- 
logical surgery, but a careful revision with expansion of 
certain sections would certainly increase the practical 
value of a future edition. 


Applied Physiology 
Sixth edition. By Samson Waricut, M.D., F. R. C. P., 
John Astor Professor of Physiology, University 
of London, Middlesex Hospital Medical School. 
London: Humphrey Milford, Oxford University 
Press. 1936. Pp. 686. 208. 


TEE fifth edition of this book appeared only two 
years ago, and the sixth calls for little additional 
comment. Once again the author has revised many 
sections and supplemented the remainder to bring 
the whole up to date, but this time he has put in 
more than he has taken out, and the book has grown 
by 80 pages. This is largely due to the introduction 
of 90. new illustrations, some of which, like the charts 
showing the relations of the sterol derivatives, are 
very valuable for reference purposes. Prof. Wright 
is tempted to apologise for the increased size, but he 
may rest assured that the book is improved. It is 
marred only by exigencies of the examination system, 
which engenders compression, tabulation, italics, and 
a rounding of the pegs of knowledge to fit the holes 
in ‘the student mind. The book remains a feat 
of authorship, abruptly forsaking each subject 
for the next lest there be not space for every- 
thing. One feels that it might have been a 
classic, and it has seen six editions in ten 
years, has been thrice reprinted, and its positive 
virtues outweigh its negative shortcomings. It is 
crammed with information of interest and value to 
the student entering upon his clinical studies, 
throwing a new light on these and on physiology. 
We stated recently that Prof. H. E. Roaf in his text- 
book managed the transition from preliminary 
sciences to physiology unusually well; Prof. Wright’s 
book is unique in bridging the gap between physiology 
and medicine. Both types of book are necessary. 
In his preface Prof. Wright says: the teacher 
(of physiology) should bear in mind that he is giving 
instruction to men who, in the main, will become 
doctors. . . .”” He should also remember that the 
student comes from his premedical courses knowing 
virtually nothing about the body; in the short 
period of 18 months or so he has to learn a com- 
pletely new language so thoroughly that in his sub- 
sequent work he thinks in terms of nothing else. 
In view of the somewhat missionary flavour of Prof. 
Wright’s preface to the teaching of physiology in 
general, we must confess that we still feel that his 


is not the book for the junior student, invaluable 
though it may be later. Medical education owes a 
great debt to Prof. Wright, but to abandon method 
for matter is to sell its birthright, and to thrust the 
student too precipitately into the study of applied 
physiology is to substitute the acquisition of know- 
ledge for education. The book removes the student’s 
complaint that he is suddenly pitchforked into the 
bewildering maze of clinical work ; let it not introduce 
the grievance that he is suddenly pitchforked from 
the sedateness of pure science into the turbulence of 


physiology. 


Biology and the New Physics 


By C. J. BOND, C.M.G., F. R. C. S., F. L. S.. Hon. 
Consulting Surgeon to the Leicester Royal Infirmary. 
London: H. K. Lewis and Co., Ltd. 1936. 
Pp. 67. 28. 6d. 


Mr. Bond of Leicester, like many other people, 
would prefer a consistent interpretation of the whole 
of human experience. He is dissatisfied and disturbed 
at the mixture of deterministic and indeterministic 
explanations which is offered at present, and in his 
presidential address at the centenary meeting of the 
Leicester Literary and Philosophical Society he 
proposes a plan of reconciliation. He suggests that 
the actions of the most elementary particles were 
(and are) free and at random; as complexity increased, 
and in consequence, heterogeneity replaced homo- 
geneity, restrictions of environmental origin began 
to come in and the common-sense relation of cause 
and effect prevailed ; finally, in association with life 
and mind, random action came to be controlled by the 
organism rather than by the environment and we 
reached volition and purposive behaviour. His 
argument, like most such arguments, is not altogether 
convincing, but it is interesting in itself as well as 
in being the considered opinion of a great doctor 
who has fruitfully explored many fields of thought and 
experiment. 


A Treatise on Materia Medica and Thera- 
peutics 


Including Pharmacy, Dispensing, Pharmacology, 
and Administration of Drugs. By the late 
RAKHALDAS GuHOSH. Fourteenth edition. By 
BIRENDRA Nato GuHosH, F. R. F. P. & S. Glasg., 
Professor of Pharmacology, Carmichael Medical 
College, Calcutta. London: H. K. Lewis and 
Co., Ltd. 1936. Pp. 724. 128. 6d. T a 


In his introduction to this work Prof. Ghosh 
deplores the modern neglect of materia medica proper, 
and this subject as well as pharmacy and dispensing 
is fully discussed. On the other hand the more 
purely chemical aspects are relatively neglected, and 
a book so complete in other respects would be improved 
by the inclusion of structural formule for many 
alkaloids and for synthetic drugs. As one would 
anticipate in a text-book intended primarily for use 
in India, chemotherapy and parasiticides are particu- 
larly well treated. Chapters are devoted to vaccine 
and serum therapy, and radiation therapy. An 
interesting section deals with drugs indigenous to 
India, most of which are unknown in this country. 
The book has been brought thoroughly up to date. 
Numerous drugs recently introduced into medicine, 
such as evipan and other new barbiturates, ergo- 
metrine and coramine receive due notice. The 
modern physiological division of the autonomic 
nervous system into cholinergic and adrenergic 
fibres is also mentioned. Unfortunately this conception 
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is not constantly applied throughout the book 
and eserine is stated in several places to act by 
stimulating parasympathetic nerve-endings, whereas 
it is now generally believed to act by preventing the 
enzymic destruction of acetylcholine liberated at 
cholinergic nerve-endings. 

A considerable portion of the work is in small print 
and a large amount of information has been packed 
into its pages. There are certain loose statements 
e.g., few would consider psoriasis to be a syphilitic 
disease (p. 483}—-and too many misprints, but the 
general outlook both in pharmacology and thera- 
peutics is thoroughly in accord with modern teaching 
in this country. 


Annual Review of Biochemistry 


Vol. V. Edited by James Murray Luck, Stanford 
University, California. Annual Review of Bio- 
chemistry Ltd. 1936. Pp. 640. $5. 


THIS annual publication has come to be regarded 
as the most important biochemical review. The 
careful selection of subjects on which the most recent 
advances are being made enables one to follow what 
progress has been accomplished from year to year. 
The subjects in general are similar to those dealt 
with in last year’s review, although a different 
selection of contributing authors has been made, 
The chapters on oxidations and reductions by D. E. 
Green and D. Keilin and on enzymes by J. H. 
Quastel contain a competent summary of recent 
work on these rapidly progressive subjects. A new 
section on X ray studies of the structure of com- 
pounds of biochemical interest, by O. L. Sponsler 
and W. H. Dore, briefly describes the importance 
and recent results of the application of this method 
for determining steric configuration of crystalline 
substances. The chapter on hormones is by E. A. 
Doisy and D. W. MacCorquodale and covers this 
large and difficult field in an efficient manner. The 
references appear to have been carefully selected and 
include most of the important articles published 
during the previous year. The extensive research on 
the vitamins has led the editor to divide the subject 
into water-soluble and fat-soluble vitamins. These 
are reviewed by H. von Euler and by E. V. McCollum 
respectively. The clinical application of biochemistry 
is adequately described by J. P Peters, C. L. Robbins, 
and P. H. Lavietes. 

This brief synopsis of important biochemical 
research has become a necessary addition to the 
libraries of all biological workers as a reference guide. 


Medical Mycology 


Fungous Diseases of Men and Other Mammals. 
By CARROLL WILIA Dope, Ph. D., Mycologist, 
Missouri Botanical Garden; Professor, Henry 
Shaw School of Botany, Washington University, 
St. Louis. London: Henry Kimpton. 1936. 
Pp. 900. 428. 


MEDICAL mycology is a subject which has suffered 
a good deal from lack of coördination among its 
exponents. Its literature includes a great deal of 
unsound matter, since persons having no special 
knowledge of fungi have not hesitated to name 
‘new’? species and to describe them in terms often 
inadequate, while the evidence of pathogenicity is 
often unsatisfactory. To compile a sound text-book 
from such material demands a special knowledge of 
both systematic mycology. and animal pathology, 
a combination rarely found in one person. Unfortun- 


ately in this book the subject is dealt with almost 
exclusively from the viewpoint of the systematic 
mycologist. and, for this reason, the sub-title is rather 
misleading. 

Prof. Dodge has clearly made an exhaustive survey 
of the literature of medical mycology and from this 
material he has elaborated a classification which, 
although open to certain objections, is a welcome 
attempt to reconcile many of the existing, and 
sometimes conflicting, systems. The classification 
of fungi of medical interest presents special difficulty, 
for almost all of the pathogenic species are imperfect 
and many of the parasitic forms exhibit further 
morphological degradation. In classifying the yeast- 
like fungi Dr. Dodge has depended largely on the 
published reports of physiological characters, in 
default of morphological descriptions, and this has 
led him to adopt the novel method of grouping the 
species into those which possess a certain property, 
those which do not possess this property, and those 
about which the literature is deficient on this point. 
In other instances the differentiation of species 
depends upon the part of the body. from which the 
fungus was originally cultivated. 

A drastic weeding out of unauthentic and redundant 
species followed by a considerable amplification of 
familial, generic, and specific descriptions, with citation 
of authority in all cases, would have greatly improved 
this work. Even in its present form it may be 


recommended to advanced students of mycology 


and research workers to whom the full and up-to-date 
bibliography should prove especially valuable. 


REPORTS AND ANALYSES 
ERGO BISCUITS—STARCH REDUCED 


(POLLEY AND Oo., LTD., 44/54, PLYMOUTH-ROAD, LONDON, E.16) 


THe box examined contained 19 biscuits, each 
piece weighing 0°45 oz. The flavouring used was 
cheese. When analysed the following results were 


obtained: 

Water.. os oe . .. 726 per cent 
Fat T go . «= BO „ „ 
Ash ws axe is ‘ 1-84 „ „ 
Protein pa 37-40 „ „, 
Crude fibre on ee 0710 „ „ 
Altered starch (carbohydrates) 38-80 „„ „, 
Calorie value per lb. sx ‘ 2030 


Compared with ordinary bread calculated to the same 
moisture content—i.e., from 40 to 7 per cent.—these 
biscuits contain half the amount of altered starch 
(carbohydrates), ten times the amount of fat, three 
and a half times the protein, and a 20 per cent. higher 
calorie value. The necessarily somewhat uninteresting 
and dry flavour of such a product is ingeniously 
ameliorated by the addition of cheese or celery. 
There are also sweet or dry varieties. These biscuits 
should prove of value in the many conditions in 
which the intake of carbohydrate food has to be 
restricted. 


SALFORD ROYAL. Hospirau.—Lord Stanley, on 
Oct. 10th, laid the foundation-stone of the extensions to 
this hospital. A three-storeyed block is being built 
for orthopedic purposes, a two-storeyed one for the 
treatment of fractures, and an accident and casualty 
department where patients can be treated in privacy. 
The cost of the extensions has been subscribed, but money 
is needed for furnishing and equipment. Lord Stanley 
also declared open a new ear department, 
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FEVER THERAPY 


Ir is accepted, we believe, on both sides of the 
Atlantic, that the average Briton is more conserva- 
tive than the average American, or, alternatively, 
that the average American is more progressive 
than the average Briton. Each of us believes more 
or less secretly in the superiority of our own point 
af view, but fortunately neither of us has the least 
desire to make converts. By turns we ignore, 
profit by, or make fun of our differences, but only 
rarely do we become truly supercilious. This is 
fortunate in the field of medicine, where the price 
of prejudice is human life, and in which a tradition 
is preserved which transcends national differences. 


Experiments whose only merit is the enthusiasm 


with which they are prosecuted probably have a 
somewhat longer run in the United States 
than they would be allowed in this country, but 
it might justly be retorted that we are a little 
reluctant to make large experiments on our own 
account. The balance is quickly restored, as a 
rule, by reference to an unfailing criterion: the 
good of the patient. 

In one branch of therapeutics, that of artificial 
pyrexia, the balance has remained heavily weighted 
on the American side for an unusually long time, 
and it shows little sign of returning to a neutral 
position either by an abandonment of the treat- 
ment in America or its adoption here. The period 
of indiscriminate trial seems already to be finishing, 
and a perusal of recent American writings reveals 
that the treatment is now established, the condi- 
tions in which it is most useful fairly well known, 
and its technique becoming adapted to the type of 
case treated. A review, impartial and moderate 
in tone, by GLADYS TERRY, of the Neurological 
Institute, New York,’ assesses the results in 
several diseases, and then indicates the methods 
available for artificially raising temperature, the 
precautions and contra-indications to be observed, 
and the possible accidents. These need not be 
described now, but the general principles, which 
we have discussed on previous occasions,” suggest 
that here is a form of therapy which is much safer 
to test than, for instance, a new drug. Few 


hospitals are without equipment which could be 


adapted for raising temperature (although the 
more primitive the apparatus the greater is the 
need for strict supervision and continuous observa- 
tion of the patient), and all trained nurses are 
familiar with the means of reducing temperature. 
Provided the patient has been suitably prepared 
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and is not suffering from anything predisposing 
to sudden collapse, such as cardiovascular or renal 
degeneration, untoward effects can be avoided by 
prompt emergency measures to reduce temperature 
as soon as unusual symptoms appear. The 
superiority of physical methods is illustrated in a 
paper on the treatment of tabes dorsalis by A. E. 
BENNETT,® which contains a brief but interesting 
historical introduction. NEXMANN and KOENIG 
are quoted as having had a mortality of 18 per cent. 
from malarial treatment, 10 per cent. from rat- 
bite fever, but none from diathermy. BENNETT 
himself, while making no extravagant claims, 
believes that this method of treating tabes is the 
best yet devised, and emphasises its value in 
relieving lightning pains and gastric crises, thereby 
making it unnecessary even to consider such drastic 
measures as chordotomy. The claims put forward 
for hyperpyrexia in the treatment of neurosyphilis 
and gonorrhcea are, however, well known, and our 
object here is not so much to urge these claims as 
to suggest that if simple precautions are taken there 
is no reason why they should not be widely 
investigated. 

NEYMANN, BLATT, and OSBORNE! report striking 
results from the treatment of 25 cases of chorea. 
In all, the choreic movements ceased promptly ; 
the average time in hospital was 16 days and the 
average number of treatments was four per patient. 
Several of these cases were severe, some were of 
long standing, and only three had any relapse. With 
the reservation that two of the patients had been 
discharged from hospital only one and two months: 
when the paper was written, the record is extra- 
ordinary. The paper is also interesting in that it 
describes the most up-to-date method of raising 
temperature (electromagnetic induction by high- 
frequency current) and a special air-conditioned 
chamber that encloses most of the patient and adds 
materially to his comfort. The method is peculiarly 
adapted to chorea because of the movements of the 
patient, the flex conveying the current being 
simply laid over the bedclothes or under the 
mattress. Other conditions in which relief has 
been claimed are the various lesions classed under 
arthritis and fibrositis, asthma, disseminated 
sclerosis, post-encephalitic states and schizophrenia. 
These claims are not so impressive, but there is 
a case for the use of moderate fever, if not hyper- 
pyrexia, in the relief of asthma. Although agree- 
ment is lacking about the permanency of the 
effect, nearly all cases are benefited for a time.“ 
In this disorder particularly the influence of the 
treatment will be partly psychological, but none 
can doubt that fever is also physiologically power- 
ful. Yet though much has been written on the 
“ physiology ” of hyperpyrexia and the possible 
effect of changes in the composition of the blood, 
sweat, and urine, the reason for its beneficial action 
remains a mystery. Perhaps its action in syphilis 
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should be excepted, for the Spironema pallidum 
is known to succumb to a lower temperature 
than does the human body. Otherwise, the most 
likely factor is probably the increased rate of 
metabolism of the tissues, which may convert 
a passive into an active resistance. It is note- 
worthy that most of the conditions benefited are 
those which become chronic. 


INHIBITION OF ANTERIOR PITUITARY 
FUNCTIONS 


Two articles in our present issue describe 
attempts to influence non-reproductive functions 
in human beings by administration of female 
sex hormone. Both pieces of work are based on 
—and serve to test—the hypothesis that a single 
hormone can so affect the anterior pituitary that 
more than one of its numerous functions is inhibited. 
Since MoorE and Prick in 1930 suggested that 
cestrin suppresses the gonadotropic function of the 
anterior pituitary, experiments on animals have 
amply confirmed the supposition as regards the 
action of large amounts of cestrin. On the other 
hand, small amounts of cestrin appear to stimulate 
the anterior pituitary. This assumption of 
paradoxical action has reconciled apparently 
contradictory results recorded in this field of 
investigation, but there is as yet no clue to the 
physiological mechanisms involved. The inhibition 
of the gonadotropic function by large doses of 
cestrin has been demonstrated clinically by several 
workers, and examples may be drawn from Prof. 
BERNHARD ZONDEK’S paper in our issue of 
Oct. 10th and from the paper by Dr. Jonzs and 
Mr. MacGregor in the present issue. ZONDEK 
observed that menstruation was suppressed by 
injections of 100,000 to 200,000 mouse units of 
oestrin between the sixth and twenty-fourth days 
of the cycle; Jones and MACGREGOR note that 
500,000 M.U. given during 20 days caused the 
disappearance of gonadotropic hormone from the 
urine of elderly women. 

The conception of gonadal-gonadotropic 
antagonism has been considerably extended, 
particularly by ZonpDEK and by CRAMER and 
Hornine,! to account for the effects of excessive 
cestrin on other endocrine functions controlled by 
the anterior pituitary. According to CRAMER 
and Hornine the ultimate functional effect of 
the prolonged application of cestrin is a condition 
closely resembling that following hypophysectomy. 
On the assumption that the chromophil cells are 
responsible for secreting the specific hormones 
of the anterior lobe, the general condition of 
hypopituitarism and the extensive changes in the 


endocrine organs produced by estrin are explained 


by the disappearance of these chromophil cells. 
(ZONDEK attributes it rather to blocking 
of their secretion.) The possible clinical applica- 
tion is this: can we not use estrin to inhibit 
anterior pituitary function—to bring about the 
equivalent of a partial hypophysectomy—and 
so relieve some endocrine organ from the excessive 
stimulation from which it is suffering? The 
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initial difficulty is that suppression of the chromo- 
phil cells by cestrin does not inhibit the production 
of all the pituitary hormones equally. ZonDEK 
has demonstrated particularly clearly the succession 
of effects, first on the gonadotropic function, later 
on the growth hormone. The order in which other 
functions are affected remains to be determined. 
The paper by JoNES and MacGREGOR leads to the 
conclusion that the gonadotropic function of 
the anterior pituitary can be considerahly disturbed 
without affecting the control of carbohydrate 
metabolism to such an extent that any change in 
glucose tolerance is perceptible. 

Finally we come to Dr. Spmnon’s bold attempt 
to attack the cause of toxic goitre. This reste 


on two assumptions—namely, that toxic goitre is 


due to over-stimulation of the thyroid by excess 
of pituitary thyrotropic hormone, and that produc- 
tion of thyrotropic hormone by the human pituitary 
can be appreciably depressed by the daily 
administration of 50,000 international units of 
cestradiol benzoate over a period of two or three 
weeks. The experimental studies on inter-relations 
of the thyroid and gonads and anterior pituitary, 
which are well reviewed by Srznoz, fully justify 
his investigation, but his result is a clear negative 
to the possibility of improving the clinical condition 
by giving cestrin in the amounts employed. It 
is still possible that the various links in the chain 
of hypotheses which led to this work are sound, 
and that thyrotoxicosis could be alleviated by 
œstrin, although perhaps in such massive doses 
that the pituitary functions would be reduced to 
chaos. Against this possibility we have the 
preliminary statement of ZoNDEK that prolonged 
administration of cestrin does not inhibit thyro- 
tropic function at all, but may indeed stimulate it. 


AN EVALUATION OF ARTIFICIAL 
~ PNEUMOTHORAX 


CLINICIANS in general show a profound mistrust 
for statistics compiled by their colleagues. In the 
latest volume published by the Medical Research 
Council! Dr. BENTLEY has taken care not to 
commit any of the seven deadly sins of medical 
statisticians—as he aptly describes such errors 
as paucity of material, selection of cases, pre- 
cipitancy, false control, equivocation in definition, 
failure to trace a sufficient number of patients, 
and lack of clinical detail. His report covers 
677 cases treated at L.C.C. hospitals by artificial 
pneumothorax and followed up for a period of at. 
least three years ; 411 of them have been observed 
for five years or more. The results classified 
according to age, sex, extent of disease, degree of 
collapse, condition of better lung, persistence of 
T.B. in the sputum, and home conditions are com- 
pared with a conservative group of 3329 cases. 
These are not looked on as a control group in any 
strict sense but are regarded as more satisfactory 
than the method of some writers of contrasting 
the good effects of pneumothorax with the much 


1 Artificial Pneumothorax: Experience of the London 
County Council. B F. J. Bentley. M.D 27 M. R. OC. P 0 D. P. H. 
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less favourable results in cases in which the treat- 


ment failed on account of adhesions or had to 
be given up during the first three months. Dr. 
Bentley finds that artificial pneumothorax is 
being applied to about 10 per cent. of all patients 
now undergoing institutional treatment for pul- 
monary tuberculosis; he does not think that 
this figure is likely to be greatly exceeded in future 
as this method of treatment can only be expected 
to give good results in carefully selected cases. 
The survival in the 677 cases investigated was 
some 20 per cent. higher in the pneumothorax 
group than the expected number amongst those 
conservatively treated. Pneumothorax would thus 
appear to have reduced the total tuberculosis 
mortality in this series by about 2 per cent. The 
importance of the degree of collapse obtained is 
shown by the fact that incomplete collapse cases, 
which formed 60 per cent. of the whole, showed a 
mortality of 50 per cent. in the first three years 
compared with 34 per cent. in the complete collapse 
cases; with strictly unilateral cases the corre- 
sponding figure was 23 per cent. The best results 
of all were shown by collapse cases (group T.B. 
plus) which were sputum negative on discharge— 
of these 90 per cent. were living after three years. 
The influence of home conditions is of course 
considerable, but a good collapse in a bad home is 
shown to be preferable to an incomplete collapse 
in a good home (56 per cent. alive as compared 
with 48 per cent.). 

The difficulty of getting a proper control group 
in dealing with any special method of treatment is 
almost insurmountable, and the method employed 
in this publication of comparing the A.P. cases 
with those conservatively treated, although superior 
to the false controls previously mentioned, is still 
far from satisfactory. Selection of cases is, and 
will long remain, far from standardised; one 
physician will only advise pneumothorax in strictly 
unilateral cases after conservative treatment has 
failed to control the symptoms, but at the same 
time an equally eminent colleague will consider 
it the best treatment not only for cases with 
minimal lesions but also for those advanced cases 
which have one lung considerably more affected than 
the other. For statistical purposes of this kind 
the Ministry of Health classification leaves much 
to be desired ; the separation of the T.B. negative 
from the T.B. positive cases is rightly insisted on, 
but the division of the positive cases into three 
groups chiefly on a basis of physical signs and 
symptoms must be considered out of date when 
clinicians are agreed that it is only by radiological 
examination that an accurate idea of the extent 
of. the disease can be obtained, and that the 
presence or absence of cavities in sputum positive 


cases is the chief indication for collapse therapy ; 


for it has been found that a persistent cavity, 
with or without physical signs or symptoms, is 
associated with a bad prognosis. The present 
classification makes no mention of cavities, and 
the intermediate group B 2 is larger than the 
other three groups added together and obviously 
contains cases of widely different prognosis. 

As a result of this investigation Dr. Bentley 
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concludes that whilst pneumothorax treatment 
may in the future be carried out in earlier cases 
generally, and in young male adults in particular, 
it is not likely that the total proportion of cases 
so treated will increase greatly above its present 
figure of 10 per cent., as indifferent results are 
being obtained in cases with contralateral disease 
who now form more than half the total and also 
in those with incomplete collapse who constitute 
about half the remainder. The unsatisfactory 
results in cases with incomplete collapse point 
to the desirability of increasing the application 
of surgical methods of collapse to such unilateral 
cases rather than persisting with an unselective 
pneumothorax. Although the report may not 
add much to our knowledge of the comparative 
values of pneumothorax and conservative treat- 
ment, Dr. Bentley’s compilation has the merit of 
providing a large number of carefully analysed 
and pertinent facts.. . 


THE ROCKEFELLER FOUNDATION 


* In allocating funds available for distribution the 
present policy of the Rockefeller Foundation is to 
apply the greater part to the furtherance of know- 
ledge in selected. fields. Although the report for 
1935 mentions a host of assisted projects—research 
in medicine, science, and international relations; 
the training of nurses, scientists, and administrators ; 
the teaching of basic English; the building of 
libraries, and so on—it is especially concerned with a 
few subjects, of which the chief are yellow fever, 
the application of physical and chemical technique to 
biological problems, and psychiatry. Surveys of the 
geographical distribution of yellow fever in Africa 
and South America have shed new light on the 
disease. In Africa immunity to it has been found 
widespread in an area from the coast of Senegal to 
the White Nile between the latitudes of 16° north 
and 6° south. This area in its western part includes 
the great endemic area of, the disease, but in the 
eastern part the illness except for a single case has 
not been recognised. Last year the Foundation gave 
in its annual report the first description of jungle 
yellow fever,” a type occurring in a region close to 


the other great endemic area, in Brazil. During 


1935 this type has been found to be clinically and 
pathologically the same as endemic yellow fever, but 
to occur widely and to be independent of the 
mosquito Aédes aegypti. Whether the disease now 
presumed to exist in areas of Africa previously con- 
sidered free will be found to be comparable to jungle 
yellow fever remains to be seen. 

Physical and chemical technique have been used, to 
elucidate among other problems the structure of 
chromosomes, the fate of fats and fatty acids in the 
body (observed by ear-marking them with an atom 
of heavy hydrogen), and the effect of treatments for 
lead poisoning, measured by spectroscopic deter- 
minations of lead in body fluids. Psychiatry comes 
under a heading of program of special concentra- 
tion,’ and in 1935 about 14 million dollars was 
devoted to the subject, for the development of 
teaching centres, for research, and for the application 
of psychiatry. The generous grants recently made 
or offered to the Maudsley Hospital, the National 
Hospital, and the Galton laboratory are examples 
in this country of how this programme is being 
carried out. 
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MIDWIVES AND ANALGESICS 


THE Central Midwives Board has now taken action 
on the report submitted 1 last January by the British 
College of Obstetricians and Gynæcologists. At the 
request of the National Birthday Trust Fund the 
College carried out an investigation to ascertain if 
there is any form of analgesia which can be used with 
safety and success by a midwife in the absence of 
a medical practitioner. The College came to the 
conclusion that the administration of gas and air by 
the Minnitt or similar apparatus is a safe and satis- 
factory method, although the apparatus is expensive 
and the nitrous oxide costly, and they recommended 
that its use should be extended to the practice of 
midwives, provided they are specially trained in 
its administration. The advisory memorandum 
now issued by the C.M.B. has been drawn up 
after consultation with the College. According 
to Rule E. 10 (a) of the C.M.B. a midwife must not, 
except under a grave emergency, undertake any 
treatment which is outside her province, and under 
Rule E.10 (b) she may not on her own responsibility 
use any drug unless she has been thoroughly instructed 
in its use and is familiar with its administration. 
The C.M.B. now states explicitly that it regards the 
administration by a midwife, acting as such, of gas 
and air by Minnitt’s or similar apparatus, for the 
purpose of producing analgesia during labour, as 
treatment within her province. Three conditions 
are attached to this permission: 

1. The midwife must have received at an institution 
approved by the C.M.B. for the purpose special instruction 
in the essentials of obstetric analgesia and must have 
satisfied the institution that she is thoroughly proficient 
in the use of the apparatus. 

2. She must have a certificate in writing from a registered 

medical practitioner who has examined the patient within 
a month of her confinement that the patient is in a fit 
condition for gas-and-air administration. 

3. There must be in the room at the time of administra- 
tion, in addition to the midwife, one other person being 
herself a midwife, a State-registered nurse, a senior medical 
student, or a pupil midwife. 

It is understood that the institutions approved for 
instruction in the use of the apparatus will be 


those which have coöperated with the College in 


its investigations, or such of them as are prepared to 
provide courses. Other institutions will be approved 
as occasion demands. The C.M.B. does not propose 
itself to issue regulations for the course of such train- 
ing but will leave to the approved institutions the 
responsibility for deciding on its adequacy and on the 
proficiency of any particular midwife. 

The difficulty about expensive apparatus is steadily 
being lessened by the productior of relatively cheap 
and portable machines and arrangements for distribut- 
ing gas cylinders to private addresses. The National 
Birthday Trust Fund is able to state that a portable 
midwives’ model will shortly be available at a price of 
eight to twelve guineas and that 50-gallon gas 
cylinders can be supplied, collected and delivered at 
a flat-rate charge of 3s. 6d. per cylinder. At the 
Wellhouse Hospital, Barnet, where midwives have 
for long been trained to use gas and air for their 
own patients, the cost of nitrous oxide was working 
out at a little over two shillings per case. 

Along with this concession to the midwife to use 
gas-and-air analgesia is a decision to give effect 
to the opinion expressed in the report of the College 


2 See THE LANCET, 1936, i., 282, 319. 
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that chloroform should not be used by midwives 
acting alone. In the advisory memorandum, after 
setting out the conditions under which gas-and-air 
analgesia may be used by the midwife, the C.M.B. 
states expressly that administration by a midwife 
of any other anesthetic, otherwise than under the 
personal direction and supervision of a registered 
medical practitioner, is regarded as treatment outside 
her province. 


THE PRESERVATION OF SERUM 


Most therapeutic sera are still preserved from 
bacterial contamination by the addition of tricresol, 
a disinfectant which though fully reliable has the 
disadvantage of being distinctly poisonous. Its effects 
are negligible when only small doses of serum are 
given, but one cannot escape the belief that when 
large volumes are given, especially by intravenous 
injection, the action of the tricresol in the serum 
must be placed on the debit side of what is usually in 
any case a rather complicated account. Where a 
serum has been shown actually to diminish the 
likelihood of recovery its ill effect has usually been 
attributed wholly to the large amount of foreign 
protein introduced; but so far as we know there 
is nothing against the view that the preservative is 
partly responsible. 

There are many disinfectants which in a general 
way are much more efficient and less toxic, either 
relatively or absolutely, than tricresol, but it appears 
also to be universally true that the more powerful a 
disinfectant, the more varied is its action on different 
bacteria, so that although extremely dilute solutions 
suffice for some, others will resist concentrations 
many times greater. Unfortunately the preservation 
of serum, unlike some other purposes for which a 
disinfectant may be used, demands that the reagent 
used shall be capable of destroying any micro- 
organism whatever, and otherwise admirable dis- 
infectants, active in dilutions so great as to constitute 
an ideal preservative, have been found to fail with 
some diphtheroid or mould which happens to possess 
what can only be looked upon as a freak degree of 
resistance to it. One way. of overcoming such a 
drawback is to combine two disinfectants of different 
constitution, each of which, besides reinforcing the 
general action of the other, might be capable of 
filling occasional gaps in the capacity of the other, 
since peculiar insusceptibility to disinfectant action 
is often confined to a single class of disinfectant. 
A step has been taken in this direction by the work 
of C. R. Falk and S. P. Aplington (Amer. Jour. Hyg., 
1936, xxiv., 285), who have studied the effect of 
mixtures in different proportions of phenol and 
merthiolate on three different bacteria at three 
different temperatures and over a considerable 
number of time periods. Their general conclusion 
appears to be that this combination is a good one. 
Merthiolate is an example of a disinfectant active 
against most bacteria in extremely high dilution, and 
having certain chinks in its armour which alone 
prevent it from being ideal. Unfortunately phenol, 
on the other hand, is even more poisonous, in propor- 
tion to its disinfectant power, than tricresol; but if 
the reduced proportion of phenol employed by Falk 
and Aplington could be altogether eliminated in 
favour of some less toxic substance equally capable 
of supplementing the action of merthiolate where 
necessary, these experiments might point the way to 
an important advance. 
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ANAEMIA AND MYXCEDEMA 


THE influence of thyroxine on erythropoiesis has 
hitherto been ill defined. In 1926 G. M. J. Mackenzie 1 
drew attention to a group of cases with megalocytic 
hyperchromic anemia which responded well to treat- 
ment with thyroid, though the original diagnosis 
had been that of pernicious anemia. Since that date 
several authors have reported patients with 
myxedema and megalocytic hyperchromic anemia 
who have responded to treatment with both liver and 
thyroid but to neither remedy when given alone. 
The occurrence of a hypochromic type of anemia 
in association with myxedema has also been noted, 
but the available evidence has not made clear whether 
such an anæmia would respond to liver alone, thyroid 
alone, or to combined therapy. S. A. Holbøll has 
now studied 28 cases of myxcedema over a five-year 
period.“ In 13 of these patients the hemoglobin 
was below 70 per cent. One patient had typical 
pernicious anemia, four had a colour-index above 
one, the others had a normal or subnormal index. 
Treatment with liver and stomach preparations was 
without effect; iron alone produced no appreciable 
change in the blood picture. Thyroidin in all cases 
exercised a favourable influence on the anæmia. 
In some instances, however, when the hæmoglobin 
reached a level of about 80 per cent. no further 
improvement occurred until iron was given, when a 
second rise in hemoglobin took place. If iron and 
thyroidin were given together the most satisfactory 
results were obtained. In four cases after a normal 
blood picture had been reached Holbøll withdrew 
thyroid; in all there was some return of the anæmia. 
These observations suggest that the hypochromic 
anzmia found in certain patients with myxedema 
is dependent in part upon the absence of thyroxine 
and is not due to an associated but independent 
iron deficiency. We do not yet know how thyroxine 
exerts its influence upon hæmopoiesis. 


BOOMERANG LEG AND YAWS 


THE council of the Royal Society of Tropical. 


Medicine and Hygiene has wisely decided to publish 
from time to time monographs of outstanding interest 
to students of tropical medicine. It is happy in its 
choice of Dr. Hackett to inaugurate this new venture, 
and he is to be congratulated upon an excellent 
production,® the material for which was obtained in 
the Northern Territory of Australia during the winter 
of 1934, with assistance from the Sheridan research 
bequest of the University of Adelaide. The Southern 
area of the Northern Territory is described as acacia- 
covered semi-desert and shrub steppe, rising in places 
to 1000 feet above sea-level. The climate is hot and 
dry, and temperatures of over 100° F. are frequent 
in summer, whilst night temperatures below 32° F. 
are recorded in winter. The annual rainfall is under 
twelve inches. Hackett’s investigations lead him to 
believe that syphilis does not occur amongst the 
natives of Central and Northern Australia, though 
gonorrhea is common. At the present time the 
presence of yaws is well recognised, and some of its 
manifestations, such as gangosa, have been noted. 
It may be, too, that the disease known as irkintja 
amongst the aborigines is in reality yaws. Boomerang 
leg is an antero-posterior curvature of the leg below 


the knee with a forward convexity; occasionally 


Jour. Amer. Med. Assoc., 1926, Te 832. 
3 Acta Med. Scand.. 1936. Ixxxix., 526. 
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the curve is interrupted by bosses of localised peri- 
osteal thickening, and they are often associated with 
cicatrices. The severity of bone pains experienced 
with these lesions sometimes renders walking impos- 
sible. Hackett finds that 84 per cent. of cases give 
positive Wassermann reactions, whereas a control 
series of natives without scars or boomerang legs 
gave negative results. This evidence, together with 
the fact that sabre tibi are seen in other parts of 
the world where yaws is in evidence, supports the 
conclusion that boomerang legs in Australia are 
identical with the osteitis of yaws as seen elsewhere. 
Particularly valuable are the radiographic studies 
in association with examination of the bones them- 
selves, and the monograph is illustrated by many 
good radiograms as well as other photographs. The 
appearances depend upon the severity of the initial 
lesion and the time which has elapsed since the 
onset, Areas of rarefaction appear early and the 
bone becomes deformed. As the more acute stage 
resolves the rarefied areas clear up, leaving a depressed 
bone and a thickened cortex. Lines of arrested 
growth are often seen. Rare lesions found in bones 
are multiple necrotic foci, periosteal nodes, and 
generalised periosteal deposits. 


PSYCHONEUROTIC WORKMEN 


AN article by Dr. M. Rosenfield on industrial 
psychotherapy * draws attention to the lack of pro- 
vision for the treatment of psychoneuroses in indus- 
trial health services. This might be linked up with 
a similar lament in our correspondence columns last 
week when Dr. J. P. Steel complained of the diffi- 
culty of finding suitable light employment for men 
recovering from physical injury. In industry it 
often happens that a man must be of full working 
capacity before he can be re-employed, and Dr. 
Rosenfield notes that one of the concerns of the 
industrial psychotherapist must be to keep the 
worker in useful employment. The psychotherapist 
should therefore be in close contact with industrial 
conditions, and it is for this close contact that Dr. 
Rosenfield makes his plea. Some consider it a 
dangerous policy, he says, to reco gnise the nervous 
worker as one deserving of help in the same way 
as an injured worker deserves it. This view— the 
existence of which is undeniable—helps to swell 
sickness returns with nervous troubles camouflaged 
under a diagnosis of physical disease, a phenomenon 
we are only now coming to recognise. The lack of 
treatment, or of understanding, of psychoneurotic 
disorders ‘places a definite burden upon industry, 
and Dr. Rosenfield’s recommendations can therefore 
be supported as advantageous not only to the suf- 
ferer but to the financial side of industry. Psycho- 
therapy of the individual, however, is not sufficient. 
Many other problems intrude themselves—e.g., wages, 
accident prevention, rent and houses, travel to and 
from work, dietetic problems, &c.—and here psycho- 
therapy comes in contact with the wider subject of 
the contentment of the worker. The psychoneurotic 
symptom and the psychoneurotic disability are not 
identical and a large number of nervous people can 
be, and are, efficient workers when the working 
environment ‘places no undue stress upon them. Dr. 
Rosenfield has, without specifying the point, recog- 
nised that the reactions of the psychoneurotic worker 
act as an indicator of good or bad industrial condi- 
tions. There exist the beginnings of an organisation 
such as Dr. Rosenfield desires; welfare workers 
are now regularly employed in many industrial 


1The Human Factor, October, 1936, p. 360. 
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establishments, and for these workers some amount of 
psychological training is often provided by their own 
associations. Diplomas requiring psychological know- 
ledge are granted to would-be social workers, and 
medical officers attached to firms are becoming aware 
of the need for understanding the psychological factors 
that concern the health of the workers under their care. 


A PHILOSOPHIC TRAVELLER! 


THESE recollections of a philosophic traveller are 
well worth reading; they differ wholly from the 
notebook details of the usual globe-trotter both in 
what they include and in what they omit. In a life 
spent between his native Denmark and the Dutch 
East Indies, Dr. Waller trotted much on his way 
to and fro, and whether passing on by land or sea, or 
sojourning briefly in port, mart, or capital, he always 
found time to think as well as see. As a young doctor 
he practised in Java and served in the Acheh cam- 
paign in Northern Sumatra. His description of the 
rounding up by the Dutch officials of a band of 
splendidly fighting rebels makes pure fine drama, 
and the sympathies of the reader will sway, as did 
those of the author, between the opposing parties, for 
if one party represented the march of civilisation, 
the other was struggling for ancient rights. 

The book will break new ground for most of us 
because of its intimate descriptions of native life in a 
part of the globe so remote from most political and 
social reactions. But other chapters in the earlier part 
of the book will read as no less original. The cursive, 
incisive, and highly amusing remarks on places, all of 
which are familiar to the practised tourist and some 
of which most people have seen on holiday visits, 
convey new impressions. Here is a traveller who 
finds Venice and Nice, Paris and Cairo, to yield a 
feast for observation, curiosity, and surmise, although 
no guidebook is followed and no intention manifested 
to see the things one is expected to see. Dr. Waller 
is obviously well and even deeply read in French and 
English as well as the Scandinavian tongues, and 
illustrates his unconventional philosophy with per- 
tinent quotations throughout. Once again Mr. 
Claude Napier displays his graceful and learned skill 
in the translation of a Scandinavian language; he 
has clearly enjoyed the task. . 


COAL SMOKE ABATEMENT 


THe eighth annual gathering of the National 
Smoke Abatement Society came to a successful con- 
clusion last Saturday with a general meeting at which 
Dr. H. A. Des Voeux presiding was able to point to 
the important progression of the Society. The 
exhibition in connexion with the meeting which 
was opened on Oct. lst by the Minister of Health 
was noted last week. This exhibition attracted great 
attention and the conferences held in association with 
it at the Science Museum, South Kensington, added 
to the public interest. Sir Francis Fremantle, who 
took the chair at the conference on Oct. 15th, said 
that personal delight in the open fire would continue 
to prevail, but that, while recognising the charm of 
the fireplace, a remedy must be found for the damage 
it might work under existing conditions. Dr. 
Margaret Fishenden held that for the prevention of 
coal smoke it was essential to use the right fuels, 
and that if fuels were properly classified and distri- 
buted accordingly a great gain would have been 
secured. At the afternoon session of that day 
Dr. J. S. Owens, superintendent of the department 


1Zest for Life. By Johan Weller. Translated from the 
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of scientific and industrial research, read a paper on 
the investigation of atmospheric pollution, in which 
he pointed to the serious defilement of the air at 
well-known seaside resorts, and at the same gathering 
Sir Arthur Hill, director of the Royal Botanical Gardens 
at Kew, told a sad story of the damage done by 
atmospheric pollution to vegetation, while he said 
that the soot deposits on glass at Kew were so thick 
and sticky that rain did not clean the roofs of the 
houses. On Friday, Oct. 16th, Sir George Newman 
presided at the final session of the conference and 
held the backwardness of the country in dealing with 
the smoke nuisance to be a scandal, Sir Leonard 
Hill, F. R. S., spoke on the obstruction of light as a 
serious obstacle for real health, the curative value of 
sunlight and fresh air being recognised now in a 
manner quite foreign to the early Victorian era, Sir 
Henry Gauvain, on the same theme, spoke of a light 
clean atmosphere and its influence on tuberculosis, 
and other speakers were Sir Pendrill Varrier-Jones, 
director of the Papworth Village Settlement, and 
Dr. D. B. Cruickshank, working at the Sims Woodhead 
Memorial Laboratory at Papworth. These, and 
many other valuable contributions of knowledge on 
the subject, will be published in the quarterly journal 
of the Society, and full particulars of the Society 
can be obtained from the general secretary, 36, King- 
street, Manchester, 2. 

At the close of the meeting a mantelpiece clock 
was presented to Dr. Des Voeux and a fitted dressing- 
case to Mrs. Des Voeux, the occasion being a dinner 
at the Rembrandt Hotel, South Kensington. 


ACETYLCHOLINE AND VOLUNTARY MUSCLE 


THE division of the various neurones of the 
autonomic system into adrenergic and cholinergic, 
according to the method by which they transmit 
excitation, is now familiar, and there is little difficulty 
in demonstrating that the corresponding substances 
adrenaline and acetylcholine act on tissues such as 
smooth muscle and glands in a way that agrees 
with their innervation. Although acetylcholine had 
been detected in the perfusion fluid from voluntary 
muscle under nervous stimulation, and although 
Prostigmin, which has such a dramatic effect in 
myasthenia gravis, was known to preserve acetyl- 
choline from destruction in the tissues, there was until 
recently the utmost difficulty in definitely linking 
acetylcholine with the contraction of voluntary musole. 
Applied to normal muscle it had no effect. Applied 
to muscle whose motor innervation had degenerated 
it produced a slow contracture which bore no apparent 
relation to normal muscular contraction, and which, 
if anything, seemed to discount the possibility of the 
substance playing a part under normal conditions. 
During the present year, Dr. Brown, Sir Henry Dale, 
and Dr. Feldberg! have been able to show that the 
failure of previous experiments was due to an 
insufficiently intimate contact of acetylcholine with the 
muscle-fibres. By isolating the artery to the gastroc- 
nemius in the cat from all anastomotic connexions, 
they were able to inject into it, with some force, a 
solution of acetylcholine which they knew would 
almost instantaneously penetrate every portion of the 
muscle. In these circumstances a twitchlike response 
of the muscle occurred which, though not so rapid 
as a twitch following nerve stimulation, resembled it 
sufficiently closely to show that it was a variety of the 
same phenomenon. They were also able to demon- 
strate a potentiating action of eserine, which inhibits 
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the enzyme responsible for destroying acetylcholine, 
on the response of the muscle both to acetylcholine 
‘and nerve stimulation, but not to any other form 
of stimulation. The inference is plainly that the 
nerve impulse transmits its excitation to the muscle- 
fibres by liberating at the motor end-plate a small 
charge of acetylcholine. This rationalises the action 
of prostigmin in myasthenia gravis, suggesting that 
the disease is actually due to some failure in the 
transmitting function of acetylcholine, 


COPPER IN CULTURE MEDIA 


EXPERIMENT is indeed a hazardous business and 
the experimenter’s path seems to be surrounded by 
impish circumstances. Bacteriologists noticed a 
long time ago that they often failed to get a satis- 
factory subculture if they implanted only a few 
organisms, and a number of workers looked into 
the matter, suggested various explanations, and 
found several methods by which the difficulty might 
‘be evaded. Drs. R. A. Q. O’Meara and J. C. Macsween 
have lately found 1 that most at any rate of the 
trouble with such an organism as the staphylococcus 
is due to the presence of copper which is brought 
into the culture medium either in the peptone or 
from using copper utensils in brewing it. Hence 
they say the known superiority of broths in which 
the peptone is cooked up with the meat (which 
absorbs the copper) instead of being added to the 
filtered meat extract. Others have we believe 
noticed the poisonousness of copper funnels for 
filtering hot media, but not unnaturally no one 
seems to have suspected that commercial peptone 
could contain enough of the metal to make a differ- 
ence. Some peptones also have a good deal of iron, 
but this the bacteria seem to meet with equanimity. 
Is it possible that the superior keeping qualities of 
old-fashioned jam were due to the copper which was 
dissolved in considerable quantities from those 
magnificent stewpans which adorned the kitchen 
mantelpiece ! Perhaps, too, such jam might prove 
an elegant vehicle for those who want to give copper 
to anemic children ? 


VIRUS OF LYMPHOGRANULOMA INGUINALE 


THE discovery by Hellerström and Wassen in 1930 
that lymphogranuloma inguinale is due to a filtrable 
virus has been followed by a large output of papers 
on the continent of Europe, in America, and in this 
country. As a result it has been demonstrated that 
the disease long known in the tropics as climatic 
bubo is identical with the lymphogranuloma inguinale 
of more temperate climes, while the main features 
of the infection have been clearly defined. The world- 
wide distribution of the disease is further emphasised 
by the series of eight reports recently published by 
Prof. Y. Miyagawa and his colleagues? of the Govern- 
ment Institute for Infectious Diseases in Tokyo. 
So far as the pathological changes and the list of 
susceptible animals are concerned the results of the 
Japanese workers are mainly confirmatory of those 
obtained elsewhere. They found, however, that in 
addition to monkeys, mice, and guinea-pigs an Asiatic 
squirrel, Entumias asiaticus orientalis, was highly 
susceptible to the virus by intracerebral, intra- 
testicular, and intradermal inoculation. The pos- 
setiological significance of small granular 
corpuscles, readily stained by Giemsa’s method, was 
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especially emphasised, while the size of the virus 
was estimated by differential filtration to be between 
0-125 and 0-175 , a result also obtained by Broom 
and Findlay. While the virus was successfully 
cultivated on the chorio-allantoic membrane of the 
chick embryo, and in actual tissue cultures of testicle, 
brain, and spleen of normal adult mice, difficulties 
were encountered in growing the virus by the Mait- 
land technique. Actively growing cells appeared to 
be essential for the propagation of the virus. These 
growing cells also contained minute granules. Though 
absolutely conclusive experiments are lacking there 
is thus a strong probability that these granules 
represent the actual virus particles. 


- LOOKING AND SEEING 


NATURE seldom makes the perfect experiment, and 
when she does the probability is that it is not 
recognised. When Dr. Gordon Holmes entitled 
his John Mallet Purser lecture“ Looking and 
Seeing, it is unlikely that he meant to infer anything 
of this kind, but the aptness of the title as a comment 
on, as well as a description of, the subject matter of 
the lecture: must have struck his hearers forcibly. 
His account of a reflex determining fixation of the 
eyes was illustrated by two cases between which 
few observers would have detected any relationship. 
The first was that of a man who had lost all voluntary 
control of his eyes, although these, in common with 
other paralysed parts of the body, moved in response 
to reflex stimulation. Detailed investigation revealed 
an exception to this rule: if the eyes were fixed 
on an object, the strongest reflex stimuli failed to 
cause any deviation, and if the head was slowly 
moved the eyes did not move with it, but remained 
directed to the same spot. Various experiments 
showed that this fixation was not voluntary, but 
itself a reflex, exaggerated because of lack of restraint 
from higher centres. It was readily and easily 
abolished by interrupting the line of vision temporarily 
with a screen. The second case, or rather type of 
case, was the converse of this. Voluntary move- 
ment was unimpaired, and the eyes could be turned 
towards a given object, but fixation was deficient 
and the eyes immediately wandered back to their 
position of rest. 

There are several factors which might be concerned 
in directing the eyes to a certain point, and even 
maintaining them in position, but there seems no 
doubt that a definite fixation reflex ” originates 
in the retina and that part of its arc lies in the visual 
cortex. Holmes points out that without such a 
reflex it would be next to impossible to keep looking 
at one object. Even if it were quite stationary, 
the observer would constantly be making movements 
of the body, and slight postural adjustments of the 
head, each of which would require a fresh voluntary 
effort directed to compensatory contractions of the 
eye muscles. If the reflex is impaired it cannot be 
successfully replaced by willed movements, whereas 
if it is exaggerated it resists interruption by other 
reflexes and can only be terminated by removing the 
stimulus. In normal circumstances, then, the activity 
of the extrinsic ocular muscles is determined by 
balanced reflexes, the fixation reflex tending to 
inhibit movement, except in so far as this keeps the 
field of vision unaltered, and other reflexes, chiefly 
initiated by sudden visual, auditory, or labyrinthine 
stimuli, tending to produce sudden movement. Such 

* Broom, J. O., and Findlay, G. M.: Brit. Jour. Exp. Path., 
1936, xvii., 135. 
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a balance of forces fits in well with modern physio- 


logical conceptions, and if correctly adjusted would 
ensure that the attention was neither too fixed nor 
too easily distracted. Capable of superseding both 
sets of reflexes are the important “ volitional” 
impulses from the frontal cortex, whereby the eyes 
are moved about deliberately. The anatomical 
implications of this theory agree well with what is 
known of the tracts subserving vision and ocular 
movement. A short time ago we commented on a 


paper by Sir Arthur Hall ë on opening and closing. 


of the eyes, in the course of which he writes: Whilst 

closure of the eyes may serve various purposes, it is 
certain that one of these is to exclude light, and that 
until light is thus excluded the nervous mechanism 
which controls eye closure is not satisfied.“ Holmes's 
lecture lends point to this, for it adds to the importance 
of closure of the eyes during sleep. It may also 
explain, though here we become rather speculative, 
how somnambulists are able to perform complicated 
but purposive acts while apparently unconscious, 
reflex fixation, in the absence of distracting stimuli, 
not needing to be reinforced by conscious attention. 


MEDICAL RESEARCH COUNCIL: NEW 
APPOINTMENTS 


By an order of the committee of the Privy Council 
for medical research, Lord Balfour of Burleigh and 
Prof. John Mellanby, M.D., F.R.S., Waynflete 
professor of physiology in the University of Oxford, 
are appointed members of the Medical Research 
Council in succession to the Marquess of Linlithgow 
and Prof. E. D. Adrian, M.D., F. R. S., who retired in 
rotation on Sept. 30th, 1936. The appointment of 
Prof. Mellanby was made after consultation with the 
Medical Research Council and with the president of 
the Royal Society. Lord Balfour of Burleigh has 
now been appointed by the Medical Research Council 
to be their chairman, also in succession to Lord 
Linlithgow, and this has been approved by the 
committee of the Privy Council. 


FOREIGN BODIES IN ESOPHAGUS AND BRONCHI 


Prof. A. Caiado de Castro gives an epitomised 
account in a supplement to a bulletin (No. 3) 
issued by the Secretary-General of Public Health of 
Brazil of 300 cases of foreign body removed by 
endoscopic methods from the bronchi and œsophagus, 
which is preceded by a brief description in Portuguese, 
French, English, and German of the technique em- 
ployed. The use of anesthetics for this work has been 
completely abandoned at the Oto-Laryngo-Ophthal- 
mological Clinic of the Municipal Department of 
Rio de Janeiro since January, 1932, except that on a 
very few occasions local anesthesia has been employed 
for foreign bodies buried in areas where the œdema 
and spasm were severe. Great importance is placed 
on the position of the patient. He is wrapped in a 
Sheet with the feet together and the hands on the 
thighs, and is fixed to the table by means of three 
straps, respectively at the level of the sixth dorsal 
and fifth lumbar vertebræ, and at the lower third 
of the thighs. He is placed in the dorsal position, 
with the head and shoulders beyond the end of the 
table supported by an assistant sitting on a stool 
to the right of the patient. A second assistant 
controls the Doyen gag, and a third works the aspirator 
and times the procedure; considerable importance 
is attached to the speed of operating. Brünings 
tubes are preferred, with Chevalier Jackson’s forceps. 
It is obvious that a very large number of cases of 


5 See THE LANCET, August Ist, 1936, p. 269. 
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foreign body come to this clinic, and that Prof. 
Caiado de Castro and his colleagues have acquired 
great skill in their extraction. In the large majority 
of cases the foreign body was lodged in the wsophagus. 
This monograph in Portuguese is sumptuously pro- 
duced, with photographs of every foreign body, of the 
disposition of patient and assistants, of the instru- 
ments employed, and of the municipal hospital. 
It could be wished, however, that, in addition to 
the short history of each patient, an account of any 
unusual or complicated case had been given, with a 
general summary of the results, for it is only by 


‘reading through every epitome that such information 


can be obtained. 


MEMORIAL TO DR. M. D. EDER 


THe desire has been expressed in many quarters 
to establish a memorial to the late Dr. David Eder 
to commemorate his services to medicme, to social 
science, and to Zionism. It is felt that not only 
psycho-analysts and Zionists would like to be asso- 
ciated with this memorial, but also many working 
in the spheres of medicine and social science who 
knew of Dr. Eder and of his work. A letter commend- 
ing the proposal reaches us over the signatures of 
Albert Einstein, Sigmund Freud, Sir Philip Hartog, 
Ernest Jones, J. L. Magnus, Lord Melchett, Redcliffe 
N. Salaman, Arnold Sorsby, Chaim Weizmann, and 
H. G. Wells. After recalling Dr. Eder’s great services 
to the Hebrew University of Jerusalem and to the 
Zionist: movement they continue, His work in the 
sphere of psycho-analysis is well known to members 
of the International Psycho-Analytical Association, 
and his place in the history of psycho-analysis was 
appraised in the International Journal of Psycho- 
Analysis in the April issue for 1936. The many 
tributes to his memory which have appeared in the 
press both of this and of foreign countries d 
the past few months bear witness to the loss which 
the causes of social effort and scientific inquiry have 
suffered by his passing. We who were privileged to 
know and collaborate with him, mourn the loss of 
an untiring worker and a courageous pioneer, one 
whose ever-helpful personality will always live in our 
memory. We are sure that many will wish to 
perpetuate his memory by assisting to further an 
object he would have had so much at heart.” The 
object here mentioned is the establishment of a 
psychological library, bearing Dr. Eder’s name, at 
the Hebrew University, and Mrs. Eder has agreed 
to present his own library as a nucleus. Subscrip- 
tions may be sent to the hon. secretary and treasurer, 
Mr. Maurice Sorsby, F. R. C. S., 86, Harley-street, 
London, W. I. 


On Tuesday, Nov. 3rd, Dr. Edward Mapother 
will deliver the Bradshaw lecture of the Royal College 
of Physicians of London, his subject being the inte- 
gration of neurology and psychiatry. On Nov. th 
and Nov. 10th Dr. J. D. Rolleston will give the 
FitzPatrick lectures, speaking on the history of the 
acute exanthemata. The Mitchell lecture will take 
place on Nov. 12th, when Dr. R. R. Trail will speak 
on recent aids to the prognosis of pulmonary tuber- 
culosis. All the lectures will be given at 5 P.M. at 
the College, and members of the medical profession 
will be admitted on presentation of their cards. 


ROYAL CANCER HOSPITAL (FREE), LONDON.—An 
appeal for £150,000 is being made by this hospital 
in order to modernise the wards, extend the research 
institute, and enlarge the nurses’ home. 
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PROGNOSIS 


A Series of Signed Articles contributed by invitation 


CXVITI.—_ PROGNOSIS IN THE MANIC- 
DEPRESSIVE PSYCHOSIS 


CLEAR-CUT issues are so rare in psychiatry that a 
definite diagnosis, carrying with it a definite prog- 
nosis, is almost too good to be true. It is, however, 
certain that the term manic-depressive psychosis is 
often used in this decisive way: when a patient has 
been so diagnosed, it is taken for granted that he 
will recover completely, though he remains liable to 
further attacks of affective disorder; tle only 
points that are doubtful are the duration of the 
present attack and the date of any subsequent ones. 
Such a view of the matter assumes that the diagnosis 
can be made with confidence, and that the cases 
have always a benign but repetitive course. This 
is unfortunately wrong. It is impossible to distin- 
guish sharply between manic-depressive psychoses 
and other forms of disorder, some recurrent, some 
chronic, in which an excessive emotional change is 
the most striking aspect of the illness. It would be 
more correct to say that in the wide range of affective 
psychoses, both major and minor, there is at one 
extreme a group in which constitutional factors are 
vastly more potent than external circumstances, 
and in which, if the patient does not die from hunger, 
suicide, violence, or intercurrent disease, he recovers 
completely, though not without risk of recurrence ; 
while at the other extreme there is a group of rela- 
tively mild disorders, mostly with depression or 
anxiety, on the course of which their environment 
exerts great influence, the drift being towards chroni- 
city. Between these extremes lie many, perhaps the 
majority, of cases of affective psychosis. To attempt 
an exclusive twofold classification into manic- 
depressive or endogenous cases, and neurotic or 
reactive ones, is to insist on the extremes, as though 
one were to classify all mankind into the, fat and 
the thin. There are a great number of cases of 
affective disorder, in which it is impossible to tell 
from their clinical form alone what will be their 
outcome; that can only be done by a study of their 
previous history and personality, and an estimate of 
the treatment and other circumstances to which 
they will be exposed. Moreover, what seems a typical 
affective psychosis may be found to be symptomatic 
of some disease such as cerebral arteriosclerosis, 
G. P. I., myxedema, cerebral tumour, pernicious 
ansmia, or other organic“ condition. This may 
be true, although there be no signs of dementia or 
confusion, but only mania or melancholia. The 
prognosis in such a case will be that of the disease, 
and not of the usually benign psychiatric syndrome 
which happens to fill the clinical picture. 


Since therefore the weighty question, Will the 
patient recover from this illness? ”, is answered by 
psychiatric diagnosis alone less fully than is some- 
times supposed, it is all the more necessary to have 
general rules of prognosis to take the place of a 
diagnostic short cut to that end. If this affective 
syndrome be regarded not as a disease, running a 
definite course, but as a type of reaction, in which 
a pathological emotional disturbance is the chief 
feature, it follows that the prognosis must depend 
on (1) the inherited predisposition, and evidences of 
it in constitution and personality ; (2) the experiences 
which have moulded the patient and to which he is 
still exposed and responsive; and (3) the tendency 


of an emotional reaction to subside or to drag on. 
More briefly, the prognosis depends on heredity, on 
environment, and on biological form. So, in the 
main, does choice of treatment. 


Heredity 


Besides the prognosis for the patient, there is 
the prognosis for the next generation—the question 
whether the children of an affected individual will 
be likewise affected. This genetic prognosis can go 
no farther than to say that the probability of trans- 
mission is highest where both parents have had well- 
defined attacks of mania or acute depression, or 
where in the one unaffected parent there is a notably 
sanguine, melancholic, or cyclothymic temperament. 
Where one parent is healthy, and the other has had 
periodic attacks of depression or mania, there is a 
likelihood that a third of the children may show the 
disorder. 

As for prognosis in the ordinary sense, the chances 
of complete recovery from an attack will be good 
where a typical affective illness, periodic or solitary, 
has occurred in one or more of the patient’s ante- 
cedents. It may also be cautiously assumed that 
eccenttic, neurotic, or schizophrenic antecedents, 
especially parents, make the outlook for complete 
recovery rather less satisfactory. The hereditary 
endowment of the patient may often be inferred 
from his temperament and even from his bodily 
habit. If the former is of the syntonic type, with 
its prompt affective responses, and the latter shows 
„ pyknio features —short-necked, thickset, paunchy, 
plethoric, broadfaced—then the chances of the 
attack being uncomplicated and followed by a return 
to health are much higher than if there have been 
indications of a schizophrenic or other psychopathic 
tendency. Moreover, the patient who has for years 
before his illness shown morbid traits, who has been 
anxious, or quarrelsome, or suspicious, or odd, or 
solitary, or obsessional, or in some other way has 
shown that he is constantly at odds with himself, 
as well as with his susroundings—such a patient is 
not going to be cured of his maladjustment by having 
an affective flare-up. A sortie does not end a siege. 
Should he recover from the acute illness, he will 
still be likely to show the features of personality 
that have troubled him hitherto. ‘‘ Recovery from 
the attack must therefore be a qualified notion, 
meaning recovery to the status quo ante rather than 
to some ideal state of mental health. 


Environment 


To trace the interplay between the patient and 
the experiences that have come his way -is an 
intricate, sometimes an impossible, task; but some 
notion of how he has developed and how he has 
responded to his environment may be of considerable 
value in understanding the illness and forecasting 
its course. One may see what kinds of traumata 
have upset him, how quickly he has recovered from 
them, what effects they have had on subsequent 
behaviour and outlook. Previous happenings may 
be significant in making it clear why some recent 
occurrences should have provoked the present out- 
break. But such investigations have their limits: 
it is not possible or desirable to make the fullest 
analysis of every patient’s history. For a working 
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prognosis, it is often sufficient if one gets a general 
grasp of the patient’s response to his environment, 
and of the events which led up to his present illness. 
If his emotional state has for years been at the mercy 
of his surroundings, and neurotic instability has 
been his chief way of dealing with his troubles, the 
outlook is less promising than it would otherwise 
be. It is more contingent on his receiving the sus- 
tained guidance and support of psychotherapy ; 
and his recovery will be especially difficult or incom- 
plete if through financial, physical, or other handicaps 
life continues to bear hard upon him. 

The harmful stresses that must be relieved to 
promote mental health, have to be worked out 
separately for each patient and given due weight 
in assessing his prognosis. There are on the whole 
few affective illnesses so endogenous that no reactive 
elements can be found in their immediate causation 
or in their duration and content, just as, on the other 
hand, there are few affective illnesses—whether called 
neuroses or not—in which one can help inferring a 
constitutional factor. The task in prognosis, here 
closely linked to ætiology, is to assess the weight 
and interplay of these forces, on the basis of psycho- 
logical understanding and clinical experience—neither 
of which can be written down.. It is false for prog- 
nostic or other purposes to make an antithesis 
between endogenous illnesses which are assumed to 
be self-limited, and reactive ones which respond to 
psychotherapy. 


Clinical Form 


It may be said, simply, that severe emotional 
upsets ordinarily tend to subside, but that mild 
emotional states, when often provoked or long main- 
tained, tend to persist, as it were, autonomously. 
Hence the paradox that a gross blatant psychosis 
may do less damage in the long run than some meagre 
neurotic incubus: a dramatic attack of mania or 
melancholia, with delusions, wasting, hallucinations, 
wild excitement and other alarms, may have far 
less effect on the course of a man’s life than some 
deceptively mild affective illness which goes on 80 
long that it becomes inveterate. The former comes 
as a catastrophe, and when it has passed the patient 
takes up his life again, active, cheerful, normal in 
every way, while with the latter he may never get 
rid of his burden. í 

There are a number of statistical reports on prog- 
nosis, based on the distinction between recurrent 
typical episodes of depression or elation and long- 
standing variants and exaggerations of neurotic 
personality. The main points that emerge from 
these are as follows: a first attack of mania will 
very seldom be the only one, whereas the first attack 
of melancholia may be the only one. There may 
be a single attack at puberty or at the climacteric. 
Melancholia is much more likely to become chronic 
than mania. Periodic attacks of mania may cease 
in middle life; periodic depression is less likely to. 
The presence of features characteristic of schizo- 
phrenia, hysterical or other modes of reaction make 
the prognosis more dubious. Hallucinations and 
delusions are in themselves of little prognostic 
importance: they are more frequent in cases that 
turn out badly, but it is their form and development 
that is significant, not their mere occurrence. A 
transition from mania to melancholia, or the reverse, 
is commonly gradual, as is recovery from either. 
Only previous history will enable one to foretell the 
- duration of the attack and whether it will be of the 
alternating kind, or the only one. Subsequent 
attacks will probably be of the same type as their 
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predecessors. After recovery complete insight may 
not be attained, especially in resentful manic patients 
and melancholics who are sensitive and suspicious. 

These statistical observations have largely been 
made on cases admitted to mental hospitals. If one 
enlarges the scope of the inquiry to include those seen 
in a psychiatric clinic, and to ascertain more about 
them after recovery than merely their capacity to earn 
their living and rub along in the ordinary way, it 
becomes evident that the outcome is by no means 
uniformly good. Crude “pure” mania or melan- 
cholia, coming on abruptly in a healthy person, is, 
it is true, likely to clear up, leaving not a trace 
behind, but there are many patients who after the 
illness remain, or revert to being, excitable, gloomy, 
tired, or anxious; careful study of the past history 
will in such cases be more profitable for prognosis 
than examination of the present symptoms. So long 
as the illness is in time of occurrence and content 
closely related to an adequate and transient preci- 
pitating factor, recovery should usually be prompt. 
The longer the disturbing factor continues to act, 
and the more the patient has shown a tendency to 
mild but very persistent affective reactions, in which 
anxiety, fatigue, and hypochondria have been in 
the forefront, the poorer is the outlook for complete 
recovery. For such patients, psychotherapy and 
adjustment of their environment to suit them will 
be much more necessary and efficacious than for 
those with catastrophic reactions, where periodicity 
is more conspicuous and reactivity less so, and the 
normal or interval personality is well adjusted and 
tolerably stable. Prognosis, therefore, will be 
influenced by the choice and possibility of appropriate 
treatment. 

The most satisfactory outcome is to be looked for 
where the onset is abrupt, the clinical features those 
of uncomplicated ‘‘ classical” mania or melancholia, 
the previous personality healthy and syntonio, any 
previous attacks well-defined affective ones, and 
no physical disease, especially of the circulatory 
system, to be discovered. Gross hypochondriac ideas, 
nihilistic delusions, much admixture of schizophrenic 
or other anomalous symptom, and true stupor are 
unfavourable points; severe depersonalisation often 
means a long illness. As people grow older, the 
intervals between the attacks may grow shorter and 
the attacks themselves longer. Sometimes after a 
series of attacks the patient becomes dulled, shows 
impaired initiative and judgment, and is less able 
than formerly to deal with his daily problems, though 
in other respects or superficially he would be regarded 
as healthy. | 

Death 


Death during an attack is not so rare as is thought. 
In the Massachusetts mental hospitals, where statistics 
are well kept and diagnosis is fairly uniform, the 
death-rate per 1000 of manic-depressive first admis- 
sions is 36, and for readmissions 48. These deaths 
are not restricted to patients in middle life or old 
age, though of course the majority occur over the 
age of 50 and are due to circulatory disease. Essen- 
Möller found that after discharge from hospital 
manic-depressive patients had a mortality-rate one 
and a half times that of the average population. 
Deaths by suicide, which scarcely enter into mental 
hospital statistics, account for an unknown, but 
certainly large, number of deaths from manic- 
depressive psychosis, often at a stage where the 
gravity of the condition is missed and “a change 
of scene or “a course of special treatment has 
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SHORT courses for former students are still in 
progress at some of the London teaching schools. 
Below we publish abstracts of lectures given by 
Dr. Wall at the London Hospital, Dr. Hunt at 
St. Mary’s, and Dr. Wigley at Charing Cross. 


THE CARE OF ARRESTED PULMONARY 
TUBERCULOSIS 


(DR. CEC. WALL) 


Tue treatment of active pulmonary tuberculosis 
has in recent years passed out of the control of the 
general practitioner, but the after-care remains 
within his special province. 

Prognosis.—The Frimley Sanatorium was opened 
in 1905 and of the 97 patients treated there in that 
year 10 are still alive. Eight are still working, and 
of these 8, 6 had tubercle bacilli in the sputum 
30 years ago. I do not know the ages of these 
patients but assume that when admitted they were 
at least between 20 and 30 and now are between 
50 and 60. At the best we cannot assume that more 
than 10 per cent. have reached the age of 60. 

In the last volume of the Brompton Hospital 
reports there appeared a careful analysis of the after- 
histories of 8766 patients treated at Frimley since 
1905. Dr. Wingfield and his colleagues have 
attempted to assess the expectation of survival for 
another five years of the patients in different age- 
groups for each year after their discharge. It was 
shown statistically that the highest mortality occurs 
within the first two years following discharge, and 
that the expectation of survival improves year by 
year subsequently until the survivors reach the age 
of 48 to 52. That is to say, that while about half 
of those aged between 36 and 40 who have survived 
one year after discharge are likely to live another 
5 years; of those who have survived 10 years, nine 
out of ten have an expectation of another 5 years of 
life ; but at the end of 15 years only eight out of the 
ten then surviving have as good a future prospect. 
This conclusion seems to bear out the opinion 
gained from clinical experience that the ultimate 
prognosis of arrested pulmonary tuberculosis may be 
summed up in the phrase “premature senility.” 
Another conclusion reached by the authors is that 
the mortality-rate varies directly with the anatomical 
extent and pathological stage of the disease when 
first brought under treatment rather than with the 
age or sex of the patient. This conclusion is justified 
by the records of the patients during the first 3 or 4 


(Continued from previous page) 
been advised, more riskily than the adviser knew. 
If all the cases of death by suicide during a phase 
of morbid depression and all the deaths from infec- 
tious disease (including pneumonia) of manic or 
depressed patients could be ascertained, it would 
surely be oftener remembered that this can be a 
lethal illness and that suitable hospital treatment 
may be called for, though there be no gross psychotic 
features, no history of previous attacks, and no 
lack of insight or of psychological causes for the 


breakdown. 
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years after discharge, but it is noteworthy that after 
this period the expectation of survival of patients 
who had extensive disease improves in subsequent 
years with greater rapidity than that of those whose 
lungs were involved to a less extent. 

Much light is thrown upon the prognosis in pul- 
monary tuberculosis by statistical investigation, but 
the method cannot be employed to elucidate the 
conditions which tend to hasten or retard a fatal 
ending. Some information of value in this con- 
nexion may be obtained by investigating the circum- 
stances in which fortunate survivors have achieved 
prolonged existence. Such investigation may reveal 
certain common factors which may coincide with 
those usually accepted as favourable, or it may show 
that certain conditions often regarded as indispensable 
for recovery are frequently not present. 

To-day I propose to tell you the conclusions which 
have forced themselves upon me after 30 years’ 
clinical work at a chest hospital. 

The Frimley report draws attention to the fact 
that pulmonary tuberculosis may progress for a long 
period without producing any symptoms of ill-health, 
so that the disease is already of considerable extent 
when the patient seeks medical aid. It is suggested 
that what is true of the initial attack is also true of 
I think that anyone 
with any experience of pulmonary tuberculosis will 
be inclined to agree with both these statements and 
realise the importance of trivial symptoms which 
the majority of patients would ignore. 

The symptoms of pulmonary tuberculosis fall into 
two groups, those such as cough, expectoration, and 
dyspnea which are due to the local disease, and 
those which may be included under the term con- 
stitutional disturbance presumably resulting from 
the absorption of tuberculotoxins into the circulation. 
Symptoms belonging to the latter group are often 
slight and evanescent, and consequently are dis- 
missed as unimportant by the patient. They are 
likely to occur as the result of some physical over- 
strain and to disappear rapidly on resting. It is 
this fact which seems to be the basis of the spes 
phthisica. 

In the management of a case of arrested tubercu- 
losis it is of the greatest importance to study the 
minor manifestations of constitutional disturbance. 
Pyrexia, loss of weight, general aches and pains, 
night sweats, and the like are likely to attract 
attention, but these should count as major symptoms 
and a warning should be given before they develop. 
In this connexion I would rémind you that apyrexial 
fever is a common phenomenon in arrested pulmonary 
tuberculosis ; the normal temperature of many of 
these patients is below 98-4°, and a rise to that level 
may indicate fever. The minor symptoms are 
numerous and tend to vary with the temperament 
of the individual; one of the commonest is the 
sense of fatigue generally associated with fidgeting ; 
others are dyspepsia, anorexia, headache, insomnia, 
palpitation, and irritability. The only safe rule for 
the patient whose tuberculosis has been arrested is 
to assume that if in any way he does not feel quite 
up to the mark he has overtaxed his strength 
and requires an overdose of rest. Of course, just as 
in initial attacks, arrested disease may at times take 
on fresh activity in the complete absence of symp- 
toms: to guard against such a mishap periodic 
physical examination aided by radiography is 
desirable. l 
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It may be objected that this advice encourages 
valetudinarianism, but a measure of valetudinarianism 
is the price the patient has to pay for prolonged 
existence. Speaking generally, if a threat of recru- 
descence is recognised early the patient’s resistance 
will be restored after a short course of treatment. 
Any increase of the focal group of symptoms will 
naturally call for particular care, but hemoptysis 
requires special consideration. Repeated small 
hemorrhages, especially if associated with any con- 
stitutional disturbance, must give rise to anxiety ; 
but in old fibrous arrested disease a sudden free 
hemoptysis, particularly if the patient at the time 
feels fit, may be the result of the rupture of a small 
aneurysm of the pulmonary artery and may not lead 
to any extension of the disease. A short period of 
rest and close observation to exclude evidence of 
constitutional disturbance may be all the treatment 
required. 

Difficult: problems often arise with regard to the 
place of residence and the occupation of an individual 
in whom pulmonary tuberculosis has been arrested. 
In every case except when the area of lung involved 
was very small there will be some impairment of 
physical strength and vitality; change of occupa- 
tion, even if desirable, is seldom possible, but if 
there is a change it should be in the direction of lighter 
rather than of heavier work. This consideration 
brings us at once into conflict with those that hold 


that tuberculous convalescents should seek an out- 


door employment. I do not. consider it good. advice 
to suggest that a city clerk should become a farm 
labourer or a bus conductor merely because he would 
be kept thus in the open air. There are very few 
outdoor occupations which do not require muscular 
exertion in excess of the capacity of the majority 
of those whose lungs have been damaged. 

Unless the patient can afford to retire it is probable 
that he will have to return to his former occupation. 
There is a popular belief that anyone who has had 
a tuberculous lesion must henceforth live in the 
country. Fresh clean air is of course desirable for 
everybody, but if country residence involves a long 
journey to and from work the disadvantages may 
soon outweigh the advantages. I have known many 
patients who have kept well when living and working 
in London, and I do not believe it necessary or even 
advisable to urge them to live far from their work. 
The limitation of physical exertion is of much greater 
importance than climatic treatment. A hot climate 
is usually held to be unsuitable, but I have known 
several patients who have kept well in the tropics 
where labour is cheap and physical exertion can be 
reduced to a minimum. 

Questions with regard to the diet of patients will 
almost certainly be put. I am convinced that the 
best answer is an ordinary mixed diet such as is 
found suitable for the healthy; the meals should 
be regular and well spaced with intervals of at least 
three hours to permit full digestion. Frequent 
feeding is likely to lead to dyspepsia. Extra milk 
is not desirable; milk is a good food but is bulky 
and often causes discomfort. It may be necessary 
when there is dyspepsia due to tuberculotoxæemia, 
but in cases of arrested disease more concentrated 
foodstuffs are better. Alcohol in moderation may be 
permitted as a luxury, but not as a medicine; used 
to mask a sense of fatigue it is likely to be harmful. 
In my experience habitual alcoholism is more fre- 
quently the result of chronic tuberculosis than 
tuberculosis of alcoholism. Smoking in moderation 
appears to be harmless provided that it does not 
aggravate the cough. 


FIBROSITIS 
(DR. THOMAS Hunt) 


„ FIBROSITIS ” is a diagnosis applied to so many 
muscular aches and pains that it will be well to begin 
by giving it some sort of definition. It is a condition 
of diffuse or localised exudations in the fasciæ and 
interstitial tissues of muscles and ligaments lead ing 
to the presence of tender nodules ” in the affected 
parts: the ligaments around joints especially suffer 
and this is the reason why treatment in osteo- 
arthritis, for example, may do much good symptom- 
atically though the joint itself remains unchanged ; 
for probably half the symptoms of osteo-arthritis 
are due to the associated fibrositis. Fibrositis 
causes aching pain, often very severe; this is mainly 
present when the muscles are stretched or used, and 
complete rest will usually relieve it considerably if 
not completely. In this respect the pain differs from 
that of neuritis or perineuritis (e.g., sciatica) in which 
it is spontaneous and often not improved by rest. 
Similarly warmth will nearly always help fibrositic 


pain whereas it may make the pain of neuritis worse, 


especially when applied in the form of electrical heat 
such as diathermy. 

The nodules of fibrositis are best felt when the 
muscles are on the stretch ; firm and deep palpation 
may be required to detect them for they are often 
quite tiny. A tender lump felt in the neighbourhood 
of a slack muscle is likely to be outside the muscle 
(e.g., thrombophlebitis). 

The factors mainly concerned in the causation 
of fibrositis are chill, trauma, fatigue, and infection. 
Generalised fibrositis is nearly always associated 
with some focus of infection ; localised types such as 
lumbago and intercostal fibrositis are more often 
due to strain and chill. Chill does its worst upon 
stationary muscles which are on the stretch, and 
when it operates for a long time upon muscles that 
are fatigued. The tired man asleep in a draught 
of cool air offers an ideal chance. Hence fibrositis 
is frequently seen in active energetic young men 
and is in no sense a condition only of old people. 
It follows that attention to little details of daily life 
will often do more than anything else to prevent 
attacks; a chronic fibrositic back may be the result 
of a bad position when driving a car, or of an occupa- 
tion that means constant bending—as in some of us 
leaning over bedsides! Recurring stiff necks are often 
due to faulty position asleep in bed ; other cases are 
associated with a bad habit of doing violent physical 
exercises at the end of a day when muscles are already 
tired. In generalised fibrositis some toxic factor 
can nearly always be found ; among my own patients 
one-third of the cases directly followed tonsillar 
infection while next in frequency came sepsis in or 
around the teeth. B. coli infection in the genito- 
urinary tract is often found, but I have only had two 
patients that did really well when the urine became 
sterile. Gonococcal infection must be remembered, 
put in my experience appendix, gall-bladder, colon, 
and cervix infection are less common causes. 


Muscular pains similar to those of general fibrositis 
may accompany arterio-sclerosis or obesity, especially 
when fat is put on rapidly; they may thus often 
be found at about the menopause in women. Disuse 
of muscles lessens blood flow through them and 
increase in fat probably causes pains of vascular 
origin associated with the accumulation in the muscles 
of metabolic end-products which are no longer 
normally removed by the inadequate blood-supply. 
Here the remedy lies in reduction in weight and 
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increased use of the muscles by exercises and the aid 
of massage ; in some cases thyroid extract is helpful. 

Of the local types of fibrositis ‘‘ lumbago is most 
often seen; this may be true lumbago which follows 
stretching or actual rupture of fibres of the erector 
spine, or a low backache due to fibrositis around the 
sacro-iliac joints. In both conditions pain is apt to 
run down the outer side and front of the leg, in 
contrast to sciatic pain which always goes down the 
back of the leg. In lumbago the ilio-tibial band and 
fascia lata of the leg are often involved, and in raising 
the extended leg to elicit Laségue’s sign for sciatica 
the stretching of these ligaments may give rise to 
pain that is wrongly attributed to the sciatic nerve. 

Chronic backache is rarely due to constipation and 
chronic nephritis is also an uncommon cause. A renal 
calculus is, however, always to be thought of, especially 
when the chronic aching is associated with attacks 
of more severe pain like true colic. In both lumbago 
and renal calculus jolting (as in a car) may increase 
the pain, but as a rule bending and movement of the 
back muscles produces more pain in patients with 
lumbago than in patients with caloulus. Oxaluria 
is a condition which may sometimes be mistaken for 
fibrositis of the back, and repeated examinations 
of the urine for red blood-cells and oxalate crystals 
may be necessary to exclude this cause. I can 
remember three cases, regarded as fibrositic, which 
were completely relieved by diet for oxaluria—in which 
one must not forget to exclude coffee, chocolate, cocoa, 
strong tea, and grape fruit, a8 well as the more often 
remembered foods such as strawberries and rhubarb. 

Intercostal fibrositis, or pleurodynia, may be 
mistaken for pleurisy, or (on the left side) coronary 
artery thrombosis. The pain usually follows a chill ; 
it is very violent, of sudden onset, and worse with 
every movement and with coughing, breathing, or 
sneezing. The chest wall is often very tender on 
palpation, and is moved as little as possible so that 
on auscultation the air entry on the affected side may 
be poor. The most helpful points in diagnosis are 
the absence of cough, a rub, fever, or any change in 
blood pressure, together with the great pain on pressure 
and movement, and a history frequently of direct 
chilling of the side. 

The essential treatment of fibrositis is local, 
together with the prevention of strain, fatigue, and 
chill and removal of foci of infection when these can 
be found. Massage is the most important remedy, 
and a fibrositis that shows no improvement with 
correct massage has probably some complicating 
factor such as scoliosis, osteo-arthritis, or persistent 
infection. Physical treatment may also fail because 
it is not given persistently enough or firmly enough: 
each application should always be followed by rest 
and warmth, and it is best given if possible in the 
patient’s home. Massage for fibrositis should become 
progressively stronger and deeper, and is rightly 
painful at the time; on the continent it is said that 
there is no cure without bleeding ’—meaning 
that the treatment should be energetic enough to cause 
actual hemorrhage around the nodules. Heat can 
often be applied as successfully by simple methods 
(linseed poultice or a hot iron over brown paper) 
as by elaborate electrical apparatus. If in doubt 
whether an acute neuritis is present, it is wise to 
withhold all forms of electrical heat such as diathermy. 

Some of the greatest successes of spa therapy are 
found in cases of fibrositis, and correctly given baths 
are often very beneficial. Unless there is an indication 
for weight reduction, or treatment of oxaluria or 
gout, special rules of diet are not necessary except 
to insist upon avoidance of overeating and of alcohol, 


which usually increases fibrositic symptoms. No 
drugs surpass the usefulness of the salicylate and 
aspirin compounds, and these may rightly be ordered 
in large doses—e.g., aspirin grs.15 four hourly— 
at least in the acute stages. 


PRURITUS 
(DR. J. E. M. WIGLEY) 


PRURITUS, from the Latin prurire to itch, is a 
common cutaneous symptom. It is not the name of 
an organic cutaneous disease and the word is not 
Synonymous with prurigo. Prurigo is an organic 
disease characterised by extremely itchy papules 
or nodules, often enlargement of lymphatic glands, 
and a very chronic course. The adjective to be used 
to describe an itchy condition is pruritic.“ 

Itching is a symptom which is present in every 
one of us at some time or other, either as a mental 
condition (Cassius was accused of having an itching 
palm ”) or as a result of the action of some irritant ; 
but the intensity of the subjective phenomena varies 
greatly in different subjects. What would excite 
an uncontrollable desire to scratch in some, seems 
to cause others little or no discomfort ; though if the 
sensation is really severe even the most strong- 
willed or phlegmatic can seldom resist it for more 
than two or three minutes. With the giving way and 
scratching the symptoms often become worse, and 
a mild degree of pruritus may be greatly aggravated 
by the indulgence—a sequence of things not unknown 
in other conditions. 

We do use the word pruritus to describe an often 
very distressing condition, which is essentially a 
sensory-neurosis of the skin, and in which any 
objective signs are secondary to the scratching 
indulged in, or to the medicaments applied either 
by the sufferer himself, or even prescribed by his 
medical attendant. 

I propose to consider pruritus under three headings : 
(1) as a symptom of cutaneous disease ; (2) in associa- 
tion with disease of internal organs; and (3) as an 
“ essential ” condition in which no organic disease 
is demonstrable. 

Pruritus as a tom of cutaneous disease.— 
This is by far the commonest of the three and every 
patient who complains of itching should be regarded 
as suffering from a cutaneous disease, or as a host of 
parasites, until exhaustive examination and investiga- 
tion has been carried out. The commonest skin 
diseases which are nearly always accompanied by 
itching are: erythema, eczema and/or dermatitis, urti- 
oaria, papular urticaria, lichen planus, pityriasis rosea, 
herpes zoster, dermatitis herpetiformis, and keloid. 

Occasionally psoriasis may be intensely itchy, but 
more commonly this is due to excessive enthusiasm 
in treatment. Syphilis the great imitator” has 
been known to cause itching eruptions, though this 
is extremely rare. Sometimes lupus erythematosus 
can be very itchy. 

But, as Dr. J. T. Ingram has recently and very 
truly said, the commonest cause of itching is the 
itch,” and to this may be added other parasitic 
infestation. I am quite convinced that, if every 
patient who complained of itching was regarded as 
suffering from scabies or pediculosis until it was 
proved that he was not, many people would be spared 
weeks, and even months, of unnecessary suffering 
and many medical reputations greatly enhanced. 
The parasites, both the acarus and the pediculus, are 
no respectors of persons, and, as Dr. Sequeira always 
taught, linear scratch marks on the back should 
always make you search the underclothing for pediculi, 
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even if the patient be an archbishop.” Now that 
there is a bathroom in every key flat it is often 
very difficult to find the parasites; scabies, for 
example, can be one of the most difficult of all diseases 
to diagnose in a cleanly person. The distribution 
of the eruption is suggestive, however, and a really 
thorough search for the parasite will always fully 
repay the time and trouble taken. Dr. Henry 
MacCormac has recently recalled our attention to the 
transmission of parasites from animals, especially 
a variant of scabies from the domestic cat. The 
animal need not of necessity be a domestic one; 
the camel and the lion harbour an acarus, but I feek 
that the cases of infection from them must be scarce. 

Pruritus associated with disease of internal organs.— 
Having excluded diseases of the skin and the ravages 
of parasites, it is essential to consider the diseases 
of internal organs as a cause of itching. The first 
disease that comes to all your minds is diabetes, and 
I need not say anything about that beyond remarking 
how frequently we see cases both in the out-patient 
department and in our consulting-rooms in which. the 
urine has not been examined. Diabetes can be 
responsible for a local eczema of the genitalia, more 
often in the female, as well as the more generalised 
pruritus. Bright’s disease is also sometimes associated 
with generalised itching—another good reason for 
examining the urine. You will all have thought 
of jaundice as a cause of itching, but other affections 
of the liver—cirrhosis and eben carcinoma, as well 
as gall-stones—are occasionally responsible for it. 
Both ovarian disease and pregnancy are sometimes 
associated with pruritus, whilst it is often present in 
leukemia. Hodgkin’s disease is sometimes preceded 
by, as well as accompanied by, an itchy papular 
eruption, at first limited to the shins, which may 
be very difficult to differentiate from scabies. 

The presence of various intestinal worms is some- 
times the cause of itching, and Major-General W. P. 
Macarthur has recently drawn attention to the 
Enterobius (oxyuris) vermicularis as a cause of general- 
ised pruritus as well as the more localised pruritus ani. 

Under this heading, I may consider several drugs 
which give rise to itching, and it may be somewhat 
of a surprise to learn that they are mostly of the 
hypnotic type. Cocaine is well known for this and 
addicts will often produce the most quaint objects 
which they say are causing their irritation by 
“ crawling under the skin.” Allonal, Veronal, chloral, 
and antipyrin can all cause irritation, and it has 
often been observed that though morphia will relieve 
irritation at first, the symptom returns with increased 
vigour when the effect wears off. Phenolphthalein, 
becoming so widely used in chocolate laxatives, can 
cause irritation as well as various types of eruption. 

Essential pruritus in which no organic disease 18 
demonstrable is divided into two main groups— 
general and local. 

Pruritus occurring uniformly over the whole 
cutaneous surface is rare, but it is quite common for 
waves of irritation to spread over the body. The 
itching is rarely continuous but is subject to paroxysms 
or crises and occasionally to complete intermission. 
Rubbing and scratching may extend the pruritic 
areas, may produce new ones, or transform a localised 
into a diffuse pruritus. Another result of rubbing 
and scratching may be a temporary cessation of the 
itching, perhaps long enough to allow the patient 
to go to sleep, or the production of a feeling of relief 
and comfort almost amounting to a feeling of well- 
being. This sensory cycle has been called by the 
French Onanisme pruritique. 

Such generalised examples of pruritus are more 


commonly seen in elderly people, whose skin has 
become somewhat dried and inelastic. Sometimes 
the initial paroxysm is initiated by exposure to cold 
air, or it may on the other hand follow the taking of 
too many and too hot baths, an am’able weakness ”’ 
not at all uncommon among the female sex. 

The commonest example of localised pruritus, 
and often the most difficult to deal with, is that 
affecting the anus and genitalia. 

Pruritus ani is more common in males than in 
females and varies in intensity from a mild and 
transitory sensation to one of such severity that the 
sufferer is forced to scratch in spite of any circum- 
stances of publicity or other consideration. It chiefly 
affects the middle-aged or elderly but it can occur 
at any age. Very often the most careful investigation 
fails to show any local cause, such as piles, anal tags, 
or discharges, and the skin does not even present any 
sign of scratching. Here I should like to add that the 
infection of the skin around the anus with the fungus, 
monilia, giving a whitish, sodden, and moist appearance, 
is usually accompanied by intense irritation. 

Pruritus vulvæ is an equally distressing condition 
though it is rather more often associated with an 
obvious local cause, such as a vaginal discharge, 
diabetic urine, or gynecological abnormalities. Here 
I would say, in the words of the late Dr. R. W. 
MacKenna, it is well, when considering pruritus 
round any orifice of the body, to look for the cause 
inside the orifice.” The effects of scratching are more 
often seen about the vulva in the form of excoriations, 
eczematous states, &c., whilst in cases of long standing 
the skin undergoes kraurotic changes and becomes 
white and dead like parchment and may be the seat 
of epitheliomatous changes. 

Pruritus of the scrotum is much less common, 
but may be extremely resistant to treatment. 

The palms and soles may be the seat of itching. 
This is again more common in elderly people and is 
more often associated with circulatory disturbances 
than with the more popular idea of gout or 
rheumatism. Itching of the nose is a common 
premonitory symptom of the common cold. It 
may also be a very troublesome occurrence during 
a visit to the dentist. The ears, again, are occasionally 
very itchy, but this is much more likely to be due to 
an accumulation of wax than to subconscious know- 
ledge of unheard flattery. In some people pruritus 
tends to occur in the hairy regions of the body. 
It is often pronounced about the time of puberty 
when hair growth is at its maximum. 

Time does not permit me to go into the question of 
treatment at any length. It will be obvious from what 
I have said that a thorough search for the cause will 
enable many patients to be relieved by the remedies 
appropriate to the cause. Unfortunately many 
cases, especially of the localised pruritus of anus or 
vulva, are examples of the idiopathic or essential 
pruritus. In these it is better to try the effect of 
simple soothing remedies before resorting to such 
remedies as the injection of A. B. A. (Angsthesine, 
benzyl alcohol, and ether, in sterile olive oil) or the 
like, though I have seen good results from their use. 
Judicious exposures to X rays are often effective, 
but I must add a word of warning against their being 
used by one who is not fully aware of their potency for 
harm as well as good. Of the operations for dividing 
the nerves—e.g., Ball’s operation—I have never seen 
a good final result. 

Finally, in treating pruritus, always follow the 
sound line of very thoroughly searching for the cause, 
and never forget that you may find an acarus in the 
most unlikely patient. 


THE LANCET] 


[oor. 24, 1936 1003 


SPECIAL ARTICLES 


MEDICINE AND THE LAW 


A Coroner’s Jury on Night Calls 


At a South Shields inquest last week the jury 
added to its verdict a rider charging a medical prac- 
titioner with neglect because, when summoned to 
visit a patient at 3 o’clock in the morning, he had 
not attended to the case at once. A young man 
whose parents were discouraging his intention of 
marriage took a dose of prussic acid. His mother 
found him lying on the floor at 3 a.m.; she told her 
husband, who sent her to fetch Dr. A. She said 
she rang the doctor’s night-bell three times. When 
he came to the door, she begged him to come at once 
as her son was very ill. According to her account, 
the doctor said the son was not one of his patients 
and asked for his fee of five shillings. She went back 
to her husband and got the money and then returned 
to Dr. A and also went to the surgery of Dr. B, the 
family’s doctor, who did not live at his surgery. 
Dr. B’s locum tenens, telephoned for from the 
surgery, arrived at the house soon afterwards ; 
Dr. A himself arrived a few minutes later. The 
mother complained that, if Dr. A had come when 
first summoned, her son would still have been alive. 
Dr. A explained at the inquest that the mother 
had said nothing about poison. He had told her 
that she was not a patient of his and that he should 
expect a fee for coming out at that time of night. 
She turned as if to go away and, thinking that his 
services were not required, he went to bed. The 
coroner said that Dr. A was acting in accordance 
with the law even if he declined to go out; perhaps 
the mother was hysterical and did not express herself 
clearly. If her statement were taken at its worst, 
added the coroner, it meant no more than that 
Dr. A stipulated for his ‘usual fee for a night call. 
Doctors as a rule were generous and did what they 
could; but they were sometimes called out by 
hysterical people on a wild goose chase and were not 
always paid for their kindness. 

The jury was evidently impressed by the mother’s 
account. Her anxiety was natural. It is also natural 
that even a doctor should sometimes want a night in 
bed. In fact, as the coroner remarked, there was 
something to be said on both sides. 


Ambulance Payments in Default 


An ambulance service in every district is nowadays 


an obvious necessity ; there are districts, however, 
which are neither so rich nor so large as to be able 
to institute and maintain facilities on the metro- 
politan scale. Thus at a recent meeting of the Ring- 
wood and Fordingbridge rural district council the 
chairman reported that the existing arrangements 
were financed by fees paid by persons picked up and 
taken to hospital, but that the fees were not being 
paid and therefore the service was in danger of being 
terminated. Some years ago, it appeared, a local 
resident provided an ambulance for accident cases ; 
the arrangement was a financial loss and he had to 
abandon it. In 1931, after several bad traffic acci- 
dents, he was persuaded by the district council to 
start the ambulance again on payment of a sub- 
vention of £30 a year. This sum was meant to cover 
the cost of maintenance, insurance, licence, &c. ; 
in consideration of this payment, he undertook 
always to have a man ready to drive the ambulance. 
It was intended that patients should pay for being 
conveyed to hospital and the charge of 258. was 


deemed suitable. Unfortunately these fees, due from 
individuals, were now about £30 in arrears. If the 
ambulance-owner was unable to collect his fees, he 
would cease to provide the service. If the district 
council had to take over the service, a proper vehicle 
would have to be bought and the wages of at least 
two trained men would have to be paid. This would 
amount to something like £500 a year. Apparently 
the police, being often the first persons on the scene 
of an accident, usually sent the message to secure 
the attendance of the ambulance. This easily created 
the impression that it was a gratuitous service 
entirely paid for from public funds. There were, 
said the chairman of the council, many people who 
thought it quite right not to pay what they owed to 
the Government or a public authority, but here it 
Was à private person who was being kept out of his 
money. The defaults in fees due to medical prac- 
titioners for services to the victims of traffic accidents 
afford a parallel. 


FOURTH INTERNATIONAL CONGRESS OF 
EXPERIMENTAL CYTOLOGY 


TEE fourth International Congress of Experimental 
Cytology was held at Copenhagen on August 10th- 
15th under the presidency of Prof. T. Huzella, Dr. 
Albert Fischer acting as local president. 

The term experimental cytology is always very 
widely interpreted at this congress, and at the Copen- 
hagen meeting an enormous range of subjects was 
covered. Two sessions were devoted to the physical 
chemistry of the cell, one to histo-chemistry, one to 
cell respiration and cell metabolism, and four to 
experimental morphology. 

The last two sessions dealt with matters of medical 
interest—namely, the experimental pathology of the 
cell and the effect of radiation upon the cell. Among 
these papers may be mentioned that of J. Furth 
and J. S. Butterworth on the incidence and charac- 
teristics of neoplastic diseases among mice exposed 
to X rays. They showed that myelosis and lympho- 
matosis occurred among X rayed mice, and in two 
cases of myelosis the disease was transmissible to 
normal mice through many passages; its transmiss- 
ibility depended on the presence of living immature 
myeloid cells. It was emphasised that a conspicuous 
increase of neoplasms occurred only in those organs 
known to be highly susceptible to X rays. H. Okkels 
and R. Overgaard described the effect of heating 
normal tissues and tissues of tumours with high- 
frequency currents; an immediate and profound 
capillary and endothelial reaction resulted from the 
treatment, and was particularly violent in the case 
of sarcomata, where regenerative phenomena did not 
seem to occur. 

An important feature of the congress was the 
exhibition of the Carrel-Lindbergh perfusion apparatus 
in operation, which was personally demonstrated by 
Alexis Carrel and Colonel Lindbergh. The former 
also exhibited a number of lantern slides showing 
photomicrographs of histological sections of organs 
grown in the apparatus for different periods. When 
these were compared with similar slides of control 
organs, remarkably little histological difference could 
be detected between the normal and explanted tissue. 

One evening was set apart for the exhibition of 
cinema films which showed a higher average standard 
than at any of the previous congresses. Films, 
demonstrating tissue cultures of gliomata and cells 
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infected by psittacosis virus, were exhibited by 
John Bland who had collaborated with the late 
Ronald Canti in making the films. 

The beautiful laboratories of Copenhagen Univer- 
sity, which are among the most modern and best 
equipped in Europe, provided ideal accommodation 
for the meetings. Members of the congress will long 
and gratefully remember the generous hospitality 
which they received in Denmark. 


SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


THE HYPOTHALAMUS 


Last week in Edinburgh, under the auspices of the 
William Ramsay Henderson Trust, the first two of 
four lectures on the hypothalamus were delivered. 
Prof. J. C. Brash presided, and Prof. Le Gros Clark, 
F.R.S., spoke on the morphological aspects of the 
hypothalamus. He pointed out that this important 
part of the brain weighs only 4 grammes in the 
human, and consists largely of grey matter. Though 
knowledge regarding its functions is limited, its 
importance is indicated by the observations that 
disturbances of its function result in abnormalities 
of the vasomotor and visceromotor systems of the 
body, of the sleep mechanism, and of carbohydrate 
and water metabolism. The hypothalamus is 
developed in all the vertebrate series. In the higher 
forms its size becomes smaller in relation to the size 
of the brain as a whole, but its structure becomes 
more complicated and more differentiated. The 
hypothalamus is developed in relation to the medial 
forebrain bundle and the pituitary gland is partly 
developed fram it. The hypothalamus and the 
pituitary together constitute one complex neuro- 
glandular structure. They have the same develop- 
mental origin and are closely linked in their vascular 
structure. The hypothalamus may be divided into 
three main parts: the pars supra-optica, the pars 
tuberalis, and the pars mamillaris. Lying between 
the last two is the posterior hypothalamic body. 
The pars supra-optica contains the paraventricular 
nucleus and the supra-optic nucleus. The supra- 
optic nucleus has a definite relationship to the 
pituitary, a tract of fibres passing from it to that 
gland and a small local lesion in this tract can be 
responsible for diabetes insipidus. The paraventricular 
and supra-optic nuclei are very vascular: this is 
possibly related to the secretory activity of the 
nerve-cells of these nuclei. Drops of celloid material 
have been observed in these cells. The pituitary has 
a portal circulation of its own, for, from the sinusoids 
of the pituitary, veins pass up the infundibulum to 
break up again in the hypothalamus into capillaries. 
Secretion from the pituitary may pass up these veins 
to control hypothalamic cells. The tuber cinereum 
contains the nuclei tuberis which may be concerned 
with the temperature-regulating mechanism. The 
posterior hypothalamic area is regarded as the main 
efferent mechanism of the hypothalamus. It gives 
origin to a tract which passes along the floor of the 
fourth ventricle and which has been traced to the 
motor nuclei in the brain stem. It is through this 
periventricular system that the hypothalamus is 
believed to control the lower motor neurones and the 
sympathetic neurones of the brain stem and spinal 
cord. The functions of the mamillary bodies are 
obscure, but the study of certain cases of encephalitis 
and the results of experimental injury to the mamillary 
bodies suggest that they are concerned with the 
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mechanism which controls sleep. Finally the 
lecturer pointed out that the prefrontal area is 
connected directly with the hypothalamus by a 
tract through which visceral and emotional reactions 
may be controlled. 

The second lecture on the functional aspects of 
hypothalamus was given by Dr. John Beattie, who 
pointed out that constancy of its internal environ- 
ment is essential for the proper functioning of the 
body. He adopted as the text of his lecture: ‘‘ We 
are here to examine the truth of the statement that 
the physiology of the hypothalamus is the physiology 
of the environment.“ The influence of the hypo- 
thalamus on the reactions of the body to cold were 
first considered : the effect of shivering, respiration, 
metabolism, the heart and circulation, the pilomotor 
system, and the urine. After discussing the evidence 
for and against the hypothalamic control of these 
bodily reactions, Dr. Beattie concluded that, while 
the shivering reaction could not be caused by the 
hypothalamus, the respiratory responses to cold were 
probably controlled by this region of the brain. 
The rise of blood-sugar associated with cold failed 
to occur experimentally when the posterior part of 
the hypothalamus is destroyed. The hypothalamus 
may produce a rise in the blood-sugar either by 
activating the suprarenals or by stimulation of the 
sympathetic nerves to the liver. It has been sug- 
gested that the pituitary can, under the influence of 
the hypothalamus, produce a diabetogenic precursor. 
The rise in the pulse-rate and blood pressure in response 
to cold is also probably a hypothalamic response. 
Erection of hairs following exposure to cold is 
abolished if the hypothalamus is destroyed. The 
high concentration of chlorides in the urine during 
the period of low body temperature is also abolished 
when the infundibular region of the hypothalamus is 
destroyed. There is, therefore, in most of the 
reactions resulting from exposure to cold, direct or 
indirect influence by the hypothalamus. Dr. Beattie 
discussed also the influence of the hypothalamus on 
the reactions of the body to heat. The thermo- 
sensitive zone of the brain is not the hypothalamus, 
but stimulation of this area produces vasodilatation. 
The centre controlling sweat secretion is also in this 
situation. The close connexions between the pituitary 
and the hypothalamus were then considered, also the 
nature of diabetes insipidus. It seems likely that an 
antidiuretic principle is elaborated in the pituitary 
gland and is activated in the tubero-mamillary region 


of the hypothalamus. There are evidently in the 


hypothalamic region two mechanisms which produce 
their effect peripherally through the sympathetic 
and the parasympathetic systems, and their common 
function is the maintenance of the internal environ- 
ment at its optimum level. 


ROYAL MEDICAL SOCIETY BICENTENARY 


The 200th session of the Royal Medical Society of 
Edinburgh was inaugurated last Friday by Lord 
Horder. Dr. A. N. McFarlan, the senior president, 
referred to the bicentenary endowment. fund and 
expressed the hope that it would suffice to ensure 
the preservation of the library and rooms of the 
Society in a state worthy of its traditions. Lord 
Horder spoke first of some of the great figures in 
medicine whose names were on the roll of the Society, 
which is the oldest association of students of medicine 
in Great Britain, and proceeded to discuss the rela- 
tion of the doctor to the happiness of the people. 
He maintained that there is a collective state of 
mental well-being something akin to what the 
financiers called confidence, and that the doctor 
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was an important factor in the preservation of the 
public happiness. The recognition of the psycho- 
logical factor in the patient’s disease was nothing 

- New, was indeed as old as Hippocrates. The intro- 
duction of psychology as one of the compulsory 
subjects in the medical curriculum was long overdue. 
No one would contest the proposition that anxiety 
states caused many diseases, both organic and func- 
tional; the doctor must, therefore, interest himself 
in the patient’s happiness and must give the best 
guidance he can to ensure and maintain it. Lord 
Horder visualised the Ministry of Health as the 
ministry of public happiness whose concern would 
include the treatment, perhaps, of the political 
hyperpyrexia of recent days. It was of paramount 
importance that doctors should be detached from 
the general clamour of the left and of the right. We 
must continue to merit and enjoy the public’s con- 
fidence. There was a need for proper feeding and 
housing, leisure for play, noise control, and for the 
giving to each human being a chance before he is 
born. While agreeing that physical training is 
required in order to raise the level of physical fitness 
of the nation, he deplored the tendency to uniforms 
and parades. We should try to secure physical 
fitness and happiness for the people of this country 
in order that they shall preserve their mental poise 
when large sections of humanity are losing it. This 
mental poise, if only it can be kept, will yet save 
civilisation. 

The vote of thanks accorded to Lord Horder on 
the motion of Mr. Henry Wade, president of the 
Royal College of Surgeons of Edinburgh, was seconded 
by Dr. H. M. Adam. 


IRELAND 
(FROM OUR OWN CORRESPONDENT) 


USE IN ADVERTISEMENT OF THE WORD 
‘* SURGERY ” 

A PROSECUTION under the Medical Practitioners 
Act, 1927—the first, it would appear, to be brought 
under the Act—came before the High Court of the 
Irish Free State last week, by way of a case stated. 
The Attorney-General, according to a report in the 
Irish Press of Oct. 15th, had brought a summons 
against Harold C. Moscow, trading as Maxton 
Saunders and George Prescott and Sons, 13, Merrion- 
row, Dublin, arising out of an advertisement in the 
Southern Star newspaper announcing a visit by the 
defendant to Skibbereen, and stating that his 
surgery in Cork is the mecca of sufferers of defective 
sight. On behalf of the Attorney-General it was 
submitted that the use of the word “surgery ”’ 
amounted to implying that the defendant was a 
registered surgeon. It was urged that there could 
be no difference between a person who said, I have 
@ surgery, and one who said, I am a surgeon.” 
The defence argued that the section of the Act referred 
only to descriptions of persons and not of places. 
The district justice dismissed the summons but 
stated a case for the decision of the High Court. 
The case was heard last week by Mr. Justice Sullivan 
and Mr. Justice O’Byrne, and the decision of the 
district justice upheld. Mr. Justice Sullivan stated 
that it would have been open to the prosecution to 
Sharge the defendant with an offence under another 
portion of the section—namely, that he falsely and 

-wilfully represented himself to be a person who was 
wegistered in the Medical Register. Mr. Justice 
O' Byrne said that in so far as it was held by the 
ciistrict justice that the offence as charged was not 
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proved he was of opinion that the district justice 
was right. He could not, however, agree that the 
section could not be held to apply to the application 
of misleading names to a premises. He thought 
that the Court's answer to the appeal should be 
qualified by the use of the words, Having regard to 
the way in which the prosecution was framed,“ 80 
as to make it clear that the Court was not deciding 
that a person could not be convicted under the 
section for the terms by which he described his place 
of business. | 
ROYAL COLLEGE OF PHYSICIANS OF IRELAND 

The annual dinner of the president and fellows of 
the Royal College of Physicians of Ireland was. held 
in the College Hall on Oct. 17th, being the eve of 
St. Luke’s Day. Dr. J. A. Matson, the president, 
was in the chair, and a company of some 70 fellows 
and guests were present. Among the distinguished 
guests were the Lord Mayor of Dublin, the president 
of the Royal College of Surgeons in Ireland, the 
governor of the Bank of Ireland, the president of 
the Incorporated Law Society, and the president of 
the Royal Society of Architects of Ireland. Greetings 
were received from Lord Dawson of Penn on behalf 
of the Royal College of Physicians of London. 


BUCHAREST 
(FROM OUR OWN CORRESPONDENT) 


REGULATION OF THE INLAND MANUFACTURING 
CHEMISTS 

OwING to the currency restriction law, importers 
of foreign drugs obtain the necessary currencies to 
pay for these from the National Bank at the quotation 
price, plus 44 per cent. to make up for the. difference 
between the official quotation and the rate of exchange 
of foreign currencies. The price of all imported drugs 
has been raised by about 50 per cent. This procedure 
has been exploited also by the local manufacturing 
chemists, who likewise raised their prices by the same 
amount, arguing that the raw materials which they 
use in manufacture became dearer by 44 per cent. 
The government have protested, being well aware 
that manufacturers import at most only a fifth 
of the drugs they use, the rest being obtainable 
in the country. An order has therefore been 
issued reducing prices to their former level, offenders 
being rigorously prosecuted. In any case, drugs 
have never before been as costly as they are 
now, so that a medical prescription is regarded at 
present as a luxury which only the well-to-do can 
afford. It is an everyday occurrence for a physician 
who visits a patient and asks if he takes his medicine 
regularly to be told: I am very sorry but I have not 
had it made because the chemist charged (say) 
200 lei for it ” (200 lei is the price of 25 Ib. of best 
grade beef). Some patients who may have the 100 lei 
for the doctor’s fee, do not consult him because they 
have not the other 100 lei for the medicine. In such 
circumstance quacks flourish, the greatest being some 
of the pharmacists themselves. 

MEDICAL PRACTICE IN ALBANIA 

In the post-war years public health in general and 
the standard of the competency of physicians in 
particular has advanced a great deal in Albania. 
The State is granting a large number of scholarships 
for medical students to study abroad, so that the 
returning physicians introduce western ideas. The 
latest achievement is a new bill, which lays down 
rules and regulations about medical practice and 
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establishes a medical chamber. Hitherto quacks 
and magicians could practise to their hearts’ content, 
but the new law will apply very strict measures 
against them. Foreign physicians may now practise 
in Albania only with the government’s permission. 
Because the country is sufficiently supplied with its 
own doctors, this is given only in exceptional cases, 


REDUCTION IN THE COST OF WATER 


In the town of Oradea (population 100,000) the 
city magistrate raised the price of water by regulation 
and caused the population to economise in its use. 
Thereupon the council of the Medical Chamber 
energetically protested against any measure that 
might lead to the decrease of water consumption. 
Water, they said, is a highly important commodity, 
and to promote its accessibility is an elementary 
human and civilian duty, just as it is with fresh air. 
Causing it to become dearer for technical or commercial 
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reasons may lead to incalculable and far-reaching 
harm. The council detailed the probable consequences 
of economising with water by reducing the quantity 
of water available for washing, laundry work, and 
cleanliness. They also protested against the system 
of reckoning the quantity of water according to the 
number of rooms: this, they say, is antisocial, 
unjust, and unhygienic. They established the fact 
that, taking as a basis the number of rooms for 
families living in lodgings with one or two rooms, the 
minimum of 30 gallons of water a day will not be 
secured, and public hygiene is thus greatly endangered. 
Another objection was made to a paragraph in the 
regulations, by which the water-supply can be stopped 
for varying periods as a punishment for non-payment 
of rates. Upon this intervention the municipal 
council passed the memorandum of the Medical 
Chamber to the city medical officers of health, after 
whose verdict the regulation has been cancelled. 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in | 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index. 


FROM A DEPARTMENTAL DOCTOR 
IV 


A FEW years ago the present writer was asked to give 
an address on general practice, or the doctor’s life, or 
some such topic, to a society of medical undergraduates 
at Oxford. It was a delightfully pleasant and informal 
occasion, fortified by tankards of beer, and the meet- 


ing eventually broke up into a series of miniature 


viva voces. Which was the best hospital to go to 
for medical or surgical teaching! Where were the 
best prospects of ultimately being made .a house 
surgeon or resident accoucheur? Did London or 
the provinces offer the better opportunities for the 
consultant of the future ? But one hitherto unknown 
undergraduate, taking advantage of a quiet moment, 
propounded the embarrassing question as to whether 
he should become engaged to be married. He could 
not afford, he explained, to be married before he 
was qualified and in practice; and that would not 
happen, at the earliest, for another four or five years. 
It was an unexpected and seemed, at the time, a 
rather naive and even absurd question. But was it 
not after all—provided it had been put to somebody 
better informed—not only a reasonable but extremely 
cogent one? Is not a doctor’s wife—even profes- 
sionally speaking—at least as important as himself! 
And that being so, would not there be much to be 
said for a relatively long engagement ? 
* * * 


Wisdom would reply, of course, that it all depends. 
And so, no doubt, it does. But at least it must be 
admitted that a girl who thinks of marrying a doctor 
ought to be particularly sure both of herself and him. 
She will, in most cases, be marrying a man much of 
whose professional work will be done at home; and 
she will be living in a house that, less than that of 
any other woman, she will be able to call her own. 
It is true that some of its rooms will be nominally 
private. But in fact they will only be extensions of 
the waiting-room and surgery. Even with the ablest 
of private secretaries—and not many doctors can 
employ such in their earlier days—they will be invaded 
by telephone calls, if not by actual clients. She will 
also be assumed, in the absence of her husband, to 
be herself the possessor of medical knowledge ; and 


if she should have children, she will inevitably be 
regarded as a local authority on children’s upbringing. 
She will also be marrying a man who, on the most 
critical social occasions, may be obliged to forsake 
her, and who is liable to be called out, and whose 
maledictions she may be awakened to hear, at any 
hour of the night. She must further be ready to hear 
her tea-parties and dinner-parties described as propa- 
ganda for the practice; and so, indeed, they will 
be if they are charming and not given for that pur- 
pose. And she must be the soul of discretion on 
those and all other occasions. 
$ * è 


So important, in fact, are doctors’ wives, and the 
tasks of many of them have been so harassing, that 
history’s tribute to them as a class has been strangely 
meagre. All that we know of Harvey’s Elizabeth, 
apart from the. fact that she was the daughter of a 
royal physician, is that she bore him no children, 
was kind to the poor, had a favourite parrot, and 
inherited a hundred pounds from one of her husband’s 
brothers. Even her grave is unknown. But, since 
Harvey's merchant brothers adored their Will, John's 
little legacy may be taken as some proof that she had 
made him happy. Scarcely more has been recorded 
about Sydenham’s Mary, whom he married at Wyn- 
ford Eagle, still one of the loveliest of Dorsetshire 
farmsteads. But she bore him three sons, and 
doubtless no news may be taken as good news. 
Hans Sloane, as was perhaps consonant with the 
first medical baronet and architect of one of the 
largest fortunes ever amassed by a doctor, married— 
not too early—a wealthy widow, a few years older 
than himself. But Hans was a good-natured and 
placid person, already well up the ladder of success ; 
and if little is known, or to be found in his vast 
correspondence, about his Elizabeth, she lived long 
enough to see their two daughters admirably and 
suitably married, the one to George Stanley of 
Paultons, and the other to Lord Cadogan. Far less 
easy, probably, was the lot of John Hunter’s Anne, 
wooed when she was a girl, and apparently, after 
eight years’ waiting, rather off-handedly married. 
„Dear Brother,“ he wrote to William, “ To-morrow 
morning at eight o’clock and at St. James’s Church 
I enter into the Holy State of Matrimony. As that 


THE LANCET] PANEL AND CONTRACT PRACTICE {ocr. 24, 1936 1007 


is a ceremony which you are not particularly fond 
of, I will not make a point of having your company 
there. I propose going out of Town for a few days; 
when I come to Town I will call upon you. Married 
or not married, ever yours.“ But Anne was pretty 
and sociable, well-liked in the circle of the Thrales 
and Dr. Johnson, and a writer of amiable verses. 
One of her songs, indeed, ‘‘ My Mother Bids me Bind 
my Hair,” must have introduced her to thousands 
of homes where her illustrious husband was quite 
unknown; and although he disliked her parties, 
which he described as kick-ups, she always 
remained his Anny, affectionately alluded to in his 
letters, and seems to have played her difficult part 
with unruffled loyalty. Hardly lesa exigent, too, 
must have been the demands of James Simpson on 
his Jessie, married for love but also abruptly, in the 
end, because Jamie deemed this necessary for his 
career. He was 28 at the time and still in debt, 
though his practice was beginning to grow, and he 
had just applied for, but not yet obtained, the univer- 
sity professorship in midwifery. He had in fact so 
plastered Edinburgh with canvassing letters that 
the senior element in the university had reacted 
rather vehemently from this tornado-like baker’s 
son. But Jamie believed in his star, decided mean- 
while to forearm himself against the possibly handi- 
capping charge of celibacy, and six weeks after his 
wedding was able to tell his wife that he had been 
elected by one vote. On the following day he took 


her for a honeymoon. Three years later they were 
out of debt; and in another ten he was immersed 
in a practice said to bring £80,000 a year to the 
Edinburgh hotels. Indeed, the hotels were often so 
full that sick ladies were occupying all Jessie’s spare 
bedrooms; and Jamie’s impetuous hospitality—he 
once announced at luncheon that he had invited the 
whole of his class to a dinner and dance that same 
evening—must have given her plenty to do. 


* * * 


But perhaps Jenner, in his blue coat, yellow 
buttons, and shining jockey- boots, riding through his 
Gloucestershire lanes, was the most similar of all 
these to a general practitioner; and his Catherine 
Kingscote, though not very strong, seems to have 
been the model of a general practitioner’s wife. Over 
their Berkeley home, to which he returned from his 
rounds and diversions—his little medical dinners at 
Rodborough and Alveston and the houses of his 
friends—she seems to have presided like a restful 
angel. And he once missed a birthday party, the 
greatest tribute he could have paid her, because she 
happened to be unwell. It was reported of her, 
when at last they were parted, that she was con- 
sistently loving and tranquil ” ; and this, if it had 
been thought of, might have suggested a reply to 
the Oxford undergraduate. Tes, might have been 
the answer, if the lady of your devotion is both 
loving and tranquil.” 
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Extension of Service 


TEE three national associations of insurance com- 
mittees have all met within the past few weeks. 
At the Welsh meeting Dr. H. G. Dain after reviewing 
the existing conditions affecting the profession under 
the Insurance Acts had a look into the future. He 
felt it impossible to imagine staying indefinitely in 
the position existing to-day. Some day public 
opinion, and then a government, would want to 
make the service more complete and to link it up 
with other medical services. But, he said, I see 
no reason why the medical services should not 
proceed by development with the present machinery ; 
any linking up could readily be provided. Dr. Dain 
would obtain the necessary money by increased 
contributions, rather than through taxes. He would 
make a start with the provision of consultants and 
specialists giving them the necessary pathological 
and X ray facilities. Hospital care was being 
increasingly provided by means of contributory 
associations and through council hospitals. Doctors, 
he thought, would like to see all treatment whether 
medical benefit, specialist services, ophthalmic, or 
dental benefit—made statutory benefits under the 
Act, and available equally to all insured persons. 
Favourable sickness experience and economical 
management could then be reflected in more generous 
provision for sickness, disablement, and maternity. 


Gap on Leaving School 


Turning to the extension of medical benefit to 
other groups of persons, Dr. Dain suggested making 


a start with workers between school leaving age and. 


16 years. Here Dr. Dain was certainly prophetic, 
for, at the meeting of the English association last 
week Sir Kingsley Wood, after remarking that the 
Government had already announced their intention 
to see this gap filled, went on to anticipate that the 
programme for the coming session would include a 


Bill to deal with this problem. Proposals for improv- 
ing the health services must, the Minister said, be 
considered not only with regard to their cost, but 
in the order of priority in relation to other desirable 
improvements. Dr. Dain had a good word for 
insurance committees and regarded their success 
in dealing with difficult medical questions as being 
largely due to the fact that the committees had 
been advised by practitioners actually doing the 
work, rather than by a special medical officer of their 
own. He was opposed to the suggestion that medical 
benefit should be administered by local authorities. 
If, as he hoped, they were satisfied that the best 
method of rendering medical service to individuals 
is that which allows free choice, and allows the 
patient a direct voice in the management of the 
service, then let them say so early and often, not 
waiting until a scheme had been developed in which 
these things might not be provided. 


„Medicine Complex in Scotland 


At the Scottish conference Miss Muriel Ritson, 
controller of insurance for Scotland, dealing with 
the evergreen prescribing problem, said that there 
were unfortunately certain medical practices and 
certain areas in Scotland where there were signs that 
the insured population was acquiring a medicine 
complex, while practitioners did not always seem 
to be prepared to deal with the evil. The cloud 
on the horizon was as yet no larger than a man’s 
hand, but if it grew it meant not only the encourage- 
ment of morbidity and neurosis in the patient, but 
the degradation of the practice of medicine. This 
was, she said, one aspect of the nation’s ‘“ drink 
problem, and Scotland must not lose her well-earned 
distinction of being a sensible and sober nation. 
The department of health would again appeal to 
insurance and panel committees to maintain the 
prestige of the nation. 
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PUBLIC 


Boarding-out in Scotland 


For eighty years or more it has been the policy of 
the Scottish Board of Control to board out quiet 
chronic patients who do not require elaborate insti- 
tutional care but are not mentally capable of full 
responsibility. Last year for instance there were 
1190 mental patients and 1440 mental defectives 
outside institutions, the numbers inside being respec- 
tively 15,687 and 2974. It is the chief duty of the 
deputy commissioner of the Scottish Board to visit 
patients under guardianship, and this work has 
recently been described (Medical Women’s Federation 
Quarterly Review, October, 1936, p. 42) by Dr. Kate 
Fraser, a commissioner of the Board. Up to the 
passing of the Act of 1913 many of the patients 
boarded out were imbeciles, but after 1913 it was 
found, rather to the Board’s surprise, that the difficult 
high-grade defective could often be boarded out, 
especially after a period of training in a special 
school. Defectives and mental patients are not 
boarded in the same house. In the large cities the 
patients are generally in groups, but elsewhere many 
of them are scattered singly or in groups of two, 
three, or four, never more, in private houses. For 
the male psychotic and defective a croft or a small 
farm is generally chosen. For women in the High- 
lands it is generally the village, and in some of these 
villages two or three women patients, some of them 
elderly, may be found in practically every other 
house. The defective girl must needs be banished to 
a more or less isolated country cottage or to a small 
croft where a woman is in charge. A difficulty is 
that she does not get the same outlet for her energies 
as the boy in the fields. Many male patients have 
shown their mettle in large dairy farms in Ayrshire 
and Stirling, but the defective boy is not put to 
associate with hired hands. Recently the Islands of 
Mull, Islay, and Arran have been increasingly used for 
higher grade defective boys, especially those who 
have got into the hands of the police. 


The selection of guardians requires much care. 
There is no age-limit in Scotland for guardianship ; 
several of the guardians are over 80. Various 
reasons induce people to become guardians: it may 
be to get help on the farm or croft; it may be for 
the money, though this averages only 138. 5d. a week; 
sometimes it is for companionship. It seems that 
guardianship is becoming in Scotland an hereditary 
craft. Some of the boarded-out patients have been 
30, 40, 50, and even 60 years under guardianship in 
some houses, and handed down from the care of 
father to that of son or daughter or even grandson 
or granddaughter. These hereditary guardians are 
almost invariably good guardians, for in practice, 
whatever the reason for taking on the duties, the 
guardian almost invariably becomes attached to the 
patients. Dr. Fraser remarks how often the guardian 
pleads for just one more chance for a troublesome 
charge, and this last chance is often successful. 
Male patients must have separate beds, but women 
often prefer to sleep in the same bed as their guardians. 
Guardians must provide their patients with the same 
kind of food as they have themselves, and it is taken 
at the same table unless for any special reason. At 
first indeed many patients are inclined to overeat, 
and Highland hospitality rather encourages this. 
Recently the question of leisure occupation is becom- 
ing more and more important and is always discussed 
by the commissioner with the guardian, During the 
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last general election, Dr. Fraser remarks, one guardian 
took his two high-grade defective boys to political 
meetings. 

This pioneer work in Scotland, along with some 
rather startling examples of intensive boarding-out 
in Holland, have led to the increasing use of the 
method in this country, partly to save the further 
enlargement of institutions for the mentally defective, 
and partly owing to recognition of its value as a 
means of socialisation. It is for instance the 
experience of the Guardianship Society, which 
advises many local authorities in the southern home 
counties, that a large number of defectives of 
all grades are happier in private houses than in 
institutions. Isolation is more difficult to obtain in 
communities more urbanised than the Highlands of 
Scotland, and in practice it is not found necessary 
—or even desirable—to find the isolated country 
cottage or farm, where from their very isolation 
effective supervision of the home conditions is 
less easy to ensure. It is one of the objects of 
guardianship to make these patients feel that they 
are members of the general community, and too much 
isolation is likely to defeat the attempt at resocialisa- 
tion. Banishment of delinquent boys to island 
communities too may be good up to a point, but 
what is needed most is to alter the outlook on life 
while their minds are still plastic. Some of them 
should be capable of returning to the life of the 
community after careful but sheltered training. 


Leave for Service in Spain 


A doctor employed in a municipal hospital in 
Birmingham applied for six weeks’ leave of absence 
without pay in order to serve with a medical unit in 
Spain. The city’s medical officer of health took the 
view that the applicant was one of three senior 
officers in a hospital which was hard pressed and that 
the work of the institution could not be fully main- 
tained if he were allowed to go. The public health 
committee endorsed this view and refused the applica- 
tion. The general purposes committee agreed ; if 
the applicant were given leave of absence without 
pay, it would mean either that his post was unnecessary 
or that he would have to be replaced; he had been 
engaged for a specific purpose and there might be 
difficulty in obtaining a locum tenens of the same 
standard of ability. In the city council on Oct. 13th 
the decision was challenged by the moving of an 
amendment to the report of the general purposes 
committee. The amendment took the form of a 
declaration that the council, being sympathetic 
to the relief of pain and suffering arising out of the 
civil war in Spain, was willing to grant reasonable 
leave of absence without pay to any employee of the 
corporation who Aesired to undertake ambulance or 
medical service, provided such absence can be 
arranged by the department concerned.“ The 
amendment added an instruction to the appropriate 
committees of the council to consider the desirability 
of issuing regulations for this purpose to the various 
departments of the corporation. In the debate which 
followed it was suggested on the one side that any 
medical man in the employ of a large corporation like 
Birmingham should have the opportunity to give 
service in the cause of humanity. It appeared that 
the doctor had on some earlier occasion been given 
six weeks’ absence for purposes of study. Speakers 
argued that he could evidently be spared and that 
anyhow there was no finer training to be obtained 
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than in an ambulance unit ; the whole organisation 


of the city's health services would not crash in ruins 
if one of the doctors had six weeks’ leave. Somebody 
mentioned that the applicant wanted leave to go to 
Madrid, and the inference seems to have been drawn 
that the refusal to let him go was inspired by dislike of 
the Spanish Government’s politics. The debate ended 
in the defeat of the amendment by the narrow margin 
of 52 votes to 48, 9 councillors remaining neutral. 

As the proposal contemplated absence without 
pay, no indignant ratepayer could presumably have 
complained if leave had been granted; there would 
have been no additional expenditure wherein a 
district auditor could find material for a surcharge. 
During the recent legal vacation questions have been 
raised whether a trade union was entitled to send 
financial assistance to relieve distress in Spain. These 
questions remain to be answered. Meanwhile, whether 
or not the Birmingham debate was a skirmish 
between interventionists and isolationists, the public 
health committee has carried the day with its prosaic 
insistence that a doctor in a municipal hospital signs 
on for service on the home front. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
oct. 10TH, 1936 

Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0; 
scarlet fever, 1996; diphtheria, 1278; enteric fever, 
51; pneumonia (primary or influenzal), 571; 
puerperal fever, 35; puerperal pyrexia, 108; cerebro- 
spinal fever, 8; acute poliomyelitis, 20; acute 
polio-encephalitis, 2; encephalitis lethargica, 8; 
dysentery, 31; ophthalmia neonatorum, 82. No 
case of cholera, plague, or typhus fever was notified 
during the week. 


County Council on Oct. 16th was 2816, which included: Scarlet 
fever, 1021; di Barrin 840 ; measles, 55; whooping-cough, 


285; poliomyelitis, 3. 
8 10 babſes T 6 Ea with EA ETA 
neonatorum. 

Deaths.—In 122 great towns, including London, 
there was no death from small-pox or scarlet fever, 
6 (1) from enteric fever, 3 (0) from measles, 12 (2) 
from whooping-cough, 32 (8) from diphtheria, 71 (19) 
from diarrhcea and enteritis under two years, and 
21 (4) from influenza. The figures in parentheses are 
those for London itself. 


The deaths from enteric fever outside London occurred at 
Mitcham, Newcastle-upon-Tyne, Notting Plymouth, and 
Poole. The deaths from measles were reported from Newcastle- 
under-Lyme 2. Stoke-on-Trent 1. Deaths from diphtheria were 

orted from 17 great towns, Manchester, Sheffield, and 
ham each 3. 
The number of stillbirths notified during the week 
was 252 (corresponding to a rate of 39 per 1000 
total births), including 40 in London. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Comdrs. R. K. Shaw, M.C., to Defiance; A. G. 
Bee to Devonshire ; and R. A. Brown to Victory for R.N.B. 

Surg. Lt.-Comdr. D. Duncan to rank of Surg. Comdr. 

Surg. Lt.-Comdr. (D) A. W. Wallace to Pembroke for 
R. N. B. 

Surg. Lts. H. J. Bennett to Leith and G. A. Maxwell 
Srnith to Devonshire (on recommg.). 

N. M. McArthur entered as Surg. Lt. for short service and 
apptd. to Victory for R. N. Hosp. for course of instruction. 


ROYAL NAVAL VOLUNTEER RESERVE 


Surg. Lt.-Comdr. (D) E. D. Collins to Pembroke. 
Lt. (D) C. E. Brittan promoted to Surg. 


. (D). 
Surg. Sub-Lt. S. E. Cooke to be Surg. Lt. 


ARM MEDICAL SERVICES 


Col. F. C. Sampson, D. S. O., late R. A. M. C., having 
attained the age for retirement, is placed on ret. pay. 
Lt.-Col. A. G. Wells, D. S. O., from R. A. M. C., to be Col. 


Col. Alan G. Wells qualified in 1908 from St. Mary's Hospital, 
and immediately joined the R. A. M. C., becoming Capt. in 1911, 
and was stationed at Kasauli, Punjab. He was in the European 
War in France, Belgium, and Italy, was mentioned in dispatches 
four times, received the 1914 Star, the D.S.O. in 1917, and two 
medals. He is 54. 


ROYAL ARMY MEDICAL CORPS 


Maj. A. E. S. Pringle-Pattison to be Lt.-Col. 

Capt. F. McL. Richardson to be Maj. (provisional). 

Lt.-Col. and Bt. Col. R. C. Priest, K.H.P., R.A.M.C., 
to be Temp. Col. whilst empld. as Consulting Physician 
to the Mil. Forces in Palestine and Egypt. 

Lt.-Col. S. W. Kyle, R.A.M.C., to be Temp. Col. whilst 
empld. as A.D.M.S., 5th Div. | 

Maj. A. G. Harsant, O.B.E., R.A.M.C., to be Temp. 
Col. whilst empld. as Consulting Surgeon to the Mil. 
Forces in Palestine and Egypt. 


REGULAR ARMY RESERVE OF OFFICERS 
Col. J. Mackenzie (late R.A.M.C.), having attained the 
age limit of liability to recall, ceases to belong to the 
Res. of Off. ; 
TERRITORIAL ARMY 
Capts. to be Majs.: C. E. Fenton, F. J. L. Lang, and 
J. G. Morgan. 


TERRITORIAL ARMY RESERVE OF OFFICERS 
Army Dental Corps.—F. G. B. Wilson to be Lt. 


ROYAL AIR FORCE 


Flight Lts. promoted to the rank of Squadron Leader: 
T. W. Wilson and G. W. Paton. 

Squadron Leader H. McW. Daniel is placed on the 
retired list at his own request. 

Flight Lt. C. H. Smith is transferred to the reserve, 
class D. 

Flight Lt. G. H. J. Williams to No. 3 Flying Training 
School, Grantham. ; 

Flying Offr. R. A. Cumming is promoted to the rank 
of Flight Lt. 

INDIAN MEDICAL SERVICE 


Lts. (on prob.) to be Capts. (on prob.): T. P. Mulcahy 
and R. J. Henderson. 

Lt. E. H. Wallace is restd. to the estabt. 

Indian Medical Department.—Asst. Surg. (Ist Class) 
Horace Mullins to be Lt. (Sen. Asst. Surg.). Maj. (Sen. 
Asst. Surg.) T. J. Stuart retires. 


FELLOWSHIP OF MEDICINE AND PosT-GRADUATE 
MEDIOAL ASsocraTION.—Post-graduate courses to be given 
during November and December: medicine, surgery, and 
gynecology at the Royal Waterloo Hospital (Nov. 2nd 
to 14th); urology at St. Peter’s Hospital (Nov. 2nd to 
14th); dermatology at St. John’s Hospital (Nov. 2nd to 
26th); venereal disease at the London Lock Hospital 
(Nov. 23rd to Dec. 19th); proctology at St. Mark’s 
Hospital (Nov. 30th to Dec. 5th); thoracic surgery at the 
Brompton Hospital (Dec. 7th to 12th); dermatology at 
the Blackfriars Skin Hospital (Dec. 7th to 19th). A 
clinical and pathological M. R. C. P. course will be held at 
the National Temperance Hospital at 8 P. u., on Tuesdays 
and Thursdays from Nov. 24th to Dec. 10th; M.R.C.P. 
courses have also been arranged in chest diseases at the 
Brompton Hospital (Dec. 7th to Jan. 8th); in diseases 
of the chest and heart at the City of London Hospital, 
Victoria Park (Wednesdays and Fridays, 6 P.m., Dec. 9th 
to Jan. 8th); in endocrinology at the National Temperance 
Hospital (Monday, Nov. 23rd, and Wednesdays and 
Fridays, from Nov. 25th to Dec. 10th). 

Week-end courses in physical medicine at the St. John 
Clinic and Institute of Physical Medicine (Nov. 7th and 
8th); in general surgery at the Princess Beatrice Hospital 
(Nov. 14th and 15th); in infants’ diseases at the Infants 
Hospital (Nov. 2lst and 22nd); and in chest diseases 
at the Brompton Hospital (Nov. 28th and 29th). Detailed 
syllabuses of all courses can be obtained from the secretary 
of the fellowship, 1, Wimpole-street, W. I. 
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CORRESPONDENCE 


CHLOROFORM 
To the Editor of THE LANCET 


Smr,—The restrained letter from Dr. J. E. C. 
Rouse in your issue of Oct. 10th on the subject of 
chloroform is most timely. It is the fashion in England 
to decry chloroform. During my service in India, 
as a civil surgeon I estimate that I had chloroform 
administered for 110 at least 13,000 times with only 
two deaths. Further comment seems unnecessary. 
| I am, Sir, yours faithfully, 

T. HUNTER, 


Lieut.-Colonel, I. M. S. (ret.) ; late Civil 


Ludlow, Oct. 15th. urgeon, Lucknow. 


FIXED DENTAL APPLIANCES 
To the Editor of THE LANCET 


Srr,—I was interested to read Dr. Bardswell’s 
letter which supports my claim that, in favourable 
circumstances, fixed dental appliances can be free 
from the vices they have been so often accused of. 
In his case I understand that the teeth supporting 
the work were devitalised, and, this being so, it 
appears that even the much execrated dead 
tooth, with a little expert encouragement, can be 
usefully employed on occasion. It is my experience, 
however, that when compared with other and vital 
teeth in the same mouth the devitalised members 
may have shorter periods of existence, and I try to 
avoid interfering with the vitality of pulps for this 
reason. l 

But, as it is not a necessary part of tho procedure 
now that teeth in the incisor region and elsewhere 
should be devitalised and excised in order to support 
“ bridges,” even the doubtful ones can feel satisfied 
that no new cause of apical infection can be intro- 
duced when this work is attached. This kind of 
restoration in most cases can be made so quickly, 
and with so little interference with the struoture of 
the teeth which act as its supports, that there is 
small excuse for wearing a removable appliance 
which is apt to damage the structures it is in 
contact with. I am, Sir, yours faithfully, 

Park-crescent, W., Oct. 16th. J. H. OLVER. 


NEPHRITIS AND THE SERUM FEVER 
REACTION 


To the Editor of THE LANCET 


Sim,—Sir William Willcox in his address on clinical 
immunity, an abridgement of which appeared in 
THE LANCET last week, states that If a patient is 
allergic, or has any disease associated with hyper- 
sensitiveness, such as exophthalmic goitre or nephritis, 
dangerous symptoms may be associated with the 
serum fever reaction.” I agree with him to the 
extent that there are certain forms of hyper- 
sensitiveness the subjects of which are not suitable 
for serum treatment. But is nephritis one of these ! 
Your readers will remember that when the serum 
treatment of diphtheria was introduced 42 years 
ago, it was accused of being the cause of certain 
morbid states of the kidneys. But in my experience 
that was so far from being the case that I published 
in your columns (1896, ii., 1450) three instances of 
patients, the subjects of the nephritis which follows 
scarlet fever, who were treated with serum without 
ill effects. I published subsequently the notes of 
two similar cases (Rep. of the Clinical Society’s 


Committee on the Antitoxin of Diphtheria, 1898, 
p. 36). After that date I observed several cases of 
the same sort; so far as post-scarlatinal nephritis 
is concerned there is no harm, in my experience, in 
administering horse serum. I remember also one 
case of chronic nephritis, not due to scarlet fever, 
in which the patient who contracted diphtheria was 
treated with serum without any ill effect. 
I am, Sir, yours faithfully, 
E. W. GOODALL. 
Hemingford Abbots, Hunts, Oct. 18th. 


INFECTIONS OF FINGERS AND HAND 
To the Editor of THE LANCET 


Str,—I have read Mr. Handfield-Jones’s article 
and Sir David Wilkie’s comments on it with great 
interest. There are but few engaged in the practice 
of surgery over a number of years who have escaped 
the tragio experience of the loss of a colleague or 
friend from streptococcal lymphangitis following 
a trivial injury. Whether the infection arises in the 
lip, or following the extraction of a tooth, or the 
prick of a finger, the outlook is the same. Look- 
ing back I realise that mortality was often the 
result of too active surgical treatment. There is no 
place for the knife in cases of acute lymphangitis. 
A minor lesion followed by red lines, rigors, and high 
temperature calls for conservatism. Operative sur- 
gery is contra-indicated. Handfield-Jones and Wilkie 
have. emphasised this point. Patience and delay are 
the watchwords. Active measures must be left to 
Nature’s powerful efforts at defence; conservatism 
on the part of the surgeon assists this activity to 
become effective. 

By conservatism we mean, as pointed out by 
Wilkie, the injection of concentrated antistreptococcal 
serum, the light application of a Bier’s bandage for 
three days above the infected area and heat to the 
limb. The injection of Prontosil as advocated by 
Handfield-Jones is full of promise. Personally I 
avoid stupes. Their application causes constant dis- 
turbance, the skin becomes soppy and a nidus for 
infection, the heat is transitory. Rest is essential. 
The limb should be splinted over copious layers of 
cotton-wool or encircled by an electrically heated 
pad. Many acute cases resolve under such manage- 
ment, but there are some which cause daily anxiety 
for many weeks. In the latter group the appearance 
of localised pus in the axilla or elsewhere is the first 
ray of hope. When localisation is manifest further 
delay is indicated ; we should wait until the process 
of walling-off is complete. If the abscess opens 
spontaneously all will be well, if we hasten the process 
it should be by the mere prick of a sharp knife. No 
forceps should be introduced to enlarge the opening, 
no squeezing or milking of the abscess should be 
attempted. Fulminating cases seldom survive, death 
terminates the infection within two or three days. 
I have however seen many desperate cases recover 
when only the most conservative methods of treat- 
ment were employed and when abscess formation 
was patiently awaited. 

It goes without saying that playing for time in 
anxious oases taxes the power of restraint. Time 
may be well employed by the giving of blood trans- 
fusions, the instalment of the glucose drip, and the 
employment of sunshine, artificial or real. 

I am, Sir, yours faithfully, 


‘Harley-street, W., Oct. 19th. W. I. DE C. WHEELER. 
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LONDON MEDICAL EXHIBITION 


On Monday last this exhibition opened in the new 
hall of the Royal Horticultural Society in Greycoat- 
street, Westminster, and it will remain open till 
6.30 P. M. on Friday the 23rd. More than 125 firms 
and organisations are exhibiting, and the immense 
range of their preparations and their activities is 
evident from the following notes on some of them. 


Drugs and Pharmaceutical Preparations 


(90) ALLEN AND Hansurys Lrp. (Bethnal Green, 
E.) had a number of new specialties to introduce as 
well as their tried products. They have put up a 
convenient tablet called Magsyn for the purpose of 
combining the sedative action of magnesium with the 
analgesic effect of aspirin. The combination enhances 
the analgesic effect and increases the gastric tolerance 
for aspirin. Cremor Alkalinus M. S. is a fine suspension 
of magnesium silicate for the treatment of ulcer, 
and Cremor Alkalinus L. is a suspension of aluminium 
hydroxide and of osmo-kaolin for hyperchlorhydric 
dyspepsia and colitis. The Sodium Mandelate Granules 
„ Allenburys for urinary infections have a pleasant 
lemon flavour and are easily soluble; they are 
strongly bacteriostatic in urine at a pH below 5'3. 
The firm also market Lysantol disinfectant; Lixen 
senna preparation; and Haliborange, palatable 
halibut oil.—(67) ANADIN LTD. (12, Chenies-street, 
W.C.) had on view their well-known anodyne tablets, 
and made no secret of their formula. They recom- 
mended it as a non-depressant, non-habit forming 
sedative for relief of pain of all kinds and the allevia- 
tion of colds and catarrh.—(100) THE ANGIER 
OHEMICAL Co., Lro. (86, Clerkenwell-road, E. C.), 
showed again their emulsion, which has been popular 
for forty years; and also Sagradol, a laxative com- 
bination of mineral oil and cascara sagrada which 
they recommend for constipation in pregnancy and 
after operation and in children.—(116) ANGLO-FRENCH 
Drue Co., Lip. (11 and 12, Guilford-street, W. C.), 
showed a range of therapeutic preparations, particu- 
larly picking out for mention Dimol, the recognised 
intestinal disinfectant, in tablets, syrup, snuff, and 
lavage powder; Bacte-Phages, bacteriophages pre- 
pared under the control of Prof. d’Herelle; Emge 
(Lumiere), magnesium hyposulphite for allergic 
conditions; and Phospho-soda, a liver stimulant 
and laxative forming a useful morning saline. 

(19) ANTIBODY Propucts Lro. (Watford, Herts) 
showed their British-Bee-Venom which contains 
no formic acid; A.P.L. Broncho-Catarrhal Vaccine, 
made exclusively from first cultures from patients 
suffering from acute respiratory infections; Air- 
Borne-Dust-Proteins for asthma; and their older 
products Antibacsyn and Antimalignyn.—(7) ARMOUR 
“AND Co., Lip. (Armour House, St. Martin’s-le- 
Grand, E.C.), displayed a full range of Glanoid 
glandular products, including a fluid extract of 
liver ; a highly concentrated liver liquid in ampoules 
for injection; a concentrated fresh calves’ liver 
extract for oral use; a liver and yeast concentrate 
for boils; a liver and iron mixture; posterior pitui- 
tary ampoules; and a suprarenal cortex of high con- 
centration.—(44, 58) BAYER PRODUCTS LTD. (Africa 
House, Kingsway, W.C.) showed a number of new 

reparations in addition to the older Salvarsan, 
Prolan, Prominal, and Luminal. Prontosil is their 
chemotherapeutic preparation for streptococcal septi- 
csamias, tested by the Therapeutic Trials Committee 
of the Medical Research Council. Atebrin is their 
latest synthetic drug for malaria; Betaxin is a 
vitaznin-B, preparation, chemically pure and isolated 
from yeast, and Cantan isa chemically pure vitamin C; 
Bioferol is a new nutrient tonic on the basis of 
hæmoglobin and liver extract; Esmodil is a new 
drug for the stimulation of the parasympathetic 
m which differs a little from acetylcholine in 
that it acts purely on the vagus; and Icoral is a new 


analeptic acting on the respiratory and vasomotor 
centres and toning up the peripheral circulation at the 
same time.—(5) BENGUE AND Co., LTD. (24, Fitzroy- 
street, W.1), had a large number of useful products 
on view, including Anaclasine, a combination of 
magnesium salts “and twenty different peptones 
recommended for allergic conditions; Pernyase 
jelly for open suppuration ; Noseptyl nasal drops; 
Panbial, a new nutritive tonic; Metanium, for 
irritating skin conditions; Iodeopirine, an electro- 
chemical non-toxic iodine combined with aspirin, 
which is said to have an activity twenty times greater 
than that of the acetyl salicylates; and the well- 
known Lipiodol, Opobyl, and Pulmo Bailly prepara- 
tions.—(87) BISopOL Lro. (12, Chenies-street, W. C.) 
showed their antacid preparation of this name and 
offered clinical evidence of its value in all conditions 
requiring intensive alkaline medication, including 
pregnancy. l 

(37) Boors Purp DRUG Co., LTD. (Nottingham), 
displayed a range of their fine chemicals, especially 
pointing out those for the treatment of anæmia and 
syphilis, and antiseptics and organotherapeutic 
preparations. Pepsac, desiccated stomach, Hepastab, 
intramuscular liver extract, and Livron, compound 
liver extract with iron, have been in use for some 
years, and Insulin (Boots) and pituitary extract are 
also well known. A display card demonstrated 
the stages in the manufacture of insulin. A new 
and pleasant flavoured product is Ammoket Elixir of 
Ammonia Mandelate, while Neoket is a granular form 
of mandelic acid containing no ammonium chloride.— 
(140) BRTrIE Drua Hovuses LID. (Graham-street, 
City-road, N.) have added a number of modern products 
to their well-known medical specialties, for example 
Anahemin, the active hemopoietic principle of 
liver obtained by the method of Dakin and West; 
Mandelix, elixir of ammonium mandelate, which has 
been found to be effective without the collateral 
administration of large quantities of ammonium 
chloride ; B.D.H. Sex Hormone Preparations, includ- 
ing Gonan, pregnant urine hormone; Mstroform, 
in solution of three strengths and in tablets and 
pessaries; Progestin, corpus luteum hormone; 


and Mersalyl, the sodium salt of salicylamide-O- 


acetic acid, containing from 38°5 to 40°6 per cent. 
of non-ionisable mercury, for cardiac disorders.— 
(114) BurRRovaGHS WELLCOME AND Co, (Snow Hill- 
buildings, E.C.) as usual greeted visitors at the 
entrance with an attractive blue and white stand 
on which they displayed their wide range of products. 
They drew special attention to their ergot and 
digitalis peau’ (Ergometrine, Ergotoxine Ethane- 
sulphonate, Ernutin, Digoxin, and Diginutin); to 
the new Stypven Russell Viper Venom, issued in 
rubber-stoppered. bottles together with hermetically 
sealed ampoules of solvent; Eulykol, representing 
a recent effort to reduce the pain and local reaction 
accompanying injection of hydnocarpus oil; vaccines 
and serological products of all kinds, including a 
gas-gangrene antitoxin advocated for acute intestinal 
obstruction; and a range of organotherapeutic 
and vitamin products, notably Ryzamin B, having 
a B, potency of at least 50 international units per 
gramme. 

(1) G. W. CARNRICK Co. (Brooks and Warburton 
Ltd., 232-240, Vauxhall Bridge-road, S.W.) assured 
visitors that their research and control laboratories 
maintain standardisation and potency consistent with 
the present development of scientific knowledge. 
They have added to their well-known Hormotone a 
new product, Hormotone T, combining 200 inter- 
national units of ovarian follicular hormone, bio- 
logically standardised, with the regular Hormotone 
endocrine formula, thus making the oral administra- 
tion of ovarian hormone available. They also showed 
their Incretone endocrine tonic; their Trypsogen 
tablets with physiologically inert coating; and their 
Colopo cholagogue and laxative.—(165) THOS. CHRISTY 
AND Co., Lrp. (4/12, Old Swan-lane, E. O.), had a 
number of interesting preparations on show. They 
market Estivin for hay-fever; Crepoplast non- 
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irritant elastic adhesive bandage; Gardner’s syrup 
of hydriodic acid; Gorun ampoules and cachets 
for sciatica, lumbago, and arthritis; Nivea cream; 
Lysoform disinfectant and deodorant; and Musterole 
Brand mustard ointment.—(13, 14) COATES 
AND COOPER LTD. (94, Clerkenwell-road, E. C. 1) 
displayed ethical medical and pharmaceutical prepara- 
tions from the many foreign manufacturers whom 
they represent in this country, and offered to obtain 
from abroad any specialty unprocurable in England. 
Their wide range included Autacoids in aqueous 
solution; Apondon, a thyroid and ergocholin 
compound for reducing weight; Tonicine, male and 
female tonic ; Cerocol colloidal cerium oxalates for the 
prevention of vomiting—including that associated 
with sea voyages ; Hepferol, iron and liver in granules ; 
Recresal phosphoric acid tonic for debility ; Rossium, 
pyrazolon product of low toxicity, for alcoholism 
and drug addiction; and Validol, in pearls and 
liquid, which combines valerian with menthol. 

(3) CONTINENTAL LABORATORIES LTD. (30, Marsham- 
street, S.W.1) had on view their popular Taxol, 
Detensyl, and Codoforme Botol. Their Crinex 
ovarian extract for oral administration and their 
Antipeol vaccine filtrate liquid are also well known. 
—(117, 118, 136, 138) CROOKES LABORATORIES (Park 
Royal, N.W.10) particularly stressed the new Col- 
sulanyde chemotherapeutic preparation for all strep- 
tococcal infections ; it has no contra-indications, and 
the equivalent of a } lb. dose for a man fails to kill 
mice ; also Ferrofax compound of iron and vitamin B, 
with manganese, copper, and cobalt as catalysts. They 
also showed Estoform for asthma; their original 
colloidal preparations, many of which are now avail- 
able in the form of capsules for the convenience of 
travellers; various preparations of halibut-liver oil 
now recommended for eye-work and as a non-irritating 
ointment for wounds; Collosol Brand Wheat Germ 
Oil for sterility and abortion; and Collosol Brand 
Phospho-Mandelate for urinary sterilisation ; together 
with a useful and simple test outfit. They also 
mentioned that their Super-D Oil has been found 
beneficial for arthritis. 

(97) J. C. ENO Lr. (Pomeroy-street, S. E.) reminded 
visitors that their fruit salt owes some of its thera- 
peutic efficiency to its careful preparation and high 
standard of purity; it is analysed at every stage of 
manufacture, and every trace of sugar, calcium, lead, 
sulphate of soda, and magnesium is meticulously 
excluded.— (149, 150, 160) Evans Sons LESCHER 
AND WEBB Lrp. (56, Hanover-street, Liverpool) 
showed a great number of medical specialties, and 
particularly mentioned the modern facilities available 
at their biological institute for the manufacture and 
standardisation of antitoxins. They emphasised 
Zant, a potent, non-toxic germicide; Neo-Hepatex 
(Parenteral), a new potent standardised liver extract ; 
Novasorb, a magnesium trisilicate preparation ; 
Colliron, a non-irritant colloidal iron with a trace of 
copper; and Hepatex (Oral) liver and vitamin B 
compound. 

(70) FASSETT AND JOHNSON LID. (86, Clerkenwell- 
road, E.C.) had a stand to ensure that doctors did not 
forget the value of their Antikamnia analgesic 
tablets with and without codeine; their Argyrol 
Silver Vitellin ; their Eatan predigested beef prepara- 
tion; their Ovoferrin Brand Colloidal Iron Tonic ; 
their Zonite chloramine pessaries; and their Iobrine 
Anti-Rheumatic Seaweed Bath Salts—(10, 11) 
GENATOSAN Lrp. (Loughborough) are already well 
known for their Sanatogen, Genasprin, Cystopurin, 
Formamint, and Detoxicated Vaccines. Their 
Fissan Brand Products represent an improved 
method of cutaneous application in the form 
of dusting powders, pastes, lotions, and ointments ; 
the underlying idea is that the efficacy of the 
remedy depends on the physical state in which it is 
applied as well as on its chemical nature. They 
had a new oral vaccine in liquid form for colds and a 
new compound of calcium and aspirin, in tablets 
and powder. 

(95, 96, 109) Guaxo LABORATORIES (Greenford, 


Middlesex) offered a complete range of preparations 
for calcium therapy, including tablets for oral use 
containing sufficient vitamin D to ensure absorption ; 
a sterile suspension of colloidal calcium with pure 
Calciferol G.L. for subcutaneous injection; and 
Calcium Levulinate G.L., a stable assimilable injec- 
tion for capillary permeability, hepatic insufficiency, 
and hemorrhagic conditions. They also showed their 
well-known Syrup Minadex tonic, and Dissolved 
Vaccines G. L., which are so prepared that they can 
be given in full doses from the start without producing 
unfavourable reaction.—(121) C. J. HEWLETT AND 
Son, Lp. (35/42, Charlotte-street, E. O.), had a 
number of their original preparations on view. 
Their range of Ampuliques contain single doses of 
sterilised injections of all kinds; and their Evapogens 
are medicated skin lotions which readily evaporate. 
Some of their mixtures, such as Heptagen, an 
aperient and cholagogue, Mist. Pepsine Co. c. 
Bismutho, Mist. Tussi Rub. Conc., and Somnigen, 
have been favourites for many years. They also 
supply a useful series of packed bags for the general 
practitioner and obstetrician.—({71) HOFFMANN-LA 
ROCHE CHEMICAL WORKS LTD. (51, Bowes-road, N.) 
showed a wide range of their analgesic, sedative, and 
hypnotic drugs, most of which have already proved 
their worth. Allonal, Saridone, Omnopon, Sedobrol, 
and Sedormid may be instanced. They also manu- 
facture Larostidin for the histidine treatment of ulcera- 
tion; Revitone tonic; Redoxon synthetic ascorbic 
acid in tablets and ampoules; and this year they 
introduce a new vitamin-B preparation, Benerva, 
in ampoules containing 500 international B units. 


(45) HOWARDS AND Sons, Lip. (Ilford), had on 
view a range of their fine chemicals which have now 
been made without interruption for 138 years. To 
introduce novelty in an old remedy, they now make 
aspirin tablets in six colours! They drew special 
attention to their Agotan for uric acid condi- 
tions; their Optochin Base, a synthetic deriva- 
tive of quinine, for pneumonia ; Quinisan for aborting 
influenza and colds; and Bismuth Carb. B.P., light 
and extra light.—(63) JOHNSON AND Sons (Hendon, 
N.W.) presented their Estersil, a mixture of the ethyl 
and propyl esters of salicyl-glycollic acid for the 
relief of rheumatic infections.— (166) KAYLENE Lo. 
(Waterloo-road, N.W.) are familiar as the manu- 
facturers of a highly colloidal form of kaolin and 
its combination with paraffin oil, charcoal, opaque 
substance, and formalin and menthol throat tablets. 
This year they introduced a new product, Magsorbent, 
a synthetic hydrated magnesium trisilicate for the 
treatment of ulceration, supplied in powder and 
tablets.—(119) Lacrton DU DR. Boucarp (55, 
Welbeck-street, W.) have long been familiar to the 
medical profession: lactic ferments in tablets, 
powder, suppositories, ovules, ampoules, and dress- 
ings. Their Viatol is a vitamin tablet, and their 
Vaxa is a polymicrobic vaccine for oral administra- 
tion.— (36) ELI LILLY AND Co., Lip. (2, 3, and 4, 
Dean-street, London, W.), showed their more out- 
standing pharmaceutical and biological specialties, 
including a 5 per cent. tannic acid jelly, Amertan; 
an oral respiratory vaccine, Entoral ; their hypnotic, 
Amytal; their range of vaccine and serum prepara- 
tions and U. B. A.“ Undenatured Bacterial Antigens 
prepared according to A. P. Krueger’s method; and 
several liver extract preparations.—(29) WM. MARTIN- 
DALE (12, New Cavendish-street, W.) showed Sterules 
Peptone in boxes of ten graded doses, for intra- 
muscular injection; Novurit mercurial diuretic; 
E. S. T. P. ether soluble tar paste for eczema ; Methyl 
Aspriodine liniment and balm; Sterules Tylecalsin 
for intravenous injection in sciatica and rheumatism; 
Iodo-Ray Sterules for intravenous and retrograde 
excretion urography; Calvitone calcium vitamin 
tonic; and many other interesting preparations, 


(148) MENLBY AND JAMES Lrp. (64, Hatton- 
garden, E. C.) reminded visitors of the value of 
Iodex as an ointment, plain, or with methyl sali- 
cylate, in liquid form, pessaries, suppositories, and 
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collapsible bougies for ear, nose, and throat and 
gynecological work; their Eskay Brand of neuro- 
phosphates; their Pentnucleotide mixture of the 
sodium salts; their Pyridium urinary antiseptic ; 
and the Benzedrine inhaler, a volatile vasoconstrictor 
with greater potency than ephedrine. They also 
showed Benzedrine brand tablets, which stimulate 
the higher nervous centres and raise blood pres- 
sure.—(103) H. R. Napp LTD. (3 and 4, Clement’s 
Inn, W.C.) had on show a wide range of pre- 
parations, including the original gold prepara- 
tion, Sanocrysin; Sedonan, for direct applica- 
tion to painful ears; Vegemucin, a combination of 
vegetable mucins without any alkali, for indigestion 
and ulcer; Raminal for high blood pressure; Fiatal 
and Sembol, organotherapy compounds for female and 
male dysfunction respectively ; and Xorox, a powerful 
hzmotonic.—(120) OPPENHEIMER SON AND Oo., LTD. 
(Handforth Laboratories, Clapham-road, S. W.), 
showed Alphidine, a non-toxic, non-irritant, readily 
assimilable iodine; Cholesal, a soluble granulated 
preparation of peptone and magnesium sulphate, 
for hepatic congestion, migraine, and nausea; Vaso- 
tone liver preparation for menopausal flushings ; 
Iodised Balmosa ointment; RNoboleine, their 
tonic food for infants; Vitad, vitamins A and D; 
Vical, a calcium lactate and Vitad preparation; and 
Iodovical, a compound of calcium lactate, Vitad, and 
Alphidine.—(80) ORGANON LABORATORIES (1, Gordon- 
square, W.C.) showed their gland and vitamin pre- 
parations which are prepared under the close super- 
vision of specially experienced scientific advisers. 
Pregnyl is the gonadotropic hormone of pregnancy, 
used for menorrhagia, metrorrhagia, repeated abor- 
tion, dysmenorrhea, and undescended or undeveloped 
testes. Ambinon is an anterior pituitary aqueous 
extract standardised for gonadotropic and thyro- 
tropic factors, which can be used alone or combined 
with Pregnyl. Pernaemon Forte is a protein-free 
liver extract of high activity, for injection. Men- 
formon is their cestrone preparation, and their 
Progestin is now prepared from whale corpora lutea. 
—(73) Oxo Lip. (Thames House, Queen Street-place, 
E.C.) had on view preparations of liver, gastric tissue, 
and spleen. 


(64) PARKE, DAvIS AND Co. (Beak-street, W.) had 
a comprehensive display of their products, old and 
new. Among those more recently introduced are: 
Abidon Capsules, concentrates of vitamins A, B, 
and D; 1 in 100 adrenaline chloride, introduced 
for deep oral inhalation in asthma: Antuitrin 
„Growth and ‘S,”’ the former from the anterior 
lobe and the latter from pregnancy urine ; Gonoderm 
gonococcus soluble toxin Corbus-Ferry, a bouillon 
filtrate for intradermal injections; Meningococcus 
Antitoxin; Mapharside, a synthetic arsenic com- 
pound for syphilis and Hebaral Sodium, a barbituric 
compound.— (75) PETROLAGAR LABORATORIES LID. 
(Oldhill-street, N.) have added to their familiar and 
popular products, which include Endrine nasal 
compound and Neobovinine 20 compound of liver 
and beef hemoglobin, a new variety of Petrolagar, 
Petrolagar with cascara, which manages to associate 
cascara with a new—non-bitter—fiavour; and a 
new mild Endrine for children and those 
with sensitive mucose. They also showed Kal- 
drox Brand Adsorbent Compound, colloidal 
kaolin highly activated by dispersion in alu- 
minium hydroxide gel. — (99) PHARMACEUTICAL 
SPECIALITIES (MAY AND BAKER) LTD. (Dagenham, 
London) chose this year to emphasise, from among 
their many specialties, anzsthetics and preparations 
for the treatment of venereal disease. Vinesthene 
(vinyl ether) is a new inhalation anesthetic for short 
surgical procedures; Planocaine is a preparation of 
procaine in a variety of formule for local, regional, 
and spinal anesthesia; and Scuroform is a buto- 
form preparation for mucous surfaces and especially 
for dental work. Proseptasine is a colourless non-toxic 
preparation for streptococcal infections which does 
not stain the tissues; and Formadermine is a dusting 
powder. 
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(147) Sanpoz Propucts (J. FLINT) (134, Wigmore- 
street, W.) were recommending their Femergin ergot 
preparation for its inhibitor action on the sympa- 
thetic nervous system in migraine, tic douloureux, 
and Graves’ disease; Bellergal as a corrective 


for autonomic disturbances ; Ipecopan Brand Dover's 


powder preparation ; Optalidon analgesic ; Sandoptal 
hypnotic; Panthesine local anesthetic; Calcium- 
Sandoz for oral, intramuscular, or intravenous 
administration ; and Allisatin tablets for the adminis- 
tration of allium sativum. Calcibronat is their new 
organic salt presenting the combined sedative and 
neuro-tonic properties of the bromine ion and calcium 
gluconate.— (27, 28) SAVORY AND MOORE LTD. (143, 
New Bond-street, W.) had a display of pharmaceutical 
preparations, many of which are already popular, 
as, for example, Datura Tatula for the relief of 
asthma and hay-fever by inhalation and smoking; 
Nembutal sedative; Metaphedrin Inhalant No. 99, 
and the A. B. D. vitamin capsules. Their pre- 
paration of peptonised cocoa and milk is a useful 
nightcap and a pleasant change from a milk 
diet, and their Fructole Carpinęe Co. is a palatable 
bromide preparation free from sugar. Haliver Malt 
with Irradiated Ergosterol yields as much vitamin A 
as cod-liver oil and as much B, and B, as compressed 
yeast, and in addition has more vitamin D than 
cod-liver oil and supplies calcium, phosphorus, liver, 
and malt extract.—-(47) SCHERING LTD. (185-192, 
High Holborn, W.C.) displayed a comprehensive 
range of medicinal and X ray products, particularly 
Progynon for all conditions of ovarian hypofunction ; 
Progynon B Oleosum for more severe cases ; Proluton, 
a corpus luteum preparation; and Solganal B 
Oleosum for gold therapy. Old friends like Veramon 
and Medinal, Uroselectan B and Neotropin were also 
on view.—(163, 164) SHARP AND DOHME LTD. (Mulford 
Biological Laboratories) (76-78, City-road, London, 
E.C.1) showed the various vaccine and serological 
products of their laboratories, and stressed their 
new local vasoconstrictor Propadrin hydrochloride, 
non-toxic and without unpleasant side reactions.— 
(155) WILLIAM R. WARNER AND Co., Lrp. (300, 
Gray’s Inn-road, W. C.), introduced Veracolate 
tablets containing the essential bile salts with cascara, 
phenolphthalein, and capsicum. This preparation 
they have added to their well-known Agarol, Anusol 
suppositories, Veganin sedative, Alka-Zane effer- 
vescent salt, and Cal-Bis-Nate antacid. 

(66) CHAS. ZIMMERMANN AND Co., Lrp. (9-10, St. 
Mary-at-Hill, London, E. C.), showed Unibar (Röhm 
and Haas) opaque preparation for radiography of 
the alimentary tract; Nitrolingual (Pohl) capsules 
of nitroglycerin, ensuring rapid and direct reaction 
in the mouth; Norit Medicinal Carbon; Chinosol 
antiseptics; and Posterisan suppositories and ointment 
for hemorrhoids, 


DERBY ROYAL INFIRMARY.— The Duchess of 
Gloucester on Oct. 10th laid the foundation-stone of a 
£90,000 extension to this hospital. The foundation-stone of 
the present building was laid by Queen Victoria in 1891. 
Of the £90,000, the sum of £20,000 has been given by the 
family of the late Mr. S. Gee and £30,000 has still to be raised, 


COMMONWEALTH FUND SERVICE FELLOWSHIPS.— 
The Commonwealth Fund of New York has established 
for British subjects a number of fellowships tenable at 
American universities, and it has been decided to offer 
not more than five of these fellowships during 1937 to 
men not over 35 holding appointments overseas under 
the British Government, the Government of India, or the 
government of a British dominion or colony. Candidates 
must submit a definite scheme of research work or 
advanced study, and special allowances will be made for 
equipment, tuition, and travelling, as well as a living 
allowance of $150 a month. The fellowships are tenable 
for from 15 to 24 months. The committee of award 
include Sir Walter Moberly, Sir James Irvine, F. R. S., Mr. 
E. A. Benians, Lord Halifax, Prof. A. V. Hill, F. R. S., and 
Prof. R. V. Southwell, F.R.S. Further information may be 
had from the secretary, 35, Portman-square, London, W. I, 
and all applications should reach him before Feb. Ist, 1937. 
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A CONFERENCE ON WATERS IN AUSTRIA 


A MEETING of the International Society of Medical 
Hydrology, organised by Dr. E. Freund of Vienna, 


took place in Austria from Oct. 10th to 16th. The 


opening ceremony and first medical discussion were 
held in the faculty of medicine at Innsbruck on 
Sunday, the 11th, with a visit to Bad Hall in the 
afternoon; the party then proceeded by way of 
Zell-am-See, spending the afternoon at that lake-side 
resort, to Bad Gastein. There and at Hof Gastein 
more meetings were held and the party then travelled 
to Salzburg for the concluding meetings and an 
excursion up the Gaisberg. The presidential address 
by Prof. Alois Strasser was a closely reasoned plea 
for the biological orientation of research in medical 
hydrology ; and the papers read at the meeting were 
well balanced between the scientific and clinical 
aspects of the subjects dealt with. | 
In the first discussion, on the spa treatment of 
disorders of old age, Sir Humphry Rolleston made a 
distinction, very useful in the subsequent discussion, 
„between normal old age (or senescence), senility, and 
premature senility. Dozent Dr. Louis de Pap 
(Budapest) followed on the general subject of treat- 
ment, and Dr. Schneyer (Bad Gastein) on treatment 
by radio-active waters. A lively polyglot discussion 
took place in the evening, cut short only by dinner- 
time. At Bad Gastein the subject was radio-activity 
in medicinal waters, from various points of view. 
Drs. Pénkava and Béhounek (Prague) dealt with the 
methods available for measuring radio-activity and 
with various hypotheses on which the action of radon 
on cell-tissue might be explained. Dr. O. Gerke 
(Bad Gastein) gave a review of the biological effects of 
such waters, experimentally produced and discovered, 
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in plant and animal life and on human beings. A 
paper -by Drs. Pierret (La Bourboule) and Stieffel 
(Plombiéres), presented by Dr. Rimey (Luxeuil), 
then dealt with the main aspects of their clinical 
action, showing the difficulty of isolating that of the 
radon from the chemical and thermal properties of 
the various waters in which it was present in larger 
quantities. Supplementary papers (not printed in 
advance) on experiments with radio-active mud and 
the Arneth-Schilling leucocyte count by Dr. Oedén 
Schulhof (Heviz), on revitalisation by Dr. P. H. 
Humphris, and on hormonal action, by Dr. F. Bravo 
(Chile), were read and discussed in the same 
connexion, and practical demonstrations were given 
in the new research laboratory by Dr. Granich- 
staedten and his assistants. The rest of the papers 
read were on subjects not chosen beforehand. The 
authors included Profs. Boehm and Gollwitzer-Meier 
(Germany), Scherbakow (Yugoslavia), Reichart 
(Czechoslovakia), while Dr. Kersley (Bath) gave a 
short paper and showed slides and a film illustrating 
the treatment of rheumatic cases. A striking feature 
of the medical discussions was the masterly summing 
up of the various prepared and spontaneous contri- 
butions (these last translated during the meeting) 
by the president. 

The waters in Bad Gastein and Hof Gastein being 
laid on in the hotels, there was less to see than some- 
times in the way of bath establishments. But visits 
to the point of emergence of the hot springs were 
made and the visitors were allowed to try the baths 
for themselves. There were participants from man 
European countries and from Australia, New Zealan: 
Japan, and Chile. 

The papers read at the meeting will appear in full 
or summarised in the October and January (1937) 
numbers of the Archives of Medical Hydrology. 
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‘University of Cambridge 
On Oct. 16th the following degrees were conferred :— 


M. D.— G. R. Ellis and L. R. W. Price. 

M. B. and B. Chir.— G. J. H. Maud, H. B. Bagshaw, A. S. Till, 
and A. H. Zair. 
M.B.—E. L. Cohen. 
B.Chir.—J. F. Lown, A. B. MacEwan, and J. G. C. Spencer. 


At recent examinations the following candidates were 
successful :— 


D. M. R. E. 
Part II. -V. R. Ginde, A. D. Versteegh, and J. B. Watson. 


University of Sheffield i 

At the final examination for M.B., Ch. B., Parts II. and 
III., held recently, Marjorie I. Godson, F. C. Jackson, 
and J. L. Linacre were successful. 


Royal College of Physicians of London 
On Oct. 19th Sir Walter Langdon-Brown delivered the 
Harveian oration which is published on p. 961 of this 
issue. After the lecture Lord Dawson, as president, 
presented the Weber-Parkes medal to Sir StClair Thomson 
for his work on tuberculosis of the larynx and the Moxon 
gold medal to Dr. Edward Mellanby, F.R.S., for his work 
on the problems of nutrition. 


The Buckston Browne Dinner 

The annual dinner of fellows and members of the 
Royal College of Surgeons of England will be held at the 
College, Lincoln’s Inn-fields, on Thursday, Nov. 12th, 
at 8 p.m. It was in July, 1927, that Mr. G. Buckston 
Browne, F.R.C.S. (now Sir Buckston Browne), gave to 
the College a sum of £5000 as an endowment to provide 
an annual dinner on the College premises for fellows and 
members of the College and such others as the president 
and council may wish to invite, at least half of the guests 
invited to be members of the College. This annual dinner 
has been held regularly since 1928, those present usually 
numbering about 100. This year will be shown after 
dinner films prepared by the late Dr. R. G. Canti, and in 
the museum there will be demonstrations by the College 
research workers. 


University of Wales 

At recent examinations for the diploma in public health 
(Part II.) Violet L. de A. Hickson, D. J. N. McNab, 
J. B. S. Morgan, W. E. Thomas, and J. T. Watkins were 
successful. 


University of Glasgow 

Sir Frederick Gardiner has given £10,000 to the univer- 
sity to supplement the same sum which was allocated 
from the estate of his brother, Mr. William Gardiner. 
The money will be devoted to establishing the Gardiner 
Medical Institute, which will give increased facilities for 
research and teaching in connexion with the regius pro- 
fessorship of the practice of medicine to which Dr. J. W. 
McNee was lately appointed. 


Naval Medical Compassionate Fund 

At the quarterly meeting of the directors of this fund, 
held on Oct. 9th, with Surgeon Vice-Admiral Sir Basil 
Hall, medical director-general of the navy, in the chair, 
the sum of £186 was distributed among the applicants. 


British Science Guild 

A dinner will be held at the Hyde Park Hotel, Knighta- 
bridge, London, S. W., on Tuesday, Nov. 24th, at 8 P. ., 
when the president of the guild, Lord Melchett, will 
preside. A presentation from supporters of the guild 
will be made to Sir Richard Gregory, F.R.S., chairman of 
the council of management. 


Committee against Malnutrition 

The new Nutrition film of the Gas Light and 
Coke Company, which was described in our last issue 
(p. 927), will be shown at a public meeting organised by 
this committee in the Conway Hall, Red Lion-square, 
London, W.C., at 8 P.M., on Thursday, Nov. 5th. The 
chair will be taken by Mr. Harold Macmillan, M.P., and 
the speakers will include Dr. T. O. Garland, Dr. Janet 
Vaughan, and Dr. Maitland Radford. Tickets at le. and 
6d. may be had from the committee, 190, Eagle-street, 
Holborn, W.C.1. 
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IRE King has given Dr. T. H. McLeod permission 

to wear the insignia of the fourth class (civil division) 
of the Order of A] Rafidain, which has been conferred 
upon him by the King of Iraq, in recognition of his valuable 
services as chief medical officer (Mosul Liwa) in the Iraq 
Civil Health Service. 


Money for Scottish Hospitals 

The trustees of the estate of the late Mr. W. L. Gardiner 
have made donations of £5000 each to Glasgow Western 
Infirmary and Stirling Royal Infirmary. 
Royal Sanitary Institute 

Lieut.-Colonel Gerald Leighton, formerly inspector of 
Army Food Contracts, will deliver the Benjamin Ward 
Richardson lecture at the institute, 90, Buckingham 
Palace-road, London, S. W., on Tuesday, Nov. 10th, at 
5.30 p.m. The subject of the lecture will be the supervision 
of the nation’s food-supply. 


Royal Dental Hospital of London 

School of Dental Surgery.—The twenty-seventh annual 
At Home of this school will be held on Saturday, Nov. 21st. 
The morning from 9.30 a.m. to 12.30 P.. will be devoted 
to demonstrations at the in-patient department at Charing 
Cross Hospital and in the departments of the Royal 
Dental Hospital, where in the afternoon there will also be 
various exhibitions. l 

On the same evening, at 7 for 7.30 P. M., the dinner of 

past and present students of the hospital will be held at 
the Trocadero (Empire Rooms), when Mr. J. H. Badcock 
will preside. 
Post-graduate Teaching in Glasgow 

The Glasgow Post-Graduate Medical Association has 
arranged for a series of lectures and clinical demonstra- 
tions for practitioners to be given on Wednesday after- 
noons from Nov. 4th to May 26th at 4.15 p.m. Special 
courses in ophthalmology, obstetrics, radium therapy, and 
diseases of the ear, nose, and throat will also be held 
during the session. The secretary may be addressed at 
9, Woodside-terrace, Glasgow, C.3. 


Course on Hospital Administration 

A course of lectures and demonstrations on clinical 
practice and in hospital administration will be given at 
the North-Western Hospital, Lawn-road, London, N.W., 
by Dr. A. Joe on Mondays and Wednesdays at 10.45 A. M., 
and on alternate Saturdays at a time to be arranged. 
The course will begin on Jan. 13th and further information 
may be had from the medical officer of health, London 
County Council, Public Health Department (Special 
Hospitals), County Hall, S. E. I. 


Lectures on Child Psychology À 

The women’s committee of the National Institute of 
Industrial Psychology and the London Child Guidance 
Clinic have arranged a second series of lectures on this 
subject. On Monday, Nov. 2nd, Dr. Wiliam Moodie 
will speak on the problems of the ordinary child, and on 
Nov. 16th Dr. Elizabeth Sloan Chesser on the making of 
a happy human being. Mr. Alec Rodger will deliver the 
third lecture on Nov. 23rd, when he will speak on talents 
and temperaments. The lectures will be given at Carnegie 
House, 117, Piccadilly, W., at 3.15 p.m. 


King’s College Hospital 

A meeting will be held at this hospital on Monday, 
Oct. 26th, when the hospital libraries will be on view. 
Mr. A. D. Power will describe the patients’ library, Miss 
K. F. Armstrong the nurses’ library, and Dr. A. Gilpin 
the library of the medical school. 

The annual dinner of past and present students of this 
medical school will take place at 8 p.m. at the May Fair 
Hotel on Saturday, Oct. 24th. Particulars of the intensive 
post-graduate course, which is open to all practitioners 
and will be held on Oct. 24th and 25th, will be found in 
our Medical Diary. 

The enlarged ear, nose, and throat department of the 
hospital is to be opened next Tuesday afternoon, Oct. 27th. 
Beforehand, at 3.30 r.m., Sir StClair Thomson will give 
an account of developments in the treatment of diseases 
of the ear, nose, and throat. 


Albert Dock Hospital 

This hospital has become unsafe owing to soil subsidence 
and is to be rebuilt on an adjoining site granted by the 
Port of London authority. The principal feature of 
the new hospital will be a fracture clinic and a residential 
rehabilitation centre. 


Guildford Maternity Home 

On Sept. 23rd Lady Jervis laid the foundation-stone 
of the new maternity home and nurses’ hostel of the Guild- 
ford Queen’s District Nursing Association. The old 
buildings are inadequate; the new will cost £16,000, 
about half of which has already been subscribed. 


London Hospital Dinner 

As chairman of the annual dinner at the Trocadero 
on Oct. 15th Mr. Russell Howard spoke of some of the 
great men of his 42 years at the London: Gowers, 
Openshaw, Mansell Moullin, Jeremiah McCarthy (“ we 
used to think he knew all about surgery; and I’m not 
sure that he didn't), Treves, Waren Tay, Hurry 
Fenwick, Eve, Herman and Lewers, F. J. Smith, Hugh- 
lings Jackson, and Henry Head. A striking difference 
between the present and the past was that the work 
formerly done by one member of the staff was now done 
by two, three, or four. I am a landmark,” said Mr. 
Howard; for the general surgeon was disappearing and 
specialism had come to stay. At the London,” he con- 
tinued, “our young men have much more work to do 
than in other hospitals. We insist on our men 
becoming general surgeons before they become specialists. 
The consequences were unfortunate, for when a staff 
vacancy camè to be filled, and need arose for someone 
with specialist knowledge to fill it, the appointment often 
had to go to a man from another school. It was essential 
that London men should be able to get more specialist 
experience. Lord Knutsford had built up the hospital 
for the care of the sick poor; but the sick poor were 
nowadays catered for elsewhere, and the London must go 
beyond that. To have more specialists there must be a 
larger staff, and more ancillary workers. If the young 
men were to do any good they must have more leisure, 
and opportunities to go abroad: give them a chance 
and there will be no more need to go outside the London.“ 
Last year, even with selection, there was a record entry; 
and the student of to-day was just as ardent and argu- 
mentative and unformed as ever. Prof. William Wright, 
proposing the chairman’s health, described him as one of 
the last of the great general surgeons and a great teacher. 
The secret of his power was that he tried to instil into 
his dressers ideas of accuracy and precision: nothing 
might be here or there, or more or less.“ Like 
Kipling’s sergeants, he took great care that they washed 
behind their ears; and this, said Prof. Wright, was the 
very kernel of medical education. 

Though Mr. Howard expressly announced that this 
evening was by no means the proudest occasion of his 
life, it might well have been, for he was left in no doubt 
of the opinion of old Londoners about his work. This 
having been made clear, there were no more speeches 
and everyone settled down quietly to the old sport of 
pretending to remember everyone else’s name. It became 
easier after midnight. 

Chelsea Clinical Society 

On Tuesday last, at the Rembrandt Hotel, Mr. Andrew 
Rugg-Gunn presided over this society’s annual dinner. 
The principal guest was Sir Arnold Wilson, M.P., who 
said that as chairman of the Industrial Health Research 
Board he had found doctors in closer touch with current 
affairs than were lawyers, churchmen, or educationists. 
The medical profession, however, must stand back and 
look at things objectively. The voluntary hospital system 
had now become a positive incubus, while National 
Health Insurance, with its chance allocation of additional 
benefits, left so many gaps that the country was losing 
at least half the advantages of a decent health service. 
Doctors were expected to treat the wrong diseases in the 
wrong places in the wrong manner, and there was wide- 
spread dissatisfaction with the manner in which specialist 
appointments were made by laymen. Facilities for post- 
graduate work must be improved, and the medical student 
must be selected more carefully and subjected to less 
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cramming. Close orders, such as professions, were apt 
to become more obstructive to reform than outsiders, 
and the time had come for doctors to make a forward 
move on their own lines before change came from else- 
where. At present we had no Ministry of Health, but only 
the old Local Government Board under another name. 
There would be no progress till the profession took up 
the task of managing its own affairs, as in Germany, 
arranging full scope for talents and security for needs. 
The president, turning to even larger problems, suggested 
that Home Rule for England would allow the other 
British nationalities to get on with the bigger tasks of 
government. He prophesied grimly that Gaelic might 
yet become the final language of civilisation in these 
islands. Meanwhile the Chelsea Clinical Society, with 
its happy association of specialists and practitioners, 


remained the last stronghold of the male and preserved 


a broad and humanitarian view of medicine. Mr. Lawrence 
Abel proposed The Guests, who included the Norwegian 
Minister, in a speech containing a record number of good 
stories per minute. Sir John Parsons, F. R. S., as president 
of the Royal Society of Medicine, assured. the smaller 
societies of its goodwill, and Commander F. N. Stagg 
delivered an eloquent appreciation of the Scandinavian 
element in British and European breeding and culture. 


Gifts from Lord Nuffield 


Lord Nuffield has offered to contribute £80,000 to the 
£500,000 appeal which has been launched by Guy’s 
Hospital. The gift, which is a conditional one, redeemable 
only when the remaining £420,000 has -been collected, 
will be devoted to the necessary extensions to the nurses’ 
home. Lord Nuffield has also presented £80,000 to the 
Acland Nursing Home at Oxford which was founded 
nearly sixty years ago in honour of Sir Henry Acland. 
The money will be used to extend the accommodation of 
the home and install new equipment. On another page 
appears an announcement of a gift towards the production 
of talking books for the blind. 
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SOCIETIES 
BOTAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
MONDAY, Oct. 26th. 
Odontology. 8 P.M. Mr. W. Warwick James: The Failure 
of Teeth and the Future. (Presidential Address.) 


Mr. M. A. Rushton and Mr. F Walker: Unilateral 
Secondary Facial Cleft with Excess Tooth and Bone 
Formation. 
TUESDAY. 
Medicine. 5 P.M. Dr. Maurer: The . of 


Pleural Effusions. Dr. Burton Wood and Dr. Geoffrey 
Marshall will also speak. 
WEDNESDAY. 
Comparative Medicine. 5 P.M. Major G. Dunkin : 
Para -tuberculosis of Cattle and Sheep. presidential 


Address.) 
MEDICAL SOCIETY OF LONDON, 11, Chandos-street, W. 
e Oct. 1 15 F 30 P. M., Dr. Malcolm Donaldson: 
oma o 
BRITISH PSYCHOLOGICAL L SOCIETY. 
Medical and 1 Sections. 
WEDNESDAY, 


—Mistakes 
SOCIETY OF MEDICAL 575108 OF HEALTH, 1, Thorn- 
haugh-street, W.C. 

FRIDAY, Oct. 30th.—5 P. M., Dr. Ernest Ward: Tuber- 

culosis. (Presidential Address .) 
ASSOCIATION OF INDUSTRIAL MEDICAL OFFICERS. 
FRIDAY, Oct. 30th.—5 P.M. Tonara School of Hygiene, 
Keppel-street W.C.) Meet P.M 
Dr. H. E. Collier: The Education of Medical Practi. 
tioners for Industry. Dr. G. P. Crowden: Post- 
in the Practice of Preventive. 


gradua Tr in 
Medicine in Dia 
SaTURDAY.—10 A. M., V t to General Post Office, St. 
Martin’s-le-Grand, E 
LECTURFS, ADDRESSES. DEMONSTRATIONS, &c. 
ROTAL COLLEGE OF SURGEONS, Lincoln’s Inn-fields, 
Monpay, Oct. 26th.—5 P.M., Dr. L. W. Proger: Intestinal 
iseases. ae 
1 eae Dr. A. J. E. Cave: The Inguinal Canal 


d its 
oHADWICK LECTUR E. 
TUESDAY, Oct. 27th.—8.15 P. M. 
Portland -piace, W „ Mr. Eardley 
Parturition to Aus Ch d-Thelr N 


enn House 
Holland : Portis =o 
Nature and Prevention. 
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INSTITUTE OF HYGIENE, 28, Portiand-place, W. 
WEDNESDAY, Oct. 28th — 3.30 P. M., Prof. V. H. Mottram : 
Diet in Winter. 
BRITISH. POSTGRADUATE MEDICAL SOHOOL, Ducane- 
roa 
MONDAY, Oct. 26th.—2.15 P.M., Dr. Duncan White: Radio- 


Demonstration. 

TUESDAY.—2 P. M., Prof. Kettle, F. R. S.: Pathological 
Demonstration. 4.30 P. M., Dr. H. Yellowlees : Psycho- 
logical Medicine. 

WEDNESDAY.—Noon, clinical and pathological conference 
medical). 2.30 P. M., clinical and pathological con- 
erence (surgical). 4.30 P.M., Mr. J. E. Barnard, 
F. R. S.: croscopy. 

THURSDAY.—2.15 P.M. „ operative obstetrics. 3.30 P. M., 
Dr. W. H. F. Oxley: Obstetric Emergencies. 

FR DAT. —2.15 P. M., Department of Gynecology : Patho- 
logical Demonstration. 2.30 P. M., Mr. G. J efferson: 
Surgery of Nervous System 

Daily, 10 A. M. to 4 P. M., medical clinics, surgical clinics 
or) operations, gynecological clinics or -operations, 

er course for general practitioners. 


INSTITUTE OF MEDICAL PSYCHOLOGY, Malet-place, 
MONDAY, Oct. 26th.—3 P. M., Dr. J. Hadfleld: Mental 


Mechanism. 4.30 P.M., Dr. Wan Wright : Prin- 
ciples of Paycho-analysis 1 5.45 P. M., Dr. 
E. B. Strauss: Case-histories— (1) Anxiety States. 


pin: Anxiety States. 
Analytical Psychology 
ung). 5. Strauss Case-historles— 
Conversion 


2) Hysteri 
WERT L NDON HOSPITAL POST-GRADUATE COLLEGE, 
amme 


ersmith, W. 
MONDAY Oct, 26th.—10 A.M., akin clinic. 11 A. M., surgical 
wards. 2 P. Bate pan opera "ons, surgical and gynæcological 


PERAL .—3 P.M., Prof. Millais © 


wards and gynæcological clinics. 
TUESDAY. 10 A.M., surgical, wards. 11 A.M., surgical 
wards. 2 P.M., operations, medical, surgical, and 
throat, clinics. 
WEDNESDAY.—10 A. M., children’s ward and clinic. 11 A. M., 
medi wards. P.M., gynecological 5 12 


medical, surgical, and eye clinics 

Harvey Jackson: Accessory Methods 5 Localisation 

of Brain Tumours. 
THURSDAY.—10 A. M., neurological and gynsecolo 
clinics. Noon, fracture clinic. 2 P.M., operations, 
medical, surgical, . and eye clinics. 
4.15 P. M., venereal 


FRIDAY.—10 A.M., medical Sarda. skin clinic. Noon, 
1 on treatment. 2 P. M., . medical, 
and throat clinics. 4.15 DF Hugh 


Gordon: 1 
SATURDAY.—10 A. M., c 
medical wards. 
The lectures pe 4.15 P.M. are open to all medical practi- 
tioners without fee 
FELLOWSHIP OF MED DICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 
MONDAY, Oct. 26th, to SATURDAY, Oct. 3l1st.—ST. JOHN’ 
HOSPITAL, 5, Lisle· street, Leicester · square, 
afternoon course in dermatology. Hos- 
5 ea eal Arthur-street, S.W., all-day course 


KING'S CL EOE “Hosprr TAL. 
SATURDAY, 


r. Dav. iagnosis and - Rays Demon- 
stration Filme. 2 P. M., clinical cases will be demon- 
strated, inclu „medical, fracture, and dermato- 


logical cases. 3.3 demonstration of aie re ipa 
cases by sound re 3 4.45 P. M., 
on ductless gland therapeutics. 
SUNDAY.—10.30 A. M., Dr. J. Li tone: New 
ane n Remedies. 11.15 A. M., Dr. W. Susldon: 
Tubercle in Children. Noon, Mr. Wakeley: 
file and discussion on circumcision. 
Open to all medical practitioners. 
ao FOR SICK CHILDREN, Great Ormond-street, 


. Oct. 28th.—2 P. M., Dr. B. E. Schlesinger: 

cial Feeding in in Infanoy. $ P. M., Dr. A. Signy: 
1 and Methods of Transtusion. 

Cay patient clinics daily at 10 A.M. ‘and ward visits at 


LONDON SCHOOL OF DERMATOLOGY, 5, Lisle-street, 
TUESDAY, Oct. 27th.—5 P.M., Dr. J. E. M. Wigley : Tuber- 


culosis Cutis. 
THURSDAY.—5 P.M., Dr. A. M. H. Gray: The Sarcoids 
and Lupus Pernio. (Chesterfield Lectures.) 
NATIONAL HOSPITAL, Queen-square, W.C. 
MONDAY, Oct. 26th.—3.30 P.M. „ Dr. Kinnier Wilson : 
The Motor 1 
Auditory and 


: „Mr. Sydney Scott: 
Vestib ular Ne 8 


WEDNESDAY.—3.30 P. M., Dr. Kinnier Wilson: Clinical 
Demonstration. 

THURSDAY.-—3.30 P. M., Dr. Gordon Holmes, F. R. S.: The 
Sensory System 


FRIDAY.—3.30 P. M., Dr. Bernard Hart: Psychopathology 


(IV.). 
Out- patient clinic ira at 2 
HAMPSTEAD GENE AND ‘NORTH-WEST LONDON 
HOSPITAL, N.W. 
WEDNESDAY, Oct. 28th.—4 P.M., Mr. A. J. Gardham : 
Treatment and T TOKDORIR of Some Common Fractures 
in the Upper Limb. 
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ST. PAUL’S HOSPITAL, Endell-street, W.C. 
WEDNESDAY, Oct. 28th.—4.30 P.M., Mr. 
Tumours of the Bladder. 
ST. MARY’S HOSPITAL, W. 
i Oct. dye 2 P.M., Dr. G. O. Barber : National 
Health Insurance (Gen eral Practice IV. ). 
SOUTH-WEST LONDON POST- GRADUATE ASSOCIATION, 
St. James’s Hospital, Balham. 
WEDNESDAY, Oct. 28th .—4 P. M., Dr. Norman Haire: 
Birth Control Methods. 
LEEDS GENERAL INFIRMARY. 
TUESDAY, a Oke 27th.—3.30 P. M., Mr. Flint: Demonstration 


of Surgical Cases. 
LEEDS PUBLIC DISPENSARY AND HOSPITAL. 
W Oct. 28th.—4 P. M., Dr. H. G. Garland: 
emonstration of N eurological Cases. 
MANCHEST Ion ROYAL INFIRMARY. 
TUESDAY, Oct. 27th.—4.15 P.M., Mr. R. L. Newell: Minor 
Surgery of the Rectum. 
FRIDAY.—4.15 P. M., Mr. H. H. Rayner: 


of Surgical Gases 
ANCOATS HOSPITAL, Manchester. 
Se ec Oct. 29th.—4.15 P.M., Dr. 
a. 


Jocelyn Swan: 


Demonstration 


R. Ellis: Albu- 


Appointments 


MINSEI, Louis, M.D. Durh., M.R.C.P. Lond., D.P.M., has been 
appointed Deputy Medical Superintendent, Ewell Mental 
Hospital, Epsom. . 

Aberdeen Royal Infirmary.—The following appointments are 

l announced :— 

MAacKWORTH, ELIOT, M.B. Aberd., Medical Registrar; 
TouaH, J. Scorr, M.B Edin., Senior Casualty Officer; and 
FULLERTON, H. W., it. B. Aberd., Clinical Tutor. 


Charing Cross Hospital. —The following appointments are 
e 
McGmn, J M.B. Dub., Diagnostic Clinical Assistant to 
the Radiological Department ; 
M.B. Belf., T erapeutic Clinical Assistant to the 
Hadiologioal Department; : and 
ALLIS M. R. C. S. Eng., D.O.M.S., Clinical Assistant 
to tus Ophthalmic Department. 
Duchess of York Hospital for Babies, Manchester.—The following 
appointments are announced: 
T. POMFRET, M.B. Manch., F.R.C.S. Eng., Hon. 
Consulting Piastio Surgeon ; 
„ M. B. Manch., F. R. C. S. Eng., Hon. Visiting 
Plastic 8 geon; g 
DutTuHIE, O. M., M.D. *Manch., Hon. Ophthalmologist ; 
NICHOLSON, J. G., M. B. Manch., D. A., Assistant Hon. Anæs- 
thetist ; and 


„ CECILE, M. D. Lond., Registrar. 


Vacancies 


For further information refer to the advertisement columns 

Alton, Hampshire, Lord Mayor Treloar Cripples Hospital.— 
Third Asst. Res. M.O., at rate of 275 

Bath Royal United Hospital. — Res. O., £ 

Bath and Wessex Children’s Orthopedic 9 Combe Park.— 
H. S., at rate of £120. 

Battersea General Hospital, S. V. — Hon. Medical Staff. 

Birkenhead Municipa Hospital. —Sen. Res. M.O., £350. 

Birmingham, Canwell Hall Babies’ Hospital. —Res. M. O., at 


rate of £250 

One Hospital, Wandsworth Common, S.W. —H. S., at 
rate o 

. 6. Sussex Eye Hospital, Eastern- road. H. S., at rate of 


e a MOT 7 Children’s Orthopedic Hospital, c. 


Burney Victoria Hospital. H. P., at rate of £150. 
Burton-on-Trent General Infirmary. H. P. and Cas. O., £150. 
Central London Throat, Nose, and Ear Hospital, Gray's Í nn-road, 
W.C.—Hon. Third Asst. to Out-patient Dept. 
Chester, Barrowmore Tuberculosis Sanatorium, c., Great 
Barrow.—H.P., at rate of £150. 
Colonial 1 Medical Service-—M.0 a 
County Borough.—Asst. NI. O. H. for Obstetrics, £750. 
Haren Lewis Sanatorium and Infectious Diseases Hospital. 
Res. M. O., at rate of 2250. 
35 Dorset County romi al —H.S., at rate of £150. 
Dudley Guest Hospital. —H.S., £130. 
Eastbourne, Royal Lie Hospital, Pevensey-road.—H.S., £100. 
Eastcote, % St. Pincent's Orthopedic Hospital. —Regis- 


trar, 

East Ham Memorial Hospital, Shrewsbury-road, i.—Hon. 
Dental Surgeon. 

poate tr ee City Fever Hospital, Colinton Mains.—Med. Supt., 


Edmonton, North Middlesex County Hospital.—Jun. Res. Asst. 
M.O., at rate of £250. 

Elizabeth Garrett Anderson Hospital, Euston-road, N.W.—Hon. 
Ophth. Surgeon. 

General Lying-in Hospital, York-road, Lambeth, S. E.-M. O. for 
ETIN Welfare Centre. Also Jun. Res. M. O., at rate of 


5 Roba Surrey County Hospital HS. 5 £150. 
Hastings, Royal East Sussec Hospital. —Sen. is 8.5 at rate of £200. 


Heston 835 geor Borough.—Sen. Asst. M.O.H. and School 


Hove General Hospital.—Hon. Surgeon. Also Res. M. O., at rate 


Habe King George Hospital.—H.S., at rate of £100. 
Larbert, o rehna District Mental Hospital. —Jun. Asst. M.O., 


Lincoln County Hospital.—Jun. H.S., £150-£200. 

London Count nty Council.—Two Res. Med. Supts., each £950. 
Asst. M.O.’s, Grade 1, each £350. H.P.’s, each at rate of 
£120. Also Part-time M.O., at rate of £40. 

Hospital, E.—Med. First Asst. and Reg., £300. 

London Lock Hospital, 283, Harrow-road, W. Surg. Reg. to 
Female Lock Hospital, E100. 

Loughborough Borough. —M. O. H. and School M. O., 8800. 

Manchester. Booth Hall Children’s Hospital.—Med. ’ Supt., £1100. 

Manchester, Park Hesperia, Davyhulme.—Res. Obstet. 6., 8400. 

Manchester Royal C hildren’s Hospital, Pendlebury Res. Surg. 
O., at rate of £125. 

Margaret-street Hospital for Diseases of the Chest, W.—Hon. 
Asst. Physician. 


Middleser County Council..—Ophthalmic Surgeon, £2 12s. 6d. 
per session 

Middlesex Hospital Medical School, W.—Asst. Physicist, £300 . 

NA 8 for Diseases of the ‘Nervous System, Queen 

.C.—Asst. Aural Surgeon. 

Nottingham City Hospital.—Res. Surg. O., £350. 

Portsmouth Royal Hospital.—Cas. O., at rate of £130. 

Preston and County of Lancaster Royal I Sey: —Bacterio- 
logist and Pathologist, 12 (3 gna: pe per week 

Romford, Oldchurch Hospital. un. Res. M. 6., £250. 

Royal Air Force Medical Service.—Commissions 

Aye’ Free Hospital, Gray’s Inn-road, W.C. Hon. Asst. Dental 

urgeon 

Royal London Ophthalmic Hospital, City- road, E.C.—Patho- 
logist and Curator, £200. Also two Out-patient Officers, 
each £100. 

Yal Naval Medical Service.—M.0O.’s 
George’s Hospital, S.W. “Obstet. Reg. and TULOE, £90. 

Shei al Children’s Hospilal.— H. S., at rate of 210 

l 72280 Moor Infectious Diseases Hospital. —Jun. Asst. 

Stockport "County Borough.—Asst. M.O.H., £500. 

Torquay, Torbay Hospital.—H.S., at rate of £175. 


Wakefield Mental Hospital.—Asst. M. O., £350. 


Walsall General Hospital.—Hon. Asst. ’ Surgeon to Kar, N ose, 
and Throat Dept. 

Westminster Hospital, Broad Sanctuary, S.W.—Surgeon. 

West Fane OF of Yorkshire County Council._—Two Asst. Tuber. O. 8, 
each 

Under the Workmen’ s Compensation Act, 1925, the Home 
Secretary will appoint an Ophthalmic Specialist Medical 
Referee for Count 1 Cour Districts in Monmouthshire and 


por ean. A cations should reach the private secre- 
N Home fice, Whitehall, London, S.W.1, before 


The Chief 3 of Factories announces vacancies for Certi- 
fying Factory Surgeons at Edenbridge (Kent) and High- 
worth (Wilts). 


Births, Marriages, and Deaths 


BIRTHS 


CHADWICK.—On Oct. 13th, the wife of Dr. N. E. Chadwick, 
Hove, of a daughter. 

GRAVES.—On Oct. 16th, at Chester, the wife of Dr. Philip R. 
Graves, of a.da ughter. 

MaLONE.— On Oct. Toth, at West Dulwich, S. E., the wife of 
Dr. W. Malone, of a son 

PARKER.—On Oct. 14th, at Sandgate, Kent, the wife of Dr. F. 
Gerald Parker, of a daughter. 

RYDER-LEWIS.—On Oct. 12th, at Ladbroke-gardens, W., the 
wife of Dr. Arthur Ryder-Lewis, of a son. 

TomES.—On Oct. 13th, at Hast Dulwich, S. E., the wife of 
Cyril Tomes, L. D. S. R. O. S. Eng., of a daugh ter 

TUPLING.—On Oct. 17th, at Guy's Hospital, the ‘wife of Dr. 
Parker Tupling, of twin daughters. 

MARRIAGES 


LAWRENCE-SMITH—GOUGH-FOXWELL.—On Oct. 10th, at the 
Church of St. Ambrose, Gosport, Surg. Lt.-Comdr dr. Alexander 
Maxwell Lawrence-Smith, R. N., to Millicent, daughter of 
the late Mr. and Mrs. H. Gough- -Foxwell, of N ewport, Mon. 


DEATHS 


APPLEYARD.—On Oct. 14th, at 7, Spring Bank-place, Bradford, 
a FR nos (Lilla), dearly loved wife of William Apple- 

yar 

BourkKE.—On Sct. 13th, at Windsor Hotel, Lancaster-gate, W., 
125 FAN Ulick Joseph Bourke, L. R. C. S. Irel., R. A. M. C. 
ret d 

Davis.—On Oct. 15th, at La Fantaisie, Jersey, 5 -Col. Edward 
Davis, M.R.C.S. Eng. „ R. A. M. C. (retd.), in his 78th year. 

FaussEr.— On Oct. 10th, at Hopwas, near Tamworth, Herbert 
John Fausset, V. D., M. D. Dub., aged 90. 

Henry.—On Oct. 18th, at Beckenham, William Francklin 
Henry, L.D.S. Eng., late of King William-street, E.C., 


93. 

HIBBERD.—On Oct. 14th, at Mount Ararat-road, Richmond, 
Edward Hibberd, M. D. St. And. 

STEIL.—On Oct. 11th, at Glebe Court, Southampton, J. W. 
sed 13. Steil, M. B. Glasg., Hon. Squadron Leader, R.A.F., 
age 
B.—A fee of 18. 6d. is charged for the insertion of Notices of 

Births, Marriages, and Deaths. 
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WILLIAM GOODORUS: SERJEANT SURGEON 
By R. R. JAMES 


THE fifth name upon the roll of those members of 
the Barber-Surgeons’ Company who have served the 
office of Serjeant Surgeon is that of William Goodorus. 
Admitted to the Freedom in 1576, he was elected 
Warden in 1589 and in 1592. In the latter year he is 
noted as Serjeant Surgeon, so he must have been 
promoted to this office after the death of Serjeant 
Robert Balthrop which occurred in December, 1591. 
Goodorus was thus Serjeant Surgeon to Queen 
Eli.abeth, and on the accession of James the First 
he continued in office. He was Master of the Company 
in 1594 and again in 1603. His years as Master were 
fairly uneventful save for the death of Queen Elizabeth 
in 1603. James tried to borrow money from the 
‘Company in 1603, but they he tg that they had 
none. Some other notes about Goodorus will be 
found in Young’s Annals: thus, in 1610 when the 
Court sent round the hat to thentent to bringe the 
howse out of debt,“ most of the members expressed 
their willingness to contribute, but Mr. Serjaunt 
Goodorus,““ with some other thrifty souls, would 
only promise to thinck of itt.“ 

Three years before this Goodorus had been appointed 
an examiner in surgery by the Company. He benefited 
under the will of Robert Balthrop, who bequeathed 
„to my felowe Goodorus one of my launcettes that 
is sett in golde and enamyled.“ In the lengthy 
schedule of effects annexed to Balthrop’s will is a 
note of some instruments and books to be given to 
his apprentice, John Edwards. Among these occurs 
Eliot’s Dictionary which I have lent to my felowe 
Goodorus.”’ 

From the account of William Clowes in the Annals 
we learn that Goodorus went as surgeon to the forces 
in the expedition to the Low Countries, under the 
Earl of icester, in 1585. Clowes, in ‘‘ Proved 
Practice, says that many of the surgeons were most 
unskilful and slew more than the enemy did, though 
he and his friend Goodorus did not lose a case. 

Goodorus died in December, 1613. His will (P. C. O. 
Capell, 20) was signed on December the First and 
proved on the Fourteenth. For the following abstract 
of it I am indebted to my friend Mr. Harvey Bloom. 

“ Wilm Goodorus Esq. Serjeant Chirurgeon to the 
King’s most excellent Matie Soule to Allmightie God. 
Body to the earth, to be buried in the parish church of 
Eastgreenwiche as neere the body of my late wief deceased 
as conveniently may be. To Sister-in-lawe Mary, the 
wief of Thomas Thorne, gardiner, a messuage to dwell in 
for lief and 40s. To Johanne Cooke, 40s. To the poor of 
Eastgreenwiche, 40s., to be distributed amongst them in 
breade on the day of my funeralle. To Dudley Goodorus, 
my sonne, my messuage neare the high bridge in East- 
greenwiche, to him and his heirs, immediately after the 
death of Frauncis Answorth, my daughter, and a parcel 
of land known as the new forest neere Stratford 
Langthorne Co. Essex. To Johanne, wief of my said 
sonne, £20, and to his children, Dudley, William and 
Elizabeth, £5 each. Residuary legatee and executor, 
said sonne. Overseers. Hugh Hall, of London, Esq., 
Robert Frankes, of Eastgreenwiche, Esq., William Bradley 
of Thaidon bois, Co. Essex, yeoman. Witnesses, Wm. 
Whitehead, Ra. Briscoe, Edmd. Salt, Scrivenor. 


Son Dudley took up his Freedom of the Company 
in 1604 and on July Ist, 1606, was fined for absence 
at lectures, but the fine was mitigated ” to Xiid. 
In the year 1597 another son, Robert, was admitted 
into the Freedom by patrimony. On July 8th, 1606, 
the Court minutes state that Robert Goodorus hath 
done no service at all for the space of theis fower 

eares last past in his livery. The Court decided 
hat his father should be spoken to before settling 
the amount of the fine; but so far as my researches 
at Barbers’ Hall have gone the amount was never 


settled. I think it possible that the remissness was 


due to ill health and that Robert may have died soon 
oe as there is no mention of him in his father’s 


BOOKS FOR THE BLIND 


Last year the National Institute for the Blind 
had at its disposal a sum of more than £200,000, 
of which £171,000 was contributed voluntarily by 
the general public. This made it possible to increase 
the number of embossed books, newspapers, and 
magazines for the blind in Braille or Moon type in 
spite of the fact that their production is very 
expensive. Many of the best sellers in fiction are 
now available to the blind as well as the works of 
authors such as Eddington, Jeans, and Keith. Durin 
the year over 15,000 bound volumes of Braille an 
over 17,000 Braille pamphlets were produced largely 
by the labour of blind workers themselves. Nearly 
half a million Braille newspapers were circulated and 
about half as many Braille magazines. There is a 
Braille edition of the Radio Times with a circulation 
of 3000 a week, but the blind are already asking for 
a bi-weekly newspaper which the Institute promises 
to initiate when sufficient funds are forthcoming. 
Braille literature is sold to the blind at one-third its 
cost price besides being available to them in their 
libraries. For blind students the Institute has 
established a lending library in which, besides standard 
books in Braille, there are a number of manuscript 
volumes—Braille copies of books sometimes asked for 
but not in general demand. These are the output 
of about 150 voluntary sighted workers, men and 
women themselves experts in Braille, who have this 
year between them transcribed as many as 975 large 
volumes—an 5 as the report aptly remarks, 
of the finest form of voluntary service. ere is also 
a manuscript music library for the use of blind 
musicians. A special committee has gone a good 
way towards making Sir Ian Fraser’s ingenious idea 
of talking books available for the blind. People 
with good broadcasting voices have given their 
services freely and there are gramophone records of 
standard works and popular fiction, of which the - 
library at present consists of 376 books and the com- 
mittee have supplied 369 machines. Talking books 
are now being dispatched to borrowers at the rate 
of fifty a week. This new development was made 
possible by a gift from Lord Nuffield of £5000 for 
the purpose, and it was announced last Saturday 
that the same amount will be available for each of 
the next seven years. A gift of £500 a year for 
three years has also been made by the Carnegie 
trustees. It may be recalled that a talking book 
consists of ten or twelve 12-inch gramophone records, 
each side of which reads for 25 minutes. The 
execution of this beneficent scheme is probably the 
greatest boon conferred on the blind in our time. 


RHEUMATISM CAUSED BY DRUGS 


RHEUMATISM following chemotherapy was the 
subject of an analytical survey in the Presse Médicale 
for June 27th by Tzanck, Layani, Sidi, and Klotz. 
In a thesis published in 1935, Madame Le Roy des 
Barres found 215 cases of this kind among 12,976 
treated at the Fracastor dispensary of the Broca 
Hospital. Such chemical rheumatism seems to be 
almost confined to adults between the ages of 20 
and 40, and to be more common in women than in 
men in the ratio of three to one. Chemical rheu- 
matism may develop at any time in the course of 
a series of injections, and is apparently independent 
of the dosage of the drug. e interval between an 
injection and the development of articular pains may 
be as long as two or three days, but as a rule it is 
a matter of.only three or four hours or even legs; 
indeed, in some cases the injection has hardly been 
completed when the patient begins to comp of 
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lively pain in the joints. Any and every drug, it 
is stated, may under favourable conditions induce 
chemical rheumatism; not only bismuth, arsenic, 
mercury, and gold, but also the barbiturates, bromides, 
chloral, quinine, and Atophan may provoke it. 
The same may induce different rheumatic 
reactions in different patients, and conversely several 
drugs may give rise to the same clinical picture of 
chemical rheumatism, a characteristic feature of 
which is the absence of suppuration. The fact that 
some patients can go on taking the peccant drug 
with impunity after it has apparently provoked an 
attack of violent rheumatism may arouse doubts 
about the part it y plays in causation, The 
authors of the present study are inclined to regard 
the condition as a vasomotor disturbance involving 
the bony tissues. 


A GREAT FURTHERER OF LEARNING 


THE present generation has taken much to heart 
the injunction to commemorate our piousfounders ”’: 
and a volume on Hugh Oldham by Dr. Mumford ! 
illustrates the ardour and persistence with which 
slight clues are pursued in order to bring to light the 
intentions and motives of the men who centuries 
ago had vision and foresight in their endeavour to 
benefit future generations. 

Hugh Oldham, to whose munificence and enthusiasm 
for learning Manchester Grammar School owes its 
origin, was one of a large family, various members 
of which can be traced in the thirteenth, fourteenth, 
and fifteenth centuries. The family came originally 
from Oldham, in the south-east corner of Lancashire, 
but in the fifteenth century appears to have been 
firmly established in Manchester, which was then 
rising into prominence as a trading centre, and it 
was on Manchester that Hugh Oldham’s benefactions 
were bestowed, when he had attained place, power, and 
wealth as Bishop of Exeter. He was not, according 
to one of his later biographers, learned, but “a great 
furtherer of learning.” Manchester was not the 
only beneficiary of his enthusiasm: Durham College 
at Oxford, the precursor of the present Trinity College, 
where he may possibly have resided during his stay 
at Oxford, Corpus Christi, and Brasenose were among 
the recipients of his bounties. There is a story, 
quoted briefly by Dr. Mumford, that he had at one 
time the intention to do much for Exeter College in 
the same university, but for some unknown reason 
altered his plans. It is curious that all his benefac- 
tions were to Oxford, for though he originally studied 
there, he migrated to Cambridge to take his degree 
in civil and canon law. 

Hugh Oldham was an example of the type of 
ecclesiastic who in the fifteenth century and earlier 
rose to a high position in the Church, not from any 
eminence in theological learning, or any outstanding 
merit as a priest or preacher. He appears to have 
spent nearly all his earlier life, until 1493, in what we 
regard as civil employment, largely concerned with 
legal matters and the management of the affairs 
of The Lady Margaret of Richmond, the mother of 
Henry the Seventh, and the generous benefactress of 
both Cambridge and Oxford, though in her case the 
bulk of her gifts went to Cambridge, possibly as 
Dr. Mumford suggests owing to the influence of John 
Fisher her friend and confessor. In her will she left 
Hu Oldham a not inconsiderable legacy and the 
evidence of the legal documents which Dr. Mumford 
bas studied so exhaustively shows that she had relied 
largely on his skill and legal training in the 20 years 
before her death in 1509. She had besides seen to 
his advancement and his first real ecclesiastical 

referment to the Archdeaconry of Exeter was, 
Dr. Mumford thinks, probably due to her influence. 
The first real ecclesiastical preferment for though 
he had held, after the fashion of the time, numerous 
livings, prebendal stalls, and canonries, there is no 
evidence that he did more than draw the stipends 


1 Hugh Oldham, 1452 (#)-1519. By Alfred A. Mumford, M. D., 
Hon. nsulting Medical Officer to the Manchester Grammar 
School. London: Faber and Faber Ltd. 1936. Pp. 156. 6s. 
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and was probably never a resident in any of his 
benefices. When however he became archdeacon 
he at once began work in the diocese, and though he 
still continued to advise and act as agent for The 
Lady Margaret he threw himself into the many 
reforms which the diocese of Exeter so sorely needed. 
He was twelve years archdeacon, and then, again on 
the representation of the Lady Margaret,” was 
made Bishop of Exeter. It was after he had been 
twelve years bishop and seven years after the death 
of his patroness that he visited Manchester and 
completed the arrangements for the establishment and 
„ of his chief monument, the Grammar 
chool. 

Dr. Mumford has made a pleasant story of Hugh 
Oldham’s life, and though there is but little direct 
material, at any rate before he went to Exeter, he 
has so thoroughly explored all the documents likely 
to throw any light on the earlier years that he has 
succeeded in presenting a picture of Oldham’s career 
which illustrates the life of a successful man of affairs 
in Tudor times. In our day he would have been an 
honoured and successful civil servant, but it is unlikely 
that he would either have acquired the wealth or the 
stimulus to serve future generations, had he not risen 
to eminence in a Church which for another half- 
century offered the highest rewards to talent and 
industry. 


BRAZILIAN WORK ON LEPROSY 


On Sept. 19th we reviewed an issue of the Indian 
Medical Journal that had been specially devoted to 
leprosy, and it may be of interest to give some parti- 
culars of what is being done on similar lines on the 
other side of the world by the Brazilian Society of 
Leprology and the Sao Paulo Society of Leprology. 
These bodies publish a journal entirely devoted to 
the subject, the Revista Brazileira de Leprologia, and 


the June issue illustrates their activities. Villela, 
Castro, and J. V. D. Anderson, writing on lipemia 
in leprosy, show that the total lipoids and fatty 


acids were increased in the blood of all the leprous 
patients they examined, whereas the cholesterol and 
iodine values were diminished. Neither the form of 
the disease nor any treatment of it made any dif- 
ference to the lipemia. Lepers of white races showed 
higher lipoid values than those of other races. Their 
conclusions differ from those of Paras of the Philip- 
pines, who found decrease of total lipoids and fatty 
acids, both in cases treated with chaulmoogra and 
in cases not treated; though there was a low blood 
cholesterol in untreated cases it rose to normal in 
cases treated with chaulmoogra.—Rabello writes on 
‘‘sarcoid of Boeck of leprosy origin.“ The illustra- 
tions, however, depict what is typical of tuberculoid 
leprosy, one of the commonest forms of this disease, 
and he contends that the existence of sarcoid 
disease due to a special virus is highly problematical.— 
Pereira and H. H derson record the results of 
examining gastric acidity in 55 patients with leprosy 
of mixed type. Of these 10 showed anacidity and 
achylia. From this, and from reports of altered 
function of spleen and liver and lipoid metabolism, 
they conclude that ‘‘ leprosy is a generalised infection, 
involving the viscera as well as peripheral tissues.” 
While there is no doubt that in many cases the internal 
viscera are involved, it is remarkable how little the 
function of these organs is directly affected by the 
presence of Bacillus lepre. Functional disturbances 
are much more often due to tissue degeneration ; 
and this is the result of trophic ulcers and mixed 
infections secondary to neural involvement or to 
ulceration of nodules.—A careful clinical and histo- 
logical study is made by V. Grieco of a case of nerve 
leprosy in which a double nerve abscess resulted 
in the formation of two chronic ulcers. The musculo- 
cutaneous nerve of the right foot was involved and 
there was also a macule of the dorsum of the foot in 
the area of distribution of this nerve. The entire 
macule and nerve were dissected out and examined 
histologically in serial sections. He refers to the 
frequency of leprous nerve abscess in India and 
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other countries—L. M. Bechelli refers to the fre- 
quency of splenomegaly in leprosy (39 ‘per cent. of 
cases examined).—L. Baptista describes the 
treatment of seven leprous patients suffering from 
excruciating pains especially of the arms and legs. 
After trying every known remedy, including tartar 
emetic, Gypsocol, Biostenyl, calcium chloride, ben- 
zoate of sodium, methylene-blue, atropine, and 
mercurochrome, without success, permanent relief 
was obtained in four cases from three daily injections 
of histidine. In a fifth case there was recurrence 
which was permanently relieved by another three 
injections. In the other two cases the benefit was 
ee R. de Souza deals with painful nodules of 
e ear. 
The interest which the medical profession in Brazil 
is taking in at least the technical side of leprosy, 


one of the most serious medical problems in their 


country, is well shown by this excellent series of 
articles. l 


FAMILIAL ALLERGY 


THAT allergic manifestations are often familial 
is well recognised, and E. Moracci is able to quote 
many previous publications on the subject. His 
own communication (Rass. di terap. e patol. clin., 
1936, viii., 449) concerns a family in which sensitive- 
ness to butter and cheese, even in minute quantities, 
has appeared in five successive generations. The 
allergic reaction took the form of violent gastro- 
intestinal disturbances appearing soon after either 
butter or cheese had been ingested. Of the 145 
individuals composing the family, 17 (9 males and 
8 females) were affected, while 18 (12 males and 
6 females) had transmitted the condition to their 
descendants without being themselves affected. In 
Moracci’s opinion the factor responsible in these cases 
is a recessive one. This view, however, presupposes 
the existence either of a large number of other families 
similarly affected or of related marriages in the family 
itself. No evidence of such intermarriage is given. 


CHILDREN’S SUICIDES 


UNDER the inspiration of Prof. Wimmer of the 
5 department of the Rigshospital in Copen- 

gen, Sarah Kielberg has made an inquiry into the 
causes of suicide in childhood (Nord. med. tidskr., 
July 25th, 1936, p. 1193). Information was collected 
from the Danish death certificates for 1896-1915 and 
1920-34, the registrations for 1916-20 being unsuit- 
able for statistical research. The 96 suicides recorded 
were those of children between the ages of 9 and 14, 
the boys outnumbering the girls by six to one. As 
many as 70 were suicides by hanging, but only 
1 of these children was a girl. On the other hand, 
of 19 who drowned themselves 13 were girls. The 
3 children who shot themselves, the 2 who were 
driven over by a train, the 1 who was gassed, and 
the 1 who died of an unknown cause were all boys. 
There was not a single case of poisoning by drugs, 
presumably because it is difficult in Denmark for 
children to secure poisons, and because the slow 
accumulation of small quantities of a drug till enough 
is available for a fatal dose entails a continuity of 
purpose incompatible with the April weather of a 
child’s mind. The age-incidence of the suicides 
showed a steady rise from 2 at the age of nine to 42 
at the age of fourteen. Two of the fourteen-year-old 
girls committed suicide because of frustrated love 
affairs. A classification of the supposed causes of 
the suicides put fear at the head of the list with 28. 
Depression came next with 21, then unknown causes 
with 20, repentance with 12, and anger with 11. 
About a third of all the children were N or 
bodily defective or came from families marked by 
mental disease. As many as 78 of the 96 lived in 
the country where conditions predisposing to suicide 
are more liable to be overlooked and ignored than 
in a town. The decline in the frequency of children’s 
suicides in Denmark in the period under review 
coincides with a decline in the incidence of adult 


suicides, though it is probable that the causes for 
the two declines are not identical. The waning abuse 
of alcohol and the growing welfare of old folk may 
well have reduced the frequency of suicides in adults 
but cannot, of course, have played any part in the 
suicides of childhood which, in their turn, may have 
dwindled in frequency with improvement in the 
conditions under which children, especially waifs and 
strays, now live. 


LIBRARY CLASSIFICATION 


To provide a guide to the literature in the Science 
Library at South Kensington is the principal object 
of a little book recently issued. The whole of knowledge 
is treated in outline, with Groups 5 and 6 (Pure and 
Applied Science) more fully developed than the rest. 
The most complete sections are, as might be expected, 
those on engineering and chemical technology. 
Medicine itself occupies only 3} of the 75 odd pages, 
and of these hygiene and public health take up a 
good half. Pathology and the surgical sciences are 
not adequately developed in this classification for 
the purposes of a special medical library, but with 
translations of new sections from the French appearing 
from time to time, it should not be long before the 
special librarian will have here as good a ready made 
classification as he could hope to devise himself. Even 
the system in use in the London School of Hygiene (see 
THE LANCET, 1936, i., 961) has comparative disadvan- 
tages. The work here reviewed has an excellent 
index of some 6000 specific entries, while for those 
interested, the introduction offers a clear explanation 
of the important Universal Decimal system of 
classification. | 


RECREATIVE PHYSICAL TRAINING 


THE first report, covering a period of fourteen 
months up to the end of August last, has been issued 
of the Central Council of Recreative Physical Training. 


_ This council, initiated in 1935 by the Ling Association 


of teachers of Swedish gymnastics and the National 

Association of organisers of physical education, 

includes representatives of all the national organisa- 

tions dealing solely with physical training, along 

with those of some interested organisations and a 

number of individual members, among whom are at 

least a dozen medical men and women. The executive 

committee includes the names of Sir Henry Bracken- 

bury, Dame Janet Campbell, and Sir George Newman. 

The council began its work by making a survey of 
voluntary recreative work in the British Isles and 
found, as was unfortunately to be expected, that the 
work both of voluntary organisations and of local 
authorities is nearly all hampered by shortage of 
leaders and lack of facilities. e work of the council 
itself has been limited by its means, chiefly because, in 
deference to the wishes of King George’s . Jubilee 
Trust, it abandoned its intention of launching a 
public appeal for funds. Apart from its coördinating 
function, which has been productive of much good 
behind the scenes, its concrete achievement has been 
the preparation of a national register available for 
all who need leaders in any form of activity, and a 
small but successful camp held at Stapleford Abbotts, 
Essex, last August for training men leaders, at 
which Dr. F. W. Griffin acted as commandant. The 
council is now in a position to offer an advisory 
visit to any voluntary organisation that is planning 
organised physical recreation or training leaders for 
the purpose ; but when means are available there are 
schemes in hand for a permanent centre where 
leaders can be trained, for working out a national 
test for such leaders, and for investigating the type 
of training most suitable at various periods of life. 
The council has for the present accepted accommo- 
dation at the offices of the National Playing Fields 
Association, 71, Eccleston-square, London, S.W.1. 


1 Classification for Works on Pure and Applied Science in 
the Science Museum Library. Third edition. From the Science 
Museum, South N London: His Majesty's Stationery 
Office. 1936. Pp. 130. 5s. 
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THE recent resolutions of the General Medical 
Council for the new curriculum to come into force 
on Jan. Ist, 1938, may be taken as its translation 
of the new thought in medicine into the training of 
future practitioners. The period of service in mid- 
wifery, infant hygiene, and diseases of women ” is 
therein laid down as six months, of which at least four 
must be devoted to midwifery and infant hygiene, or 
“ maternity and infant welfare.” During this period, 
or preferably more, childbearing women, infants, and 
young children will be observed and studied chiefly with 
a view to the promotion of health, normal function, 
and normal development. The attitude of mind in 
which this work is carried out differs materially 
from that for the treatment of the ill and damaged 
folk in the medical and surgical wards of the hospital 
and those allotted to the diseases of women. Although 
the line of approach to the work of the gynxcological 
side differs from that on the maternity and child 
welfare side, the service there brings home to the 
student the results of failure to prevent, because 
over a third of the patients suffer from disease or 
disability arising from childbearing. l 

As in all spheres of human endeavour, thought in 

medicine is liable to be swayed unduly from time to 
time by waves of new knowledge or fresh experience, 
but equilibrium is re-established as these disturbing 
factors become adjusted to their proper level. Thus 
when I was in my apprenticeship, thought in medicine 
was overweighted by the great advances in morbid 
anatomy and the science of bacteriology, then in its 
infancy. The merits of physicians were determined 
by their success in diagnosing ante mortem the 
pathological conditions to be revealed post mortem, 
and surgeons were preoccupied in testing the many 
new operations rendered feasible by the work of 
Pasteur and Lister. Gradually other elements came 
in to restore the balance temporarily upset—both 
from within and without medicine. Time does not 
permit of a discussion of the internal influences at 
work, but I would draw attention to the marked 
effect of the increasing sensitiveness of the social 
conscience of the country and the legislation arising 
therefrom. Much must also be ascribed to the world 
war with its self-examination and unveiling of the 
weaknesses of the national physique; the psycho- 
logical consequences of the stress of war, the absence 
of serious epidemics in the armies, and the general 
determinatiqn that conditions should be better 
after the war have all had repercussions on medical 
thought. As compared with the end of last century, 
it is more preventive, more individualised, and yet 
more socialised in its outlook. 


Implications of Preventive Medicine 


The connotation of the term preventive in relation 
to medicine requires some explanation before dis- 
cussing a statement often made but not always 


An opening address delivered on Oct. 13th at the pene of 
the . session of the Welsh National School of Medicine. 
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fully applied that midwifery is a branch of pre- 
ventive medicine.“ Much more than prevention 
ordinarily signifies is implied, in so far that the effort 
to promote and build up health and physique is a 
prominent and, indeed, the primary consideration 
of preventive medicine. There is thus a constructive 
side, usually termed “constructive hygiene, or 
“ constructive physiology ” when applied to specific 
systems or functions. The other and more distinctly 
preventive aspect, which I have ventured to desig- 
nate as ‘destructive pathology,” in order to 
mark a differentiation between the two, aims at 
destroying or removing the causes of disease and 
disability, as, for instance, in checking the spread 
of infection by destroying the causes of infection by 
disinfective measures, and by isolation of the infeoted, 
contacts or carriers, and so on. The illustration that 
will have the strongest appeal to those who have 
begun surgical work is that outstanding triumph of 
preventive medicine, the antiseptic and aseptic 
technique in which you are drilled in the operating 
theatres and surgical wards. It is chiefly destructive 
pathology by killing the organisms that cause septic 
infection by heat or chemicals. It has, however, a 
constructive side that should not be overlooked, 
though more often adopted to increase the resistance 
of the already infected patient than as a protective 
measure before operation on the uninfected. An 
open-air life, sunlight, a diet with extra vitamin 
content, and other means of improving the general 
health also add to the capacity of the body to battle 
with infection of all kinds. Other constructive 
methods adopted in special ciroumstances to increase 
immunity are the injection of protective vaccines or 
sera or blood transfusions. I do not, how: ver, wish 
to labour this differentiation into constructive and 
destructive aspects, which cannot always be pre- 
cisely made, as my object is rather to impress on 
you the importance of the constructive side, so that 
it will come into your minds as first to be tried and 
to be developed with further experience of what it 
can do. Constructive hygiene cannot even be olaimed 
as a new thing, and in an elementary form must 
be almost as old as mankind. The development of 
muscular power and skill in the control of movement 
by education through constant practice must have 
been adopted early in order to fit primitive man to 
hunt wild animals or fight his fellow-men, otherwise 
he would have been weeded out in the struggle for 
existence. Training for athletic contests or prize- 
fights provide an excellent example of constructive 
physiology. applied to preparation for strenuous 
physical effort and endurance, But its underlying 
principles and wider applications have been long in 
being recognised and certainly the above instances 
have been slow in reaching the dignity of the titles 
now given them. 

These basio points may be made clear by summing 
them up as the successive lines to be held by medicine . 
in its fight for the health of mankind against disease 
and disability. They are :— 


(1) Measures to promote health of body and mind. 

(2) Removal of the causes and conditions leading 
to disordered function. 

(3) The early discovery of any disorder of function 
and its remedy before serious or permanent damage 
results. 

(4) The oure or relief of established disease or 


disorder. 
8 
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The first two or front lines roughly represent 
preventive medicine, and the two later or back lines 
curative medicine, the last of all being widely regarded 
as the chief duty of the doctor. Actually it is the 
last ditch in which the struggle can be maintained. 
If the family doctor is to retain his due position in 
the health service of the country, his training ought 
to equip him to hold the front lines effectively and 
with some chance of success. The difficulty in so 
equipping him is that patients warded in hospital 
have, in the vast majority of cases, reached a stage 
at which the opportunity of holding the front lines 
has passed. Even in the out-patient and casualty 
departments where the early and minor disorders are 
seen, the time for preventive measures has passed. 
The General Medical Council has endeavoured to 
solve this problem by placing the obligation on all 
teachers in all parts of the curriculum“ Throughout 
the whole period of study, the attention of the student 
should be directed by his teachers (a) to the importance 
of the measures by which NORMAL HEALTH may be 
assessed and maintained, and (b) to the principles and 
practice of the PREVENTION of disease.“ 


INDIVID CUALISATION 


The next characteristic distinguishing the medicine 
of to-day from that of a generation ago is that its 
practice is more carefully adapted to the individual 
patient. Its importance will be clear if you interpret 
health as the harmonious as well as the normal working 
of all systems of the body and that this harmony is 
unattainable under heavy mental stress. As mental 
reaction to illness, disablement, disappointment, or 


other form of trouble or anxiety varies in type and 


degree with every individual, his temperament, 
character, habits, occupation, and ‘environment 
must have full consideration before the mode of 
life and management that will best meet his case 
and circumstances can be correctly estimated. It 
is the prominent part played by imagination and the 
realisation of consequences that differentiates the 
doctoring of homo sapiens from veterinary medicine. 
No one is better placed to understand the personality 
with which he is dealing than the family doctor, and 
no factor is more important in determining his 
success in practice than his power of assessing 
individual characteristics and needs among his 
patients, and how they can best be met. His 
management must vary with their different ways 
of reacting to the buffetings of life. In order to 
stress this aspect the new curriculum regulations 
bring the elements of normal psychology into 
the preclinical training of the student. As you 
will see as I go along there is full play for the exercise 
of individualisation in obstetrics. 
THE SOCIOLOGICAL ASPECT 


Very brief reference will suffice to draw attention 
to this aspect of modern medicine which has also 
arisen from the wider recognition of the influence 
of surroundings and mode of life on health. Sound 
hygiene and the promotion of health call for a clear 
atmosphere, good housing, pure water-supply, clean 
milk, unadulterated and wholesome food, and many 
other matters for which responsibility has been 
placed by legislation on local health authorities 
throughout the country. Many Acts of Parliament, 
such as the National Health Insurance and Midwives 
Acts, have given the general practitioner a part 
in social services. Diseases arising from mdustrial 
conditions and the means for their prevention have 
special claim to mention in an area such as South 
Wales where some of you may serve as certifying 


factory surgeons and have a share in carrying out the 
provisions of various enactments: for safeguarding 
workers. 
of stressing its widespread sociological associations. 


The Place of Obstetrics in Medicine 


Having now cleared the ground by a review of 
changing thought, as I have seen it and see it to-day, 
the place occupied by obstetrics in the realm of 
medicine and its contribution towards the nation’s 
health calls for a brief explanation. Clearly obstetrics 
holds a key position owing to its concern with the 
start of a new generation. Its part is to secure the 
maximum new lives at the minimum cost in loss 
of or damage to the mothers, and to give a good 
start to the new lives. The mother is the executive 
in the nurture of her young family and effort on its 
behalf must concentrate on her and work through 
her. Except for emergencies at birth the care of the 


infant in teaching hospitals falls to a specialist in 


infant hygiene, the pediatrician, and the mother 
during her later stay in hospital is advised by two 
counsellors. This plethora of advisers has to 
suggestions that the obstetrician should return to 
the custom of olden days and assume the triple 
responsibility for “midwifery and diseases of women 
and children, or that there should be a splitting 
of the obstetricians into those who practise maternity 


and child welfare and those who practise midwifery 


and gynecology. Division or rearrangement on 
some such lines is certainly a future possibility 
and may even now best meet the needs of smaller 
towns, but with the growth of knowledge the return 
to the old system is out of the question. The 
pediatrician must have his place in the team of the 
maternity department and work in close coöperation 
with the obstetrician in determining the routine 
management of the infant and the instruction therein 
of the mother. The essential matter is that the work 
for the child must be carried out on the same lines 
and in the same spirit as those followed in the earlier 
work for the mother. 


OBSTETRICS IN THE CURRICULUM 


As the student does not come to the maternity 
department until he has completed his training in 
general medicine and surgery, we obstetricians have 
the responsibility of putting the coping-stone on his 
professional education, a responsibility we cannot 
shirk. It is our bounden duty so to plan his six 
months’ term of service in midwifery, infant hygiene, 
and gynecology that he will leave it fitted for family 
practice in that direction and with a wider outlook 
on medicine as a whole. The new regulations of the 
General Medical Council give a lead as to the arrange- 
ment of this term. Besides its instruction already 
quoted that four of the six months must be devoted 
to midwifery and infant hygiene, it adds another 
that Throughout the six months the student 
should receive practical instruction in the wards and 
out-patient department of the maternity hospital 
in the principles of: (a) antenatal and postnatal 
care; (b) the management of the puerperium ; 
(c) the care of the new-born infant.” To carry out 
this resolution to the letter of the law would be 
exceedingly difficult in many schools, and I feel sure 
that the General Medical Council has no more wish 


than I have to stereotype the training of the future 


medical practitioner. As I read it, it could be 
carried out in the letter by formal demonstrations at 
set hours, but to fit it into the system that has 
descended to us from the old apprenticeship of 
„Walking the hospitals,” in which the student was 


Obstetrics supplies many opportunities 
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brought up in the way he should go by going round 
with his teachers and taking part with them in their 
work, would be almost impossible, especially where 
a large number have to be passed through the depart- 
ment every six months. As I interpret it, the spirit 
of the regulation would be fulfilled by avoiding 
separation of the course into compartments and 
conducting it as a single study, with maternity and 
child welfare as its focal point, and the promotion of 
normal function as the motif. 

Having some ten years ago initiated with my 
colleagues at St. Thomas’s Hospital a six months’ 
whole-time scheme of training on lines very similar 
to those now made obligatory, I can speak from 
experience of its working and assure students and 
teachers alike that it interests and impresses and 
serves to put those finishing touches to an education 
that may otherwise fail to develop the breadth of 
vision it should. I will now venture to put forward 
some points that strike me as possibly helpful to 
obstetric colleagues and other teachers on whom the 
onus may fall of making adjustments to fulfil the 
requirements of the new curriculum. 

The enhanced value to the student if presented at the 
outset with a bird’s-eye view of a system of preventive 
medicine in working order can scarcely be overstated. 
But I found it no easy matter with an invasion of 
fresh students every three months. Those able to 
begin with the prenatal clinic and work through the 
maternity wards to welfare infant clinics and the 
gynecological side obtained gradually a correct 
perspective of the whole, which those unfortunates 
who perchance had to start at the wrong end were 
liable to miss. Possibly an introductory week or 
so spent in obtaining a general view of the depart- 
ment’s work by attendance on a session or two of 
each section might serve to give a clearer impression 
to the new entrant and imbue him with the spirit 
in which the work is conducted. 

From these general principles underlying the 
planning of this part of the curriculum, I will turn 
to a consideration of some distinctive features of its 
various stages. 

PRENATAL CARE 


My experience as an examiner and as inspector of 
examinations has convinced me that the constructive 
and sociological aspects are inadequately impressed 
on the student. Candidates who have grasped con- 
structive effort as I have tried to put it before you 
to-day are very rare birds. Questioned on the pur- 
pose of antenatal supervision, candidates think of 
it almost wholly in terms of the search for albu- 
minuria, malpresentations, disproportion, and other 
conditions indicative of future trouble. Few text- 
books on antenatal work set out in its due perspective 
the social, educational, and constructive side of the 
work. The important part undertaken by midwives, 
social workers, and health visitors is not immediately 
under the eyes of the student, who is often too exolu- 
sively instructed on selected cases of obstetrical or 
medical complication. The cases on which he is 
tested at his examinations are too largely of the 
same type, and he is rarely questioned on other than 
purely obstetrical matters. Many teaching schools 
have continued on the old lines of the antenatal 
clinic that was used solely for picking out cases of 
possible difficulty or complication for indoor rather 
than outdoor management, with a relative neglect 
of the wider developments. On the other hand, the 
public maternity and child welfare clinics have been 
more successful on the hygienic and educational 
than the obstetrical side, and the strange thing is 


that contact between them and the teaching schools 
is lacking, and there is no opportunity for one to 
learn from the other. East is East and West is 
West and never the twain shall meet holds good 
for all but a minute fraction of work of a like nature 
undertaken by voluntary bodies and public authori- 
ties. Closer contacts and coöperation will be brought 
about as the public hospitals and clinics provide 
opportunities for teaching, and will be to the advan- 
tage of both and the training of future practitioners. 

My own efforts to bring the social and constructive 
side to the notice of my students began in a small 
way more than 20 years ago by calling to my aid 
as many of the ancillary services as possible for each 
group as it came along. Thus the social service 
department gave an account of its work for the 
expectant mother before the students attended their 
cases on the district and the student was encouraged 
to report to the lady almoner on the conditions in 
the home and the circumstances of his patients. 
The Sister Mothercraft' with her samples of 
hygienic and labour-saving baby clothing was present 
at the clinics and might be heard instructing the 
mothers. Occasional demonstrations were given in 
the maternity ward by the sister of the massage and 
physical exercise department of bed exercises for 
the lying-in mother and since my day similar 
exercises have been worked out for special cases from 
the antenatal clinic designed to help the woman to 
face her confinement with confidence and learn to 
play her part. In view of the growing importance 
attached to diet and nutrition in pregnancy, much 
more attention should be paid to dietetics. These 
examples are intended merely to illustrate and 
emphasise the importance of presenting to the student 
all aspects of antenatal supervision, and particularly 
its primary objective, constructive hygiene. The 
great educational opportunities of the prenatal 
period are the reason for the suggestion in the 
curriculum regulations that attendance on clinics 
for expectant mothers should be continuous through- 
out the six months. Modern practice in the lay-out 
of maternity hospitals is leading to an increase 
in the ratio of antenatal to lying-in beds, thus adding 
to experience in this period. In addition to those 
patients with serious conditions calling for hospital 
management, there are many doubtful and borderline 
cases in which the proper line of treatment can be 
determined only after close observation and the response 
to tests and therapeutic measures. The remarkable 
results attained in lessening the incidence of congenital 
syphilis in infants by efficient treatment of the mother 
in early pregnancy is a striking example, but there 
are many other conditions in which the future health 
of mother or child is favourably influenced. Full 
opportunity should be taken to make use of the indoor 
antenatal cases as well as those attending the outdoor 
clinics. 

CHILDBIRTH 


The results of the care in the prenatal period will 
be tested during the crisis of birth. If mechanical 
difficulties have been recognised and obviated, the 
great hindrances to normal function are anxiety, 
fear, and fatigue, and the elimination of the first 
two of these, begun during pregnancy, is continued 
during the management of labour. Nothing serves 
more to improve the chances of a natural outcome 
than that the prospective mother should have acquired 
a full understanding of her own part, confidence in 
her own power to see it through, and the knowledge 
that there is help behind her should she need it. 
The physical exercises already mentioned are surely 


1024 THE LANCET] 


worth trial and development in teaching maternity 
institutions and should be combined with training in 
“relaxation.” Training in the use of the natural 
powers to the best advantage, as and when required, 
implies also the power to relax completely in the 
intervals and thus lessen fatigue. Such exercises 
are, however, worth trial only in carefully selected 
cases of those interested and responsive patients who 
are able to codperate well. It is common knowledge 
that the effects of fatigue appear earlier in uncongenial 
tasks and dull repetition work. Fatigue is a condition 
in which the psychical element plays as prominent 
a part as the physical, and in childbirth, when progress 
is slow and discouraging or in the case of highly 
strung and sensitive women, induction of sleep or 
relief of pain by drugs is frequently called for in 
order to obtain rest for mind and body and thus 
promote natural function. The medical practitioner 
carries an extensive armament in his midwifery-bag, 
all of which he must know how and when to use. 
Though aiming at natural delivery, he learns that 
artificial aids of one kind or another must not be 
withheld until ill effects arise in mother or unborn 
child. He must assess the normal progress of the 
labour and its effects on mother and child to determine 
the fleeting moment at which some form of inter- 
vention on his part may be indicated by signs of 
departure from the normal. These features of 
midwifery practice are mentioned to illustrate the 
vast opportunities it offers to develop the clinical 
instinct and judgment of the medica! student. 

Having learnt the management of childbirth within 
the hospital with all its facilities to hand and skilled 
assistance at his elbow, the student should next have 
the opportunity of applying the knowledge and 
experience thus acquired to the more difficult circum- 
stances of attendance on women in their own home. 
Unfortunately this valuable and characteristically 
British form of practical training on the outdoor 
district is now less readily obtainable than formerly, 
and it is difficult to see how its place can be filled. 
It is the one time in his studentship that the budding 
practitioner goes into the homes of his hospital 
patients and sees how they live and have their being. 
Besides the more intimate acquaintance with their 
problems and social environment, the student must 
learn to improvise and make the best of the conditions 
as he finds them. It is true that these conditions 
were often too difficult and supervision too distant 
and slovenly methods thus readily acquired. These 
unfavourable features are now capable of remedy 
by careful selection of the homes after visitation and 
closer supervision of the student’s work until he had 
proved himself capable of adapting his methods to the 
circumstances. The disappearance of this experience 
would detract much from the training of the practi- 
tioner to be and its rounding off by service in the 
maternity department. I trust that all medical 
schools and maternity hospitals will use every effort 
to retain and develop a service that has for centuries 
proved highly beneficial to the mothers and provided 
sound practical training for medical students and 
pupil midwives. 

THE LYING-IN PERIOD 


The time spent by the mothers in hospital after 
delivery offers two excellent examples of constructive 
physiology in the restoration of muscles overstretched 
or damaged and the establishment of breast-feeding. 
The former was my first conscious essay into con- 
structive work and was begun shortly before and 
interrupted by the war. With the aid of the staff 
of the massage and physical exercise department, bed- 
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exercises were devised both to lessen muscular 
weakness from confinement to bed and to improve 
the tone of the muscles that support the abdominal 
and pelvic organs, and thereby diminish disabilities 
and discomforts arising from their laxity. Starting 
with simple breathing exercises, involving contraction 
of the abdominal muscles, followed later by body 
movements bringing in the flank and other muscles, 
they ended up with contraction of the pelvic floor 
muscles combined with resisted contraction of the 
thigh muscles. Because I regard the establishment of 
breast-feeding in difficult cases and still more its 
re-establishment weeks after weaning as the most 
striking lesson I ever had in constructive physiology, 
it would greatly please me if every student had the 
same lesson. To one brought up in the dark ages 
when trouble with natural feeding was promptly 
met by resorting to one of many substitutes then in 
vogue from which a choice could be made, it was 
little short of a miracle. For my lesson I was indebted 
to Sir F. Truby King when he was over here in the 
later war years, but it is now too everyday an affair 
to marvel at, and all done merely by applying those 
factors that stimulate milk secretion and removing 
those that hinderit. This work falls to both maternity 
and child welfare, to the latter of which I now pass. 


INFANT HYGIENE 


An infant welfare clinic was started in the obstetric 
department of my hospital in 1912, taken over by the 
children’s department as a going concern at the end 
of the war and greatly extended by those in charge 
of it. Now there are more clinics for well babies 
than ill babies at St. Thomas’s Hospital. The 
welfare clinics form a follow-up of our own maternity 
cases living near the hospital (others being referred 
to clinics nearer their homes). Should a well baby 
become an ill baby it is transferred with mother to 
the sick babies clinic, a punishment which I under- 
stand arouses a great effort by both to earn a speedy 
remission of sentence and an early return to their 
natural home in the welfare clinic. Without personal 
experience of work or teaching in infant clinics, I 
can but emphasise the importance of the training 
there. The work is pure constructive hygiene at a 
time of life of prime importance for the future health 
and physique of the nation. It offers the student 
an opportunity of learning to assess normal health 
and normal development and the means by which they 
can be promoted and maintained. The value or such 
experience for those entering family practice is self- 
evident. Among those higher in the social scale than 
the clinic-attending olass, the services of the family 
doctor have rarely been sought save in cases of 
continued or serious illness or if the nursery clinical 
thermometer reaches a level that strikes mother or 
“Nanna” as calling for more than home-made 
doctoring. He has thus had little chance of applying 
such experience of constructive hygiene in infancy 
as he may have obtained. If duly equipped to give 
like services to those of the infant clinic, and they are 
needed in all classes of the community, dare we hope 
that our future practitioners will succeed in over- 
coming maternal prejudices so far as to be installed 
in charge of the nursery and guide in the upbringing 
of the family! 

POSTNATAL CARE AND DISEASES OF WOMEN 


On this part there is little to be said because it 
offers less on the constructive side than those 
already discussed. The purpose of postnatal care 
is to keep the mothers under observation and secure 
their complete return to efficiency. Those suffering 
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from injury or illness are referred to the gynsco- 
logical or other appropriate department of the 
hospital. Many mothers complain of backache and 
tiring easily after returning to their household duties 
and the care of the family; most of them are in 
great need of a period of rest and relief from the every- 
day task, and as the mother cannot be separated from 
her young infant, it is not always easy to arrange such 
relief. Those suffering from weak or overstretched 
muscles will benefit greatly from the physical exercises 
mentioned above and all require advice on the 
hygiene and mode of life best suited to their circum- 


stances. Gynecological treatment is required only 
for conditions generally recognised as productive 


of further trouble if neglected. 

Service in the gynzcological department is a replica 
of that on the medical and surgical sides and, being 
concerned with the disorders and diseases of the 
female reproductive system, represents the patho- 
logical, the reparative and curative side in contrast 
with the physiological and hygienic side predominant 
in midwifery and infant hygiene. As somewhere 
between a third and a half of the work of the depart- 
ment is the result of childbearing, valuable experience 
is gained by the student both in seeing the disabilities 
caused by failures in prevention and the cost of their 
repair to the patient in suffering, loss of time and 
money. To drive the lesson home and point the 
moral, the obstetric history is usually reviewed in 
order to find the reason of the failure and how it 
might have been avoided. 


Conclusion 


I hope I have succeeded in showing how great is 
the variety of the work during these six months and 
in indicating how students may obtain a clear view 
of, and even have a small part in, a system of preven- 
tive medicine. A last word of advice is to follow 
it immediately with, to quote the regulations, A 
clinical clerkship for a period of not less than one 


month in a children’s ward or hospital and thus 


round off the children’s side as the service in the 
diseases of women has done for the maternity side. 


OBSERVATIONS ON THE 
MECHANISM OF RHEUMATIC FEVER 


By ALVIN F. CoBuRN, M.D. 


(From the Department of Medicine, College of Physicians 
Surgeons, Oolumbia University, and the 
Presbyterian Hospital, New York City) 


Firry years have passed since Haig-Brown first 
recognised a symptom-free interval between ton- 
sillitis and the onset of acute rheumatism.! His 
observations have been confirmed by a number of 
students of rheumatic diseases.“ These observers 
are agreed that there are three clinical phases in the 
development of an attack of rheumatic fever. The 
first is one of acute upper respiratory tract infection, 
lasting for only a few days. The second phase follows 
immediately after this infection and is characterised 
by a complete absence of clinical symptoms and signs. 
Its duration varies from a few days to perhaps six 
weeks, butis generally betweenoneandtwoweeks. The 
third phase is the period of rheumatic manifestations. 
It shows wide variations in intensity and duration. 

Clinical observations have dealt almost exolusively 
with Phase III. Of recent years data have been 
accumulating on the nature of Phase I.,5 showing 
the appearance of hemolytic streptococcus in the upper 


r 


respiratory passages at this time. Phase II. remains 
unexplored. It is my belief that this second phase is 
crucial in the development of rheumatio activity. 

It is well recognised that hemolytic streptococcus 
pharyngitis is followed by uncomplicated recovery 
in most individuals. A small minority, however, 
develop rheumatic fever shortly after convalescence 
from this type of infection. I am attempting to 
define wherein such individuals differ from the normal. 
Both types of subjects appear to be equally suscep- 
tible to pharyngitis. The clinical character of the 
infections and the strains of hemolytic streptococcus 
involved have been indistinguishable. In both 
types of subjects, immune responses vary widely 
in degree, occasionally failing to appear. When anti- 
bodies develop in the normal subject they are not 
associated with disease, but the development of an 
immune response in rheumatic subjects is frequently 
accompanied by the appearance of rheumatic activity. 
As the disease progresses, the antibody titre rises ; 
but the maximum level of titratable antistrepto- 
lysin is not reached until some time after the height 
of the rheumatic attack.“ An interpretation of 
the relationship of the immune response to the 
development of the rheumatic process is the aim of 
the present paper. The data consist of observations 
on the serological events immediately following 
hemolytic streptococcus pharyngitis. 


OBSERVATIONS ON THE NATURE OF PHASE I 


(a) Natural history of infectious agent.—Severe 
attacks of rheumatic fever are generally preceded by 
mild hemolytic streptococcus pharyngitis. Despite 
the transient character of this infection, bacterio- 
logical observations have repeatedly shown that the 
invading organism may persist in the vicinity of the 
respiratory passages for a period of months after 
its disappearance from the mucosal surface. It has 
been possible in many instances to trace the migra- 
tion of the infecting strain from the mucosal surface 
to the submucosa and later to tonsils or accessory 
sinuses. This sequence of events is a general charac- 
teristic of hemolytic streptococcus infections of the 
upper respiratory tract, and is not peculiar to Phase I. 
of rheumatic fever. 

(b) Antigenic properties of the infectious agent.— 
The strains of hemolytic streptococcus commonly 
associated with pharyngitis belong to Lancefield’s 
Group A and are usually of a virulent matt type.“ 
They produce in vitro at least two soluble antigenic 
principles—erythrogenic toxin and streptolysin— 
and contain within the bacterial cell at least three 
other potential antigens—type specific M-substance, 
nucleoprotein, and perhaps carbohydrate. The 
liberation of streptococcus antigens in the infected 
host can be inferred from significant increases in 
specific antibodies. Most patients in the rheumatic 
state are Dick-negative, indicating that they have 
developed neutralising antibodies to the erythrogenic 
toxin. Increases in antistreptolysin titre and pre- 
cipitins to M-substance* are regularly developed during 
attacks of acute rheumatism. Most patients show 
increased skin reactivity to the nucleoprotein of 
hemolytic streptococcus, and during severe attacks 
frequently develop precipitins to this fraction. The 
information available at the present time does not 
permit an appraisal of the relative importance 
of these substances. However, it is known that 
erythrogenic toxin in scarlet fever ® can damage 


*In addition to these well-recognised antibodies, anti- 
fibrinolysin is found in the blood of patients with acute 
rheumatism. Observers are agreed that this is a response to 
heemolytic streptococcus infection. 
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the endothelium of the vascular tree. The action of 
nucleoprotein as an antigen after its liberation from 
the interior of the bacterial cell seems well established. 
Too little is known about streptolysin or M-substance 
to permit an opinion on their immediate effects. 
It appears that toxin and streptolysin are released 
at the onset of infection, whereas M-substance and 
nucleoprotein are liberated after the disintegration 
of bacterial cells. 


IMMUNOLOGICAL RESPONSES IN PHASE II 


In the absence of a method of investigating the 
total antibody response to streptococcus infection 
I have relied on the two antibodies which at the 
present time can be estimated most accurately. 
Antistreptolysin in human serum can be titrated 
quantitatively, is specific for hæmolytic streptococcus 
infection, and is probably also group-specific.® 
Precipitins to the M- substance of the infecting agent 
can be detected qualitatively. This antibody is 
considered type-specifio. 1 These two antibodies 
represent immune responses to both soluble and 
intracellular bacterial derivatives. 

(a) General significance of antistreptolysin produc- 
tion—A rise in antistreptolysin titre is generally 
accepted as evidence of a recent infection with hemo- 
lytic streptococcus.11 However, no explanation has 
yet been offered for the persistence of high titres in 
some individuals long after the acute infection has 
subsided. Occasionally there is the opportunity to 
demonstrate the persistence of the infectious agent 
in such patients by direct bacteriological culture. “2 
Furthermore, in current experiments (unpublished) 
of McBroom in the laboratory of the Presbyterian 
Hospital, New York City, it has been possible 
to produce and maintain high antistreptolysin titres 
for some weeks. This has been accomplished in 
guinea-pigs by the introduction of agar foci infected 
with a scarlatinal strain, N.Y. 5. The introduction 
of the focus gives rise to an abscess which usually 
ruptures and heals, This infection has been followed 
by an increase in antistreptolysin titre in 33 out of 
37 animals tested. Most of these titres have remained 
elevated (50 to 1000 units) for at least two months, 
and in a few instances have continued to rise. In 
sacrificed animals which still had demonstrable foci, 
hemolytic streptococcus in pure growth has been 
recovered. Uninfected controls have maintained 
extremely low titre levels (below 10 units), The 
basic interpretation of a rise in antistreptolysin titre 
as an indication of recent infection with hemolytic 
streptococcus is substantiated by these experiments. 
Although not yet complete, they suggest that the 
persistence of a high titre indicates continued anti- 
genic activity of this organism or of its derivatives. 

(b) Possible significance of the antistreptolysin 
response in rheumatism.—tiIn addition to its signi- 
ficance as an indication of recent infection, it appears 
that the antistreptolysin response may be related to 
the mechanism of rheumatic fever. Certain findings 
which suggest this possibility are summarised in brief. 

1. In spite of the prevalence of hemolytic strepto- 
coccus infection during infancy, rheumatic fever 
does not appear to develop in advance of the capacity 
to produce specific antibodies to this organism. 
There is good evidence that the antibody-forming 
mechanism is incompletely developed at birth, and 
in infancy failure to develop circulatory antibodies 
is the rule.* The findings of Wilson et al.!“ and of 
Lippard and Johnson 15 show that antistreptolysin 
titres in children under three years of age are charac- 
teristically low and do not rise following hemolytic 
streptococcus infections. These infections are nor- 
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mally handled by infants without the development 
of circulating antibodies, and rheumatic fever is 
Out of approximately 2000 
rheumatic attacks I have observed only ten in children 
under three. These ten children all reacted in an 
abnormal way for their age, in that they developed 
high antistreptolysin titres, ranging from 250 to 
2500 units. Their antibody-producing mechanism 
and their capacity to develop rheumatic fever both 


‘matured precociously.f This suggests that the 


maturity of the immune mechanism is pre-requisite 
to the development of rheumatism. 

2. The duration of Phase II. shows considerable 
variation but appears to coincide with the time 
required for the appearance of the antistreptolysin 
response by the rheumatic subject. 

3. In a group of rheumatic subjects infected with 
a single strain of hæmolytio streptococcus, those 
that developed an antistreptolysin response developed 
acute rheumatism, while those who failed to make 
this response escaped an attack.“ 

4, A rheumatic subject who contracts a series of 
hemolytic streptococcus infections develops acute 
rheumatism only when the infection is followed by a 
rise in antistreptolysin titre. In the absence of an anti- 
streptolysin response, there is no rheumatic attack.“ 

5. Two extreme clinical types of rheumatic fever 
are paralleled by two widely variant types of anti- 
body response. In attacks characterised by acute 
onset, a period of severe illness, and by relatively 
rapid recovery, the titre reaches maximum relatively 
early—within a month of the onset of Phase III. In 
attacks with insidious onset, where repeated ten-day 
cycles of progressive severity culminate in severe 
carditis months later, the titre rises gradually, reach- 
ing its maximum height late in the illness.“ 16 

6. Exacerbations of symptoms occurring during 
subsiding rheumatism are often preceded by a sudden 
transient fallt in antistreptolysin titre (see ref. 6, 
Fig. 6). They are followed by a rise which may 
surpass the previous level. This finding suggests 
that something depresses the titre momentarily just 
before the appearance of symptoms. 

The apparent connexion between the character 
of the antistreptolysin response and the rheumatio 
mechanism led me to examine the time relation 
between antistreptolysin titre and rheumatic activity 
as judged by symptoms and blood sedimentation- 
rates. A series of observations made on 100 unselected 
hospital admissions with rheumatic carditis are 
summarised below. 


Sedimenta- Antistreptolysin 
Clinical stage. tion-rate. titre. 
Onset of symptoms. ‘Rising. Rising. 
Height of attack. Maximum. Still rising. 
Beginning subsidence Maximum. Still rising or 
of symptoms. maximum. 
Continued subsidence Falling. Maximum. 
of symptoms. 
Disappearance of symptoms. Falling. Maximum or falling. 
Rheumatic process Normal. Falling or normal.* 
quiescent. 


* Depending upon duration of quiescence. 


In summary, the initial rise in titre corresponded 
quite closely to the onset of symptoms. However, 


t These patients had strong familial histories of rheumatic 


fever. 

Fig e o a immed te Dalleve te aur Lacani beostins alates 
owever, I am e eve cant because a 

number of patients have shown this change just before an 


exacerbation of symptoms. 
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in no case did the titre reach its maximum at the 
same time as the symptoms and the sedimentation- 
rate, but it continued to rise even after the latter 
had begun to subside. Since the antibody titre rise 
follows rather than precedes the symptoms, there 
must be a still earlier factor which relates to both, 
and which presumably comes into operation during 
Phase IT. 


IMMUNOLOGICAL INVESTIGATION OF PHASE I 


Antistreptolysin titre curves following hemolytic 
streptococcus infections show wide variations in the 
time in which the maximum height is attained. In 
erysipelas 17 and in tropical lymphangitis 18 the titre 
peak is reached within 20 days of the onset of infec- 
tion. In acute rhoumatism maximum titres rarely 
occur within five weeks, and in protracted cases 
they are not usually reached until several months 
after hemolytic streptococcus pharyngitis. In order 
to determine whether these differences in titre curves 
are referable to the site of infection or to a pecu- 
liarity of response in rheumatic subjects, I have 
made detailed studies of the immunological responses 
to hemolytic streptococcus throat infections in both 
normal and rheumatic patients. The individuals 
chosen for this investigation included the following : 
children with scarlet fever, young adults with pharyn- 
gitis, and quiescent rheumatic subjects who contracted 
pharyngitis while under observation. Serial deter- 
minations were made in parallel of the following: 
blood sedimentation-rate, antistreptolysin, anti-M 
precipitin and serum complement. Each patient 
was kept under close clinical observation for at least 
60 days from the onset of infection. The patients 
are divided into four clinical groups, each of which 
will be discussed separately. 


(A) Scarlet fever—Eight patients having frank 
scarlet fever with rash were studied at Willard Parker 
Hospital during the 21-day isolation period and at 
their homes following recovery. All were children 
of the lower economic stratum. None gave a history 
of rheumatism. Throat cultures positive for hæmo- 
lytic streptococcus were obtained from each child 
during the acute infection. The organisms recovered 
fell into the following Griffith 1 types: five were 
Type 3, one was Type 27, and two could not be 
typed. Three developed mild septic complications 
(sinusitis and cervical adenitis). None developed 
any evidence of rheumatic activity. The serological 
findings were as follows :— 


1. The blood sedimentation-rate was moderately elevated 
during the acute infections and during septic complica- 
tions. The rates fell soon after the subsidence of symptoms. 
With the exception of one individual with cervical adenitis 
they were all normal at the end of three weeks. 


2. The antistreptolysin titre curves showed great similarity, 
rising to a maximum within 17 days and beginning to 
subside between the third and fifth week. In one patient, 
the titre was already markedly elevated at the first 
observation (day 3) and subsided from then on. 

3. Anti-M precipitins to the organism recovered during 
the throat infection appeared in the sera of all but one 
patient between the tenth and nineteenth day. Maximum 
titres were observed in 17 to 35 days. The rise in precipitin 
titre came after the rise in antistreptolysin titre. The 
maximum reactions were all strong; uncentrifuged read- 
ings being + , centrifuged readings + + + to r. 

4. Serum complement.— There was great variation 
in the degree of complement deviation from one patient 
to another. However, in every case the first serum sample 


mplement is reported as the smallest volume of patient’s 
Grab Sra which paused complete hemolysis of a standard 
Suspension of sensitised sheep cells. Normal values ranged 
from 0:02 to 0 · O4 c. om. of serum. 


obtained (day 2 to 4) showed the maximum deviation of 


complement. All returned progressively to normal 
(usually 0°04 c. om.) between the tenth and twentieth day. 


(B) Pharyngitis.—Four young adults with frank 
hemolytic streptococcus pharyngitis were studied 
during the acute illness and for 60 days thereafter 
at the Presbyterian Hospital. None were known to 
be rheumatic subjects. Throat cultures containing 
hemolytic streptococcus in predominance were 
obtained at the onset of illness. The organisms 
recovered fell into the following Griffith types: one. 
was Type 3; another was Type 22; two could not 
be typed. l 

Two patients had uneventful recovery; one 
developed mild sinusitis, and the fourth had in suc- 
cession cervical adenitis, otitis, mastoiditis, and 
later polyarthritis and carditis. The serological 
findings in the first three cases will be considered 
ogs agi and those of the fourth will be considered 

ater, 


1. Blood sedimentation · rates were mildly elevated during 
the acute illness in the uncomplicated cases and moderately 
elevated during sinusitis. As in scarlet fever they subsided 
to normal with the disappearance of symptoms. 

2. The antistreptolysin titre curves were all similar. 
They rose to a maximum level within ten days and were 
all subsiding at the end of six weeks. 

3. Anti- M precipitins to the organism recovered during 
the throat infection appeared in the sera ten days after 
infection. Maximum titres were reached after the peak 
of antistreptolysin titres, and were less marked than those 
seen following scarlet fever. 

4. Serum complement.—Little or no deviation was 
observed. 


(C) Hemolytic streptococcus throat infections in 
rheumatic subjects not followed by recrudescences.— 
Two rheumatio children contracted throat infections ; 
one scarlet fever, the other pharyngitis. Both 
recovered without developing detectable rheumatic 
activity. Throat cultures with hemolytic strepto- 
coccus in predominance were obtained from both at 
the onset of pharyngitis. One organism was Type 3; 
the other was not Laacefield’s Group A, probably 
Griffith’s Group C. Neither patient had complications. 
The serological findings were as follows :— 


1. The blood sedimentation-rate was mildly elevated 
during the acute infection, subsiding to normal in the 
second week. Both showed a slight rise in the fourth 
week, 

2. Antistreptolysin titres.—One failed to rise, the other 
showed irregular fluctuations during the second and third 
week. 

3. Anti- M] precipitins appeared on the twelfth and 
eighteenth days, reaching a maximum in six and three 
weeks respectively. 

4. Complement deviation. No striking change in comple- 
ment was observed. 


D) Hemolytic streptococcus throat infections in 
rheumatic subjects, followed by rheumatic attacks.— 
Four children with rheumatic heart disease who con- 
tracted (hemolytic streptococcus) pharyngitis were 
kept under hospital care for a period of 60 days. 
Throat cultures, negative before pharyngitis, contained 
hemolytic streptococcus in predominance during the 
acute infection. The organisms fell into the following 
Griffith types: 13, 4, 22, one not typable. 


{| In serial determinations made on 24 cases of uncomplicated 
hemolytic streptococcus pharyngitis, I have previously observed 
a variety of responses. The antistreptolysin curves were of 
three main types: (1) those characterised by a rapid rise to 
maximum level, as in the present cases; (2) those characterised 
by a double peak with an early sharp rise in titre foliowed by 
a rapid fall and subsequent rise to a maximum; (3) those 
characterised by little or no oo in titre level. 
8 
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One patient, not known to be a rheumatic subject 
and chosen for study as a member of my olinical 
Group B, also developed a rheumatic attack. 

Three of these patients developed severe rheu- 

matism, one developed a moderate attack of short 
duration ; the fifth developed vague symptoms and 
electrocardiographic changes which were followed 
by rapid recovery. The serological findings on these 
five patients were as follows :— . 
1. The blood sedimentation-rates during the acute 
infection were similar to those in uncomplicated ph - 
gitis. Tbe rates returned to approximately normal 
level just before the onset of rheumatic activity when they 
rose precipitously. There was a close correspondence 
between the rates attained and the severity of symptoms, 
With subsidence of rheumatic activity there was a 
corresponding fall in sedimentation-rate. | 

2. Antistreptolysin titre—All of the titres rose as a 
result of the throat infections. In the two milder cases 
maximum titres were reached 12 and 19 days after infection 
and were definitely subsiding in the seventh week. The 
three patients with severe rheumatism did not reach 
Maximum titres until 34, 36, and 80 days (severest of the 
group) after the onset of infection. These titres were 
the highest observed in any of the patients reported here. 
They began to subside shortly after maximum levels were 
attained. 

3. Anti- M precipitins appeared from 15 to 27 days 
after infection. The reactions were almost as strong as 
those observed after scarlet fever. They reached their 
maximum after the peak of antistreptolysin titre. 

4. Complement deviation was studied in the four patients 
known to be rheumatic. The two who developed severe 
attacks showed marked deviation shortly before the onset of 
symptoms. In the two mild attacks complement deviations 
were slight. In contrast to scarlet fever and uncomplicated 
pharyngitis, where deviation occurred, if at all, at the 
onset of infection, in these patients complement deviation 
occurred after recovery from the acute infection. 


These data collected on a small group of carefully 
studied patients show that there is considerable 
variation in the human antibody response to hemo- 
lytic streptococcus throat infections. However, 
certain points of similarity were noted within each of 
the four clinical groups. Differences between groups 
can be visualised by the direct comparison of illus- 
trative patients, whose responses are charted in Fig. 1. 

The curves shown at the top of Fig. 1 refer to 
blood sedimentation-rates and can be taken as a 
crude index of the clinical 
changes. It is seen that 
the patients from Groups 
A and B showed no change 
in sedimentation-rate after 
recovery from acute infec- 
tion, whereas the patient 
from Group C showed a 
slight disturbance and the 
one from Group D a 
violent disturbance begin- 
ning about three weeks 
after infection. 

The next row of curves 
shows the antistreptolysin 
response. Patients A and 
B had a rapid rise and 
began to subside at the 
time which corresponds to 
Phase II. of the rheumatic 
attack. In contrast, 
patients C and D showed a 
delay in the attainment 
of maximum titres. 
These were reached 6 and 
11 weeks after infection, 
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the latter marking the end of a severe rheumatic 
attack. 

The third row of curves shows changes in serum 
complement. The deviation observed in patient A 
ocourred at the onset of infection. In patient B no 
deviation was detected. In patient C a slight devia- 
tion occurred 20 days after infection. In contrast 
to the first three curves, in patient D there was a 
marked deviation of complement between the twelfth 
and fifteenth day. Further study is necessary to 
determine the possible significance of this late devia- 
tion of complement. In all the patients studied, the 
subsidence of complement deviation was accompanied 
by a rise in antistreptolysin titre. 

The presence and intensity of the precipitin reaction 
to M-substance of the infecting strain is indicated 
at the bottom of the chart. 


AN APPARENT DELAY IN THE IMMUNE RESPONSE 


In a large series of cases previously reported“ the 
clinical character of the rheumatic attack has varied 
with the shape of the antistreptolysin curve. A 
striking characteristic in this series was that the 
sooner a patient developed a maximum titre, the 
sooner he recovered. In other words, those curves 
which approached normal responses were associated 
with short or mild attacks. In contrast, those charac- 
terised by an extremely slow rise have been asso- 
ciated with prolonged severe carditis. In the present 
study the number of oases is too small to permit 
generalisation. Nevertheless, the combined evidence 
suggests that a delay in the immune response to 
hemolytic streptococcus may be characteristic of 
the rheumatic subject. 

It appears that the normal antistreptolysin response 
following pharyngitis and scarlet fever is comparable 
to that reported in erysipelas, 17 and in tropical lym- 
phangitis. 1s The usual response produces a maximum 
titre within 20 days. However, in each of these 
infections, the antistreptolysin rise occasionally fails 
to appear. If the rheumatic subject makes either of 
these two responses, he escapes an attack. Fre- 


quently, however, he develops an intense response 
a week or more after the normal response should have 
occurred. This is accompanied by acute rheumatism. 
The serological changes in a patient who developed 
a classical rheumatic attack are presented in detail. 
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CASE-HISTORY 8 
In the spring of 1928 a boy aged 10 F 104 
was admitted to the Presbyterian Hos- 102 
pital with pancarditis. His mother was 100 


a rheumatic subject and his sister had 
recently died of rheumatic heart disease. 
Clinical, bacteriological, and serological 
observations have been made from 
October, 1928, to the present time. 
They are summarised as follows. 
Hemolytic streptococcus pharyngitis 
in April, 1929, in May, 1930, and again 
in January, 1931, was followed on each 
occasion by a rheumatic attack requir- 
ing hospital care. From 1932 to 1936 he 
escaped hemolytic streptococcus infec- 
tion and remained free of detectable 
rheumatic activity. He grew normally 
and gained weight from 85 to 135 lb. 
The heart remained enlarged ; signs of 
aortic insufficiency and mitral stenosis 
persisted ; normal physical exertion 
was carried on without symptoms; the 
rheumatic process appeared quiescent. 
On Feb. 17th, 1936, he again contracted 
hemolytic streptococcus pharyngitis and 
was admitted to the wards of the 
Presbyterian Hospital for observation. 
Although bed rest was maintained he 
developed another rheumatic recru- 
descence. N 
Clinical and serological observations 
made during Phases I., II., and III. are presented 
in Fig. 2. 
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PHASE I. (SEVEN DAYS) 


(1) Throat: 
removed during early childhood). Symptoms of sore- 
throat and earache subsided in seven days. (2) Hemolytic 
streptococcus predominant in throat flora (previously 
absent for three years). (3) Temperature and pulse 
returned to normal after being moderately elevated during 
pharyngitis. (4) Electrocardiogram normal. (5) Erythro- 
cyte sedimentation-rate moderately elevated. (6) Anti- 
streptolysin titre normal. (7) Serum complement normal. 
(8) Anti-M precipitins to patient’s organism, Type 13: 
absent. 

PHASE II. (THIRTEEN DAYS) 


(1) Throat: signs of infection subsided. No symptoms. 
(2) Flora: hemolytic streptococcus present in small 
numbers, then disappeared. (3) Temperature and pulse 
normal. (4) Electrocardiogram normal. (5) Sedimenta- 
tion-rate fluctuating, returned to normal at end of period. 
(6) Antistreptolysin titre increased, still within normal 
limits, (7) Serum complement markedly deviated. (8) 
Anti-M precipitins: absent. 


PHASE II. (FIRST CYOLE) 


(1) Throat normal. Nausea, aches, abdominal and 
precordial pain, erythema, pericardial friction rub on 
twelfth day of attack. (2) Throat flora: no hemolytic 
streptococcus recovered. (3) Temperature rose to 104° F. 
Pulse fell to a rate of 40 during heart-block. (4) Electro- 
cardiogram : marked prolongation of conduction time 
with heart-block from third to tenth day of attack. (5) 
Sedimentation-rate rose rapidly with onset of symptoms, 
reaching maximum level during second week of attack. 
(6) Antistreptolysin titre : rose at onset of attack, reaching 
maximum after the subsidence ** of symptoms was under 
way. (7) Blood complement returned to approximately 
normal level with the onset of attack. (8) Anti-M 


re thig 1 9 wio had been 9 555 RUA me eu 
0 molytic streptococcus © eveloped an 
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** Phase III. continued for eight weeks. The latter part of 
this period is not included in the figure. It was similar to 
cases of severe carditis previously reported.'* 
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FIG. 2.—The clinica] and serological changes characteristic of the development 


of a severe attack of rheumatism. 


precipitins appeared with onset of attack reaching 
maximum level after symptoms subsided. 


In summary, the studies on this patient showed 
that so long as he escaped hemolytic streptococcus 
pharyngitis, he escaped acute rheumatism. Acute 
pharyngitis with this organism was followed by a 
rheumatic attack two weeks after the subsidence of 
acute infection. The attack was characterised by 
severe pancarditis. The electrocardiogram afforded 
a quantitative measurement of the intensity of the 
rheumatic process in the heart muscle. This was 
paralleled by the sedimentation-rate. The anti- 
streptolysin titre and anti-M precipitins to the 
patient’s organism rose progressively during the 
attack, reached maximum levels (antistreptolysin 
titre 2500 units) during the subsidence of symptoms, 
and persisted at high level during convalescence. 
The rise of antibody titre which began with the 
onset of the rheumatic attack was preceded by a 
marked deviation of complement. This occurred at 
the beginning of Phase II. As complement returned 
to normal level there was a coincident rise in anti- 
body. The deviation of complement was the only 
immunological change detected before the onset of 
symptoms. 


DISCUSSION 


It becomes increasingly clear that the immune 
response to hzmolytic streptococcus infection is 
intimately connected with the development of rheu- 
matic activity. Variations in the clinical character 
of the attack show a close parallel to the types of 
antistreptolysin curves developed. Up to the present 
time there has been no evidence as to whether the 
antistreptolysin curves observed in rheumatic fever 
were normal responses to hemolytic streptococcus 
infection or not. The data presented in this paper, 
in conjunction with findings referred to previously 17 18 
on other streptococcal infections, seem to indicate 
that the immune responses of the rheumatic differ 
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from the normal in that they are delayed. If this 
should prove to be true in the light of more extensive 
data on normal responses, then it must be assumed 
that the rheumatic subject who develops an attack 
handles the products of hemolytic streptococcus in 
a peculiar way. Such a concept harmonises well 
with the prolonged antigenicity of this organism 
during rheumatic attacks as evidenced by the per- 
sistence of high antistreptolysin titre levels for months 
after infection. In addition to the apparent delay 
in the immune response of the rheumatic subject, 
there may also be a delay in the final elimination of 
hemolytic streptococcus products from the body. 
In conclusion, these observations suggest the hypo- 
thesis that the rheumatic state is characterised by an 
abnormal method of disposing of hemolytic strepto- 
coccus products. The mechanism whereby such an 
abnormal immune response may induce disease is 
unknown. Further information on the nature of 
this abnormality may make possible an experimental 
approach to the mechanism. 


SUMMARY 


The data presented consist of observations on the 
serological developments immediately following hæmo- 
lytic streptococcus pharyngitis. 

In the absence of complement deviations there is 
a rapid rise of the antistreptolysin titre after 
infection. 

With the subsidence of complement deviation there 
is also a rise in titre of this antibody. | 

The normal order of appearance of changes studied 
was: deviation of complement, rise of antistrepto- 
lysin titre, appearance of anti-M precipitins. 

In the rheumatic subject the development of the 
antibody response appears to be delayed. 


The work reported in this communication was carried 
out under the W. K. Kellogg Foundation Fund. 1 am 
deeply indebted to Dr. W. H. Bradley, of England, for 
his help in collecting the clinical data. 
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VICTORIA HOSPITAL, BURNLEY.— To mark the 
jubilee year of this institution, plans are being made 
to replace the medical wards by a modern block which 
will cost over £11,000. The new wards are urgently 
needed, and it is hoped that the sum of £2750 which 


has been allocated by the Miners’ Welfare Fund and- 


£500 from the Mayor’s hospital fund may be used as a 
nucleus for the jubilee fund. | 


MORTALITY AND LATER RESULTS 
OF SUBTOTAL GASTRECTOMY 


By RONALD J. STILL, M. B. Camb. 
LATE HOUSE SURGEON TO THE BRADFORD ROYAL 
INFIRMARY 


In view of the widespread interest in the surgery 
of the stomach, it has been thought fitting to record 
the results of an investigation of 97 partial gastrec- 
tomies performed in Bradford by Mr. Basil Hughes 
between 1925 and 1935. Articles on the subject 
are numerous, and the results of some of the more 
aa investigations are briefly summarised 

ere. 


In 1926 Finsterer reported on 593 gastrectomies for 
gastric and duodenal ulcers. Since 1919 his immediate 
operative mortality in partial gastrectomy for gastric 
ulcer has been 4 per cent. (175 cases, 7 deaths), and for 
duodenal ulcer, 2 per cent. (357 cases, 7 deaths). Out 
of 105 patients on whom partial gastrectomy was per- 
formed for gastric ulcer, he claims that 103 were cured— 
i. e., able to do hard work without restrictions of diet; 
out of 236 resections for duodenal ulcer, 223 were cured. 
In 292 resections there was only one gastro-jejunal ulcer, 
this being subsequently cured by a more extensive resection. 

Lake recorded the results of 65 partial gastrectomies, 
with an immediate mortality of 6-3 per cent. and 89-8 per 
cent. satisfactory results. Only one of his cases sub- 
sequently showed free hydrochloric acid in the gastric 
contents, and of those hæœmatologically examined after 
operation (the number of these is not stated) none showed 
less than 4,800,000 red cells per c.mm, 

Garnett Wright recorded a series of 63 partial gastrec- 
tomies for chronic ulcer, with an immediate mortality 
of 4:8 per cent. Out of 44 examined subsequently, 36 
were said to be in excellent health and living ordinary 
lives. 

Morley recorded the results of 120 partial gastrectomies, 
52 of the Polya type, with a mortality of 6-4 per cent., 
and 68 of the Schoemaker type with a mortality of 2-9 per 
cent, His conclusions were that the Schoemaker operation 
offers a lower mortality, with a diminished liability to 
post-operative anęæmia. 

Gordon-Taylor and his collaborators made a very 
complete investigation of the remote results of 52 partial 
gastrectomies done for gastric ulcer, duodenal ulcer, and 
gastro-jejunal ulcer. They assessed the results in terms 
of the post-operative capacity for work of their patients, 
and in addition made complete biochemical and hemato- 
logical examinations of all the cases in their series. They 
found anemia, of microcytic type, to be present in 44 per 
cent. of their cases. 

Berg, from the Mount Sinai Hospital, New York, where 
partial gastrectomy has been adopted as a routine measure 
for gastric and duodenal ulcer since 1920, records a series 
of 401 primary resections for gastric and duodenal ulcer, 
with 28 deaths, a mortality of 6-9 per cent. Among 516 
cases of primary and secondary gastrectomy, there were 6 
cases of probable or possible recurrence, an incidence of 1-1 
per cent. if all are assumed to be definite. He had seen no 
case of pernicious anemia following gastrectomy, but did 
not comment on the occurrence of anemia of microcytic 
type. | 

. and Czirer, contrasting the results of 
gastrectomy with those of palliative operations, gave a 
mortality of 7.8 per cent. in operations for resection, with 
81-4 per cent. good results, 16:6 per cent. fair, and 2 per 
cent. bad. Walton gave it as his view that the operation 
of choice in ulcers of the lesser curvature is wedge resection 
of the ulcer with gastro-enterostomy.. In 37 cases of 
gastrectomy he had 70:2 per cent. cures—i. e., patients 
fit for full work without restrictions of diet: 1-6 per cent. 
of his cases developed gastro-jejunal ulcers subsequently. 
Five cases developed anemia after partial gastrectomy 
(type and blood counts not stated). 

Since Moynihan drew attention to a case of profound 
anemia after a total gastrectomy for carcinoma,. much 
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work has been done in the investigation of post-operative 
anemia. Rowlands and Simpson collected 15 cases of 
Addison’s anemia following gastric operations, and added 
two of their own. - Vaughan reviewed 122 cases of anæmia 
and described three new cases of hypochromic anszmia, 
Hartfall investigated 40 cases of anemia following gastric 
operations, and concluded that the anæmia is usually 
hypochromic in type, is commoner in women, usually 
progressive, occurring most frequently between the ages 
of 40 and 50, and its severity is independent of the amount 
of stomach removed at operation. Klein and Walters 
and Comfort have discussed the effect of gastrectomy 
on the secretory capacity of the stomach. 


scokk OF THE PRESENT INVESTIGATION 


This survey relates to a consecutive series of 97 
hospital cases, 26 females and 71 males, on whom the 
operation of partial gastrectomy had been performed 
by Mr. Basil Hughes either at the Royal Infirmary, 
Bradford, or at the St. Luke’s Hospital, Bradford. 

The operation was performed for chronic gastric 
weer in 55 cases, for combined gastric and duodenal 
ulcers in 8 cases, for gastro-jejunal ulcer in 4 cases, 
for duodenal ulcer in 13 cases, and for gastric cancer 
in 17 cases. The operation performed was in most 
cases Finsterer’s modification of the Billroth II. 
method. In one early case the Billroth I. method 
was used, in one case a total gastrectomy was per- 
formed, and for the gastro-jejunal ulcers modifications 
of Finsterer’s method were adopted. The method 
of anesthesia employed was in nearly every case 
preliminary Avertin with local anesthesia for the 
abdominal parietes and splanchnic infiltration. In 
the early cases, Stovaine was used in addition as a 
spinal analgesic, and a very small amount of ether 
was administered by open inhalation, but in the later 
cases the spinal and inhalation anzsthetics were dis- 
pensed with entirely. Only in the earliest case was 
inhalation anesthesia adopted as the sole anesthetic. 

The procedure was as follows: a form of question- 
naire was sent to each of the patients known not to 
have died as a result of the operation. The questions 
were designed to enable some estimate to be formed 
of the patients’ state of health, capacity for work, and. 
gastro-intestinal function after the operation as 
compared with the pre-operative condition. Out 
of 83 patients circularised, replies wére received from 
59, and 6 others were known to have died since 
leaving hospital. Subsequently 43 patients were 
seen personally and examined clinically, and at a 
later date fractional test-meals were performed on 
22 patients and blood counts on 23 patients. 


GASTRECTOMY FOR SIMPLE ULCERATION 


Mortality.—(a) Immediate operative mortality. Of 80 
cases operated on for simple ulceration (gastric, duodenal, 
gastric and duodenal combined, and gastro-jejunal) 
4 died as a result of the operation, giving an immediate 
operative mortality of 5 per cent. Of these 4, 1 died three 
days after the operation following a hæmatemesis, 1 died 
four days after operation from acute bronchitis, and the 
other 2 died five and six days respectively after operation, 
the cause of death not being stated. 

(b) Late mortality. Of 76 patients not dying as a direct 
result of the operation, 3 are known since to have died. 
One died two years three months after operation from 
carbuncle. One committed suicide four months after the 
operation, and in one case, a case of gastro-jejunal ulcera- 
tion, the patient died five months after operation, the 
cause of death not being known. Of the remaining 73 
cases, 8 could not be traced owing to change of address, 
and no reply was received from 8. 

General condition of patient.—In 57 cases traced, an 
attempt was made to estimate the later results of the 
operation by assessing the general condition of the patient 
after operation, using the classifications adopted by 
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Lake, and by Gordon-Taylor and his collaborators as a 
basis of comparison. 

Lake, in his series, classified his results as follows: 
“ satisfactory ＋＋, those patients who gave satisfactory 
answers and added enthusiastic comments about their 
health ; satisfactory +,” those patients who answered 
all the questions in a gratifying manner, but without 
comment; satisfactory, those who bad a complete 
relief of symptoms except for occasional feelings of dis- 
tension and constipation; ‘“‘ unsatisfactory,” those 
who were better but still had attacks of pain; and 
unsatisfactory. , those who had had a recrudescence 
of symptoms or who had developed fresh symptoms. 
On this basis, the results of the present series are classified 
in Table I., with Luke’s results for comparison. 


TABLE I 
Classification of Results 


LAEE’S 
PRESENT SERIES, SERIES. 
Cases. Per cent. | Per cent. 
Satisfactory + + ia 20 35 76 
99 of ee ee 25 43-9 19 
Satisfactory .. ate 7 12-4 2°5 
Unsatisfactory.. se 5 8 ·7 2°5 
29 + ee — — — 


On this basis approximately 90 per cent. of the patients 
traced in the present series may be said to have been relieved. 
It must be remembered, however, that whilst in the 
majority of cases more than three years had elapsed since 
the operation, in 6 instances the interval was only six 
months. 

Gordon-Taylor and his collaborators adopted as a basis 
of comparison the patients’ post-operative capacity for 
work. Those patients who are able to do full-time work 
without undue fatigue, who eat a normal diet and enjoy 
good health are designated 100 per cent. efficient. Patients 
working part-time only or doing whole-time light work 
and taking restricted diet are considered to be 50 per cent. 
efficient. Those totally incapacitated are designated 
0 per cent. efficient.“ On this basis the results of the 
present series are shown in Table II., with Gordon-Taylor’s 
results for comparison. 


TABLE II 
Classification of Results. Present Series 


Pre-operative. Post-operative. 
Efficiency 
per cent. 
Cases. Per cent. Cases. Per cent. 
0 11 19-3 8* 14˙2 
50 8 46 80 ·7 | 15 26-3 
100 ee — —— | 34 59 5 


* Three cases included in this up were really unclassifiable 
as they had been unable to obtain employment. three 
declared that they felt able to work and consequence might 
be included in the 100 per cent. efficiency group. 


Gordon-Taylor’s Series 


Pre-operative. Post-operative. 
Efficiency 
per cent. 
Cases Per cent. Cases. Per cent. 
0 40 77 2 4 
50 10 19 4 8 
80 2 4 — — 
100 — — ! 46 88 


Gain in weight.—The average gain in weight in this 
series was 11 lb. One patient had gained 4st. since the 
operation, and one had lost 20 lb. 

Time taken to return to full work.—A study of the time 
taken to return to work after operation showed that out 
of the 57 cases followed up, 27 were back at full work in 
3 months, 10 (17:5 per cent.) in from 3 to 6 months, 
10 (17-5 per cent.) in from 6 to 12 months. Of the remaining 

83 
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TABLE IV.—(A) DETAILED SUMMARY OF RESULTS AND (B) LABORATORY INVESTIGATIONS 


batsa Weight. i 
ate o : Presen 
Case. | Age. | Sex. | Lesion. operation. 
Post. 
st. Ib. 
1 30 x D.U. Dec., 1929 10 6 1 yr. N. 
2 48 F. G. U. March, 1931 8 4 Housewife. 3 mths. ©. 
3 56 M. G.U. Feb., 1932 10 11 Fireman. 3 „ N. 
4 40 M. G. U. Jan., 1935 8 9 Unemployed. — O. 
5 38 M. D. U. Dec., 1929 Gained yer. 6 wks. N. 
7 59 M. G. U. June, 1934 8 —— O. 
8 35 M. G. U. Nov., 1932 Gained. 2 mths. N. 
12 58 M. G.U. June, 1934 7 12 9 3 Wool washer. T » N. 
13 59 F. G.U. April, 1932 8 4 7 0 Unemployed. — — 
14 56 M. G. U. Jan., 1934 9 6 10 7 Painter 4 mths. N. 
15 32 M. G. U. Sept., 1932 8 5 8 8 10 „ N. 
16 50 M. G. & D. U. June, 1928 10 7 11 4 D cg D. 
19 64 F. G.U. Jan., 1935 = — 3 ” N. 
20 44 F. G. U. Feb., 1934 8 6 8 5 8 „ O. 
25 |. 63 F. G. U. 0 1929 — — Domestic. 9 mths. N. 
30 43 M. G. U. Dec., 1931 8 4 9 0 Grocer. 4 „ C. 
32 43 M. G.U. s 192 11 2 10 12 Unemployed. 8 „ N. 
34 53 M. D. U. Feb., 1930 8 10 9 2 Traveller. 4 vy ks. N. 
35 69 F. G. & D. U. March, 1931 5 8 6 11 6 mths. D. 
36 50 M. G. U. 1927 9 10 10 8 8 N. 
37 | 56 | F. G.U. oct., 1933| 11 2 10 6 8 5 N. 
39 58 M. D. U. Dec., 1929 11 0 11 7 1 vr. N. 
41 42 M. G. U. Jan., 34 11 2 11 5 6 wks. N. 
42 53 M. G. & D. U. April, 1932 8 13 13 0 Conductor. 3 mths. N. 
43 56 F. G. & D. U. OV., 1933 8 2 6 10 Unemployed. — 0. 
44 42 M. G. U. Oct., 1932 8 6 10 6 Wood worker. 3 mths. C. 
48 40 M. G. U. Marc 9 1932 — Gained. Traveller. 2 2 N. 
50 60 M. G. U. June, 1931 6 5 1 3 . Unemployed. 3 >» O. 
51 37 M. G. U. Jan., 1935 6 5 7 0 8 3 -5 N. 
52 32 M. G. U. Oct., 1933 — Gained. oiner., 2 „ N. 
54 56 M. G.U. Jan., 1935 10 10 10 6 Unemployed. — N. 
55 57 M. G. U. June, 1933 8 7 10 0 pi 5 mths. O. 
56 59 M. G. U. Dec., 1928 11 8 11 0 Miner. 8 O. 
59 46 M. G.U. Feb., 1931 9 7 12 0 Dyer. i 4 „ O. 
61. 51 M. G. U. 1 1930 9 4 9 4 Sheetmender. 6 wks. N. 
62 44 M. D. U. b 1930 — — Unemployed. — N. 
63 44 F. G. U. Sept., 1934 6 9 7 13 Cleaner. 3 mths. N. 
64 43 | M. G. U. April, 1932 11 7 12 13 3 p N. 
67 55 M. G.-J.U. Oct., 1 934 7 6 8 12 TR O. 
69 51 M. D. U. & G. U. Sept., 1928 — 9 12 n 2 yrs. C. 
70 37 F. D. U. Dec., 1929 7 0 9 9 Burler, 1 yr. N. 
74 48 M. D.U. June, 1928 7 6 8 8 Woolcomber. 3 mths. N. 
75 56 M. G. U. July. 1933 5 0 7 7 Unemployed. 7 wks. N. 
76 44 F. G. U. Jan., 1934 6 10 7 0 Nurse. 4 mths. N. 
78 65 M. G. & D. U. = 1935 9 3 10 5 Unemployed. 3 p ©. 
79 53 M. G.U. May, 1929 8 0 9 0 Textiles, 3 „ O. 
81 39 M. D. U. Sept., 1928 9 0 9 6 4 5 N. 
85 57 M. D. U. June, 1932 — — — — 
86 69 F. G. U. Jan., 1934 5 9 6 7 7 mths. O. 
88 48 M. G. U. June, 1932 7 9 8 9 3 „ N. 
89 54 F. G. U. March, 1931 4 6 7 0 6 „ O. 
92 48 M. G. U. May, 1934 8 2 8 7 2 gs D. 
93 67 M. G. U. Aug. LE 1931 10 6 9 6 6 9? N. 
95 88 M. G. U. July, 1933 — Gained. 4 wks. N. 
96 61 M. G. U. Sept., 1934 9 8 10 6 10 „ N. 
97 41 M. G.-J. U. May, 1933 11 3 10 12 Salesman. 4 mths. N. 


d. U. = Gastric ulcer. D.U. = Duodenal ulcer. G.-J. U. Gastro-jejunal ulcer. N. Normal. OC. Constipated. D. Diarrhoœa. 
_ Yrs., mths., wks. = Years, months, weeks. 


10, 1 returned to work after 2 years, 3 were unable to 
supply information since they had been unable to obtain 
employment, 1 was employed in house work and 5 were 
unable to work. 

Scar hernia.— In the great majority of cases, an upper 
abdominal mid-line incision had been made, and in 10 
out of 42 cases in which this point was noted a hernia, or 
several small herniæ, presented through the scar. These 
hernis were for the most part small and were not 
complained of by their owners. 

Anemia.—Each patient who attended at the hospital 
was examined clinically and attention was paid to the 
following points: general nutrition, pallor, icterus, tongue, 
cardiac abnormality, splenomegaly, evidences of sub- 
acute combined degeneration of the spinal cord, and 
changes in the skin and nails. In 22 cases (16 males, 6 
females) a hemoglobin estimation, a red and white cell 
count and an examination of a stained film were made. 
The results are conveniently classified according to 
hemoglobin defect into— 


Group. 
A. NOTAI amog oDi above .. 3 cases (males). 
per cent.). 

B. Sovereanæmia (hæmoglobin .. 2 „, ., ). 
10-50 per cent.). 

C. oe Moderate ansem ( 0- ee 9 57 (6 Mm., 3 f.). 

lobin 51-70 per cent.). 

D. ht antem ia dheamoglo .. 8 „ (6 m., 3 f.). 

71-86 per cent.). 


Therefore out of 22 cases examined, 11 (50 per cent.) 
were found to have a severe or moderate degree of ansamia. 
Anemia of all degrees was met with, the lowest hæmo- 
globin value in the series being 39 per cent. 

The anemia was found, in this series as in Hartfall’s, 
to be commonest in the decade 40-49. The majority 
of the anæmic patients complained of symptoms referable 
to the angmia, although some who were shown to be 
deficient in hemoglobin did not complain of any symptoms. 

The spleen was palpable in 2 cases, the splenomegaly 
being only slight in each case. No blood examination was 
possible in one of these cases; the hematological report 
in the other was: hæmoglobin, 80 per cent.; red cells, 
4,080,000; colour-index, 1:0; white cells, 4800; film, 
much anisocytosis. 

In 9 cases the colour-index was 1:0 or more. In none 
were changes characteristic of Addison’s anemia found 
in the stained film, but the Price-Jones curve was not 
determined. A detailed analysis of the blood picture 
of all the cases examined hematologically is given in 
summary in Table IV. A remarkable feature of the. blood 
examinations was the low white cell count in almost every 
case. The average white cell count was 5040, the lowest 
being 3200 and the highest 7040. 

Fractional test-meals.—Fractional test-meals were per- 
formed on 21 patients. The average emptying time was 
greatly reduced (average emptying time, 1 hour) being 
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TABLE IV.— (B) LABORATORY INVESTIGATIONS 


ostprand./ Appetite. Hernia. 

Yes. Very good. — 
— Fairly good. Yes 
— Good. 8 

Yes. 7 Yes. 

U ” — 

Yes, Poor. — 
— Very good. — 

Yes. n f — 
— Good. — 
— Very fair. — 

Yes. Goo — 

Yes. 8 G 

* Fairly good. — 
— Very good. Yes 
Yes. Good. — 
1 Fair. — 

n Good. — 

Yes. = . P Yes 
5 ery goo ° kdd 

Yes Good. — 

1 v Poor. 4 vee 
ood. es 
G00 d. 

Yes. E — 
— Very good. — 
mR ” Yes 

Yes, Good. — 

” e ” Yes 

3 l Very good. 1 
Yes. Good — 
E Poor. — 
— very Ae — 
— Good. — 
Yes a ase 
2 Fair. — 
. Good — 
Yes Fair — 
5 Poor = 
— Good. — 

Yes. ad = 
— Excellent — 

Yes. Good. — 

n” Very good. — 


Skin | R. B. C. ) Hb 
Spleen, (mill.), | W. B. C. O. I. per cent. 


changes. 
ae = 3-52 4170 0-82 58 
=o = 3-80 6400 0-94 72 
Palp Yes 4-08 4800 1:00 80 
= Z 3-20 6400 1-00 65 
oe Yes 2-72 6300 | 0-72 39 
= 8 3-68 5000 0:88 65 
= Yes. — = — — 
= = 4-32 4160 0-95 82 
= = 3-52 4700 1-00 70 
= = 3-20 5200 0-94 60 
= am 4-00 6400 0-74 62 
Palp Yes — — — — 
=a = 4-60 4480 0-96 80 
= Yes. 3-36 3520 1-28 86 
=e = 4-40 4160 1:00 88 
= = 3-60 6250 1-05 80 
= Yes. 3-28 4160 0-68 45 
i Yes 3-20 3200 0-80 51 
ao ” 4-00 7040 0°85 68 
a Yes 3-76 3840 1-00 80 
= = 4-02 6500 1-00 80 
— Yes. — — — arene 
— š 3-40 6250 1-04 71 
z = 3-60 7000 0-87 63 
an — 3-68 3500 0-85 86 
— Yes. — — — = 


over 2 hours in only 3 cases. The resting juice was scanty, 
the average amount being about 8 c. em. Free hydro- 
abloric acid was only present in 3 of the 21 cases (14:3 per 
cent.). All patients were given ergamine acid phosphate 
during the course of the test-meal, and fractions were 


subsequently withdrawn, in 2 cases the injection was 


followed by the secretion of a small amount of free hydro- 
chloric acid. 

Pyloric control of water absorption.—Gordon-Taylor and 
his collaborators observed in their series that cases with 
& rapidly emptying stomach showed a sudden drop in 
the specific gravity of the urine following the test-meal. 
This observation was not confirmed in the present series, 
no constant relation being noted between the emptying 
time of the stomach and the specific gravity of the urine 
passed one hour after the test-meal. Table III. gives 
the results in detail 

l TABLE III 
Emptying Time of Stomach and Specific Gravity of Urine 
passed One Hour after Test-meal 


0 
hours). Srav. (hours). grav. (hours). 8 
) 1005 1015 1 1005 
aig 1008 1 1005 1 1005 
ia 1005 1015 1 1006 
nee 1005 1 1010 1 1006 
se 1015 1 8 1006 2 R 1004 
8 1005 1 os 1020 2 a 1015 
1008 1 g 1007 21 .ä 1005 


Analysis of unsatisfactory cases.—Of tho 5 cases classed 
as unsatisfactory, 1 was readmitted to hospital seven 
months after operation for recurrent abdominal pain 
and some vomiting. She was investigated while in hospital, 
but no evidence of organic disease was found. 


A second patient said she was satisfied with the result 
of the operation, and stated that she did not think she 
would have been alive but for it, but she was classed as 
unsatisfactory because she was still unable to do her work 
after 18 months. She complained of weakness, breathless- 
ness, palpitations, headaches, and dryness of the skin, 
and had lost 20 Ib. in weight. Her spleen was palpable 
one fingers-breadth below the costal margin, and her 
symptoms were probably referable to: anæmia, but further 
investigation was not possible. 


Another (Case 54) was operated on in January, 1935, 
and has had constant abdominal pain since the operation. 
Fractional test-meal showed blood in several of the 
specimens, with complete achlorhydria. It is possible 
that this was a case of carcinoma of the stomach, not 
diagnosed at the time of operation, which should not 
properly be included in this section. 


One patient was not satisfied with the result of the 
operation, and complained of lack of energy, breathlessness, 
swelling of the feet, forgetfulness, and absent-mindedness. 
Since operation he has been readmitted to hospital and 
treated for mitral regurgitation and edema. On examina- 
tion he was found to have only a slight pallor, but consider- 
able swelling of the feet and dryness of the skin, with 
cracks and fissures, and very well-marked koilonychia 
with striation and brittleness of the nails. Blood examina- 
tion showed: hæmoglobin, 45 per cent.; red cells, 
3,280,000; colour-index, 0-7; white cells, 4160; the 
stained film showed anisocytosis, mostly microcytes, 
with some poikilocytosis. 

The fifth patient was not satisfied with the results of the 
operation on account of frequent severe feelings of nausea, 
though he had no pain or vomiting. In other respects 
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he was apparently well, and he declined further 
investigation. 

Apart from Case 54 there was no patient who showed 
definite evidence of recurrent ulceration or of gastro- 
jejunal ulceration. 


GASTRECTOMY FOR MALIGNANT ULCERATION 


Of the 7 cases of malignant disease who survived 
operation, 3 are known td have died since, one of 
recurrence 18 nfonths after operation, one of pul- 
monary tuberculosis 22 years after operation, and 
in one the date and cause of death could not be 
traced. Of the remaining 4, 2 could not be traced 
owing to change of address, one is alive and well 
2} years after operation, and one is alive and well 
6 months after operation. 


SUMMARY 


1. The results of an attempt to follow up a 
consecutive series of 97 partial gastrectomies are 
recorded. Of 80 done for simple ulceration, 4 died 
as a result of the operation, giving an immediate 
mortality of 5 per cent. Of the remaining cases 57 
were traced and answered the questionnaire whilst 
43 were re-examined personally. Of the 57 a good 
result up to the time of review may be said to have 
been obtained in approximately 90 per cent. of the 
cases. 

2. Out of 5 unsatisfactory cases, 2 were due to 
anemia, 1 was possibly due to malignant disease 
not apparent at the time of operation, and the remain- 
ing 2 have gastro-intestinal symptoms without any 
clear organic cause. 

3. Free hydrochloric acid was found to be present 
in 14-3 per cent. of 21 cases subjected to gastric 
analysis. 

4. The findings of other authors regarding the 
eis control of water absorption were not confirmed. 

5. A hemoglobin percentage of less than 70 per 
cent. was found in 50 per cent. of the 22 cases examined 
hematologically. 


I wish to express my thanks to Mr. Basil Hughes for 
his kind permission to make free use of his case-notes, 
to Dr. 8. J. Hartfall and Dr. R. E. Tunbridge for much 
help and many valuable suggestions, and to Mr. H. 
Bolland, Sister Wolfenden, and the nursing staff of the 
Bradford Royal Infirmary for much practical help. 
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THE DUKE OF KENT AND HOSPITALS.—On Oct. 21st 


the Duke of Kent opened the Sheffield Royal Hospital 
nurses’ home at Tapton Court. The whole of the 
nursing staff can now be housed in one building, 
and much has been done to increase their comfort. 
The dining hall can be used for dancing, each bed- 
room has a fitted basin, there are 20 bathrooms and 
several showers. On the following day His Royal Highness 
opened the new Scarborough Hospital which has cost 
£130,000, of which £115,000 has been raised in ten years. 
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GASTRIC ACHLORHYDRIA IN CHRONIC 
AND SUBCHRONIC PROLIFERATIVE 
ARTHRITIS 


By OTTO MOLTKE, M.D. 
AND 
A. S@EBORG OHLSEN, M.D. 


(From the Medical Department of the Bispebjerg 
Hospital, Copenhagen) 


SINCE Woodwark and Mackenzie, and more 
especially Knud Faber, drew attention to the large 
number of patients suffering from chronic arthritis 
who also had gastric achlorhydria, the subject has 
been examined at various times. Treatment has 
suffered because little regard has been paid to the 
occurrence of achlorhydria in the various types of 
chronic arthritis, which necessarily must be the 
basis of any investigation of this kind. Secondly, 
the advantages of the more modern methods of 
examination of the gastric juice—e.g., the fractional 
analysis of test-meals—have not been available 
to a large number of previous investigators, a faot 
which has hampered the interpretation of many of 
the earlier results. 

Only a few authors (Woodwark and Mackenzie, 
Hurst, Coates and Gordon, Wilkinson and Oliver) 
attach importance to gastric anacidity as a pre- 
disposing factor in the genesis of arthritis; Borries 
considers it to be a function of the duration of the 
disease; Lottrup, and Keefer and Bloomfield regard 
it as a senile achlorhydria, for they found a pro- 
portional increase through the different age-groups 
in the number of patients without gastric acid. 
Others (Faber, Hartfall, Kahlmeter, Miller, and 
Smith) do not adopt any final attitude to the problem. 
Lastly, Douthwaite found so few cases of gastric 
achlorhydria in his series that it is intelligible why 
he does not attach any importance to them. 

Evaluating the occurrence of gastric achlorhydria 
in any group of patients, such factors as the patient’s 
age and sex and the duration of their affection must 
be taken seriously into consideration. This has also 
been the case in many previous papers on the subject, 
but to us it seems equally important to differentiate 
between the different entities in the vast bulk of 
“ arthritis.” Actually Miller, Smith, and Lottrup 
seem to be the only investigators who have classified 
their material on this basis. If a satisfactory result 
is to be arrived at from examinations of this kind, 
besides using an adequate method, one must decide 
which groups of joint diseases are to be investigated 
and whether it is possible to indicate important 
differences within these groups. 


TECHNIQUE 


The examination of the gastric secretion of our 
patients has been based on the Ewald test-meal and, 
whenever an achlorhydria was found, on fractional 
analysis. For this purpose we have used the hista- 
mine test described by Hecht-Johansen from our 
department. Histamine (Imido Roche) $mg. was 
used; the stomach contents were drawn off when 
fasting, and then every 15 minutes up to 21 hours. 
When we suspected the conditions to be not quite 
ideal—judging by the blood pressure, pulse, and 
flushing of the face—the test was repeated. Pepsin 
determinations were made in any case of histamine- 
refractory achlorhydria (Ege’s method, described 
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by Rona and Michaelis) on three different samples. 
The results have been expressed by the sign +, 
whereby -++-+ signifies the maximal reaction 
requiring for neutralisation 3 c.cm. 20 per cent. NaCl 
solution + 10 c. em. saturated solution of ammonium 
sulphate. The samples of secretion were titrated 
with Congo-red and phenolphthalein as indicators 
which gave respectively hydrochloric acid and total 


acidity. 

In two of our patients the achlorhydria shown by 
the test-meal was not investigated further with 
fractional analysis, but all the others have been 
tested as above. 

MATERIAL 


We have confined ourselves in this publication 
to the study of cases that we, like Bach, call prolifera- 
tive arthritis—i.e., the group in which the joint 

are primarily localised in the synovial 
membranes and joint cartilages, and are of a 
proliferative nature with a tendency to ankylosis. 
Of these we have investigated those that may be 
described as true rheumatoid arthritis and those 
called ‘‘ infective arthritis in the various shades of 
meaning of that term, which includes cases of arthritis 
gonorrhoica tarda (Wirz), Still’s disease in adults 
(Wetherby, Moltke, Graber Duvernay), arthritis 
urethritica (Freund), and other less sharply defined 
types. Rheumatic fever and gout have not been 
considered. 

The material comprises 69 patients, of whom 30 
suffered from true rheumatoid arthritis and 39 from 
other forms of proliferative arthritis. In the latter 
group were 7 patients suffering from the so-called 
Still's type of chronic arthritis, 21 patients with 
chronic infective arthritis, 3 with arthritis gonor- 
thoica tarda, 3 with arthritis urethritica, and 5 with 
the more vague diagnosis of chronic arthritis. 

In Table I. the patients are listed according to 
diagnosis, sex, age, and duration of disease. The 
results of Ewald’s test-meal are expressed by Congo- 
red and the phenolphthalein figures (the sign 0/ means 
that the Congo reaction was negative, and that there 
was not sufficient for a determination of the total 
acidity); then follow the results of the histamine 
test expressed in the maximal values obtained, 
first for acidity, then for pepsin. On the whole, the 
quantity of secretion has been rather low in cases 
of achlorhydria—these stomachs apparently have 
been quickly emptied. As will be seen, the series 
comprises 45 females and 24 males, a ratio that 
may have its explanation in the fact that the depart- 
ment can accommodate only about half as many 
males as females. Of the females, 28 appear among 
the true rheumatoids, where there are only 2 males. 

It is of interest to note that the pepsin reactions in 
many of our patients with histamine-refractory 
achlorhydria have been distinctly positive. This 
seems thus to differ decidedly from an affection such 
as pernicious anæmia, where we, like Hecht Johansen, 
have found pepsin reactions distinctly negative in all 
cases. 


RESULTS 


Among these patients, after one or more Ewald’s 
test-meals, 24 apparently had achlorhydria, but 
by means of histamine tests 8 of these were 
“unmasked.” Two of the patients, however, were 
given test-meals alone without a subsequent hista- 
mine test (one of them, No. 15, had two Ewald’s 
meals, but sufficient material for titration was drawn 
off only after the second. Thus only one titration 
was made in this patient). We decided to include 
these two among the achlorhydrias, though we are 
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aware of the slight element of uncertainty thereby 
introduced into the result of the investigation. 
Thus we arrive at a total of 16 achlorhydrias, 23 
per cent. of all the patients examined, a figure closely 
corresponding to Faber’s and not exceptionally high, 
though greater than the normal (10-15 per cent.). 


TABLE I 
Duration Histamine. 
No. Ser. Age. of disease a ir 
(years). ° Acid. Pepsin 
1 M. | 50 12 0/24 4/17 ae 
2 F. | 46 11 0 — 0/24: 0/8 + 
3 F. | 30 5 49/69 38 Sa 
4 F. | 46 5 40/76 oe as 
5 F. 58 7 54/70 as ee 
6 F. | 48 12 0/20 0/18 +++ 
7 F. 66 22 42/57 ee ee 
8 F. | 26 4 30/62 5 a 
9 F. | 62 2 0 / — 18/32 +++ 
10 F. 54 20 25/43 T a 
11 F. | 60 10 0/15 0/17 +++ 
12 F. 57 5 0 / — 077 + 
13 F. | 35 1 35/65 sé 908 
14 M. 42 7 0/10 0/15 Trace 
15 F. 56 1 0/ = eo ee 
17 F. | 53 3 45/74 is s“ 
18 |F. |60 13 28/50 ee. b 
19 F. | 52 7 0 / — 0/8 : 0/6 +0 
20 F. | 54 1 0/13 0/5 + 
21 F. | 56 3 17/49 ‘ee 
22 F. | 38 18 48/67 Sa 
23 F. | 43 17 0/16 21/27 Pe 
24 F. 48 3 0/17 : 0/17 0/10 0 
25 F. | 65 3 l 48/55 ae 
26 F. 56 11 0/26: 0/17 vs 
27 F. | 53 2 29/65 as vá 
28 F. | 45 3 0/14 0/15 + 
29 F. 31 1 45/60 éa ei 
30 F. | 56 2 55/17 ss 
31 M. ! 42 4 15/31 41/61 
32 F. | 10 8 30/59 es 
33 M. | 22 1 18/46 z4 
34 M. | 41 6 0/20 : 0/30 16/26 
35 M. | 47 4 46/70 <a 
36 F. | 50 2 +/- 88/92 
37 M. 16 1 47/85 ss 
38 F. | 30 13 27/55 sa 
39 F. | 58 1 48/68 sa 
40 M. | 41 1 61/75 
41 F. | 52 6 0/29 : 20/67 aa as 
42 F. | 31 8 36/71 ‘ie os 
43 F. | 48 1 0/23 : 0/29 39/54 +++ 
44 M. | 46 1 0/26 1014 ++ 
45 M. 38 1 7 {ont 20%) 0 
46 F. 53 6 0/6 0/22 ++ 
47 M. | 54 4 19/43 as sä 
48 M. | 53 11 12/38 99 8 as 
49 M. | 47 10 10/40 as oa 
50 F. | 66 19 0/1 0/18 ++ 
81 F. 50 18 0/1 0/5 0 
52 F. 66 1 55/68 ss 
53 F. | 47 15 23/43 S 
54 M. | 46 1 69/92 ee 
55 M. 58 1 30/46 co 
56 F. | 54 1 46/66 es 
57 F. 27 5 40/56 as 
58 F. 49 2 12/33 ee 
59 M. | 73 3 0/03 0/10 0 
60 M. 56 2 28/4 ‘i 
61 M. | 65 10 61/99 oF 
62 M. 41 1 29/56 
63 M. 25 3 21/43 
64 M. | 27 7 48/76 
65 M. | 24 1 40/66 
66 M. | 46 1 32/62 
67 M. | 56 2 28/48 
68 M. | 42 1 49/80 
69 F. | 25 12 47/73 
DIAGNOSIS 


Nos. 1-—30.—True rheumatoid arthritis. 
. a infective arthritis (M.I.A.) (Type Still), albu- 


a. 
32-33.—M.1.A. (Still), heematuria. 
34.—M.I.A. (Still?), chronic nephritis. 
35.—M. I. A. Still e 
36.—M.1.A. : 
37-49. M. I. A. (St D. 
DMA (Still), chronic nephritis. 


5 — wn. ome e 
66.—M.I.A. (Still), chronic nephritis. 
67-68.—M.LA. (Still). 

1.—Chroni 


68.—Art 
69.— Arthritis urethritica; chronic pro 
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The 23 per cent., however, must be related to certain 
significant factors—the patient’s age, sex, and 
duration of the disease, at the time the investiga- 
tion was made. We shall add two others, the 
incidence of anacidity in the various types of arthritis, 
and patient’s age at the onset of the disease. 

Lottrup and Keefer and Bloomfield have explained 
the arthritis anacidity as a senile achylia. Taken 
all together—we shall later discuss conditions within 
the different groups—this would seem to be very 
plausible. The age-distribution of our series is shown 
in Table IT. : 

TABLE II 


Age-distribution of all Types of Arthritis 


Age (years) 
Total cases 
Achlorhydria cases 

i (per cent.) 


0—19 |20-29/30-39|40—49|50—59| 60 


This corresponds quite well with that of Keefer and 
Bloomfield. 

As has been stated, among our patients there are 
almost twice as many females as males (45 and 24). 
The excess might thus be a result of a corresponding 
excess in the number of females. In a large series 
of cases, Hartfall has examined the incidence of 
achlorhydria in the two sexes at various ages, 
and found—after excluding patients with pernicious 
anemia, gastric carcinoma, and the consequences of 
stomach operations—a group called residual achlor- 
hydrias in which there is a noteworthy rise in the 
incidence of achlorhydria after the age of 40. Hart- 
fall’s material seems to be directly comparable with 
ours; in any case, his figures cannot be assumed to 
be too low. The percentages we have found among 
the females in our series, compared with Hartfall's, 
are shown in Table III. 


TABLE III 
Comparison with Normal Age- groups 
THE AUTHORS’ SERIES (ARTHRITIS) 


Age (years) 0-19 2029 30-39 40—49050—59 1 

Females .. ve ee 1 2 7 10 18 7 

Achlorhydria (per cent.) — | — | — 40 27°9| 28 
32-1 

HARTPALL’S SERIES (NORMAIS) 

Females .. oe oe 26 |162 269 285 | 264 | 110 

Achlorhydria (per cent.) 7.7 62| 760 15-41 16-3) 23-6 
15-8 


On comparing the age-groups 40-59 in the two 
series we find in ours 32:1 per cent. achlorhydria 
as against 15-8 in Hartfall’s, which here is regarded 
as a ‘“‘ normal” series (see below). The difference, 
16-3 per cent., presumably corresponds to about 
2-3 times the standard deviation, which may mean a 
significant difference, though it necessitates investi- 
gations of a deeper character. We may thus say 
that even if the incidence of anacidity in our series 
lies only slightly above the normal, it is so high in 
certain age-groups that it would be warrantable to 
examine that point more closely. 

Turning now to the duration of the disease, which 
according to Borries may govern the ſrelatively high 
number of achlorhydrias among thege patients, we 
find the following. The increase j 


f 


7 
| 


our material 
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entirely lacks the smooth proportionality character. 
ising Borries’s, the figures in the periods > 2-8 and 
> 8-30 years being almost equal. a 


Length of history (years) 0-2 > 2-8 > 8-30 
Achlorhydria (per cent. . 
Author’s 8 se 13 29 $1 
Borries's series os sa 8 15 33 


From Table I., which comprises all cases, tabulated 
according to age, diagnosis, &c., it will be seen at 
once that it is in one particular group, true rheuma- 
toid arthritis, that we find the highest proportion 
of achlorhydrias. In that group there are 30 patients, 
and of these 11 (36 per cent.) have achlorhydria; 
among the other 39 are only 5 patients with anacidity 
(12-8 per cent.) It might be thought that this was 
a result of these groups being mostly younger, but 
an age-distribution such as this corresponds exactly 
with what might have been expected from Hartfall’s 
results, Actually, however, the two series are not 
directly comparable, as the true rheumatoid cases 
include such a great preponderance of females (28) 
that the result becomes distorted for that reason 
alone. (It is curious that of the two males one had 
absolute achylia and the other hypochylia verging 
on achlorhydria) 

The age-distribution of the true rheumatoid forms 
is as follows :— 


| 
oe .. | 20-29 30-39 | 40—49 | 50—59 | 60-69 


Age (years) 

Total cases oe se 1 4 7 13 

‘Achlorhydria cases se Pee) op i 
75 (per cent.) — — 70 38 


It is striking how the cases group themselves about 
the ages 40-59 and how high the proportion is in 
these two decades. 

In an endeavour to find out the statistical signi- 
ficance of the high anacidity percentage we have 
established for this disease, we have tried to finda 
“ normal figure for comparison. To us it seems that 
we have such a figure in Hartfall’s series, which was 
from a hospital, and included a number of different 
diseases. If we take his group of residual achlor- 
hydrias we get a numerically very large, well- 
examined series which, we consider, may be compared 
with ours. We have compared only the achlorhydria 
percentages for females of the age 40-59 years, 
females being greatly preponderant in our material 
and these age-groups occurring most frequently 
among our patients. In this age-group Hartfall has 
examined 549 women and found achlorhydria in 
87 (15:8 per cent.) of them. We have examined 
18 women of the same age with 9 (50 per cent.) 
anacidities. If Hartfall’s figures are applicable as 
normal figures for comparison with ours, we get a 
difference from our achlorhydria cases expressed a8 
a percentage in the age-groups concerned of 34:22 
8-6 (the standard deviation on the normal figure for 
18 individuals). Thus the difference is very nearly 
four times the standard deviation, and therefore it 
seems justifiable to regard it as being more than 
accidental. 

Then is it possible to find the explanation in the 
duration of the disease in patients with true rhen- 
matoid arthritis? Arranged in duration periods the 
series appears as follows :— 

Duration (years) .. .. 0-2 28 8 

Achlorhydria (per cent.) .. 28 ‘es 38 eae 40 
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The rise in percentage is too small to justify an 
explanation as mentioned above. 

As it appears that anacidity in true rheumatoid 
arthritis cannot as a rule be regarded as a result of 
the duration of the disease, it would seem warrant- 
able to rearrange the distribution into age-groups 
to the point of time at which the disease set in; for 
it will be of some interest to see whether the steep 
rise we found in the number of achlorhydrias in the 
40-59 years’ group will reappear under the new 
arrangement. 


Age (years) 20-29 | 30-39 | 40-49 | 50—59 | 60-69 
CS. 4 7 2 
Achlorhydria cases oe — 3 4 4 — 

soci (per cent.) — 42 50 44 — 


We see how the curve of the age-distribution is 
straightened out, and we find that the achlorhydrias 
distribute themselves evenly over the middle age- 
groups, where, as might be expected, the main bulk 
of the cases are to be found. 

Among all the other arthritis patients we have 
found only five cases of achlorhydria. This figure 
corresponds very well with what we find in the 
normal group. Distributed according to age it 
appears as follows: 


0-19 | 20-29 30-39 | 40-49 50-59 60 


Age (years) 
Cases ee 2 5 4 13 11 4 


| i 


If any significance at all is to be attached to such 
small figures it must be that they show an increase 
in the number of achlorhydrias with increasing age. 
According to duration of the disease the result is :— 


Age (years) . oie 0-2 > 2-8 > 8 

Cases oe ate oe oe 17 13 

Achlorhydria cases oe ae 1 2 2 
70 (per cent.) ee 6 15 22 


Actually a rise in the frequency proportional with 
the duration of the disease. The figures are so small, 
however, that it is extremely doubtful whether any 
conclusion can be drawn from them. 


COMMENTS 


In principle we may say that, taking proliferative 
arthritis cases all together, we find a slight but by 
no means convincing increase in the number of 
achlorhydrias among them when compared with 
normal individuals in the same age-groups. The 
increase is greatest where females are concerned, 
and in the total material lies so high in the age-group 
40-59, compared with a normal figure that there is 
a possibility of definite pathological significance. 
A more exact examination of the material shows that 
we find much more achlorhydria among the true 
rheumatoid arthritis patients, where females are 
pronouncedly preponderant. On making a com- 
parison with the aforesaid normal figure for 
females of the age 40-59 years, we find a difference 
so great that it can hardly be based upon chance. 
In addition, the distribution of the anacidity shows 
that, as far as the true rheumatoid forms are con- 
cerned, there can be no talk of senile achlorhydria or 
of achlorhydria caused by the duration of the disease. 


One investigator who early realised the possibility 
of gastric anacidity in relation to chronic arthritis 
is Hurst. He considered the explanation to be that 
in these patients the gastric secretion had lost its 
power as a bactericide and therefore could offer no 
resistance to the passage of bacteria from the mouth 
through the stomach. He believes that all rheuma- 
toid arthritis is a result of focal infection, usually 
from the tonsils but often from the teeth or the 
sinuses, and he holds that in the great majority 
they can be treated effectively by prompt radical 
treatment of these foci. But should it happen that 
the infection can pass to the gastro-intestinal tract 
via an achlorhydrio stomach, there will arise the 
possibility that, instead of a limited focus in tooth, 
tonsil, or wherever it may be, we will get a diffuse 
infection of the intestine with the consequently less 
favourable conditions for treatment and great possi- 
bilities of resorption. Without wishing to dwell too 
long on Hurst’s views, which we do not entirely 
share as regards his belief in the part played by focal 
infection as a sole cause of these forms of arthritis, 
we consider we ought to mention them, for they seek 
to explain these matters on the basis of a definite 
fundamental opinion. 

If we go through our arthritis patients and especi- 
ally those with true rheumatoid arthritis, we find 
like Hurst that on the whole they have been severe 
cases, which, if the disease has lasted several years, 
result in very great deformities, often quite bizarre 
in appearance. But apart from the achlorhydria 
we find nothing particular in these patients to charac- 
terise them and separate them distinctly from those 
who, whilst suffering from the same disease, have 
no abnormality of gastric secretion. Thus, as a 
result of the investigations of this series, there is no 
reason for regarding achlorhydria, in cases of true 
rheumatoid arthritis, as a reflection of some pecu- 
liarity of the patient. One must rather believe that 
it is a phenomenon which, in a certain number of 
cases—and more frequently than one would expect— 
is found together with, and possibly predisposes to, 
this disease, whose ultimate causation is unfortu- 
nately as yet unknown to us. But it seems that a 
defect of such frequent occurrence in an organ 80 
important as the stomach may easily be of far- 
reaching significance—whatever its nature may be. 


SUMMARY 


The gastric secretion of 69 patients suffering from 
chronic and subchronic arthritis has been analysed 
with the aid of Ewald’s test-meal and the histamine 
fractional test-meal. 

A relatively large number of histamine-reftactory 
achlorhydrias was found among patients suffering 
from true rheumatoid arthritis—36 per cent. in all— 
while the number in the other group of arthritic 
patients corresponded to what is found in an ordinary 
hospital series of patients. 

The high incidence of achlorhydria among patients 
with true rheumatoid arthritis cannot be explained 
on the basis of what we know about that among women 
in the same age-groups, nor can it be explained as a 
result of age or of the disease duration. 

Achlorhydria does not seem to be associated with 
any particular subgroup of true rheumatoid arthritis. 
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CLINICAL AND LABORATORY NOTES 


A CASE OF PICK’S DISEASE 


By A. H. M. Srmppons, M. B. Camb. 
HOUSE PHYSICIAN, ST. GEORGE’S HOSPITAL, LONDON 


REPORTS of successful treatment by operation 
has renewed interest in Pick’s disease (chronic adhe- 
sive pericarditis). The following case is of interest 
because, although it had many of the features asso- 
ciated with chronic constrictive pericarditis, . the 
symptoms were not in fact caused by pericardial 
disease but by fibrosis in the posterior mediastinum, 
and below the diaphragm, which obstructed the 
inferior vena cava. 


The patient, a girl aged 16, complained of enlargement 
of the abdomen and increasing breathlessness for five 
years. These symptoms had prevented her from walking 
more than a few steps at a time for the last six months. 
For two years she had had a cough with which she had 
frequently brought up blood-stained sputum. She had 
had scarlet fever and jaundice at the age of 6, but there 
was no history of rheumatic fever. 

On examination there was massive ascites, considerable 
cedema of the legs, a large lumbar cushion, and slight 
cedema of the arms. ‘The lips and finger nails showed 
slight cyanosis, but there was no clubbmg of the fingers. 
The pulse was regular at 90, and the transverse diameter 
of cardiac dullness somewhat increased. The heart 
sounds were normal, and there were no murmurs. There 
were many moist sounds at the bases. The blood pressure 
was 105/70. ‘There was no visible distension or pulsation 
of the veins in the neck, no albuminuria, and no jaundice. 
The abdomen was very tense, but after 4 pints of ascitic 
fiuid had been drawn off it was possible to feel the liver 
edge 4 in. below the costal margin. The spleen was not 
palpable. Radiography of the chest showed much con- 
gestion of both lungs and a slight increase in the trans- 
verse diameter of the heart; there was no visible calci- 
fication in the pericardium. No gross abnormality was 
apparent in the electrocardiogram, but the voltage was 
low, and the T wave inverted in lead ITI. 

Course. The patient was kept in hospital for eight 
weeks before operation. During this period the abdomen 
was tapped on five occasions, as much as 7 pints being 
removed at one time. The pulmonary congestion and 
cedema of the legs were very greatly improved, and she 
was no longer cyanosed. 

Operation was undertaken by Mr. M. F. Nicholls with 
a view to relieving the obstruction to the venous return 
to the heart. Omnopon, scopolamine, and Avertin were 
used as premedication for gas-and-oxygen ansstbesia. 
The anterior surface of the pericardium was displayed by 
resection of the medial 3 in. of the fourth, fifth, and sixth 
costal cartilages, and removal of rather more than half 
the breadth of the sternum in this area. The left pleura 
was freed and retracted laterally unopened. The peri- 
cardium was slightly thickened; its layers were uni- 
formly but not densely adherent except for a few isolated 
firm bands. During the process of separation minute 
hard spicules, presumably of calcium, were felt. The 
anterior surface of the pericardium was cut away and 
both borders and the diaphragmatic surface were freed. 
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any thickening of its capsule. 


In the end the hand was passed within the pericardium 
posterior to the heart, which was felt to have been almost 
completely freed from adhesions. As far as could be felt 
and seen the great veins did not appear to be seriously 
constricted by the remaining pericardium. The thickening 
of the pericardium was in fact held to be insufficient to 
account for the patient’s symptoms, for it did not appear 
to obstruct the great vessels and seemed barely sufficient 
to hamper diastole of the heart. 

After the operation the patient was nursed i in an oxygen 
tent. Four hours after operation, before she had regained 
consciousness, she developed acute pulmonary cdema. 
This was treated energetically and subsided 12 hours 
later, but the patient was very exhausted. She became 
gradually weaker and died four days after operation 
with a terminal acute pericarditis. 

Post-mortem examination.—The obstruction to the 
venous return to the heart was found to be due to a dense 
mass of fibrous tissue surrounding the inferior vena cava. 
It was maximum at the level of the diaphragm. The 
posterior surface of the pericardium was also fibrotic, 
but did not seem to occlude the lumen of the vessels as 
they entered the heart. The fibrosis also extended below 
the diaphragm and obstructed the hepatic veins as they 
entered the inferior vena cava. Within the liver these 
veins were very grossly dilated. There were fibrous 
adhesions between the stomach and the diaphragm. 
The liver was enlarged and cirrhotic, but did not show 
The spleen was fibrous 
and about twice its normal size; there was one small 
patch of “ sugar icing” on it. The parietal peritoneum 
was grossly thickened, and there were several pints of 
ascitic fluid: The heart was small. The remaining peri- 
cardium was about a millimetre thick with many small 
spicules of calcification. It contained a purulent fibrinous 
exudate, which appeared to be of very recent origin. 
The pulmonary veins were not obstructed, but there were 
dense adhesions between the two layers of pleura and 
between the pleura and the pericardium. Both lungs 
showed hypostatic pneumonia at the bases and 
cedema. No other abnormal findings were noted. 


White 1 has lately drawn attention to the identity 
of chronic constrictive pericarditis or Pick’s disease 
as distinct from polyserositis or Concato’s disease. 
In Concato’s disease effusions are found in several 
serous cavities; the pleura and pericardium are 
those usually involved, but sometimes the peri- 
toneum is also affected. The essential pathology 
of Pick’s disease is the fibrosis, with or without calci- 
fication, about the heart and great vessels. It is 
often accompanied by polyserositis, and in some cases 
the fibrosis appears to be due to an inflammation 
which was part of a polyserositis. The main feature 
of the case recorded here was the fibrosis about the 
great vessels, though it also showed chronic inflan- 
matory changes in the peritoneum and pleure. 

Tha operation of partial pericardiectomy has 
recently been performed for chronic constrictive 
pericarditis, and in several cases has brought about 
a dramatic cure. In America Beck? has reported 
10 operations with 5 cures and 1 other improvement, 
Burwell? 7 operations with 5 showing considerable 
improvement, and White! has reported 12 operations 
by Churchill with 6 cures and 1 other improvement. In 
this country Roberts (has reported 1 successful operation. 


Most of the signs and symptoms described above 
are characteristic of chronic constrictive pericarditis, 
in particular the progressive ascites without cardiac 
failure commencing in youth, the absence of a large 
heart or valvular disease, the low blood pressure and 
the low voltage in the electrocardiogram, and the 
enlarged liver with a comparatively normal spleen. 
There was however little to suggest obstruction to 
the superior vena cava, for there was no distension 
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of the weins of the neck and the small amount of 
edema of the hands soon cleared up with rest. The 
presence of pulmonary congestion (not a typical 
feature of the disease) was attributed to obstruction 
either to the pulmonary vein or to the dilatation of 
the heart in diastole. The combination of obstructed 
venous return to the heart from both the lungs and 
the inferior vena cava, even in the absence of signs 
of obstruction of the superior vena cava, suggested 
that the pericardium might be at fault, and it was 
on this account that operation was undertaken. 

Even at post-mortem it was difficult to account for 
the signs of pulmonary congestion. The small degree 
of thickening of the pericardium may have been some 
hindrance to the venous return, and the enlargement 
of the abdomen undoubtedly embarrassed the action 
of the diaphragm; but the degree of pulmonary 
congestion was greater than one would expect from 
these causes. 

The extension of the fibrosis below the diaphragm 
is unusual. The hepatic veins were far more dilated 
than any other tributaries of the inferior vena cava, 
so it must be concluded that the fibrosis obstructed 
them more than the main trunk of the inferior vena 
cava. 
obstruction to the lymphatic flow through the dia- 
phragm. Roberts ! has pointed out that in more 
typical cases when the disease does not extend beyond 
the pericardium, some further explanation of the 
predominance of the ascites over other signs of 
obstruction to venous return must be sought for. 
He suggests that the ascites predominates, since 
the liver is entirely dependant on the blood being 
sucked out of the liver when the chest expands, 
whereas all other parts of the body have some addi- 
tional means of getting blood towards the heart. 


My thanks are due to Dr. C. Blaxland Levick and Mr. 
M. F. Nicholls, under whose care the patient was, for 
permission to publish this case, and to Dr. John Taylor 
who performed the post-mortem. 
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SIX CASAREAN SECTIONS ON THE 
SAME PATIENT 


By JOHN PEMBERTON, M.B. Lond. 


OBSTETRIC HOUSE SURGEON, UNIVERSITY COLLEGE 
HOSPITAL, LONDON 


_ THE following case is not unique of its kind but 
it has features of interest besides its rarity. During 
the past 16 years the patient has undergone six 
classical Cæsarean sections—all performed by Mr. 
Clifford White—and to-day, at the age of 40, she 
has five children surviving, the third having died of 
meningitis at 11 months. 


She is an achondroplasiac, and when seen during her 
first pregnancy in 1920 she was found to have a generally 
contracted pelvis. Her pelvic measurements are: inter- 
spinous, 10 in.; intercristal, 104 in.; external con- 
jugate, 7 in.; and diagonal conjugate, 33 in. Her height 
is 4 ft. 8 in. 

Each Cœsarean section has been done deliberately, 
about ten days before the estimated date of delivery. 
At the most recent section, performed at University 
College Hospital, few signs could be seen of the five 
Previous operations. The abdomen presented a single 

ar scar. On opening the peritoneal cavity the body 
of the uterus was found to be adherent only to the 
abdominal wall; there were no omental or intestinal 


The ascites may have been due in part to 


adhesions. The absence of adhesions can be related to 
the fact that the previous puerperia were afebrile.! The 
body of the uterus was quite easily freed from the 
abdominal wall; the placenta was not inserted over the 
incision through which the fœtus was delivered. There 
was no perceptible thinning of the uterine wall at the 
site of the previous sections and only an increase in the 
density of the tissues, due to an increased proportion of 
fibrous to muscular tissue, marked where the uterus had 
been opened. The sound healing of the previous incisions 
can be attributed to two factors, good coaptation of the 
wound edges and absence of infection from the wound.? 
Good coaptation was obtained by inserting three layers 
of sutures—a subendometrial layer of interrupted catgut, 
a muscle layer of interrupted thread, and a continuous 
catgut suture to unite the serous surfaces. 

Spencer reports a case in which he did the third, 
fourth, and fifth sections on the same patient.“ In 
his technique he used a deep layer of interrupted, 
carbolised floss-silk sutures, not involving the endo- 
metrium, and a superficial continuous suture of the 
same material. Several years ago Ranken Lyle . 
performed seven successful Cesarean sections on the 
same patient, and I understand that before this 
the same number had been performed by a Swiss 
obstetrician. 

I am indebted to Mr. Clifford White for permission to 
record this case. 
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POISONING BY SODIUM BISMUTH 
TARTRATE INJECTIONS 
THREE FATAL CASES 


By J. H. Downs, M. B., M.Sc. 


MEDICAL OFFICER, ROAN ANTELOPE COPPER MINE, LUANSHYA, 
N. RHODESIA 


I HAVE recently encountered three cases in which 
death has followed injection of sodium bismuth 
tartrate, an occurrence unusual enough to warrant 
publication. Two of the patients died in hospital, 
the third being brought in dead. In all three cases 
the injections had been given into the subcutaneous 
tissues of the buttock by a native who had formerly 
been a hospital orderly and who apparently con- 
sidered bismuth a cure for all ills. The information 
about dosage was obtained during court proceedings. 


CASE 1.—The first patient, a male native 30 years of 
age, was well nourished and healthy at the time of the 
injections, which were given on account of some areas of 
diminished pigmentation on the face, back, and buttocks, 
which the orderly erroneously informed him were due to 
leprosy. One 6 c. em. syringeful of an aqueous solution 
of neutral sodium bismuth tartrate was injected sub- 
cutaneously three weeks before the man was brought to 
hospital, and again one week before admission. This 
volume of a saturated solution would contain about 
25 grains at room temperature. When he arrived in hospital 
he was suffering from an intense stomatitis, involving 
most of the palate, tongue, gums, and lining of the cheeks, 
which were covered with patches of a dark greenish 
slough, and bled freely. The whole face was swollen, and 
the puffiness was especially marked under the eyes. He 
passed only a few ounces of urine on the first day; it 
was heavily loaded with albumin and contained 0-000 07 g. 
of bismuth per 100 c.cm. The stools were dark, but the 
bowel movements were normal, The pulse was about 
90, feeble but regular, and the temperature remained 
subnorinal till death. Treatment consisted in swabbing 
the mouth with hydrogen peroxide, the use of drugs and 
warmth to induce sweating, and the administration of 
diuretics; in addition, sodium thiosulphate gr3. 10 was 
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given intravenously every second day with a view to 
assisting the excretion of the metal. The patient, how- 
ever, died six days after admission, and post-mortem 
examination revealed pus and sloughs at the site of the 
injection, from which 0:026 g. of bismuth was recovered. 
The kidneys were pale, with localised congestion of the 
cortices, and the liver was fatty. The lungs showed 
broncho-pneumonic consolidation at the bases. 


CasE 2.—A male native, aged 39, was admitted three 
weeks after a single subcutaneous injection of a similar 
amount of the drug (not more than grs. 13), given in this 
case because of enlargement of inguinal glands. On 
admission he was very emaciated. The stomatitis was 
not so extensive as in the previous case, and consisted 
of greenish-black necrotic patches on the lining of the 
cheeks and palate; there was also a well-marked bluish- 
green line at the junction of the gums and teeth. The 
urinary excretion was about 12-15 oz. daily, and the urine 
again was loaded with albumin; it contained also epithe- 
lial, granular, and hyaline casts, and chemical analysis 
showed the presence of bismuth. The pulse was weak 
and irregular, and the temperature remained subnormal. 
The bowels were constipated. The patient became 
progressively weaker and died a week after admission. 
Post-mortem examination revealed, as in the first case, 
sloughs at the site of injection, from which bismuth was 
recovered. The cortices of the kidneys were acutely 


MEDICAL 
ROYAL SOCIETY OF MEDICINE 


SECTION OF SURGERY, SUBSECTION 
PROCTOLOGY 


Ar a meeting of this subsection on Oct. 2lst, 
under the presidency of Mr. G. GorDON-TAYLor, 
a paper was read by Dr. J. ARNOLD BARGEN, of the 
Mayo Clinic, Rochester, U. S.A., on the medical 
management of uncomplicated cases of 


Chronic Ulcerative Colitis 


The term, he said, was used to describe an infectious 
disease with well-defined clinical, pathological, and 
bacteriological features, but it was not a good term, 
as it might include many kinds of ulcerative disease. 
Colitis gravis might be better. The most striking 
feature of the disease was a bloody dysentery, its onset 
either insidious or fulminating ; bodily depletion might 
be rapid. Some people regarded the disease as the 
final stage of an infection by micro-organisms of the 
colon-dysentery group, basing their view on the 
finding of these organisms in a few cases and on the 
response of others to antidysenteric serum. At his 
clinic they had not been able to satisfy themselves 
that these organisms were specific to the disease. 
Recent work suggested that secondary invaders 
might play a part in advanced cases. Others asso- 
ciated the disease with deficiency of vitamins, 
minerals, or other essential substances. Patients 
seriously ill with the disease had shown lesions of 
the skin, peripheral neuritis, changes in the inorganic 
constituents of the blood and other evidences of 
defective absorption, but these were late complica- 
tions and it must not be forgotten that peristalsis 
was much increased. Yet others found the clue to 
the disease in a disturbance of body metabolism of 
a kind similar to that seen in diabetes, goitre, &c., 
but there was as yet no evidence to substantiate 
this. Brown had found increased activity of duodenal 
enzymes in some cases. Residual infection following 
infestation by amæœbæ and other parasites was 
another view, so far unsupported. It had however 
now been established that a diplo-streptococcus, 
very different from the enterococcus described by 
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congested, the liver was fatty, and the cæcum was stained 
an intense black. l 

Casma 3.—The third patient, a native woman aged 50, 
was brought in dead. The witnesses here were not 
very reliable, but it seems that 24 weeks previously a 
syringeful of the solution had been injected on two occa- 
sions (the total dose being probably about grs. 25 of the 
salt) with the object of eliminating an old attack of 
venereal disease from the system. Her general health 
had been good at the time of the injection, but after 
two or three days her mouth became sore, and after a 
fortnight she died. The whole lining of the mouth was 
covered with a -bluish-green slough, and broncho)- 
pneumonia was present at both lung bases. A total of 
0-008 g. of bismuth was recovered from the subcutaneous 
tissue of the buttock where the injection had been given, 
and 0-002 g. from the liver. l 


In these cases death seems to have been caused 
by comparatively small amounts of the bismuth 
salt, and they serve to remind us of the toxicity of 
the drug, and the need for careful observation of 
the gums and urine during its administration. 


I should liko to express my gratitude to Mr. D. E. 
Litz, head of the assay department of the Roan Antelope 
Mine, for making the bismuth estimations, 
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Houston and McCloy, could be isolated from material 
obtained by means of the proctoscope from the bases 
of the rectal lesions in 80 per cent. of cases of the 
disease. Its injection into animals produced lesions 
essentially like those of the human cases. Tonsillec- 
tomy and removal of infected teeth caused acute 
though temporary exacerbations of the general 
disease, and the organism had been found in teeth 
and tonsils. Dogs whose canine teeth after removal 
of the pulp had been packed with dense suspensions 
of these diplococci developed periapical abscesses, 
and 8 to 12 months later presented the typical 
picture of chronic ulcerative colitis. Cranial sinusitis 
and invasions of the upper respiratory tract were also 
accompaniments of the colitis. Occasionally faul- 
minating attacks of colitis had followed extensive 
upper abdominal operations, and some people in 
apparently normal health had been found to be 
carriers of this organism. No particular race or 
type of person seemed more prone to the disease 
than another, and no age was exempt. Climates 
predisposing to respiratory troubles seemed to take 
a larger toll of this colitis. The organism might 
perhaps be present in some people without causing 
symptoms unless the bodily resistance sank low. 

The earliest pathological change, said Dr. Bargen, 
seemed to be a diffuse inflammatory reaction in the 
colonic mucous membrane, beginning at the rectum 
and working upwards; in about a fifth of the cases 
the process was limited to the lower end of the large 
bowel. There was no sharp demarcation between 
diseased and healthy tissue. In the next stage there 
was œdema of the mucous membrane, which made 
it liable to be damaged by an instrument. Then 
spots appeared—these were really miliary abscesses 
which had ruptured. When an attack subsided it 
did not leave the bowel normal; the mucosa showed 
deposits of fibrous tissue. Subsequent attacks 
produced varied, sometimes bizarre, appearances in 


‘the bowel wall. Contraction of the lumen was a 


constant feature, and the proctoscope showed an 
apparently uniform distribution of this constriction. 

With regard to diagnosis, much could be learned 
about the nature of a case of dysentery by a review 
of the history. In one type the onset was insidious, 
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a slightly increased evacuation rate being followed 
some time later by the passage of blood and pus in 
the stool. In the other there was a fulminating 
onset, with fever, malaise, copious bloody and 
purulent diarrhoea, anemia, and rapid depletion. 
A patient might have the disease in the milder form 
for months, or even years, and then develop a 
fulminant attack; or there might be a steady slow 
progression. The difference was due, Dr. Bargen 
thought, to a more or Jess massive infection and the 
degree of resistance offered. Pain was not a prominent 
feature, but straining at stool, with frequent griping 
and tenesmus, was common. 
In general the results of treatment were in direct 
proportion to the mildness of the disease process. 
A parallel between this disease and tuberculosis 
suggested the use of the word control rather than 
“oure ” in describing good results. Those treating 
the disease should have the following three con- 
victions : (1) that it was an infectious disease of the 
large intestine; (2) that uncomplicated cases con- 
stituted medical problems; and (3) that certain 
complications were indications for surgery—i.e., 
neoplasms, polyposis, stricture, perirectal abscess, 
and perforation. In his experience 85 per cent. of 
cases were uncomplicated. Treatment in his clinic 
was divisible into (a) rest and restful recreation, 
(b) diet, (o) serum and vaccine therapy, (d) nursing 
care, (e) drugs, (f) transfusions of blood, (g) sup- 
porting measures, (h) irrigations and instillations, 
(i) removal of foci of infection. In order to give rest 
to the intestinal tract it might be necessary to with- 
hold food by the mouth and give fluids parenterally. 
For the more chronic though severe case, without 
fever, it was important to provide some recreation 
and to avoid confinement to bed. The feeding of 
these patients presented one of the most difficult 
dietary problems in medicine. In the past he 
thought food restriction had been carried too far, 
even to reducing the capacity of the patient to 
combat his infection. In the first stage the difficulty 
was to create an appetite; the foods given should 
be those digested almost entirely in the stomach 
and small intestine, little residue being left for the 
colon. In the more severe cases it might be wise to 
give nothing by mouth except fluids, and in the 
worst cases glucose could be given intravenously 
and saline subcutaneously. For the average case 
care must be taken that the food had a sufficient 
caloric, vitamin, and mineral content. At first he 
gave a very bland food, additions being made accord- 
ing to need. He had obtained good results from 
specific antibody administered deep into the muscles. 
The serum was obtained by immunising horses 
against many strains of the diplococcus from the 
diseased tissues of the patients. In the milder and 
earlier cases a bacterin was used, prepared as an 
autogenous vaccine from the organism found in the 
rectal ulcers ; this was given every three to five days 
for several months, and repeated after a similar 
interval. No drug had been found which would do 
more than help an occasional patient; tincture of 
iodine, gentian-violet, and arsenic had proved 
beneficial. Insoluble powders, such as bismuth and 
kaolin, thickened the intestinal content and 80 
reduced the frequency of the evacuations. Opium 
and codeine filled a useful purpose. Dr. Bargen 
regarded. the value of blood transfusions in some of 
these cases as inestimable; two to five transfusions, 
each of 150 to 250 C. m., were better than one large 
one. The good which might be caused by dis- 
infecting irrigations was counteracted by the irritation 
they produced, and no disinfectant could be expected 


to reach the deeply situated disease. Even though 
the active phase of the disease might subside, this 
should not decrease vigilance, as relapses were 
common, the most frequent causes being infection of 
the upper part of the respiratory tract, mental and 
physical trauma, and a lighting up of former foci. 


DISCUSSION 


Mr. P. LOCKHART-MUMMERY said he had been 
impressed with the severity of the disease in young 
people; few patients under 17 or 18 survived, in 
spite of all that was done for them, and whatever 
diet was given. He was glad to hear Dr. Bargen 
insist on a nourishing diet; at St. Mark’s Hospital 
they had long given these patients as full a diet as 
they were able to take. This was the less risky as 
in most of the cases the small intestine was healthy. 
He sometimes met with cases in which stricture 
followed ulceration. A woman aged 65, who had 
suffered from ulcerative colitis for 22 years, had no 
ulceration when he saw her, but X rays revealed 
three or four bad strictures, one of them 3} inches 
long, and she had about twenty stools a day. Com- 
plete colectomy seemed the only treatment for 
such cases. 

Dr. P. H. MANSON-BAHR spoke of having examined 
735 cases with colonic trouble arising in the tropics, 
and said there were many resemblances between 
ulcerative colitis and chronic bacillary dysentery, 
although he did not regard them as variants of the 
same disease. He agreed with what Dr. Bargen had 
said about treatment, especially as to the value of 
multiple small blood transfusions. Especially benefited 
were those who had a protein shock reaction as a 
result of the blood transfusion. For granular rectitis 
an injection of olive oil containing Dermatol or 
bismuth subgallate often proved soothing; the 
patient should retain it for three or four hours if 
possible. Rivanol, used in the same way, 2 to 4 oz. 
of a 1 in 2000 solution, acted as an antispasmodic. 


Mr. RALPH Marnuam presented a follow-up of 
in-patients of nine London teaching hospitals, 120 of 
whom he had been able to trace: 25 were dead, 
11 were in the condition in which they left hospital, 
having continuous diarrhoea for the greater part of 
the year, 57 were having recurrences, 25 were 
regarded as cured. In hospital 84 of them had been 
treated surgically. He agreed that colonic lavage 
was useless and in many cases detrimental. Trans- 
verse ileostomy was of value in severe cases. 


Dr. LAWRENCE P. GARROD referred to the use of 
a serum prepared by immunising horses. At one 
time he believed that the diplococcus mentioned was 
the cause of the disease in many cases, but he had 
frequently found the organism in the stools of people 
sent for examination who were not regarded as 
cases of colitis. He asked Dr. Bargen if it would 
not be possible to use as controls patients who had 
been given normal horse serum. The only difference 
in the effect of serum given intravenously from that 
given intramuscularly was in the rate of absorption ; 
the value of the intravenous route lay perhaps in its 
shock-like effect. | 

Dr. JuLIus BURNFORD remarked that a serum, if 
specific, should produce specific results, yet the 
results of serum treatment of ulcerative colitis were 
no better than those of any other means. He thought 
the disease must still be described as incurable. At 
one time he obtained good results from zinc ionisa- 
tion—his first 28 cases, which he published, were 
very stimulating—but the disease now seemed sgo 
severe that he only occasionally got good results 
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with it. He agreed with what had been said as to 
generous feeding. 

Dr. Dorotuy C. HARE agreed with Dr. Bargen 
on the value in diagnosis of an accurate history ; 
in a group of cases premonitory bleeding from the 
bowel gave the clue to a more severe attack occurring 
later. Medical treatment was likely to give better 
results than surgical, but only if commenced early. 

Mr. TURNER WARWICK suggested that some of the 
energy manifested in treatment might well be 
devoted to discovering the cause of the disease. 

Mr. R. S. CORBETT referred to two recent cases 
with a number of complications, which were restored 
to normal life by ileostomy. 

Mr. E. T. C. Mittican feared it must be admitted 
that neither the cause nor the proper treatment of 
the disease was yet known. Some of the cases seen 
in out-patient departments persisted for six or 
eight years. 

REPLY 

Dr. BARGEN agreed that the last word had not 
been said about the disease; but he felt strongly 
that, whatever else entered into the picture, the 
deciding factor was the presence of the diplococcus 
he had described. In every infectious disease there 
Were many predisposing elements. He knew of no 
investigation which proved him to be wrong in his 
statement as to the chief causal organism. Much 
more work was needed on treatment, but it could 
be said that a method had been evolved which did 
something substantial for a large group of cases. 


SECTION OF MEDICINE 


Ar a meeting of this section last Tuesday, with 
Sir CHARLTON BRISCOE, the president, in the chair, 
a discussion on the 


Treatment of Pleural Effusions 


was opened by Dr. Gustav MAURER (Davos). When 
a pleural effusion was diagnosed, he said, the clinical 
picture, in conjunction with exploratory puncture, 
gave the best clue to the nature of the pleurisy. 
Bacterial. examination and animal inoculation could 
not be relied upon, but he had found bacilli more 
frequently after low than after high puncture. Once 
the diagnosis of tuberculous pleural effusion had been 
made the removal of any considerable quantity of 
fluid should, if possible, be avoided during the 
exudative phase; with a highly inflamed serosa 
irritated by aspiration a serous exudate might turn 
into a purulent one. When the exudate lasted more 
than a few days and the stage of absorption had set 
in, the fluid should be replaced by air. Tapping 
without air-replacement might cause collapse or 
even death, the abrupt expansion of the lung might 
irritate the lesion or it might mobilise a tuberculous 
thrombus leading possibly to meningitis; if the 
original focus in the lung had been subpleural, a 
purulent exudate or a spontaneous pneumothorax 
might be produced. Air- replacement avoided these 
risks and hastened absorption; the speaker said he 
could not recommend it too strongly in every case of 
large pleural effusion. In one out of every five of his 
sanatorium cases previous pleurisy had obliterated 
the pleural cavity and had made pneumothorax 
impossible. In these cases air-replacement, con- 
tinued as an artificial pneumothorax, would have 
prevented the development of serious tuberculosis. 
The hydropneumothorax that existed after air- 
replacement had to be kept up until all the exudate 
had disappeared. When the lung had partially 
re-expanded, with just enough gas left to prevent 
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adhesions and to allow refills, radiography and 
sputum tests should be used to investigate the 
advisability of maintaining the pneumothorax as 
a therapeutic measure. In this way small but 
active lesions might be healed quickly and easily. 
It was better to continue an observation pneumo- 
thorax unnecessarily for some weeks than to be 
confronted later on with extensive, perhaps bilateral, 
disease with adherent pleura. 


If the fluid became purulent the prognosis was 
bad. Repeated and complete aspiration of pus might 
help to diminish the empyema cavity by pleural 
retraction and symphysis. Thoracoplasty might be 
necessary but could not be done while the exudation 
was acute. Mixed infections, which might follow 
Spontaneous pneumothorax, required daily pleural 
lavage with normal saline and later with antiseptics. 


Dr. Maurer said that to him the ordinary clear 
effusion of artificial pneumothorax was always a 
problem; the fluid might reduce the volume of the 
lung by pressure and lead to encapsulation in a 
thickened pleura which would not expand. On the 
other hand a progressive pleural symphysis often 
began in the course of an effusion and might lead to 
obliteration of the pneumothorax. The fluid should, 
he thought, be left during the acute stage unless it 
caused cardiac embarrassment; then, preferably 
air rather than fluid should be withdrawn. When the 
temperature had dropped to normal and the exudate 
stopped increasing, he nsually aspirated any large 
exudates leaving the end-pressure distinctly negative. 
Because of this continuously negative pressure the 
pneumothorax lung moved with the respiratory 
excursions ; this massage prevented the visceral 
pleura from becoming too thick or losing its elasticity 
altogether. When the exudate had been absorbed 
the base of the lung was usually found to be adherent 
to the diaphragm and the lower thoracic wall. At that 
stage the extension upwards of the symphysis between 
lung and chest wall should be checked by more 
frequent and larger refills ; if in spite of this it showed 
a tendency. to increase to an undesirable extent a 
temporary oleothorax should be produced. A pneumo- 
thorax lung containing large cavities or basal foci 
had to be kept collapsed even during the effusion and 
the intrapleural pressure had always to be adapted 
to the lesions; but the speaker tended to sacrifice 
to some extent the ideal collapse during the effusion 
period in order to make subsequent re-expansion 
easy. The residual pneumothorax which was seen 
too often in practice was nearly always the result of 
maintaining an extreme collapse during the treat- 
ment of an effusion. When it occurred, diaphrag- 
matic paralysis might suffice to bring visceral and 
parietal pleura together. In more extreme cases 
closure had to be effected by thoracoplasty, for if a 
permanent pneumothorax cavity remained there 
was à grave risk of perforation into the lung. 


Dr. Maurer had found that when, despite repeated 
refills, the lung base began to adhere to the diaphragm 
and chest wall a pleuritis fibrinosa or sero-fibrinosa 
was always present. Oleothorax in these cases saved 
the remaining pleural cavity. He allowed the oil 
to remain in the pleural cavity from four to (at the 
most) six months. By this time the pleuritis ought 
to have settled down. The oil, a foreign body, was 
then replaced with air. Progressive symphysis 
Was in his opinion the only—and at the same time, 
the very important—indication for oleothorax. He 
had not seen good results from the treatment of 
purulent exudates by oleothorax; they required 
drainage and lavage. 
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When the mediastinum was mobile, the results of 
pneumothorax treatment were poor, and an effusion 
in these cases was often welcome. Unfortunately 
the exudate seldom formed just where it was needed. 
In order to fix the mediastinum artificially Dr. 
Maurer had been injecting 60 per cent. glucose 
solution into the pleural cavity ; it produced bursting 
and desquamation of the endothelial cells and 
ultimately adhesions. It was astonishing, he said, 
to see in practice how much more effective double 
pneumothorax was rendered by the application of 
this new principle. 

Dr. W. Burton Woop said that trauma was the 
commonest cause of pleural effusion in the tuber- 
culous. A blunt needle, a drop of spirit on the 
needle, the injection of cold air, or the tearing of 
adhesions by positive pressure might each provoke 
a reaction, and their avoidance amounted to preventive 
treatment. Many pleural effusions required no active 
treatment. They were the commonest manifestations 
of intrathoracic tuberculosis in childhood ; they had 
little effect on health and were only rarely followed 
by parenchymatous disease; some adolescent 
pleurisies were of the same type, appearing to be 
analogous to allergic reactions. For this reason 
he was not in favour of exposing such cases to further 
infection, in a sanatorium for example. The presence 
of a tuberculous focus in the underlying lung in cases 
of effusion was sometimes assumed, and this had given 
rise to the practice of gas-replacement and the 
maintenance of a pneumothorax, for some months, 
to protect the lung. It was always said that the 
expectation of phthisis in these cases was 40—50 per 
cent., but recent figures from Scandinavia suggested 
that 90 per cent. made a lasting recovery. This was 
confirmed in his series of 30 cases. The tapping of 
effusions was unnecessary in some cases in which 
the fluid would be absorbed spontaneously ; in others 
aspiration would only be followed by further exuda- 
tion, and there was always the risk of introducing 
secondary infection. Aspiration with gas-replace- 
ment was justified where there was mediastinal dis- 
placement or distress. He felt that in the less 
virulent cases, before instituting closed drainage for 
the treatment of an infected tuberculous effusion, 
an attempt to avoid drainage might be made. He 
had had some success with a gelatin flavine solution 
which mixed intimately with the pus. 

Dr. GEOFFREY MARSHALL pointed out that although 
an effusion was supposed to act as a splint to the 
lung, radiography showed that the tuberculous 
lesions in lungs were commonly at the apex, whereas 
effusions usually limited movement merely at the 
base. The occurrence of the primary focus on the 
side opposite to an effusion cast some doubt on the 
desirability of routine gas-replacement. In some 
cases of effusion, he thought, infection spread through 
the blood stream ; some observers had seen multiple 
pinhead tubercles on the pleura where there was 
simple effusion. He agreed that secondarily infected 
effusions should be treated by closed drainage. 

Dr. L. S. T. BURRELL asked what was the proper 
procedure on finding the pinhead tubercles mentioned 
by Dr. Marshall? The question had been raised whether 
effusions should be aspirated early. He himself left 
his pleural effusions for a while, for he found that they 
might recover in 6-8 months, whereas some of the 
hydropneumothoraces dragged on for a year or more. 
He usually did an air-replacement after three or 

four months. 

Dr. S. VERE PEARSON (Mundesley) said that 
experience made him hesitate to lay down hard and 
fast rules. Had anyone discovered whether one type 
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of needle was more conducive to effusions than 
another? He thought that prolonged continuity of 
treatment was necessary for tuberculous. patients. 
In view of the dire consequences of a bronchial 
fistula he felt that the condition of the pleura was 
secondary importance to that of the underlying 
ung. 

Dr. ROBERT COOPE (Liverpool) remarked that the 
Scandinavian figures for effusions which were left 
alone except for sanatorium treatment were extra- 
ordinarily good: 82-90 per cent. had returned to 
full work. He raised the question whether one 
should inform a patient that her effusion was probably 
tuberculous. He thought one should, and that 
if the patient was willing to devote three months of 
her life to sanatorium treatment the chances of cure 
were very great. 

Mr. J. E. H. ROBERTS (London) held that small 
trickles of blood in the pleural cavity would be 
enough to produce an effusion and that at times 
these were inevitable when puncturing the pleura. 
When he saw the pinhead tubercles, he said, he 
proceeded unless they were on the part he was going 
to divide. Drainage by a self-retaining catheter 
was very satisfactory for cases of secondary infection 
but required regulated and measured negative 
pressure. Mr. Roberts showed an apparatus that 
he used for the purpose and explained that a small 
degree of suction was best for a small mobile lung 
but higher manometric readings were suitable for 
assisting collapse in thoracoplasty. For lavage it 
was essential to fill the pleural cavity with fluid. 

Dr. MAURER, in reply, said that for the last six 
years, since he had introduced nicking the skin before 
inserting a needle, he had seen no case of secondary 
infection of an effusion. 


GLASGOW ROYAL MEDICO-CHIRURGICAL 
SOCIETY 


On Oct. 16th, with the president, Mr. GEORGE H. 
EDINGTON, in the chair, a discussion on 


Focal Sepsis 


was initiated by Dr. J. A. W. McCluskie and Mr. 
B. H. Humble, L. D. S. 

Dr. MoCLUSKIE spoke particularly of focal sepsis 
in the mouth and its relation to the production of 
disease in joints, heart, and kidneys. He held that 
closer coöperation between dentist and doctor would 
often benefit the patient. 

Mr. HUMBLE, speaking on 


RESIDUAL INFECTION OF THE JAWS 


said that residual infection after the extraction of all 
teeth could be classified into two types, according to 
whether or not buried roots remained. Statistics 
from the Mayo Clinic, Rochester, from New York 
City, and from London, showed that about 25 per 
cent. of all people wearing dentures had at least 
one root left which could only be discovered by 
X rays. Even a minute portion of a root might 
cause serious systemic infection. The removal of 
the root or roots would usually clear up the con- 
dition. A post-operative X ray examination of the 
jaws would be a safeguard to the dentist and the 
patient and a preventive of future trouble by 
revealing and causing immediate removal of roots. 
Residual infection with no buried roots depended 
on the state of the patient’s health, the severity of 
the operation, and the type of patient. The so-called 
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rheumatic type of person was more usually affected 
and the patient had probably retained infected 
teeth for such a long time that his recuperative powers 
were not equal to the task of resisting the infection 
after the extraction of the teeth. Such conditions 
as arthritis, antral empyema, and sciatica had been 
cured, after the treatment of the residual infection. 
Diagnosis was not easy. If dentures were inserted 
the patient felt uncomfortable. and complained of 
soreness of the alveolar ridge, usually in a distinct 
area. Radiograms might show any degree of 
rarefying or sclerosing osteitis. There might be only 
haziness of the trabeculæ or well-marked persistent 
areas of apical rarefaction, while the latter condition 
might go on to residual dental cysts. Where the 
original infection resulted from marginal gingivitis 
the bone might fail to form a compact outline, 
exposing the unjoined ends of the cancellous structures 
within the soft tissues. The alveolar edge would 
appear rough and uneven. Curettage of the diseased 
area was advocated by some authorities, but decried 
by others on the grounds of uncertainty that all the 
diseased bone had been removed. Bowdler Henry 
had introduced treatment by local diathermy with 
striking results. Talbot believed that residual 
infection was an indication of general systemic 
weakness and it was the general condition which 
should be treated. He used local application to the 
wounded gums with infra-red rays and general 
irradiation with ultra-violet rays. 


CONGRESS OF “ STRUCTIVE’’? SURGERY 


Tue first European Congress of Structive Surgery 
was held in Brussels on Oct. 3rd and 4th under the 
presidency of Dr. M. Coelst. The hon. president was 
Dr. J. F. S. Esser (Monaco) and the hon. vice-presidents 
Sir Harold Gillies (London) and Prof. Cardenal, 
rector of the University of Madrid. 

In his presidential address Dr. CoELST began with 
a tribute to Dr. Esser as founder of the institute of 
structive surgery that bears his name. He also 
spoke warmly of the help given him by Mr. T. P. 
Kilner (London) and Prof. Sanvenero- Rosselli (Milan). 
The term “structive surgery, he said, derived from 
the Latin struo (I build), had been suggested by 
Dr: Esser and accepted because no other word is 
comprehensive enough. Surgery of repair included 
only operations where transplantation is required ; 
plastic, an adjective borrowed from the vocabulary 
of artists, implied only the sliding of the tissues. 
The term structive, on the other hand, embraced all 
kinds of procedures for modifying or improving 
function both in the natural cavities of the body and 
on its surface. It interested every kind of specialist, 
for all were called upon to bring their knowledge and 
experience to the solution of the new problems that 
it faces. 

Dr. ESSER expressed his pleasure that this first 
meeting should bring illustrious representatives 
of structive surgery not only from other parts 
of Europe but from distant parts of the world. 
It had also collected specialists from other branches 
of medicine, the reason being that structive surgery 
is the first and only specialty that does not con- 
centrate on a limited field but wants to work in 
and with the other surgical specialties. Its sole end 
was to aid and to treat those most unhappy of human 
beings, the crippled, the malformed, and the mutilated. 
Dr. Esser here remarked that esthetic (cosmetic) 
surgery, a branch of structive surgery, has had little 


sympathy from the medical profession and has 
indeed been somewhat despised because some of its 
exponents have sought to make their reputation 
through the popular press and have pursued pecuniary 
interests rather than the relief of humanity. ‘‘ We 
propose,” he said, to suppress with all our power 
such practices.“ 

Dr. Victor CHEVAL spoke of the structive opera- 
tions performed in work on the nose, throat, and ear, 
and added his praise to the founder Dr. Esser. 
“The apostle of structive surgery, he goes from 
country to country gaining adherents; he fixes the 
rules of the discipline and gives it a suitable name; 
he disperses prejudices and has removed my own 
scruples. I avoided the conferences of cosmetic 
surgery, but I am present at the first European 
conference of structive surgery.” 

Prof. REMIJNSE (Rotterdam) pointed out that 
general surgery is not necessarily destructive surgery. 
He agreed that the new name had a larger significance 
than “surgery of repair, and he included within its 
scope not only the correction of acquired and con- 
genital deformities but also of instabilities and even 
abnormal functions. He warned his hearers of the 
danger (inherent in specialties) of limiting them- 
selves too completely to their own branch. ‘‘I find 
bonds everywhere unbreakable between general 
surgery and structive surgery; the elevation of the 
one will be followed by progress in the other.” 


Dr. HEGER GILBERT (Brussels), speaking as 
professor of forensic medicine in the University of 
Brussels, dealt among other questions with the 
reason why cosmetic surgery is so severely judged. 
It is not enough, he said, for a doctor in under- 
taking a purely cosmetic operation to convince 
himself that he is obeying a physical or surgical 
indication: it is essential that he shall also be in a 
position to demonstrate it.“ 

Dr. Watry, director of the Eastman Institute in 
Brussels, said that the aim of structive surgery, 
like that of dental surgery, is to produce harmony 
between form and function rather than to satisfy 
vanity or fancy. At the same time, he said, the rôle 
of dentofacial orthopedics is preventive, and it may 
even exclude surgery; though it may, on the other 
hand, require the surgeon’s help for its completion. 

Dr. DUPUY DE FRENELLE (Paris) referred to the 
great work of Lambotte in laying the foundations of 
osteosynthesis. He reviewed the technical methods 
which orthopædies contribute to structive surgery. 

Many communications were made to the congress, 
and they will be published in full in the Bulletin of 
the Société Européenne de Chirurgie Structive. They 
included a paper by Mr. KILNER on skin transplants, 
one by Mr. W. E. M. WARD IL (Newcastle) on the 
treatment of cleft palate, and contributions from 
among others, Dr. MALNIAK (New York), Dr. 
PoRTMANN (Bordeaux), Dr. Roy (Montreal), Dr. 
Pont (Lyons), Dr. Jiano (Bucharest), Dr. BoURGUET 
(Paris), Dr. WARREN PIERCE (San Francisco), Dr. 
JULIA DE LARA (Havana), Dr. MIicHALEK-GRODZKI 
(Warsaw), and Dr. PRUDENTE (Sao Paulo). In the 
course of the congress a visit was paid to the Hétel 
de Ville where the members were entertained by 
Monsieur Max, the burgomaster, and there was an 
official luncheon at which Mr. Wardill replied for the 
English representatives. 

It was announced that the next meeting will be 
held next year in London. The officers will be Mr. 
Kilner, president, and Prof. Sanvenero- Rosselli (Milan) 
and Prof. Dufourmentel (Paris) vice-presidents. Sir 
Harold Gillies will be the hon. president. 
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REVIEWS AND NOTICES OF BOOKS 


Textbook of Obstetrics 


For Students and Practitioners. By FREDERICK C. 
Irvine, A. B., M. D., F. A. C. S., William Lambert 
Richardson Professor of Obstetrios, Harvard 
University Medical School; Visiting Obstetrician, 
Boston Lying-in Hospital. London: Macmillan 
and Co., Ltd. 1936. Pp. 558. 25s. 


THE book is designed as a concise text-book for 
students and practitioners, and therefore accuracy 
in minor detail as well as in major fact is to be 
expected. This standard is maintained throughout 
the volume. The substance of this book is based 
essentially on well-established fact and teaching 
which has stood the test of time. The student will 
find here all that he needs to know of the subject of 
obstetrics and, in addition, material for revision of 
the relevant embryology, anatomy, and physiology. 
Prof. Irving has realised, and utilised to the fullest 
extent, the value of diagrams: these are in black 
and white, and show the details which they are intended 
to illustrate to good advantage. The section on the 
mechanical side of labour is exceptionally well 
furnished with diagrams. 

The complications of pregnancy are ably dealt with 
in chapters which contam many details of interest and 
practical use to the practitioner. There is much here 
that may seem at first new technique to the average 
reader in these islands, but consideration of the book 
as a whole will show that the novelty is not so much 
in the material as in the method of placing known 
facts before the reader. The operative side of 
obstetrics takes up several chapters: the procedure 
advised is mostly sound and even classical, and the 
only criticism we would offer is in connexion with 
minor details in certain of the forceps manœuvres. 
An appendix contains X ray photographs demonstrat- 
ing the use of this method of investigation in 
midwifery. 

This book will be useful to practitioners and also 
to students. 


A Short Practice of Surgery 


Third edition. By Hamimton Barney, F. R. C. S., 
Surgeon, Royal Northern Hospital; and R. J. 
McNeErxL Love, M. S., F. R. C. S., Surgeon, Royal 
Northern and Metropolitan Hospitals. London: 
H. K. Lewis and Co., Ltd. 1936. Pp. 995. 288. 


TRE third edition of this book appears only 18 
months after the second. Its popularity may be 
readily understood, since its contains an astonishing 
amount of information presented in a clear, dogmatic 
style; and since words are not wasted the print is 
for the most part of the large size beloved by the 
not over-industrious reader. Matters of special interest 
which such persons cannot be expected to care for 
are set up in smaller type. The size of the volume, 
though not unwieldy, could with advantage be 
reduced still further by the omission of a large number 
of illustrations which show the more advanced 
stages of disease, and the freaks and curiosities which 
are of no importance to the undergraduate student. 
It is the stated intention of the authors to employ 
illustrations to lighten the text, but this labour- 
Saving process may be carried too far. 

The teaching is on the whole sound and up to date, 
and the care which has been taken to indicate the 
value of many of the more recently introduced radio- 
graphic and chemical aids to diagnosis is praise 


worthy. Pathology has been reduced to a minimum 
and might almost be omitted altogether, since the 
student now finds it necessary to use separate text- 
books dealing entirely with this subject. But errors 
of development should be described more accurately 
and in greater detail, and we were unable to find any 
reference to such common defects as pre-auricular 
and pilonidal sinuses. Since the authors have tried to 
compress the maximum of information into the 
minimum of space they have had to fall back on 
lists. This is always a dangerous procedure, but 
when a list of the cause of gangrene is headed by 
Raynaud’s disease, merely because R happens to be 
the first letter of a well-known mnemonic, it becomes 
an unworthy one. The book is concerned throughout 
with facts rather than with the scientific interpreta- 
tion of clinical phenomena and the principles upon 
which rational treatment is based. For this reason 
we feel doubtful whether its teaching, so readily 
assimilated, can be of permanent value to the student ; 
but so long as it helps him over his immediate stumb- 
ling-block. the qualifying examination in surgery, its 
popularity is assured. 


Oxidation-Reduction Potentials 
teriology and Biochemistry 


Fourth edition. By L. F. Hrewrrt, Ph.D., B. So., 
F. I. C., Biochemist at the Belmont Laboratories, 
Sutton, Surrey. With a foreword by the Medical 
Officer of Health. Published by the London County 
Council. Agents for sale: P. S. King and Son, 
Ltd., 14, Great Smith- street, Westminster, S. W. I. 
1936. Pp. 101. 28. 


SINCE its first appearance in 1931 three new editions 
of this useful monograph have appeared. They form 
a record of steady advance rather than of sensa- 
tional progress; but a considerable number of new 
references are given in the present edition, bringing 
the extensive bibliography up to date. Details noted 
are the extension of the tables of oxidation-reduction 
indicators to include useful new dyes, and new work 
on yeast potentials and on the vitamin-like growth 
accessory substances required by micro-organisms. 
Such homely subject as the influence of oxidation- 
reduction on the keeping properties of bottled beer 
and of Cheddar cheese are instances of the applica- 
tions of this knowledge. In the section on pyo- 
oyanine, the later work of Michaelis indicating a 
monomolecular structure in solution might receive 
mention. The book continues to be a clear and up-to- 
date survey of an important field of bacteriology and 
biochemistry. 


in Bac- 


Scientific Progress 


Sia Halley Stewart Lectures for 1935. London: 
George Allen and Unwin Ltd. 1936. Pp. 210. 7s. 6d. 


THE lectures are by Sir James Jeans on man and 
the universe, Sir William Bragg on the progress of 
physical science, Prof. E. V. Appleton on the 
electricity in the atmosphere, Dr. E. Mellanby on 
progress in medical science, Prof. J. B. S. Haldane 
on human genetics and ideals, and Prof. Julian 
Huxley on science and its relations to social needs. 
They vary in quality, but they are all good and well 
worth careful reading. And to the attentive reader 
they are something more than a statement of the claim 
that science has revolutionised our material life and 
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might well convulse it if we are not careful—a claim 
of which the public must by now be a little tired. 
The real ‘“‘ wonders of science” are immaterial ; 
it is worth pursuing because of the emotional and 
spiritual enrichment which it brings into our lives, 
and in exhibiting this truth the present batch of 
lecturers have certainly forwarded the ideals of the 
Halley Stewart Trust. 


Basal Metabolism in Health and Disease 


Third edition. By Evarene F. DuBois, M. D., 
Professor of Medicine, Cornell University Medical 
College, New York. London: Bailliére, Tindall 
and Cox. 1936. Pp. 494. 22s. 6d. 


THE determination of basal metabolic rate, although 
regarded in most American hospitals as an almost 
indispensable aid to diagnosis, has not in the past 
found general favour in this country. This reluctance 
to adopt a measure which admittedly needs room, 
money, and expert technical assistance in no small 
measure may perhaps be partly due to a lower inci- 
dence of thyroid disease in England. But it is also 
a result of that conservative attitude of mind which 
believes that what cannot be measured accurately 
should not be measured at all. However, the days 
are past when an estimation of basal metabolism 
was of little value, except to confirm a clinical diag- 
nosis of hyperthyroidism or myxedema. Recent 
advances in endocrinology, such as the discovery of 
the thyrotropic principle of the pituitary and the 
recognition of the significance of syndromes like 
basophilism and Simmonds’ disease, have greatly 
widened the scope of the test, and it would seem that 
the necessary apparatus must form part of the equip- 
ment of any hospital which claims to be progressive. 

The third edition of Dr. DuBois’ book accordingly 
appears at a useful time. It is no mere technical 
handbook. Indeed, although the principles under- 
lying the various procedures for determining the 
basal metabolic rate are considered at length, details 
of technical manipulations have been purposely 
omitted. Nor is it just a catalogue of diseases in 
which abnormal gaseous metabolism has been 
observed. Dr. DuBois has taken a very broad inter- 
pretation of his title, and has written a searching 
and valuable review of a complex but important 
subject. He has himself been intimately concerned 
in the study of metabolism for many years, and no 
one can write with greater mastery of the subject. 


British Journal of Surgery 


THE October issue (Vol. XXIV., No. 94) contains 
the following papers :— l 


THREE CASES OF GLOANGIOMA OR ANGIONEUROMYOMA 
(Painful Subcutaneous Tubercle). By W. Arthur Mackey 
and. Alan C. Lendrum (Glasgow). The neoplasm arises 
from the specialised arteriovenous anastomoses of the 
skin, the commonest site being subungual. Pain may 
be extreme or absent, and there may be associated 
sympathetic disturbance. The histology is characteristic 
and the treatment is excision. 

Toe PROBLEM OF ANURIA: a Review of Recent Work 
on Renal Physiology with Reports of Two Cases. By 
Alan W. Cubitt (London). The author believes that the 
unobstructed kidney in reflex anuria may be healthy, 
its loss of function being explicable as a reflex change in 
intrarenal pressure, possibly hormonal in origin. The 
afferent path being nervous, spinal anesthesia is suggested 
as a form of treatment. 

Some CONTRIBUTIONS TO THE CAUSATION, PATHOLOGY, 
AND TREATMENT OF DUODENAL ULCER AND ITs Com- 
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PLICATIONS. By T. H. Somervell and I. M. Orr (South 
India). Vitamin A is regarded as a most important cause 
of duodenal ulceration. In treatment, as opposed to 
prevention, gastro-enterostomy is advocated as the method 
of T with high partial gastrectomy when the acidity 
is high. 

CONGENITAL Disc-SHAPED LATERAL MENISCUS WITH 
SNAPPING KNEE. By D. Stewart Middleton (Edinburgh). 
Three personal cases are recorded, all in young people 
under the age of 18. The relationship to trauma and the 
importance of ridge formation in the disc are discussed. 


Some EXAMPLES OF DISEASE OF THE VERTEBRAL 
Cotumn FOUND IN SKELETONS OF ANCIENT EGYPT: a 
Contribution to Paleopathology. By L. R. Shore (Cam- 
bridge). The specimens described suggest that tumours, 
tuberculous caries, and spondylitis existed in Ancient 
Egypt under conditions that allowed of a marked degree 
of healing. 

MULTIPLE ARTHRITIS IN PRESUMABLY TUBERCULOUS 
SUBJECTS : Difficulties in Diagnosis and Treatment. By 
Douglas H. Collins and Charles Cameron (Leeds). In 
9 out of 12 cases, non-specific arthritis was the final 
diagnosis, although several of the patients were known to 
have visceral tubercle. The results show that immobilisa- 
tion is harmful in chronic non-tuberculous arthritis. 


GRAVITY DRANAOE or PELVIO ABscEsS. By A. Lee 
McGregor (Johannesburg). The complications due to 
prolapse of an intestinal loop, to spread of infection to 
the perivesical connective tissue, and to wrong diagnosis 
are described. Rules for safety in the operation are 
formulated. 

MyomaTa OF THE GsOor HAUS. By J. Dudfield Rose 
(Durham). The tumours caused fatal stenosis in a man 
of 74. The author reviews 49 recorded cases. 


TRAUMATIO RUPTURE OF THE URETHRA : Eight Personal 

Cases, with a Review of 381 Recorded Ruptures. By 
A. Simpson-Smith (London). The details of treatment 
are considered. Suprapubic drainage is advocated for 
all cases, and the importance of immediate treatment in 
avoiding sepsis is urged. 
„ TUBERCULOSIS OF THE STOMACH CAUSING HOUR-GLaASS 
DEFORMITY, WITH COMPLETE SQUAMOUS METAPLASIA OF 
THE UrreER Looutus. By G. W. Watson, E. R. Flint, 
and M. J. Stewart (Leeds). Complete gastrectomy was 
performed in the belief that the case was one of malignant 
growth. Recovery was good. 


HALLUX VALdUs: a Comparison of the Results of 
Two Operations. By Eric I. Lloyd (London). In-patiente 
with bilateral disease, excision was done on one side of 
the head of the first metatarsal and, on the other, of the 
base of the first phalanx. The results did not favour one 
operation above the other. 

PsEUDOTUBERCULOMA SIOO TCM. By K. C. Eden 
and J. Herbert-Burns (London). Particles of grit entering 
a wound of the elbow gave rise, 16 years later, to the fibrous 
tumour without caseation. 

EMBOLECTOMY ON THE VESSELS OF THE EXTREMITIES. 
By Einar Key (Stockholm). An account of 48 operations, 
in more than half of which the circulation was restored. 
The late results are recorded. 


BILATERAL LOBECTOMY FOR BRONOHIECTASIS. By Ivor 
Lewis (London). A successful operation is described in a 
girl of 17. The procedure is described in detail. The 
one-stage technique was employed, with water-seal 
drainage through a low wound; the pedicle was closed 
by mattress sutures. 

NERVE-GRAFTING. By F. H. Bentley and Margaret 
Hill (Research Laboratories, Royal College of Surgeons of 
England). Experiments on cats show that grafts of fresh 
or degenerated nerve can be used successfully to bridge 
gaps of 3 cm. in nerves. Technique must be directed to 


minimise the development of scar tissue. 


An EXPERIMENTAL STUDY OF THE RETURN OF FUNCTION 
AFTER TENDON SEcTION. By D. Stewart (Manchester). 
Excision of half an inch of the tendons of the superficial 
plantar flexors in the cat, without either suture or restric- 
tion of movement, was followed by complete restoration 
of normal gait within six weeks. The repair was effected 
by tissue resembling normal tendon. 
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IODINE AND GOITRE 


For the past hundred years or more the 
relation of iodine to endemic goitre has occupied 
inquiring minds, and there is no doubt that a 
deficiency of this element plays a fundamental 
part in the genesis of the disease. Thyroid enlarge- 
ment has been produced in experimental animals 
by means of iodine-poor diets, and the adminis- 
tration of iodine prevents the occurrence of simple 
goitre in the human and its experimental produc- 
tion in laboratory animals no matter what type of 
goitrigenic agent be employed. Co DET, in 1819, 
was the first to use iodine in treating the disease 
and to Privost, eleven years later, we owe the 
suggestion that a deficiency in the water-supply 
might be responsible for its causation. The earliest 
iodine survey was conducted in 1850-53 by 
CHATIN, who showed that in goitrous regions of 
the Alps the soil, water, and foodstuffs were low 
in iodine. VON FELLENBERG in Switzerland in 
1923 and 1924 obtained similar results, and in 
the same years McCLunpon and his collaborators in 
the United States noted an inverse relationship 


between the iodine content of the drinking water. 


and of growing foodstuffs and the incidence of 
goitre. HEROUS, BENSON, and CARTER, and SHORE 
and ANDREW? in New Zealand found the distri- 
bution of goitre to be fairly closely related to the 
iodine content of the soil, but not to the drinking 
water. Both von FELLENBERG*® and LUNDE ‘ 
showed that the urinary excretion of iodine was 
much diminished in adults living in a district 
with a low incidence of goitre. 
a number of years it has been thought that although 
a deficient iodine intake contributes considerably 
towards the production of endemic goitre, it is not 
the sole explanation. MoCarrison and his col- 
laborators 5 in Himalayan India failed to establish 
any correlation between the iodine content of the 
soil and drinking water and the incidence of 
goitre. TURTON,’ again, has been unable to find 
any evidence that iodine insufficiency in the diet 
is a principal factor in the genesis of the disease 
in Derbyshire. 
reports from other observers. 

The problem therefore that confronts investi- 
gators is the nature of the other factor or factors 
in pathogenesis. Some observers consider that 
the condition is primarily due to an endogenous 


1 Hercus, O. E., Benson, W. N., and Carter, C. L.: Jour. of 
Hyg., 1925, xxiv., 321. 

bore, R. A., and Andrew, R. L.: Goitre in School Children, 

: t. of Health and Sci. and Indust. Research, 


n, 1929. 
s Aa Fellenberg, Th.: Biochem. Zeits., 1924, cxlii., 246. 
“Lunde, G.: Klin. Woch. 


7 . oc 9 9 ° 
s McOarrison, R., Newcomb, C., Viswanath, B., and Norris, 


. V.: Indian Jour. Med. Research, 1927-28, xv., 207. 
patton, P. H. J.: Proc., Roy. Soc. Med., 1933, xxvi., 1223. 


Nevertheless, for 


Similar statements are made in 


disturbance in the organism, whereby larger 
amounts of the iodine- containing hormone of the 
thyroid are necessary for the metabolic needs of 
the body. Such a disturbance, usually temporary, 
occurs at puberty, pregnancy, and the menopause, 
when goitre is fairly common, although the iodine 
intake is adequate for normal requirements. In a 
district in which the environmental iodine content is 
reasonably high, goitre will develop only in those 
individuals in whom the endogenous disturbance 
is especially marked, whereas in districts in which 
the environmental iodine content is at a minimal 
level, though adequate for normal purposes, a 
larger proportion of the population will develop 
goitre at these periods. Another view is that 
although there may be little difference in the 
iodiné content of the foodstuffs in a goitrous and 
a non-goitrous district, as in the survey described 
in the report reviewed on p. 1073 of our present 
issue, the iodine may be found in such a form in 
the foodstuffs grown in the goitrous district that 
it is absorbed with difficulty by the alimentary 
tract. To determine the truth of such an hypo- 
thesis balance experiments would be necessary. 
A high calcium intake, though not the essential 
factor, may be an important contributory one, 
in that it may bind the iodine in such a manner 
as to interfere with the absorption of iodine from 
the gut. Diets low in iodine and high in calcium 
produce greater thyroid enlargement in laboratory 
animals than diets low in iodine and low or normal 
in calcium content. Similarly, in surveys in 
which no direct relationship has been found 
between the iodine content of the soil and that of 
the plants grown on it, as in the recent research 
by SHORE and ANDREW ” in New Zealand, iodine 
may be present in the soil in such a combination 
that it cannot be utilised by the plant. This 
possibility requires elucidation, but the task is not 
an easy one. Such a defect in the soil may 
possibly be corrected by appropriate manuring. 
A further view is that a deficiency of fresh vege- 
tables may also be a factor in goitre production, 
since there is experimental evidence that certain 
fresh plants have an antigoitrigenic effect.® 

The careful survey undertaken by the Medical 
Research Council’s iodine committee with an 
accurate method of iodine analysis is of con- 
siderable value, since it shows that iodine deficiency 
in the foodstufis is not the sole explanation of 
endemic goitre in this country and points the way 
to further research. The problem is of world-wide 
importance. 


ELSBERG’S WORK ON SMELL 


THe sixty-fifth anniversary of CHARLES 
ELSBERG’S birth is celebrated by the dedication 
to him of the August number of the Bulletin 
of the Neurological Institute of New York. 
Outside the United States he is perhaps best 
known for his work on the diagnosis and treatment 
of spinal cord tumours, in which his experience is 

*Shore, R. A., and Andrew, R. Rep. Depts. of Health 


„R. A., j L.: p 
and Sci. and Indust. Research, No. 45, Wellington, 1934. 


Marine, D., Baumann, E. J., Webster, B., and Cipra, A.: 
Jour. Exper. Med., 1933, lvii., 121. 
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unique. He was appointed to the Neurological 
Institute at its foundation in 1909, but despite 
the passage of many years since that time his 
vigour is fortunately unabated and at present, 
as we have already related, : he is engaged in 
investigation of the physiology of smell and the 
critical testing of this sense in intracranial lesions. 
The apparatus devised by him for the detection 
of deviations from normal is remarkably simple 
and precise. It consists essentially of a cylinder 
of compressed air, test bottles for the odours, 
and nose pieces. A measured volume of an odour 
is injected into the nasal passages under a known 
pressure during a period of voluntary cessation 
from breathing. This procedure, which is essentially 
a test for olfactory acuity, and has been named 
the blast injection test, enables the detection of 
the smallest volume in cubic centimetres required 
for the identification of the odour on bisynchrono- 
rhinal injection (olfactory coefficient of the odorous 
substance) and the smallest volume in cubic 
centimetres required for the identification when 
injected into one nasal passage (the minimum 
identifiable odour, or M. I. O.). Investigations of 
a series of normal persons has shown that these 
thresholds are remarkably constant. Thus the 
normal M. I. O. of coffee is between 8 and 9 c. cm. 
and that of citral 7 to 8 c. om. 

The inadequacy for anything but the crudest 
tests of the methods commonly used in clinical 
practice is probably responsible for our ignorance 
of the minute anatomy and functions of the 
different parts of the olfactory tract and of any 
but the grosser deviations from normal of olfactory 
sensation in intracranial lesions. CAJAL believed 
the anterior commissure to be a sort of olfactory 
chiasm containing crossed and uncrossed fibres, 
and his view has been supported by other workers. 
The frequency with which this part of the brain 
and the temporal lobes are involved in neoplastic 
formations suggests that a careful analysis of 
olfaction may supply much help in the problems 
of localisation. Exsprere himself writes: The 
exact areas concerned in the perception and 
identification of odours have not yet been 
established, but we have already obtained some 
evidence which points toward certain areas and 
we have the hope that further investigations may 
enable us to establish more exactly the parts of the 
brain that are concerned in olfaction.”* The 
estimation of the duration of fatigue, resulting 
from the injection of a continuous stream of a 
selected odour, is an important branch of this 
technique. Such fatigue appears to be due to a 
refractory state in parts of the brain itself and is 
abnormally prolonged in the presence of a large 
tumour of the brain, and is manifested on the same 
side. Investigation of 118 patients with suspected 
tumours of the brain reveals some interesting 
observations and diagnostic possibilities.“ Thus 
the M. I. O. in patients with increased intracranial 
tension and papillodema tends to be less than 
normal, suggesting heightened irritability of some 


THB LANCET, 1936, i., 907. 
* Bull. 8 Inst. New York, 1935, IV., 493. 
3 Ibid., p. 511. 
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part of the olfactory tract. But when a tumour 
presses on one olfactory nerve the M. I. O. on that 
side is higher than normal; thus the presence 
of this sign in tumours of the pituitary suggests 
that the tumour has extended beyond the confines 
of the diaphragma sellæ. In intracerebral tumours 
and large dural growths that have become buried 
in the brain the M. I. O. is not raised, but the 
duration of fatigue is prolonged on the same side 
as that of the neoplasm. 

A further extension of this method of testing 
lies in the discrimination between olfactory and 
trigeminal sensation and this promises to be of 
value in localising posterior fossa tumours, If 
this should be substantiated by further work it 
will be of considerable importance, because the 
distinction of posterior fossa and frontal lobe 
tumours is occasionally very difficult in practice. 


A POLICY FOR CEYLON 


Tue latest report on malaria in Ceylon is written 
by Lieut.-Colonel C. L. DUNN of the Ross Institute, 
London School of Hygiene and Tropical Medicine.! 
Inevitably it takes as its start the recent malaria 
epidemic with its 1,500,000 cases and 70,000 
deaths, and after pointing out that such epidemics 
have recurred in the island about every five years 
and are likely to go on doing so, it looks into the 
future in the hope of finding some way in which 
these repeated tragedies may be averted. Colonel 
DUNN agrees with Colonel C. A. GEL ? that relapses 
played the chief part in the first wave of the 
epidemic, and believes that they come about 
from three well-recognised causes : there had been 
months of drought, in other words, of partial 
famine for rural inhabitants ; when rain gave them 
the chance to do so these persons had to work in 
their neglected fields to the point of exhaustion ; 
and with the late rain the temperature fell. More- 
over, as the result of five years’ freedom from 
widespread malaria, the people were mostly non- 


‘immune and that is a condition in which infective 


gametocytes are abundant in the blood of those 
who have relapses. Yet again, with the drought 
the conditions were particularly suited for the 
multiplication of Anopheles culicifacies, the most 
important local carrier, for its favoured breeding 
places are pools such as were left in abundance 
when streams began to dry up after the failure of 
two successive monsoons. Circumstances of man 
and insect were favourable for an epidemic of 
malaria, 

There was never any shortage of drugs for treat- 
ment. The mean annual issue of quinine for the 
last four years had been 13, 000 Ib.; for the six 
epidemic months it was 33, 000 Ib. In addition 
large quantities of Plasmoquine and Atebrin 
were made available, mainly to hospitals. Atebrin 
too often gave rise to abdominal pain, mental 
derangement, and death; it was unpopular among 


1 Malaria in Ceylon. An inquiry into its causes, the thera 
peutic and other measures used during the epidemic of 1934-35, 
with recommendations for 5 b. H., late l. of future epidemics 
By OC. L. Dunn, C. I. E., Lieut.-Colonel, Indian 
Modical Service, and 2 57 Public Health, United Provinces 
of India. London: Bailliére, Tindall and Cox: 1936. Pp. 67. 6s. 

$ See THE LANOET, 1936, i., 322. 
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the villagers, and in 70 cases treated in the Columbo 
General Hospital where chances of reinfection were 
the slightest there were, within three weeks, 20 
relapses with plasmodia in the blood. For these 
reasons atebrin was largely given up by medical 
men in Ceylon. When atebrin and plasmoquine 
were taken together, their toxicity was higher than 

when they were given separately. The combina- 
tion which has, it is held, given the best results in 
Ceylon and in India has been one of 0-02 gramme 
of plasmoquine and about 24 grains of quinine 
daily for twenty-one days, these being doses for 
adults ; but it is pointed out that a mass treatment 
which needs so long a course is not likely to be a 
success. Sir Marcom Warson in his preface 
to the report speaks of the dominant position that 
quinine still holds in the mass treatment of malaria 
and hesitates to combine it with synthetic drugs. 
Further experiments are in progress in Ceylon in 
the hope of finding a safe and practical mass treat- 
ment of this kind which kills gametocytes and 
does not rely for the prevention of reinfection on 
the formation ‘of an immunity gained as the result 
of untreated attacks, for such gain can be got only 
at the cost of the lives of the many who fail to 
become immune. Stress is laid on the varying 
races of plasmodia with their varying virulence, 
a condition which makes it necessary for each 
country to find out the drug, and its dosage, 
that is best suited to its inhabitants and their 
finances. 

The advice given for prevention is far-seeing. 
Mass treatment is a necessary part of it, and will 
be the easier in Ceylon in view of the large number 
of rural hospitals, the excellence of their equipment, 
and the degree to which the villagers make use 
of them—matters in which Ceylon is far in advance 
of anything that Dunn has seen in India. The 
first need is not, then, for more doctors, certainly 
‘not for more of them with a lowered standard of 
education. Yet Ceylon may learn something from 
India ; in the United Provinces, where there is 
no dispensary within easy reach of everyone, there 
are handed. over to village headmen, school- 
masters, or other responsible persons, standard 
malaria treatment outfits, with simple instructions 
for their use; the 5000 village aid dispensaries ” 
there have become most popular, and there would 
be many more of them if funds were available. 
Wireless health talks are also given in India, and 
these are most useful where there is a loud-speaker 
receiver for a group of villages; and there are 
cinema vans with Indian actors in the films and 
stories in illustration of health maxims. But above 
all, there is the need in Ceylon of voluntary work 
in the villages set going through simple courses 
of instruction, given in schools and elsewhere by 
the action of some such body as the Health 
Publicity Bureau of the United Provinces; for 
when the value of the work so done has come home 
to the people, the necessary funds have been found 
by landlords and by the villagers themselves. 
Antilarval measures on a large scale must still fall 
on the Government, and DNN is satisfied that for 
mosquito breeding grounds of proved danger in 
Ceylon the place of oiling can be taken by weekly 
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flushing through the building of weirs with sluice 
gates. The sites of Government buildings are most 
important and there should be no hesitation in 
moving these, and even whole villages, from 
dangerous to more healthy spots—the latter 
change having had great success in the United 
Provinces. 

Such are some of the main recommendations for 
the lessening of endemic malaria in Ceylon, and for 
preventing its periodical flare-up in epidemic form 
with terrible waste of health, money, and life. 
The foundations of this policy are not those of 
empty theory, for all of them are of proved worth 
in dealing with a like problem in like conditions. 


THE FACTORS OF EPIDEMICITY 


THE distinguished German epidemiologist, ADOLF 
GOTTSTEIN, has recently set out? conclusions drawn 
from nearly sixty years’ personal experience of 
epidemiological happenings. The most striking is 
that things are seldom so bad as they seem. After 
the war, Eastern Europe was a prey to diseases 
the mere name of which, typhus, cholera, small-pox, 
bring a shudder to any man who knows his 
medical history. It was little more than a century 
before that the retreat from Moscow spread havoc 
by disease through Germany. Those orthodox 
frontier barriers, unknown to Napoleon’s medical 
officers, which Dr. Gottstein’s methodical country- 
men could have been trusted to use had they 
been there, were broken down; the internal 
sanitary services were starved and disorganised. 
Who, thinking on text-book lines, could doubt 
that typhus and cholera at least would slay their 
thousands? Dis aliter visum. In 1919 there 
were 2 deaths from cholera and 527 from typhus 
in the Reich. 

Then, again, the privations of the war were 
associated with a notable increase of mortality 
from tuberculosis. But in those post-war years, 
for the disorganisation and degradation of which 
the present rulers of Germany can find no words 
of contempt sufficiently bitter, the downward 
trend of mortality from tuberculosis was resumed 
and soon a point was reached at least as favour- 
able as would have been reached had the pre-war 
trend been uninterrupted. The sight of means to 
do ill deeds does not always result in ill deeds 
being done. Put otherwise, there is much difference 
between individual and group phenomena. If 
one injects a mouse with a liberal dose of an 
organism pathogenic to it, one may be reasonably 
sure that the mouse will take the disease. If one 
introduces a number of mice so treated into a 
herd of normal mice, whether there will be an 
epidemic at all or, if there is, whether it will be 
great or small, is a result depending upon many 
variables. Naturally that is true of men as well 
as mice. As Dr. Gottstein puts it, the individual 
problem is often one of only two variables, the 
group problem one of many variables. To be 
quite frank, Dr. Gottstein puts it in a good many 
more words, but that is the substance of his 


1 Acta Med. Scand., 1936, lxxxix., 564. 


1050 ‘THE LANCET] THE ENDOCRINOLOGY OF VIRILISM [oor. 31, 1936 


contention. His conclusion is that epidemiologists 
must use the mathematics of the statistical 
physicists, for they have to solve a problem 
involving many variables. Whether Dr. Gottstein 
is, like Plato, an admirer of mathematics rather 
than a mathematician, we do not know. Most of 
us must find the mathematics of relativity too 
difficult, although the sets involved are only of 
order 4. The epidemiological set would be of 
higher order and there may be a long interval 
before an Einstein devotes his attention to 
epidemiology. 

Nobody would deprecate the mathematical 
approach, but there is an alternative to which 
Dr. Gottstein does not refer (many things change 
in Germany but contempt for all but absolutely 


gigantic foreign investigators seems to be an 
unvarying characteristic of the German race)— 
that is the experimental study of epidemiology, 
which is mainly an English and American specialty. 
It is essentially an attempt to make working 
models of the biological groups exposed to risk of 
disease and to measure empirically the several 
factors of epidemicity. It is in its infancy; no 
man of sense will expect it to provide general 
epidemiological formule or solutions in this 
generation. But it provides a field of endeavour 
for those who realise the justice of Dr. Gottstein’s 
contentions and are, like him, anxious to find truth, 
but know that they will never hold her in a 
mathematical net which they have not the skill 
either to weave or to cast. 


ANNOTATIONS 


THE ENDOCRINOLOGY OF VIRILISM 


METHODS of preparing and assaying concentrates 
of the sex hormones and pituitary hormones found in 
body fluids are steadily improving, and in conse- 
quence the clinical and experimental sides of endo- 
crinology are drawing together. In many directions 
efforts are being made to supplement clinical obser- 
vations with estimates of the amounts of the various 
hormones in circulation or excreted. In the case of 
virilism some considerable success has been achieved. 
It has been known for several years that the normal 
human female excretes appreciable quantities of 
(as yet unidentified) male hormone or hormones. 
Recently Levy Simpson, de Fremery, and Macbeth 1 
reported that a large excess of the same substance, 
or a similar one, was present in the urine of 4 out of 
7 women with an adrenogenital syndrome, of 3 women 
with Cushing’s syndrome, and of 2 girls with pseudo- 
hermaphroditism. The latter were aged 104 and 16$, 
but a third pseudohermaphrodite, aged 4, showed no 
excess of male hormone; neither did a post-meno- 
pausal patient, age 56, labelled as Achard-Thiers 
syndrome. The urine was chemically extracted, and 
tested on capons and castrated rats. Where possible 
several specimens of the patient were tested at 
different periods. Negative results obtained on one 
or two specimens were not necessarily significant. 
A later paper? from Scandinavia suggests that in 
some cases of virilism enormous amounts of male 
hormone (2200 international units per litre) may be 
excreted. The examination of both urine and blood 
for male hormone activity would be of great interest, 
but the quantities of blood required are large. ; 

Whether the excess of male hormone found in 
virilism is responsible for the suppression of men- 
struation, the hirsutism, and the enlargement of the 
clitoris is not certain. The site of origin is also 
doubtful. The pituitary is unlikely, for its secretions 
are not known to act on castrated animals, and 
excess of gonadotropic hormone has not been reported 
in cases of virilism. The ovaries or the adrenal 
gland must be regarded as the most likely source. 
Reichstein 2 has described the isolation of a crystal- 
line steroid, adrenosterone, with male hormone 
properties, from the adrenal, and it is reasonable to 
suppose that the secretion of this substance might 
be increased by hyperplasia of the adrenal. Slot,? 


i i et a 185 N de 5 P., and Macbeth, Alison: 
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however, failed to find any excess of male hormone 
in a malignant adrenal tumour. Since cstrone-like 
and progesterone-like activity may be shown by 
adrenal extracts,“ it seems probable that a number 
of biologically active by-products result from sterol 
metabolism in the adrenals, and the male hormone- 
like substance may also be incidental. 

It is most reasonable to suppose that the ovary is 
responsible for the male hormone excreted by normal 
females. There is little direct evidence that the sub- 
stance fulfils any function in female mammals, but 
in the bird, since the comb of either sex is sensitive 
to male hormone and insensitive to cstrone, it must 
be assumed that male hormone is responsible for the 
large red comb of the laying hen.“ Further, the hen’s 
comb atrophies after ovariectomy, so there is good 
reason to suppose that in birds at least the ovary 
actively produces male hormone. It is possible, 
therefore, that under the influence of pituitary or 
adrenal tumours the rudimentary androgenic activity 
of the ovary is increased and effective amounts of 
male hormone are produced. It must be remembered, 
however, that a case of virilism occurring after 
ovariectomy has been reported. 


FEVER THERAPY 


An authoritative report on the production of 
fever by physical means appeared under the auspices 
of the council on physical therapy of the American 
Medical Association 7 just too late to be mentioned 
in our leading article of last week. It is an important 
pronouncement, too summary in itself to be 
summarised, which should be read carefully by every- 
one interested in the subject. The main sections 
deal with methods of treatment, diseases treated, and. 
the general effects of the treatment. This has 
been recommended for no less than fifty different 
diseases. The results in the majority . . . have 
not been encouraging, although for a selected few 
the method of treatment has given promise of great 
usefulness. ... The studies which have been made 
during the last year indicate that the chief sphere of 
usefulness of this form of therapy lies in the treatment 
of gonorrhea, both acute and chronic, and its 
complications. It would appear that it may be of 
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value in the treatment of syphilis in its various 
manifestations, particularly when fever therapy is 
combined with chemotherapy. While there is a 
suggestion that artificial fever produced by physical 
means may be helpful in the treatment of intractable 
bronchial asthma, in selected cases of chronic infective 
arthritis, chorea, and undulant fever, nevertheless 
clinical data are not sufficient to permit any final 
conclusions. Its value in about forty other diseases 
remains to be proved. It seems to offer promise of 
considerable usefulness as a _ therapeutic agent, 
particularly in the treatment of gonorrhea.” Later 
it is pointed out that the method is strictly a hospital 
procedure; that it is essential that a well-trained 
personnel be in complete charge of the work; that 
skilful nurse technicians, who have had at least one 
month’s supervised training, administer the treat- 
ments, and that a physician be in constant attendance. 
Patients to be treated with fever should be selected 
with as much care as are patients who are to undergo 
a major surgical operation.” This is a warning to 
the over-enthusiastic, but the precautions are really 
elementary and are no more than would be required 
by any treatment involving risk to the patient. 
“The dangers ... are extremely rare when the 
administration of the fever treatments is in the hands 
of a competent, well-organized group.... It would 
seem from the clinical standpoint that the production 
of artificial fever by physical means offers certain 
factors of control and safety which make it appear 
preferable in some instances to the production of 
fever by malarial inoculations or by injections of foreign 
protein.” Eighty-five references to original papers 
are given, and the minimum of claims is allowed. 
Of these, one or two may be regarded as established, 
the rest a8 promising but requiring more numerical 
backing. Further experiment along certain lines is 
deprecated as being unlikely to produce any but 
negative results. Although the scope of the treat- 
ment has yet to be defined, there can be little doubt 
of its having come to stay, and the next twelve months 
should see it rapidly settling down into its place. 


MAGGOTS AS TISSUE SCAVENGERS 


THE maggots of the flesh-fly have been used in 
America for the treatment of open necrotic lesions 
ever since the discovery during the late war that 
they had a beneficial effect on wounds that were 
accidentally infested. The larve, in the actively 
growing stages, feed on dead and infected tissues, 
leaving behind relatively clean flesh that has a chance 
of healing. There are, however, several objections 
to the use of larvæ, apart from the repugnance felt 
by a large proportion of patients so treated: the 
part must be immobilised ; fully grown larvæ migrate 
from the wound and burrow into the dressings to 
pupate; the dressings need skilled and constant 
attention; and the method is applicable only to 
shallow or widely opened wounds, for the larvæ 
can find no air for their respiration in the recesses 
of narrow fistulæ or potential cavities. In addition, 
suitable strains of clean fly larve must be kept in 
cultivation. 

The larve can take food only in liquid form. 
This they make by the excretion of proteolytic 
enzymes, which are capable of acting externally. 
Several attempts to prepare active extracts of these 
enzymes have met only partial success in the United 
States, where the larve themselves are in fairly 
extensive use. Dr. André Maurice, working 
under Prof. Brumpt in France, has prepared a 
% dealbumised extract of larve in the form of 
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jelly. In his report! no details of the mode of 
preparation are given, but Brown and Farber? have 
prepared proteolytic pastes by grinding washed 
larve, and it is probable that the dealbumisa- 
tion ” removes some of the larval debris. Dr. Maurice 
reports a series of cases cured or greatly improved 
by use of the jelly. These include an appendioular 
abscess, chronic osteomyelitis, anal fistula, carbuncles, 
and ozena. In most the course of the disease differs 
little from one to be expected without the use of the 
jelly, but in some there appears to have been a rapid 
solution and discharge of necrotic matter from long- 
standing suppurative processes, followed by quick 
healing. 

The treatment is analogous to the separation of 
sloughs by the action of mammalian gastric enzymes, but 
with enzymes of far greater lytic potentiality. The 
jelly confers most of the benefits of the larval treatment, 
and the difficulties of breeding, applying and maintain- 
ing larvæ, the need for immobilising the patient and 
the zsthetic objections to wound infestation with 
maggots disappear. If active preparations will 
keep, and can be prepared free from bacterial 
contamination, there is no reason why they should 
not receive a thorough trial in this country. 


VOLUNTARY HOSPITALS AND THE NEW ACT 


OPENING a discussion last week at the Medico- 
Legal Society on the legal status of voluntary 
hospitals, Mr. C. E. A. Bedwell mentioned a point of 
possible concern to medical stafis in recent legis- 
lation. He was rounding off an historical survey with 
a reference to the Voluntary Hospitals (Paying 
Patients) Act of the present session. In summarising 
last week the provisions of this statute, we noted 
that the Charity Commissioners can now be asked to 
sanction (notwithstanding the existence of restrictive 
trusts) a specified number of pay-beds for a specified 
period at a specified scale of charges. These last 
words were perhaps too curt a statement of 
Section 2 (2) of the Act which Mr. Bedwell cited in full: 


The committee of management may charge such patients 


‘as aforesaid for accommodation and maintenance (includ- 


ing such medical and surgical attendance and treatment 
as is given by the resident staff of the hospital) in 
accordance with such scale of charges as may be specified 
in an order. 


The wisdom of this subsection, especially in hospitals 
with medical schools, was, he remarked, extremely 
doubtful because the resident medical officers ought 
not to have a claim independently of their chiefs. 
Attendance upon private patients, he said, was an 
important part of these officers’ training; the senior 
member of the medical staff was wholly responsible 
for the care of the patient; a separate payment 
implied some service rendered apart from the chief 
to whom the patient was responsible for the payment 
of fees. As house governor of King’s College 
Hospital, Mr. Bedwell speaks with experience and 
authority. 

One important distinction between voluntary and 
rate-supported hospitals was further emphasised in 
the discussion. The rate-aided institution is bound 
to admit any ratepayer who requires treatment ; 
the voluntary hospital is under no legal obligation 
to admit patients who apply for treatment. The 
existence of waiting-lists at voluntary hospitals is 
based on the power to refuse patients; from the 
patients’ point of view waiting-lists are indefensible. 
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Mr. Bedwell looks forward to the creation of joint 
committees, representing both the voluntary and the 
rate-aided hospitals, which will exercise a general 
supervision over all institutional activities for the 
benefit of the health of the community. Manchester, 
he says, has already formed a body of this type, and 
Liverpool is taking steps in the same direction. 
He would not, it seems, hesitate to apply to voluntary 


hospitals the same process of amalgamation as has 


been applied to English railways since the war. He 
sees analogies between voluntary hospitals and 
voluntary schools.. In the past thirty years many 
voluntary schools have been closed and replaced by 
schools erected by local authorities. He contemplates 
a like fate for hospitals. When this stage is reached, 
the Minister of Health must intervene to coördinate 
facilities. The new Voluntary Hospitals (Paying 
Patients) Act is a reminder that the English legal 
system has a profound respect for ancient trusts. 
The Act will give the Charity Commissioners an active 
control of several voluntary hospitals. Mr. Bedwell, 
remembering the precedent of the schools, would 
like to see the powers of the Charity Commissioners 
transferred to the Minister of Health who would 
then have a direct concern in the welfare of the 
voluntary hospitals. Amendments to give the 
Minister some definite authority over the trans- 
actions which the new Act makes possible were 
suggested in debate while the Bill was under dis- 
cussion. They did not commend themselves to 
Parliament. 


DIAPHRAGMATIC HERNIA 


Tue Richard Stawell oration delivered by Sir 
Thomas Dunhill at Melbourne in September, 1935, 
which has only now been published, afforded an 
opportunity for the orator to pay a tribute to his 
friend before embarking on an account of diaphrag- 
matic hernia which is much more than a mere 
amplification of his previous writings on this subject.“ 
Sir Richard had himself suggested diaphragmatic 
hernia as a suitable theme for the oration, and his 
choice was a wise one because the surgery of this 
condition illustrates how far we have progressed 
since the days when the diagnosis of an obscure 
disorder could be made only by looking inside.“ 
Success in the treatment of hernia through the 
diaphragm, indeed, demands the most careful pre- 
liminary planning of the operation in collaboration 
with those who have special knowledge of the anatomy, 
embryology, physiology, and radiology of the 
thorax and upper abdomen. Every clinician can 
profit from the study of Sir Thomas’s attempt to 
link the patients’ symptoms to the findings at opera- 
tion. It is not long since we were content to classify 
these hernias under two headings—congenital and 
acquired ; and surgeons were divided into two camps 
according to their opinion on the operative technique 
—some holding that the approach should always be 
from the abdomen, while others were equally emphatic 
in their claim that it should always be through the 
chest. Though further interest in the problem had 
already been awakened in America, it is only during 
the past ten years that we find in British journals or 
books any important references to the subject. 
Dunhill stands pre-eminent among the surgeons in 
this country who have added to our knowledge, and 
his researches have gone to show that there are 
several varieties of congenital diaphragmatic hernia, 
and that whereas some may be treated by an 
abdominal operation, others require a combined 


1 Med. Jour. Austral., 1936, ii., 139. 
2 Brit. Jour. Surg., 1935, xxii., 475. 


THE HEART IN EXERCISE 


[oor. 31, 1936 


abdominal and thoracic exposure. His determina- 
tion to obtain the X ray evidence which has enabled 
him to formulate a clear classification of the visceral 
displacements, and his efforts to interpret precisely 
the extent and nature of the developmental error 
underlying each type of hernia should provide both 
a stimulus and an example to those whose aim it is 
to advance the science of surgery. 


THE HEART IN EXERCISE 


-= RADIOGRAPHIC examination of the heart was 
attempted as early as 1902 in which year Moritz! 
published some orthodiagraphic observations upon 
wrestlers and cyclists before and during exertion. 
His early and unsatisfactory conclusions were supple- 
mented and modified six years later? when he 
demonstrated the apparent anomaly of reduction in 
size of the heart shadow under stress—an observation 
subsequently confirmed by numerous investigators. 
It thus became clear that in healthy subjects maximal 
exertion does not (as was supposed) cause acute 
dilatation, and it was concluded that dilatation is to 
be expected only when the myocardium is seriously 
impaired. Nevertheless cautious workers have always 
been aware of fallacies that are hard to avoid in 
making these cardiac measurements. Thus Vaquez 
and Bordet,’ who also found on orthodiagraphy that 
the heart shadow diminished after work, hesitated to 
ascribe any significance to the reduction, because the 
diaphragm in their experimental subjects remained 
at a lower level after the work, giving the heart a 
more perpendicular position and hence a smaller 
diameter of its outline. However, Gotthardt,“ who 
in 1929 was the first successfully to register the 
movements of the heart, employing Stumpf’s kymo- 


graph, found a diminution of the transverse diameter 


accompanying an increase of the beat volume and in 
the amplitude of the left ventricle. 

The latest investigators are Faber and Kjaergaard,’ 
and they deal at some length with the kymographic 
examination of the heart during brief work, an 
application which they claim has hitherto not been 
attempted. Their experiments were conducted on 
young healthy adults of both sexes, the work con- 
sisting of lifting dumb-bells at the rate of 30 times 
per minute until fatigue prohibited further lifting ; 
a8 an average 73 times in the case of males, 30 times 
in the case of females. A comparatively small 
increase in pulse frequency (16 per minute) and a 
slight rise (8 mm.) in the systolic blood pressure were 
noted. From comparison of their results with those 
recorded under greater muscular exertion it appears 
as if the same changes that are demonstrated in the 
hard-working hearts are demonstrable in these hearts 
under lesser stress. At the same time as the heart 
diminishes in diameter, the amplitude of the left 
ventricle increases about 20 per cent., and that of 
the right ventricle about 10 per cent. Thus the 
heart responds to the greater demand by increasing 
the number of contractions and the amplitude of the 
individual contractions: the latter condition is 
presumably the cause of the rise of blood pressure 
and also of the increase of beat volume. Faber and 
Kjaergaard point out that the information obtained 
through radiographic studies is apparently incom- 
patible with the prevailing view of physiologists, 
which is an acceptance of what is known as Starling’s 

1 Moritz, F.: Munch. med. Woch., 1902, xlix., 1. 
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Law of the Heart, which explains a temporary 
dilatation of the ventricles as a consequence of an 
increased afflux of venous blood during diastole. 
Starling held that the lengthening of muscular fibres 
before systole ensured a more powerful contraction ; 
hence the term ‘physiological dilatation.” To 
reconcile this divergence of physiological and radio- 
logical opinion, Faber and Kjaergaard point out the 
difference in experimental conditions. Physiological 
views of the circulation are based chiefly upon studies 
of isolated animal hearts; demonstration of an actual 
dilatation by clinical working experiments has not 
been practicable. They also question, a priori, 
whether physiological dilatation of the heart is 
possible—whether in fact the inflowing venous blood 
is under a sufficiently high pressure to distend the 
ventricles. In their view we should not think of the 


increased minute-volume as due to a passive dilata- 


tion of the heart but should rather attribute it to an 
active diminution in the size of the heart with 
increased emptying power. 


MUCOUS COLITIS 


Mucous is a glycoprotein which is a normal secretion 
of both stomach and intestine. Its exact functions 
are difficult to assess. In the first place it is able to 
absorb large quantities of water and also a good 
number of dissolved substances. In the stomach it 
certainly absorbs both hydrochloric acid and ferments 
and for this reason it has been regarded as having 
some protective rôle in gastric digestion. Thus 
Boldyreff 1 compares mucus to a bumper that wards 
off excessive irritation of the mucous membrane in 
the digestive tract. But at the same time he draws 
attention to its power of setting free, under changed 
conditions, ferments that it has previously absorbed. 
On the whole his evidence suggests that excess of 
mucus is likely to be harmful to digestive processes, 
but that in normal amounts its protective action is 
of the utmost value; like a fish net, he says, mucus 
catches microbes and so performs mechanical dis- 
infection along the entire digestive tract. 

The normal mucus of the intestine probably 
fulfils the function of softener, lubricant, protective, 
and water-carrier, and its production is of course 
much increased whenever there is intestinal irritation, 
as in infective colitis. There are many people 
however who from time to time pass large quantities 
of mucus—either alone, or with fæces, or in inspissated 
casts—without apparent cause, and their complaint 
is apt to be called by the misleading name of mucous 
colitis, though evidence of actual inflammation is 
lacking. Various changes in the frequency and 
nature of the bowel actions may be found in such 
patients, varying from extreme spastic constipation 
to profuse mucous diarrhea. In these circumstances 
it ig never easy to determine whether the abnormalities 
of mucous secretion and bowel actions cause the 
symptoms or whether symptoms and abnormalities 
of mucous secretion are alike the result of some other 
underlying disorder elsewhere in the body. It is 
therefore encouraging to find a writer? on mucous 
colitis prefacing his paper with the statement that 
he has made observations that lead to a better under- 
standing of this clinical entity. It is disappointing, 
on the other hand, to find that the classification 
presented contains no less than eleven subdivisions 
of referred colitis ” not including a difficult group 
of complex cases.“ The causes indicated are also 
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many and various — their complexity being pleasantly 
increased by printer's errors — and treatment alone 
seems simple since a mild catharsis by castor oil, 
followed by a regularly administered laxative, is 
indicated and a mild sedative to allay intestinal 
supersensitiveness and autonomic susceptibility fills 
all requirements.“ We fear that this is too good 
to be true, and that the multiplicity of symptoms, 
the varying causes, and frequent failure of all forms 
of treatment leave mucous colitis a problem of 
very great difficulty. The more is known about it 
the more is emphasis laid on the essential röle of the 
nervous system in governing both the motor functions 
of the bowel and its secretion of mucus. 


LONDON MEDICAL EXHIBITION, 1936 


Nor much more than a generation ago the physician 
used to buy a very limited number of drugs once or 
twice a year from an almost equally limited number 
of firms, compound a few stock mixtures and some 
favourites of his own in his dispensary, and feel 
that he had all the armamentarium he needed. 
In its own way, the equipment of the surgeon was 
equally limited. The proliferation of aids to every 
department of medicine which has taken place within 
the memory of most of its practitioners has been 
due to several factors. One of the chief has probably 
been the great advances that have been made in 
applied chemistry and physics, but whatever the cause, 
the practitioner’s chief anxiety to-day is not to 
decide what mixtures to make up for himself, but 
to distinguish, from the hundreds of compounds 
which are prepared for his assistance, those which 
may be of some real value to him in his struggles 
against disease; and when he has to tackle debility 
he may also find himself puzzled as well as helped 
by the range of dietary supplements on the market. 
The surgeon’s corresponding task is selecting from 
the varied products of the manufacturer’s ingenuity 
those which he will be most likely to need in his 
daily work; specialists such as ophthalmologists 
and aurists have of recent years had to face the same 
or similar problems. It is now comparatively easy for 
the manufacturer of fine chemicals, the biological 
chemist, the metallurgist, the optician, and the 
engineer to fulfil any reasonable requirement of the 
medical practitioner and not a few unreasonable ones. 
This facility has produced something like a race to 
turn out each year more and more permutations and 
combinations of synthetic drugs, vitamin foods 
and complicated surgical apparatus, not necessarily 
to satisfy any formulated demands, but rather in the 
hope that some use may be found for them. And 
where there is an assured demand, as, for example, 
for cod- or halibut-liver oil, a physician must choose 
from about twenty makes, all vouched for as reliable 
by assay; there must be ten good kinds of diabetic 
bread and as many ingenious operating tables. 

When, however, the critic las accused the exhibitors 
at the London Medical Exhibition of producing an 
embarrassment of riches, he has shot his bolt. The 
products shown there are of high quality; the 
promoters, with many years of experience and a 
determination to maintain a rigid standard see to 
that. What stands out at the exhibition is the 
keenness and resourcefulness of the manufacturers 
when faced with a specific problem. Our corre- 
spondent from Scotland quotes on another page the 
tribute paid by Prof. Dunlop to the manufacturing 
chemists in his inaugural lecture. They constantly 
show willingness to risk money and effort in setting 


up costly plant and employing highly paid experts 
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to manage it, on the chance that the products will prove 
sufficiently useful to give them areturn. Nowadays as 
soon as a potentially useful discovery or invention is 
made half a dozen manufacturers instantly develop it 
and ensure that the medical profession and their 
patients shall have the benefit of it at a reasonable price. 

The Medical Exhibition provides a far more 
satisfactory solution of the problem of how to tell 
the doctor what is being prepared for his use than 
does the post office. Many firms maintain a con- 
tinuous outflow of circulars and free samples to practi- 
tioners, but a large proportion must find their way 
into the waste-paper basket; even if they are read 
they cannot give such a clear idea of the nature and 
possibilities of the goods as can be got from discussion 
with those in charge of the stands. Moreover, 
the practitioner with a specific problem can come 
and challenge the exhibitors to solve it. The exhibi- 
tion has amply justified its existence, and its promoters 
each year render a service to our profession. 


PASCHEN BODIES 


THE death at Hamburg of Enrique Paschen, 


noted on another page, has followed closely that of 
his contemporary, Amédée Borrel, at Strasbourg, 
mentioned in a recent Paris letter (p. 952). Virus 
workers all over the world have now to mourn the 
passing of the two pioneers whose names will always 
be associated with the demonstration of elementary 
bodies in the lesions of the pock diseases (fowl-pox, 
Borrel, 1904; vaccinia and small-pox, Paschen, 
1906 and 1908). These observations, accompanied 
as they were by the expressed belief that the bodies 
in question constituted the veritable cause causantes 
of the diseases with which they were associated, 
had long to wait for general acceptation, and it is 
only within the last six years that renewed attention 
to them, in the course of the recent great revival of 
virus studies, has yielded the long looked-for evidence 
of their etiological importance. Their study is 
even yet, however, in its infancy, but now that 
serious attention is being given to them after a long 
period of neglect and old records are being more 
eagerly scrutinised, it is just possible that a valid 
claim to have discovered and figured the elementary 
bodies in a virus lesion, at a time when the isolation 
of causative and cultivable organisms from virus 
lesions had not yet been given up as hopeless, may be 
posthumously awarded to John B. Buist, whose studies 
on vaccine lymph carried out in the bacteriological 
laboratory of the University of Edinburgh and 
published in book form in 18871 contain a remarkably 
accurate description of the elementary bodies, suspected 
by the author to represent the spores of micrococci. 


THE POPULATION OF THE WORLD 


IN a recent paper? Raymond Pearl and Sophie 
Gould, continuing their previous studies of popula- 
tion, take the whole world for their field of discourse 
and seek to measure the numbers and the growth- 
rate of its human inhabitants. At the present time, 
they report, over 70 per cent. of the population 
is either regularly counted in recurring censuses or 
has been counted at some time in the past—or at 
least an attempt has been made at a count. Of 
the wholly uncounted residue, which must be 
estimated, China constitutes by far the major portion, 
and her numbers probably constitute as much as 
21 per cent. of the world total. Including China 
their estimate of the world’s population at the middle 
of 1931 is 2073-3 millions, living at an average density 

2 Vaccinia and Variola: A Study of their Life-history. 


John B. Buist, M. D., F. R. S. L. London: 
Ltd. Human Biology, September, 1936. 
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of 40 persons per square mile, and probably growing 
in recent years at a rate of about 1 per cent. per 
annum. The population in the middle of the 
seventeenth century they assess at 445 millions, and 
reviewing various hypotheses find it reasonable to 
conclude that this total was reached by a very slow 
and irregular rate of growth over a very long time, 
followed in the last 300 years by a relatively tremen- 
dous spurt not yet ended. This spurt they attribute 
to scientific discovery and ‘‘the application of its 
results, in the broadest sense including exploration 
as well as technology, to man’s basic problem of 
how best to cope with and exploit his natural environ- 
ment.” In this discussion of totals and rates of 
growth in the dim past we can rely only upon more or 
less intelligent guesses and what seem reasonable 
hypotheses. With more recent figures we are on 


relatively sure ground and one aspect of the world’s 


population Pearl and Gould present with clarity. 
A little over 5 per cent. of the land area of the earth 
contains, they compute, 52-5 per cent. of its popula- 
tion; in something over half the total land area 
there resides only 4-5 per cent. of the total. 


At the annual meeting of the London Insurance 
Committee on Thursday, Oct. 22nd, Dr. E. A. 
Gregg completed his year of office as chairman of 
the committee. Dr. Gregg is the second medical 
man and the first insurance practitioner to hold that 
position. The committee passed a vote of appre- 
ciation of the able, impartial, and courteous manner 
in which Dr. Gregg had discharged his duties and he 
was presented by the incoming chairman with a copy 
of the resolution bearing the committee’s seal. 


THE LEAGUE'S NUTRITION POLICY 


THE recommendations of the second committee on 
nutrition were accepted by the Assembly of the 
League of Nations this month. Although the com- 
mittee looks forward to international codperation in 
the exchange of ideas and in the organisation of 
agricultural produce, it urges national action as the 

step. The League then is to pass on the 
committee’s recommendations to the governments. 

One group of recommendations is concerned with 
improving the scientific basis of nutritional policies. 
The governments are asked to encourage the study 
of dietetic requirements, existing inadequacies, and 
prices, supplies, and consumption; and they are 
invited to consider to what extent and by what 
means their national statistics of the supply and 
consumption of individual foods might be improved. 
A second group deals with the teaching of the medical 
profession and the laity about nutrition. A third 
asks for consideration of the dietary needs of special 
sections of the community, expectant and nursing 
mothers, children, and the unemployed. Another 
group of recommendations deals with the economic 
aspects and urges governments to take steps to make 
food-supplies, and especially protective foods, avail- 
able at prices within the reach of all. For this 
purpose the committee suggests closer collaboration 
between producers’ and consumers’ organisations and 
the evolution of agricultural production in order to 
satisfy the requirements of sound nutrition. 

Governments are recommended to set up bodies, 
under their control and in contact with scientific 
institutions, to be centres of research, study, and 
propaganda, ‘‘ a centre where the recommendations 
and principles laid down by experts can be adapted 
to national conditions.“ They are also asked to pro- 
mote the international standardisation of the technical 
analysis of foodstuffs, and the control of preparations 
sold primarily for their vitamin content. The pro- 
vision of standards of reference and of specification 
is demanded for the grading of all kinds of food 
according to quality. 
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PROGNOSIS 


A Series of Signed Articles contributed by invitation 


CXIX.—PROGNOSIS IN CANCER OF THE 
RECTUM 


At the present time the only satisfactory treat- 
ment of rectal cancer is surgical excision of the 
rectum. Prognosis. depends therefore on the patient’s 
capacity to stand the operation and on whether the 
disease is still at a stage when it can be completely 
removed. The assessment of the patient’s fitness 
for operation is largely a matter of clinical judgment. 
The points to which special attention must be directed 
are considered in the first two sections of this article. 
It will generally be found possible to form a sound 
opinion as to whether the patient will prove a good 
operation risk and whether the disease is early or 
late. A much more accurate prognosis can be reached 
after the pathologist has had the opportunity of 
examining the excised rectum. The particular 
points to which attention is directed are the rate of 
growth of the tumour and the extent of its spread by 
direct continuity, by venous channels, and by the 
lymphatic system. These methods have proved very 
useful to the surgeon because it is possible, on the 
basis of a pathological classification, to reach a degree 
of accuracy in prognosis probably unequalled in any 
other branch of malignant disease. 


PROGNOSIS BASED ON CLINICAL EXAMINATION 


When rectal and sigmoidoscopic examination 
(together with biopsy confirmation if thought neces- 
sary) has revealed a rectal carcinoma, the prognosis 
as 5 cure in any case depends entirely upon 
whether the growth is operable. The smaller, the 
more movable, and the more superficial and pro- 
tuberant the growth the more likely is it to be 
completely removable. A deeply ulcerating growth 
however is likely to have penetrated the rectal 
wall with risk of extrarectal spread: for anatomical 
reasons an ulcerating growth anteriorly is more 
dangerous than a similar growth posteriorly ; this 
applies to both sexes. 
If the primary growth is situated in the middle 
and lower rectum an accurate estimate of its mobility 


can be made by the examining finger, but if the 


growth arises in the upper third of the rectum one 
can only form a provisional opinion of its operability. 
A large growth in the rectosigmoid region may give 
a false impression of fixity, especially in male subjects 
with a narrow pelvis; in such cases abdominal 
exploration is necessary and often proves a border- 
line case to be still within the limits of operability. 
As a general rule it may be said that the immediate 
prognosis of a growth high up in the rectum is less 
favourable than that of a growth in the lower rectum, 
partly because a rectosigmoid growth is liable to 
produce some degree of obstruction with its attendant 
dangers, and partly because eradication of such a 
growth can usually be carried out only by a com- 
bined excision with its cansiderable operative risk. 

In some cases rectal examination suggests a very 
bad prognosis : 

1. In a small deeply ulcerated growth in the lower 
third of the rectum, if hard glands or any extrarectal 
induration can be made out digitally on the posterior or 
postero-lateral aspects of the rectum, this is a certain 
indication of such extensive lymphatic spread that cure 
is unlikely even by a radical combined operation. 

2. Sometimes rectal examination reveals submucous 
thickening above the main growth, either in the form of 


nodules or rarely as a generalised brawny infiltration 
analogous to the leather-bottle stomach. Clinically this 
may resemble a connective tissue tumour such as a 
sarcoma or endothelioma, but it is more likely to prove 
to be a rapidly growing carcinoma. Such a patient is 
incurable by any method, and even if a palliative perineal 
excision is done, early pelvic recurrence will inevitably 
take place. 

3. If vaginal examination proves the growth to be bulg- 
ing into the va and to be adherent to the posterior 

vaginal wall the outlook is poor. A growth which has 
ulcerated through into the vagina is inoperable, and the 
same estimate applies to a high rectal carcinoma which 
can be felt invading the posterior vaginal fornix ; a com- 
bined excision of the rectum in conjunction with a total 
hysterectomy is attended by a prohibitive mortality. 

4. A low rectal carcinoma which has spread down the 
anal canal and presents as an ulcerating or fungating 
anal mass may justifiably be treated by perineal excision, 
chiefly as a palliative method, but the prospects of cure 
are slender and the possibility of extension to the inguinal 
glands has to be kept in mind. 


Apart from these local characteristics other factors 
have an important bearing on prognosis. 

Age.—Young subjects usually stand radical opera- 
tion well; thus in a series of 19 perineal excisions 
(St. Mark’s Hospital, Cancer Follow-up Scheme) in 
subjects aged 35 or under there was only 1 death, 
and in 15 combined excisions there were only 2 
operative deaths. Conversely, in old subjects the 
risk of radical operation is much greater, the chief 
causes of death being chest complications and renal 
failure. In the St. Mark’s Hospital records there 
are 37 cases aged 70 or over treated by perineal exci- 
sion with 8 operative deaths, and out of 7 cases of 
70 or over treated by one of the combined methods 
of excision (abdomino-perineal or perineo-abdominal) 
there were 3 deaths; these numbers are admittedly 
small but serve to indicate the heavier mortality at 
this advanced age. 

Sex.—It is the general experience of all surgeons 
that the operative risk of excision of the rectum is 
less in females than in males. The reason for this is 
that the wide female pelvis renders the dissection 
and mobilisation of the rectum more easy and in 
consequence there is less risk of sepsis. 

General conditions.—The thin wiry type of patient 
with a regular slow pulse and a good blood pressure 
is the ideal subject for an excision of the rectum, 
especially when a combined excision is proposed. 
A persistently rapid pulse may be the deciding factor, 
if the growth is operable, in favour of a perineal 
rather than a combined excision. Prognosis is some- 
times entirely altered by general conditions, such as 
obesity, chronic bronchitis, diabetes, or myocardial 
failure, which necessitate the adoption of palliative 
rather than radical treatment. A marked loss of 
weight and strength with increasing anemia and 
loss of appetite usually indicate an advanced state 
of the disease with a short expectation of life. Excep- 
tions to this of course occur; for instance, a small 
friable growth may bleed profusely and produce 
severe anemia and yet be well within the limits of 
surgical removal. Similarly, a large villous growth 
may undermine a patient’s strength on account of 
diarrhoea and loss of sleep; the removal of the growth 
will be attended by a very good prognosis. 

Urinary failure, as shown by dryness of the tongue, 
poor urinary output, and raising of the blood-urea 
may prohibit a severe operation; similarly in a 
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borderline case the presence of a urethral stricture 


of long-standing or a greatly enlarged prostate 
with the expectation of much post-operative urinary 
difficulty may force the surgeon’s decision to deny 
radical operation. 

Pregnancy.— It might be thought that cancer of 
the rectum complicated by preguancy would be an 
almost hopeless combination. The two following 
eases however suggest that the prognosis probably 
depends on the depth of spread at the time of opera- 
tion rather than upon the incident of the pregnancy. 

1. Mrs. L. B., aged 26 (Mr. Lockhart-Mummery’s case), 
seen in February, 1930, with a carcinoma of the rectal 
ampulla; patient two months pregnant. Uterus emptied, 
then colostomy and perineal excision (May, 1930). Colloid 
.carcinoma invading the perirectal tissues, neighbouring 
lymphatic glands free from metastases. The patient 
remains well to June, 1936 (six years). 

2. Mrs. D. D., aged 37 (author's case), seen in May, 
1931, with a carcinoma # inch in diameter in the lower 
third of the rectum, complicated by a four months’ preg- 
nancy. Treated by hysterectomy (in conjunction with 
Mr. C. Lane-Roberts) and colostomy, followed by perineal 
excision (June, 1931). Columnar-celled carcinoma invad- 
ing inner muscular coat only; lymphatic glands free 
from metastases. The patient remains well to September, 
1936 (over five years). 

PROGNOSIS BASED ON EXPLORATORY LAPAROTOMY 


The operability of a considerable proportion of 
cases of rectal cancer can only be decided by laparo- 
tomy and thorough abdominal exploration. This 
applies particularly to tumours in the rectosigmoid 
region, which constitute between 60 and 70 per cent. 
of all rectal cancers. In addition to the obvious 
criteria of operability such as mobility of the growth 
and absence of detectable metastases, the surgeon 
will note the presence or absence of hard enlarged 
glands extending up along the superior hemorrhoidal 
vessels ; such glands usually indicate that the case 
is a late one and much will depend on whether the 
vascular pedicle can be ligated well above the highest 
infected gland. 

If a rectosigmoid growth is found to be adherent 
in the pelvis either to the side walls of the pelvis or 
to other viscera such as the bladder, uterus, or coils 
of small intestine, the operator’s experience must 
decide whether the adhesions are only inflammatory, 
or whether they are due to actual malignant invasion ; 
if the latter, the prognosis is bad both in regard to 
immediate mortality and liability to recurrence. 
Involvement of the small intestine or its mesentery 
implies a late stage of the disease with likelihood 
of peritoneal or lymphatic spread beyond the reach 
of radical operation, and a double resection has only 
in rare instances been justified. If intra-abdominal 
examination of a growth in the upper third of the 
rectum shows that the peritoneum over it is ulcerated 
the risk of peritoneal dissemination is grave, and 
even if a radical operation is done the chances of 
cure in this type of case are very slender. 

In cases which are clearly fixed and inoperable, 
valuable help in formulating prognosis may be 
obtained by laparotomy; the presence of free fluid, 
peritoneal or omental secondary deposits, or metas- 
tases in the liver, all indicate a brief expectation of 
life, and as a general rule it may be reckoned that 
85 per cent. of these cases will be dead within a year ; 
it should be remembered, however, that if a colos- 
tomy is done the patient’s health may improve to a 
surprising degree for some time, and last year I 
recorded elsewhere with Mr. O. V. Lloyd-Davies 
five cases inoperable by reason of abdominal metas- 
tases who survived for more than two years after 
palliative colostomy had been performed. 


PROGNOSIS BASED ON PATHOLOGICAL INVESTIGATIONS 


It is necessary next to consider what views as to 
prognosis may be formed after a study of the patho- 
logy of the excised tumour. This investigation 
should never be omitted because information is 
obtained thereby which is likely to be of great assist- 
ance to the surgeon in forming an accurate opinion 
of the patient’s prospects. 

The details of a satisfactory method for the exami- 
nation of the operation specimens were described 
in 1932 and 1935 by Dr. Cuthbert Dukes, director of 
the pathology department at St. Mark’s Hospital. 
His reports on pathological specimens include a 
description of the size and position of the growth, 
its extent of spread by direct continuity, by venous 
channels, and by lymphatics, and also a description 
of the microscopic characters and rate of growth. 
On the basis of these tests he divides cancer of the 
rectum into three groups: a cases, in which the 
growth is limited to the wall of the rectum ; B cases, 
in which there is spread by direct continuity into 
the perirectal tissues, but no glandular metastases ; 
© cases, in which metastases are present in the lym- 
phatic glands. More than 500 cases of cancer of the 
rectum have been classified in this way at St. Mark’s 
Hospital, the distribution of these groups being 
shown in Table I. The practical value of this method 
of classification is shown by the figures in a later 
table which records the results of patients treated 
by perineal excision. 


TABLE I 
Grouping of 563 Cases of Rectal Cancer Treated by Radical 
Operation 
Group. Cases Percentage 
A oe oe ee 84 15 
B ee ee ee 205 6 0 00 36 
C ee se ee 274 eeeoe 49 


Histological grading.—According to its histology 
carcinoma of the rectum may be divided into two 
main groups—adenocarcinoma composing about 90 per 
cent. and colloid carcinoma about 10 per cent. There 
are, however, very marked differences in the micro- 
scopic appearances of rectal cancer due to the fact 
that in some the rate of growth is slow and in others 
more rapid. These differences have long been recog- 
nised and described by such terms as “low-grade 
malignancy”? or highly malignant.” In recent 
years an attempt has been made to give this dif- 
ference in histological characters a more precise 
definition and, following the direction of Broders, 
adenocarcinomata of the rectum are now divided 
into four grades of malignancy according to the 
degree of differentiation of the tumour cells. At St. 
Mark’s Hospital a recent analysis of more than 200 
cases graded in this way has shown very striking 
differences in the survival rate after excision of the 
rectum. Thus the five-year survival rate for Grade 1 
tumours was 60 per cent., for Grade 2 44 per cent., 
for Grade 3 24 per cent., for Grade 4 nil, and for 
colloid growths 37 per cent. 

The method of classifying tumours on the basis of 
their histology is not in any way opposed to the 
classification into A, B, and C cases according to 
extent of spread. The one method measures the 
rate of growth, the other the distance reached, and it 
is obvious that the two are correlated. From the 
point of view of prognosis it is important to collect 
all the information possible so that a complete patho- 
logical report should include both an estimate of the 
rate of growth of the tumour as well as a description 
of the extent of its spread. The surgeon will find 
the information derived from histological grading to 
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be particularly useful in Grades 1 and 4, but it is a 
drawback to grading that these only include about 
10 per cent. of rectal cancers. The great majority 
of malignant growths fall into Grade 2 or Grade 3. 
The significance of colloid or mucoid change has 
been the subject of much speculation ; colloid carci- 
noma has generally been regarded as a type for which 
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the prognosis is bad, but there are some grounds 
for believing that this is not necessarily so, and that 
as in other types the depth of spread is the important 


factor. 
W. B. GABRIEL, M. S., F. R. C. S., 
Surgeon to St. Mark’s Hospital. 


(To be concluded) 
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THE PANEL CONFERENCE 


THE annual conference of local medical and panel 
committee representatives was held on Oct. 22nd 
in the Great Hall of B.M.A. House, with Mr. D. 
ELLIOTT Dickson, F. R. C. S. (Lochgelly, Fife), in the 
chair. Dr. Wm. C. Woodward, director of the Bureau 
of Legal Medicine of the American Medical Asso- 
ciation, was welcomed as a visitor. Dr. H. C. Jonas 
(Barnstaple), chairman of the Insurance Acts Com- 
mittee (I. A. C.), in moving the adoption of the report, 
said that the outstanding feature of the year was 
Dr. H. G. Dain’s retirement from the chair after 
twelve years’ service. He wondered how the con- 
ference would fare without Dr. Dain’s clarity of vision 
and facility of expression as the I.A.C.’s spokesman. 
He then spoke of Sir Henry Brackenbury’s decision 
not to seek re-election to the I. A. C. Sir Henry, he 
said, had done extraordinary work for insurance 
practitioners. There was no acuter mind than his, 
and he was the ideal public debater ; he fought hard 
for his point of view and, when the fight was over, 
bore no rancour even if his view was not adopted. 
Dr. E. KAYE LE FLEMING added that they owed to 
Sir Henry the foundation of their magnificent organisa- 
tion, and the conference passed with acclamation a 
motion recording grateful appreciation of his services. 
Sir Henry BRACKENBURY said that, looking back 
over the 25 years since the introduction of the 
Insurance Act, two broad questions struck him 
particularly : the increased value the nation places 
on its health, and the enormously increased area of 
medical responsibility. Medical practitioners as a 
body were sometimes reproached with the fact that 
the health of the nation was not better than it was; 
the community and the individual lay person also 
had responsibilities. It was, he thought, not for 
practitioners to reproach themselves for the imper- 
fections of the national health if the other parties 
were not recognising and carrying out their responsi- 
bilities. There were four factors affecting the health 
of the community which needed attention—noise, 
smoke, nutrition, and physical training. 


Representation on the I.A.C. 


At the 1935 conference the I.A.C. were instructed 
to devise a scheme by which the various groups of 
practitioners in an electoral area should have a voting 
power approximating to the numbers of insurance 
practitioners in the groups, and to arrange for such 
a scheme to be put into force for the I. A. C. election 
in 1936. The I. A. C. decided on a scheme whereby 
the individual members of the local medical and 
panel committee should constitute the electorate, 
the vote of each member bearing a value equal to 
the number of practitioners on the medical list at a 
specified date divided by the number of members of 
the committee. An amendment by Dr. G. F. WHYTE 
(Dundee) to provide that an insurance practitioner 
should be regarded as included in the list of only 
one insurance committee was lost, and the conference 
approved the action of the I.A.C. 


Capitation Fee 
Dr. Jonas (1.A.C.) moved: 


That the case for an increase in the capitation fee for 
insurance practitioner is sound. 


He stressed the importance of securing suitable 
recruits to the medical profession; the children of 
medical practitioners were among the best types of 
recruits. Since 1924 when the present capitation fee 
was awarded by a court of inquiry the cost of 
medical education had increased, the period for 
qualification had been prolonged to six years, and the 
curriculum had been stiffened. There were ample 
figures available to demonstrate the increasing 
volume of work in insurance practice; moreover 
the efforts of approved societies to reduce sickness 
claims had greatly increased the clerical work. He 
did not think there was much alteration in general 
practice expenses, but there was no doubt about the 
increase in visits to and attendances by insured 
persons. It was undeniable that the medical services 
given under the N.H.I. Acts were considerably better 
to-day than in 1924. 

Dr. E. A. GREGG (London) expressed doubt about 
the soundness of the case as submitted; it was 
unwise, he thought, to base it merely on post-1923 
conditions.—Dr. H. W. WALLACE (Lancashire) dis- 
agreed with Dr. Jonas about general practice 
expenses, mentioning the increased cost of assistants. 
—Dr. A. McCarruy (Birmingham) commented upon 
the discrepancy between the increase of work and 
the reduced cost of living index figure, but Dr. 
A. BENHAM STICH (Gateshead) would have liked 
expert advice to be taken on the cost of living.— 
Dr. W. M. Knox (Glasgow) wondered whether the 
I.A.C. would be prepared to accept a reduced 
capitation fee if the result of arbitration should be 
unfavourable.—Dr. P. MACDONALD (York), speaking 
as a hospital surgeon, said it was clear to him that 
the character of the work done by insurance prac- 
titioners had changed during the last 21 years, had 
changed since 1923, was still changing, and was 
changing in the right direction. The case for the 
insurance practitioner should, he felt, be based on 
the quality of his work, and the responsibility he 
undertakes, rather than on the mere amount.—Dr. 
J. H. Warp (Lines, Lindsey) spoke against the 
proposal on the grounds that the Government would 
not agree to an increased fee.—Dr. A. BALDIE 
(London) said no one present, and very few other. 
practitioners, would think the case was not sound. 
But they might have to meet the argument that the 
country is initiating schemes of national defence and 
that doctors should set an example at this juncture. 
He suggested this was an opportunity to appeal to 
the Minister of Health to inquire into the allocation 
and distribution of surplus funds credited to approved 
societies.—Dr. DAIN said that if the conference 
thought the case was sound they must decide what 
they intended to do. If they went to arbitration 
they must be prepared to accept the award. The 
I.A.C. felt that the case was sound. 
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The motion was put and carried unanimously. 
A resolution declaring that the time was now oppor- 
tune for action was carried by a large majority, 
as well as a third motion instructing the I. A. C. to 
proceed with an application to the Minister of Health 
for an increase in the capitation fee. The three 
resolutions were then put as a composite motion and 
were carried with one dissentient. 


Consultant and Specialist Services 


The report of the J.A.C. on this subject referred 
to the appointment of a joint committee repre- 
senting the British Medical Association, the National 
Association of Insurance Committees, and the National 
Conference of Friendly Societies, to explore the possi- 
bility of securing the addition of consultant, specialist, 
and laboratory services to the benefits available 
under the N.H.I. Acts. Certain data are being 
obtained so that the joint committee may form a 
more accurate estimate of the size of the problem, 
including some idea of the public demand for the 
suggested extension of the present service. Mean- 
while a subcommittee of the I.A.C. had prepared 
and the J.A.C. had approved a number of provisions 
and safeguarding conditions as a basis of discussion 
by the joint committee. The principal items are :— 

1, That consultant, specialist, and pathological services 
should be available as an integral part of medical benefit 
for all persons entitled to that benefit. 

2. That such service should be available only on the 
recommendation of the general practitioner in attendance. 

3. That there should be free choice of consultant, 
specialist, and pathologist by the general practitioner in 
attendance, 

4. That the decision in regard to the eligibility of 
practitioners for inclusion in, and continuance. on, the list 
of available consultants formed in connexion with the 
provision of the service, should rest with a properly 
constituted professional body. 

5. That the organisation of such services should be on 
lines strictly comparable with those obtaining in private 
practice, the consultant receiving the patient in his own 
consulting-rooms or attending at the patient’s home, as 
the case may be. 


An amendment by Kent to provide alternatively 
for the consultant to attend at the consulting-room 
of the general practitioner in attendance was carried. 

A motion by Lancashire that there should be no 
extension of medical benefit unless and until the 
capitation fee is considered adequate was carried 
almost unanimously. 


Insured Persons in Hospital 


The conference approved the action of the I.A.C. 
in agreeing to the inclusion in the regulations of a 
proviso laying it down that a practitioner shall not 
be responsible for the treatment of his insured patients 
in a hospital unless the hospital is one in which 
patients are entitled under the rules to secure treat- 
ment by their own medical attendants practising in 
the district, whether or not such medical attendants 
are on the hospital staff. This will not apply to 
sad aaa homes or institutions carried on for 
profit 


Convalescent Homes 


The I.A.C. have been endeavouring to check the 
practice which exists at some convalescent homes of 
collecting the medical cards of insured inmates on 
arrival and giving a temporary resident credit. In 
the autumn of 1935 inquiries were instituted and it 
was found that of 48 insurance areas with con- 
valescent homes situated in them only 11 had limited 
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payments from the local practitioners’ funds to the 
amount received from the central fund, whilst 8 
had such limitation under consideration. In 14 areas 
payment was confined to those actually receiving 
treatment and 6 areas had this point under con- 
sideration. Pointing out that the payment out of a 
local practitioners’ fund in respect of temporary 
residents of a sum greater than that received from 
the central fund means that the difference is borne 
by those practitioners who have not attended tem- 
porary residents, the I.A.C. recommended that no 
distribution scheme should contain any provision 
permitting a higher payment. This was agreed to. 


Emergency Treatment 


Dr. J. NELSON (Hull) moved: 

That it be an instruction to the I.A.C. to consider 
whether any alterations should and could be made in the 
regulations dealing with emergency treatment to ensure 
that payment for such service should not fall on either the 
doctor or the practitioners’ fund where the circumstances 
under which the service was rendered do not comply with 


the existing regulations. 


This, he said, was a small matter, but one which had 
been causing a lot of trouble. He instanced the case 
of a charwoman who, whilst working in the house 
of her employer soon after 9 A. M., splashed ammonia 
into her eyes. This he contended constituted an 
emergency. The mistress must have known that 
the employee was insured, but instead of sending 
for the patient’s doctor she called in her own medical 
attendant. The practitioner giving the treatment 
sent in a claim for emergency treatment. The two 
doctors lived about the same distance from the 
employer’s house. The employer was quite willing 
to pay the doctor who attended, but Dr. Nelson’s 
committee took the view that the practitioner was 
not entitled to receive money either from or on behalf 
of an insured person. 

Dr. J. SNEDDON (Manchester) said that in his area 
the difficulty was overcome by practitioners doing 
one another’s emergency treatment. One type of 
case which was giving considerable trouble was that 
of emergency treatment following extractions of 
teeth.—Dr. C. L. BATTRSON (London) said that in a 
case where the two doctors were equidistant there 
could be no reason for sending for a practitioner 
other than the patient’s own doctor. In a case of 
this description his committee would disallow the 
claim. The practitioner who was called in would 
have a perfect right to charge a fee.—Dr. JONA8 
said that on the facts of the case cited he 
with Dr. Batteson. He thought that areas finding 
trouble with emergency cases might well look into 
the Manchester method; it should be a case of 
“you do it for me to-day and I do it for you 
to-morrow,” 

The motion was withdrawn. 


Excessive Prescribing 


A motion by Essex that every effort should be 
made to devise more efficient means for the examina- 
tion of the orders issued for the supply of drugs, &o., 
the prevention of waste and extravagance, and for 
safeguarding the limited funds available for the 
provision of drugs was agreed to, and the I.A.C. 
was asked to take steps towards this end. 

Lancashire then asked the conference to 
that the National Formulary is sufficiently compre- 
hensive to cover the medicinal treatment of the 
majority of conditions with which the insurance 
practitioner has to deal, and that its more general 
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use wonld result in reduction of the cost of drugs 
without loss of therapeutic efficiency. 


Both these motions were referred to the I. A. C. 


Other Motions 


Dental Benefit.—Dr. J. W. E. Cory, at the sug- 
gestion of Dr. J. W. Bone (I. A. C.), amended a motion 
by West Suffolk to read as follows: 

That the adoption of the new scale in regard to adminis- 
tration of anesthetics under the dental benefit regulations 
whereby an insured person may be deprived of the 
services of a medical practitioner or even. endanger his 
right to medical benefit contravenes the principle that an 


insured person is entitled to treatment not inferior to that 


obtainable by a private patient and that steps be taken 
to regularise the position 
and the motion as amended was adopted. 


Dispensing Oapitation Fee.—Dr. J. A. PRIDHAM 
(Dorset) moved : 

That this conference instructs the I.A.C. to consider 
the advisability of investigating the adequacy of the 
present dispensing capitation fee. 

Dr. Jonas said the I.A.C. would accept the 
reference provided it was left until the question of 
the capitation fee itself had been settled, and this 
was agreed to. 


Range of Service.—A motion by Hampshire that the 
I.A.C. should be instructed to press for the amend- 
ment of Clause 8 (3) of the terms of service so that 
it should read : 

Notwithstanding anything contained in the preceding 
paragraphs, the treatment which a practitioner is required 
to give does not include treatment in respect of a confine- 
ment, abortion, or threatened abortion 


was rejected by a large majority as well as a motion 
by Lancashire to amend the same clause so that the 
last two lines should read: or attendance after 
labour in respect of any condition resulting there- 
from within ten days.“ Dr. Dain remarked that 
practitioners had undertaken the obligation and 
should carry it out. 


Partial Incapacity for Work.—Dr. J. S. Manson 
(Warrington) moved : 

That this conference instructs the I.A.C. to consider the 
advisability of setting up a special committee to investigate 
the problems of alternative or suitable occupations for 
insured persons suffering from chronic disabilities which 
cause such partial incapacitation as to prevent them 
following their usual occupation 
By changing their occupations persons suffering from 
chronic disability might, he suggested, get a readjust- 
ment to life. But Dr. LE FLEMING rejoined that 
the problem of alternative work was an individual 
matter and no one was better suited to help a 
patient than his own doctor, and the motion was lost. 


National Insurance Defence Trust 


The statement submitted by the trustees showed 
that of the £250,000 aimed at £207,295, or 82 per cent., 
had been subscribed. England had subscribed 85 per 
cent., Scotland 78 per cent., and Wales 55 per cent. 
of their quotas. At August 31st, 1936, the assets of 
the fund were £238,432. The excess of income over 
expenditure for the past year was £5428. Mr. N. E. 
WaTERFIELD (Surrey) moved: 

That this conference considers that the total sum 
aimed at for the National Insurance Defence Trust is 
inadequate and requests the I.A.C. to consider and to 
put into force measures for the increase of this fund. 


Either the fund was, he said, sufficiently large and 
should be closed down or else efforts should be made 
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to stimulate it ; in his view it was entirely inadequate 
for a fight to a finish. He thought it unlikely that 
they would have to draw on the fund for a fight on 
the capitation fee, but the terms of service might 
cause such a fight. The feeling in Surrey was that 
every practitioner should contribute over a period 
of ten years.—Dr. H. R. Cran (Surrey) suggested 
that a fund of two or three million pounds should be 
raised.—The motion was carried by a large majority. 


At the conclusion of the conference Mr. Elliott 
Dickson was re-elected chairman for next year. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Comdrs. J. R. Brennan and A. C. Anderson to 
Drake for R.N.B. 

Surg. Comdr. C. R. Boland retires. 

Surg. Lt.-Comdr. E. V. Barnes to rank of Surg. Comdr. 

Surg. Lt.-Comdrs. W. P. E. McIntyre and T. C. Crean 
to Pembroke for R. N. B., and J. Johnston to Victory for 
Haslar Hosp. 

Surg. Lts. S. I. Ballard and M. G. Peever to Pembroke 
for R. N. B.; W. H. C. Watson to Queen Elizabeth; B. M. 
O'Sullivan to Drake for R. N. B.; J. T. Wellwood to 
Grimsby ; S. Miles to Cockchafer; and F. H. Williams 
to Oicala. 

ROYAL NAVAL VOLUNTEER RESERVE 

Surg. Lts. F. W. Baskerville and P. G. Burgess, com- 
missions as Surg. Lts. terminated on entry into R.N. as 
Surg. Lt. 

Surg. Lt. A. V. Griffiths transferred from list 2 of 
Severn Division to list 2 of the London Division. 


ROYAL ARMY MEDICAL CORPS 


Capt. J. W. Eames to be Maj. (provisional). 

Short Service Commissions : Lts. G. C. Dansey-Browning 
and A. Gleave to be Capts. 

Lt. (on prob.) A. B. Dempsey is restd. to the estabt. 


REGULAR ARMY RESERVE OF OFFICERS 


Lt.-Cols. R. J. Cahill, D.S.O., and E. B. Lathbury, 
O.B.E., having attained the age limit of liability to recall, 
cease to belong to the Res. of Off. 


SUPPLEMENTARY RESERVE OF OFFICERS 
Lts. to be Capts.: W. H. Young and H. D. K. Wright. 


TERRITORIAL ARMY 


Capt. T. F. Greenhill to be Maj. 
W. H. Wolstenholme (late Offr. Cadet, Manchester 
Univ. Contgt., Sen. Div., O.T.C.) to be Lt. 


TERRITORIAL ARMY RESERVE OF OFFICERS 
Army Dental Corps.—E. T. B. Graham-Scott to be Lt. 


ROYAL AIR FORCE 


Flight Lt. R. G. James to R.A.F. Station, Turnhouse. 
J. H. Preston is granted a short service commission as 


Flying Offr. 


INSTITUTE FOR THE SCIENTIFIC TREATMENT OF 
DELINQUENCY.—Sixteen seminars for probation officers . 
and social workers will be held at the West End 
Hospital for Nervous Diseases, Welbeck-street, London, W. 
Dr. T. Rowland Hill, on Oct. 22nd, gave the first of 
four weekly seminars on organic disease and delinquency, 
and on Monday, Nov. 16th, at 6.45 p.m., Dr. C. J. C. 
Earl will give the first of four lectures on mental defect 
and delinquency. In the spring the course will be con- 
cluded by a series of lectures on psychiatry and psycho- 
therapy of delinquency by Dr. Denis Carroll. Further 
information may be had from the secretary of the Institute 
for the Scientific Treatment of Delinquency, 56, Grosvenor- 
street, W. I. 
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SPECIAL ARTICLES 


MEDICINE AND THE LAW 


„% To be Repeated ’”’ 


At a Greenwich inquest last week the deceased 
woman was stated to have taken an overdose of 
Soneryl, a drug of the barbituric group prescribed in 
cases of insomnia. There was evidence that she had 
obtained 100 tablets from a Charlton chemist in 
May, 100 more in August, and 100 more (ordered by 
telephone) at the end of September. The coroner, 
Dr. W. H. Whitehouse, criticised the state of the 
law which permitted a doctor to prescribe narcotic 
drugs in supplies of 100 tablets and, by writing 
„repeat as required, to enable patients to go on 
obtaining the tablets from year to year without 
revision of the prescription. What a pity, said the 
coroner, that the doctor should have that discretion ; 
doctors in practice and nursing-homes had difficulty 
in getting supplies of narcotic drugs which had to be 
labelled, locked up, and inspected by officials, and 
yet private individuals could have 100 tablets lying 
about at any moment.and could order fresh supplies 
at any time. Let us hope,“ he added, that a 
new Pharmacy Act will soon come out.” 

The incident was naturally taken up by the lay 
press as if a loophole had been thoughtlessly left in 
the Act of 1933. The situation was, of course, most 
carefully considered by the Poisons Board in its 
report published last year and in the draft rules 
which it recommended to the Home Office. The 
Board reported fully upon the restrictions desirable 
for certain drugs which experience has shown likely 
to be self-prescribed with fatal results. The list of 
such drugs, scheduled to the draft rules, included 
the barbituric group. The Board expressed its 
opinion that the circumstances did not call for those 
full restrictions imposed under the Dangerous Drugs 
Regulations which prohibit the dispensing of a 
prescription more than three times. It often happens, 
said the Board, that these drugs are genuinely 
required over long periods (e.g., phenobarbitone for 
epilepsy); it would be an unnecessary hardship for 
a patient to be compelled to incur frequent medical 
fees for renewing the prescription. On the other 
hand to impose no limit at all would defeat the whole 
purpose of the poisons rules, since the holder.of a 
prescription could then, at any time throughout his 
life, supply himself without regard to the medical 
requirements of his condition and without medical 
supervision. The Board declared in favour of leaving 
this question of supplies to be decided by the doctor 
in charge of the case; it suggested a rule that the 
prescription should not be dispensed more than once 
unless the prescriber has stated thereon that it may 
be prescribed more than once; this suggestion was 
adopted by the Home Secretary and it appears in 
Rule 12 of the Poisons Rules of 1935. The pre- 
scription must be dated; the date of the dispensings 
and the name and address of the seller must also be 
recorded ; and. except in the case of health insurance 
practice or of prescriptions which may be dispensed 
again, the prescription must be kept for two years 
on the premises where it was dispensed and must 
be available there for inspection. Thus it is clear 
that the policy of leaving a discretion to medical 
practitioners was deliberate and not an oversight. 
New Pharmacy Acts do not come out” with the 
automatic regularity of the flowers that bloom in 
the spring. The Act of 1933 and the Poisons Rules 


of last December, having been made by human hands, 
may be imperfect and may be found to need amend- 
ment; but at least they represent the well-considered 
judgment of experts. The facts disclosed before the 
Greenwich coroner are certainly disquieting and 
may justify fresh legal restrictions. The authorities 
will no doubt take such further steps as are necessary, 
though no revision is likely to prevent the abuse of 
facilities by patients determined upon suicide. 


Obscene Publications 


Medical books displayed in a shop window so as 
to attract the casual passer-by may render the 
publisher liable to prosecution under the law relating 
to indecent literature, whereas the same books, if 
published so as to reach medical men and bona-fide 
students, would not come within the law. Sir 
Edward Tindal Atkinson, director of public prose- 
cutions, lecturing on Oct. 2lst at King’s College, 
Strand, on the law and practice of indecent literature, 
mentioned this anomaly as an instance of the uncer- 
tainty of legal tests of what is indecent or obscene. 
Later in his lecture he referred to the recent growth 
of two classes of literature which embarrassed the 
administration of the law: One of these consisted of 
books, masquerading under the guise of scientific 
works, which purported to lay before the public in 
extreme detail the subject of sexual relations and 
aberrations. The other included books published 
under the guise of literature which either were 
obviously pornographic or else deliberately intro- 
duced indecent passages in order to increase se 
value. Sir Edward remarked upon the difficulty of 
deciding whether criminal proceedings would not do 
more harm than good owing to the free advertise- 
ment thus given to the publication. 

The test of obscenity was laid down by Chief 
Justice Cockburn in 1868 in R. v. Hicklin. The 
question is “whether the tendency of the matter 
charged as obscenity is to deprave and corrupt 
those whose minds are open to such immoral influences 
and into whose hands a publication of this sort may 
fall.” The same case established also that the motive 
of the publisher is immaterial. This principle recalls 
an older decision of 1809 which incidentally furnishes 
interesting early evidence of the practice of sea- 
bathing. A man was indicted for undressing and 
bathing in the sea in view of inhabited houses. What- 
ever his intention might be, said the judge, the neces- 
sary tendency of his conduct was to outrage decency 
and to corrupt the public morals. It was no justi- 
fication to say that bathing on the beach at this 
spot might have been innocent a few years before. 
„For anything I know, a man might a few years ago 
have harmlessly danced naked in the fields beyond 
Montague House; but it will scarcely be said by the 
learned counsel for the defendant that anyone might 
now do so with impunity in Russell-square.“ Excel- 
lence of motive, it would seem, would not protect a 
defendant if a prosecution were launched in respect 
of literature about birth control, though doubtless 
good intentions would mean a reduced penalty. 
The real difficulty of the laws against indecent litera- 
ture lies in the uncertainty of the standards of the 
individual who composes the tribunal. In London, 
one may suppose, the standard is set by the metro- 
politan police-court magistrates who are invited by 
the prosecution to study, and pass their personal 
judgment upon, the alleged indecent literature. 
One magistrate may have what are sometimes 
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deemed old-fashioned ideas; another may have a 
horror of seeming to impose a literary censorship. 
Sir Edward left no doubt of his own feeling that 
public opinion has swung rather too far in the 
direction of so-called liberality of thought. 


SCOTLAND 
(FROM OUR OWN CORRESPONDENT) 


CLINICAL AND PATHOLOGICAL 
ASPECTS 


Dr. George Riddoch gave the third of the William 
Ranisay Henderson Trust lectures last week, the 
subject being the clinical aspects of hypothalamic 
derangement, Though, he said, there has been a 
tendency to attribute too many functions to the 
hypothalamus, this part of the brain is the most 
important subcortical centre for the regulation of 
vegetative activity. Autonomic neuro-mechanisms 
continue to function, however, after the hypothalamus 
has been destroyed. The pituitary and hypothalamus 
work in close collaboration. It is in acute and sub. 
acute lesions that symptoms of hypothalamic disturb- 
ances are most likely to be observed clinically. 
Diabetes insipidus is the commonest symptom of 
disturbance of the tuberal region. Glycosuria is 
often present in acromegaly and is also a symptom of 
basophilism. It appears that the pituitary secretion 
plays some part in sugar metabolism. The retention 
of chlorides in the tissues may also occur in cases of 
hypothalamic glycosuria. Adiposity is a common 
symptom of hypopituitarism, but it is probable that 
the hypothalamus has a more important bearing on 
fat metabolism than has the pituitary itself. Profound 
loss of weight and strength sometimes occurs in lesions 
of the pituitary or hypothalamus. Genital dystrophy 
and impotence are also common in lesions of these 
parts of the brain. The study of cases of encephalitis 
has demonstrated the importance of the diencephalon 
in the maintenance of the sleep rhythm. It is 
also of interest to note, said Dr. Riddoch, that 
patients with narcolepsy are often stout. Damage 
to the hypothalamus in man often causes rise or 
disturbance of temperature and hyperpyrexia is 
a dangerous complication of operations on this part 
of the brain. Changes in the blood picture have 
been reported to follow hypothalamic lesions and there 
is some evidence that disturbances of hypothalamic 
function may be a cause of peptic ulcer of the stomach. 
Diencephalic epilepsy was first described by Penfield 
in a case of cyst in the third ventricle. Emotional 
disorders are also observed in cases of diencephalic 
lesions as in certain cases of disseminated sclerosis. 
Hypothalamic symptoms may be caused by inflamma- 
tion, injury, or tumour. Tumours may involve the 
hypothalamus directly as in cases of third ventricle 
cysts, the cranio-pharyngiomata, and tumours of the 
pineal gland. The hypothalamus may also be 
damaged by tumours which cause internal hydro- 
cephalus and result in thinning of the floor of the 
third ventricle. 


THE HYPOTHALAMUS : 


SURGICAL ASPECT 


The last of the series of lectures was delivered 
by Mr. Norman M. Dott on surgical aspects of 
hypothalamic disorders. 
Cushing and Dandy in connexion with the surgical 
approach to the hypothalamus, Mr. Dott said that 
he thought the irregularity of symptoms in hypo- 
thalamic disturbance was due to the fact that the 
local blood-supply varies considerably from one 
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person to another. In his opinion, lesions in this 
neighbourhood are always paralytic and never 
stimulative in type. He referred particularly to his 
experience of operating on epidermoid pituitary 
tumours which spread up to involve the third ventricle. 
These tumours in their earlier stages produce a pure 
hypothalamic lesion. He described the surgical 
approach in these cases, saying that it is better to 
remove the base of the tumour first from below the 
brain and, at a later stage, remove the cyst in the‘third 
ventricle by exposing it from above through the lateral 


ventricle. The diagnosis of these cysts is often difficult, 


for chronic hydrocephalus from any cause may 
produce pronounced hypothalamic symptoms and may 


even cause pressure on the optic chiasm. Mr. Dott 


described the mental and sleep disturbances which 
occurred in some of his cases before or after operation. 
Diabetes insipidus was common after surgical inter- 
ference in the hypothalamic region; several of the 
cases showed evidence of either adiposity or fat 
depletion. Disturbance of sugar metabolism, blood 
pressure and heart-rate and the gastro-intestinal 
viscera were also observed. He described one case of 
a child with a pineal tumour who died from the 
effects of acute peptic ulceration of the stomach. 
Disturbance of temperature was also observed in 
certain of his cases, The lecturer then described some 
remarkable instances of disturbance of sexual functions 
in lesions in this situation. While depression of the 
sexual functions was common in hypothalamic and 
pituitary disorders, in two of his cases after operation 
hypersexualism was a very striking symptom and in 
one of these an excess of gonadotropic hormone was 
found in the urine. In a remarkable case of pubertas 
precox, a girl who began to menstruate at the age 
of six months died of scarlet fever when seven years 
of age. The post-mortem examination’ showed a 
tumour at the base of the brain arising from the 
region of the corpora mamillaria. 

Prof. J. C. Brash, who presided over the series of 
lectures, intimated that the Henderson Trust intend 
to publish these lectures. 


‘RATIONAL TREATMENT ” 


Prof. D. Melville Dunlop, M.D., who was recently 
appointed. to the chair of therapeutics in the University 
of Edinburgh, delivered his inaugural lecture last 
week on Rational Treatment. Prof. Dunlop said 
that it had been the fashion lately to sneer at certain 
proprietary drugs, but it must be remembered that 
some of the most important therapeutic drugs avail- 
able to-day had been obtained by chemists employed 
by manufacturing firms. Workers in clinical research 
who had the necessary qualifications for such work 
were few, and only a small fraction of the researches 
published were of real value to science. The attempt 
to do medical work such as the writing of a thesis 
was, however, of immense value to the person who 
did it. The sick tended to believe in magic and 
to crave for authority. This tendency was of use 
to physicians in treatment but was of still greater 
use to the quack. The bottle of medicine bulked 
too large in medical therapeutics. Much of the 
medicine prescribed was therapeutically useless and 
was sometimes given to the exclusion of other 
important forms of treatment. Members of the 
medical profession also were over-credulous as can. 
be seen in the ready sale for pills made out of the 
endocrine glands of animals. Prof. Dunlop emphasised 
the importance of using drugs whose action was 
well known and of following the fundamental prin- 
ciples: of dietetics.. In many disorders the prescrip- 
tion of a wise diet was infinitely more important than 
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a prescription for medicine. Dietetics had accumulated 
a great deal of rubbish around it, but it was true enough 
that many diseases were caused by the fact that 
people did not take a sensible mixed diet. 


IRELAND 
(FROM OUR OWN CORRESPONDENT) 


MEDICAL RESEARCH IN THE IRISH FREE STATE 


For a considerable time past the several scientific 
bodies interested in medical research have been 
pressing the Minister for Local Government and 
Public Health to provide from the sweepstakes funds 
at his disposal adequate endowment to establish a 
scheme of medical research in the Irish Free State. 
The Minister was throughout sympathetic, but many 
legal and technical difficulties delayed decisive action. 
These difficulties have now been surmounted and the 
formation of a research council has been sanctioned. 
The body will be incorporated, and its personnel 
will be formed of representatives of the several 
universities and medical corporations, of the Royal 
Academy of Medicine in Ireland, and of persons 
nominated by the Minister. The body will have 
control of its own funds, and in the first instance 
will be given a grant of approximately £10,000 a 
year. Subsequently, if such a step should be con- 
sidered advisable, the council will, it is hoped, be in 
a position to establish an institute for medical 
research. At first, however, advantage will be taken 
of the facilities provided by existing laboratories. 


THE IRISH HOSPITALS SWEEPSTAKES 


The draw of the nineteenth sweepstake in aid of 
the Irish hospitals was held in the Mansion House, 
Dublin, last week. In opening the draw Viscount 
Powerscourt, chairman of the committee of associated 
hospitals, stated that the total receipts of the sweep- 
stake amounted to £2,706,291, of which the share 
for the hospitals would be £497,004. The receipts 
showed an advance of approximately half a million 
pounds over those for the corresponding sweepstake 
a year ago. The total amount now received for the 
hospitals from the first sweepstake in November, 
1930, to the present is £10,115,287. A little more 
than half of this has been distributed to the hospitals, 
and the remainder lies for the benefit of the hospitals 
in the hands of trustees until a complete scheme of 
hospital service has been thought out and adopted. 
It is hoped that within the next two or three years 
enough funds will have accumulated to provide not 
only for the establishment of the necessary hospitals 
but for their endowment. Some two or three years 
ago the receipts seemed to be on the downward curve 
but subsequently they showed a remarkable recovery 
and the sweepstake just concluded. brought in a 
better return than any since the spring of 1935. 


A HOSPITAL ASSOCIATION FOR IRELAND 


Last May a meeting was held of representatives, 
lay and medical, of a large number of the hospitals 
in Ireland, to discuss the project of establishing an 
association of Irish hospitals. The proposal was 
approved and a committee appointed to draft a 
constitution for the association. Last week, on 
Oct. 23rd, a further meeting of representatives was 
held and the draft considered. Agreement was come 
to as to the general objects of the association, which 
will include the establishment of a bureau of infor- 
mation on all matters connected with hospital 


administration, the provision of opportunities for 
discussion of matters connected with hospital adminis- 
tration, the publication of papers and reports dealing 
with such matters, coöperation with Government 
departments and with bodies with aims similar to 
those of the association, and coöperation in improving 
the hospital system generally. The further details 
of the scheme were held over for consideration. 
It is intended that the several hospitals which exist 
in the country shall become members of the 
association, and that the council shall consist of both 
lay and medical representatives. Prof. T. G. Moorhead 
is chairman of the provisional council. 


PARIS 


(FROM OUR OWN CORRESPONDENT) 


THE CONGRESS OF HYGIENE 


SEVERAL exceptionally interesting papers were 
read at the twenty-third Congress of Hygiene held 
at the Pasteur Institute between Oct. 19th and 22nd. 
Much of the first day was devoted to epidemiological 
studies, the first communication, by Dr. X. Leclainche, 
dealing with the epidemiology of the contagious 
diseases of man. There followed a report by Prof. 
Panisset on the epidemiology of the infectious diseases 
of animals. Much of the second day was devoted to 
associated vaccination against various diseases such 
as diphtheria and typhoid fever. In this connexion 
reference may be made to a paper on this subject 
published by Dr. G. Ramon in the Presse Médicale 
for Oct. 17th. He writes: ‘‘ Thanks to the harm- 
lessness and well-defined, fixed, and stable properties 
of the tetanus anatoxin which we introduced in 1923 
at the same time as the diphtheria anatoxin, it is 
possible to realise in practice, under the best condi- 
tions, in human beings and domestic animals, that 
active immunisation against tetanus which has for 
so long seemed most desirable.” It will be recalled 
that the French Academy of Surgery recently adopted 
the report of a commission on tetanus whose recom- 
mendations were definitely in favour of vaccination 
against tetanus with Ramon’s anatoxin. Associated 
vaccination against tetanus, diphtheria, and typhoid 
fever in the French army became law in August of 
this year. 


THE DECLINING DIPHTHERIA MORTALITY 


Marcel Moine, statistician to the Comité National 
de Défense contre la Tuberculose, does not, fortu- 
nately, confine his statistical investigations to tuber- 
culosis; and his most recent work deals with the 
decline in the diphtheria mortality, which he traces 
to Roux’s curative serum and Ramon’s preventive 
anatoxin. It is notoriously dangerous to quarrel 
with statisticians, even if they are of the compara- 
tively mild French brand, but it is tempting to 
wonder if there are not many other important factors 
responsible for a state of affairs so promising that in 
Monsieur Moine’s opinion there is a possibility of 
the almost complete disappearance of diphtheria in 
Paris. The vital statistics of France do not allow of 
a comprehensive reference to returns before 1906, 
when the notification of the causes of death was 
extended to the whole of the country. But the 
statistics for Paris alone go back much earlier, and 
it is possible to obtain comparable returns for the 
latter part of the last century. Serotherapy having 
been introduced in 1894, it is noteworthy that between 
1884 and 1913 the diphtheria mortality declined by 
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88 per cent. in Paris. Between 1929 and 1935 there 


was a remarkable fall in the diphtheria mortality 
attributed by Moine in large part to Ramon’s ana- 
toxin. In 1929 there were 300 deaths from diphtheria, 
and during the next three years there was a slight 
and unsteady decline which, in 1933, brought these 
deaths down to 178. The corresponding figure for 
1934 was 157, and for 1935 it was only 104. At this 
rate, and as far as Paris is concerned, there is good 
reason for accepting the hopeful prophecy already 
referred to. But nosologically as well as politically 
speaking we must never forget that Paris is not 
France, 


COMBATING INFECTIONS IN CHILDREN’S HOSPITALS 


In a communication to the Academy of Medicine 
on Oct. 13th, Prof. Robert Debré gave an account 
of 18 months’ experience at the Hérold Hospital 
with a system whose details he described. A highly 
qualified assistant is appointed with the sole task 
of preventing hospital infections. To the tempera- 
ture chart of every patient he attaches a special sheet 
on which records are kept of the contagious diseases 
against which each child is immune on account of 

revious illness or vaccination. A list is also kept 
of the infectious diseases to which each child is liable. 
Schick and Dick tests are carried out, Bordet-Gengou 
bacilli are sought by culture, and guinea-pig tests 
decide whether the bacilli found in the throats of 
alleged carriers are pathogenic diphtheria bacilli or 
not. Between July Ist, 1935, and Feb. Ist, 1936, 
this guinea-pig test showed 10 out of 28 children, 
suspected as diphtheria carriers, to harbour only 
pseudo-diphtheria bacilli. Another duty incumbent 
on this assistant is to give susceptible children the 
benefits of vaccination against such diseases as diph- 
theria and of passive immunisation against measles 
with the serum of convalescents. Since March, 1935, 
the serum not only from the convalescents from 
measles, but also that from convalescents from 
scarlatina, whooping-cough, and poliomyelitis has 
been given in large quantities at the Hérold Hos- 
pital. The success of this system of a hospital intel- 
ligence service run by a whole-time medical officer 
has been such that in the course of 15 months only 
20 out of 677 children exposed to infection with 
measles have actually contracted it. Prof. Debré 
concluded with the prophecy that as far as children’s 
hospitals are concerned, his special service for com- 
bating hospital infections will in the future prove 
just as indispensable as a hospital’s social service. 


THE LATE PROF. F. BORDAS 


How little we know of many of our colleagues till 
they die! We all knew that Prof. Bordas was a 
name to conjure with in public health and pharma- 
cology and allied sciences, but it has been left to the 
obituary notices to reveal to those outside these 
specialties the scope and importance of his work. 
He was born on Jan. Ist, 1860, and he died on 
Sept. llth of this year in his son's home at Avignon 
after an illness of more than a year. He would have 
made a first-class artist or musician, and he con- 
tinued to cultivate painting and music as hobbies 
throughout his life. But from the start of his pro- 
fessional career he gave himself up almost whole- 
heartedly to analytical chemistry, toxicology, hydro- 
logy, climatology, and associate sciences. At the 
age of 18 he went up to Cambridge whence he passed 
on to Paris. In 1883 he took a medical qualification, 
but he never practised as a clinician. In 1903 he 
was appointed director of the Laboratoire des Douanes 
et de la Garantie of the Ministry of Finance, and he 
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remained at this post till his retirement in 1932. 
This appointment gave him the opportunity to 
organise a Service de la Répression des Fraudes et 
des Falsifications. His work on milk and water 
from various public health aspects made him the 
recognised authority in France on these subjects. 
During the war he was responsible for the sanitation 
of the entrenched forces about Paris. The honours 
he enjoyed included membership of the Conseil, 
Supérieur d’Hygiéne Publique. He was also one of 
the editors of that excellent monthly publication 
Annales d'Hygiène Publique, Industrielle et Sociale. 


LONDON MEDICAL EXHIBITION 
(Concluded from p. 1018) 


Surgical Instruments and Accessories 


(90) ALLEN AND HANBURYS LTD. (Bethnal Green, 
E.) selected from their range of surgical instruments, 
appliances, and hospital equipment their newly 
designed, electrically heated instrument sterilisers, 
made of chromium-plated copper and stainless 
steel, with rounded corners and domed lid, and fitted 
with three-heat switch and automatic cut-out which 
operates if the water level falls too low ; the A. and H. 
‘* Azoule ” catgut; stainless steel ear syringes; and 
blood transfusion apparatus, including a three-way 
direct flow_syringe.—(86) ALLEN AND HANBURYS 
(Acoustic Department, 48, Wigmore-street, W.) 
showed all types of hearing aids and emphasised the 
usefulness of their service of audiometer testing.— 
(59) AURAL APPLIANCES Lip. (135, Wigmore-street, 
W.) demonstrated the Sonotone Hearing Aids, 
including a new double microphone model with a 
simple attachment which converts the instrument 
from bone to air conduction.—(30, 31) JoHN BELL 
AND CROYDEN (ARNOLD AND Sons) (50-52, Wigmore- 
street, W.) had a very large variety of surgical Instru- 
ments and ag oe furniture, and particularly pointed 
out Mr. T. Young Simpson’s anesthetic inhaler, 
consisting of a modified Junker’s bottle and face- 
piece with valve, so designed that it can safely be 
left to the nurse or patient to administer.—(20) JoHN 
BELL AND CROYDEN (Acoustic Department, 50, 
Wigmore-street, W.) had on view almost every make 
and type of hearing aid, and especially poin out 
the Electric Ear, a new appliance for bone and air 
conduction, having the advantage of an almost 
silent background ; it is made in several types suit- 
able for most cases of middle-ear disease.—(57) 
BRITISH ALKALOIDS LTD. (Winchester House, E. O.) 
showed their T.C.P. halogen and phenol antiseptic 
for external and internal use; they now make also 
a medicated toilet skin soap for conditions such as 
eczema.—(145) CLEMENT CLARKE LTD. (16, Wigmore- 
street, W.) showed ophthalmoscopes and allied 
instruments, including the Foveoscope, for macula 
and detached retina examination; and a range of 
prosthetic appliances—artificial ears, noses, breasts, 
and fingers—made of fine rubber which stretches 
with natural movements.—(141) STANLEY Cox LTD. 
(11, Gerrard-street, W.) emphasised their Micro- 
Dynameter Diagnostic Galvanometer, which was on 
show in the Lecture Hall, and maintained that it 
was an entirely rational, sensible, and unmysterious 
instrument for the location of hidden foci of infection 
and fell into the same category with radiography as 
an accessory aid to clinical diagnosis; by its means a 
single infected tooth could easily be identified.— 
(167) H. E. Curtis AND Son, LrD. (7, Mandeville- 
place, W.), have found no way of improving their 
“ Crossed hands corset belt, but introduced the 
Celian nursing brassiére, a convenient bodice, which 
can be lined with waterproof if desired and which 
enables the mother to nurse her baby without un- 
dressing.—(33, 34) CUXSON, GERRARD AND Co., LTD. 
(Oldbury, Birmingham), showed their surgical plasters, 
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. ligatures, and medical sundries, including Ceraban 
adhesive self-supporting bandage; Variban Elastic 
Plaster Bandage; Cellanband paste-impregnated 
bandages ; and Sanoid lubricating jelly. 

(65) TEE DENVER OHEMICAL MANUFACTURING Co. 
(London, N.W.9) showed again their well-known and 
valued Antiphlogistine brand dressing, in its original 
form and also with picric acid, with ichthyol, and with 
beta-naphthol.—(134) DESOUTTER BROTHERS LTD. 
(73, Baker-street, W.) showed a complete range of 
their light-metal artificial limbs, the value of which 
is already well known to the profession, and invited 
doctors to visit the factory and see the improvements 
which are continually being added.—(154) J. AND E. 
FERRIS LTD. (33, Museum-street, W. C.) showed their 
artificial limbs and some new crutches, particularly 
an all-steel arm crutch of great strength but extremel 
light, with a useful armlet which holds the crutc 
to the upper arm and frees the hand but at the same 
time would snap in the event of a fall, and can be 
fastened back when not wanted.—(18A) HARMAN 
FREESE (32, Great Dover-street, S. E. 1) showed their 
chemical and mechanical contraceptives.—(162) 
BrRucH GREEN AND Co., LTD. (14, Bloomsbury- 
street, W.C.), picked out from their display of oph- 
thalmoscopes, retinoscopes, and allied instruments a 
useful self-contained electric headlamp, the battery 
being incorporated so that there is no flex to irritate 
or endanger the wearer.—(18) THEODORE HAMBLIN 
LTp. (15, Wigmore-street, Cavendish-square, W.) 
had on view a wide range of spectacles and ophthalmic 
instruments of all kinds, including the Salvoc non- 
splinterable lenses; Recumbent spectacles, for read- 
ing in the supine position; some new stereoscopic 
pictures; and a polarising pool-gazer for enabling 
anglers to see beneath the surface of water. | 

(4) Hanovra LID. (3, Victoria-street, S.W.) had 
a display of ultra-violet therapy apparatus, the chief 
interest centring in a new high-pressure electronic 
discharge arc incorporating 15 British patents and 
yielding great actinic intensity, with economy in 
current consumption and uniform output.— (38) 
HAWKSLEY AND Sons, Lrp. (64, New Cavendish- 
street, W.), had their usual display of diagnostic 
instruments and accessories, and introduced the 
Elliott Treatment Regulator, an ingenious new device 
for applying dry heat to the pelvis. The apparatus 
is simple and portable and circulates a cons 
supply of hot water through anatomically shaped 
rubber applicators. The pressure and temperature 
are under the physician’s control, and the applicators 
are introduced collapsed and then filled up. The 
principle is simply that of putting a hot-water bottle 
into the vagina.—(17) HINDERS LTD. (174, Estcourt- 
road, S.W.6) showed metal, leather, and rubber foot 
supports of all kinds, particularly a new and ingenious 
rubber device for hallux valgus; the Hinders Ankle 
Vigger for supporting the ankle and instep; and an 
elastic plaster bandage.—(2) HOLBORN SURGICAL 
INSTRUMENT CO., Lip. (26, Thavies-inn, Holborn- 
circus, E.C.), showed surgical instruments and 
appliances of all kinds, notably the Kifa suture clips 
and Peter's automatic applicator; an electro- 
surgical hand motor for bone surgery with attach- 
ment for inserting Kirschner wires; and Vapro 
glass boxes with rubber-lined lids to prevent the 
evaporation of spirit from instruments.—(110) THE 
INHALATION INSTITUTE LTD. (87, Eccleston-square, 
S.W.) drew particular attention to the value of 
their apparatus for administering oxygen with 
vaporised liquids in the treatment of asthma. The 
Humphris-Collison Radium Emanation Inhaler is 
devised for administering accurate doses of radium 
emanation by inhalation.—(143) JOHNSON AND 
JOHNSON (GREAT BRITAIN) LTD. (Slough, Bucks) 
added to their well-known adhesive plasters and 
Band-aid an innovation in folded gauze for theatre 
and ward use: Nufold Gauze, consisting of hundred- 
yard lengths tightly folded in four thicknesses to 
four different widths, with all raw edges folded in.— 
(142) C. Davis KEELER LTD. (47, Wigmore-street, 
W.) showed ophthalmological instruments of all 
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kinds, including the Keeler-Cardell Polarised Oph- 
thalmoscope, which is completely without reflex; a 
new light-prescribing equipment which enables the 
ophthalmologist to test his patient for various acti- 
vities and to prescribe the actual intensity of light 
desirable for each ; and a Catholysis Equipment for 
the treatment of retinal detachment and hay-fever, 
a combined attaché case outfit suitable for many 


purposes. 
(137) J. F. MAcPARLAN AND Co. (32, Bethnal 


Green- road, E.) had again on show their anesthetic 


ether (Keith’s), specially parea anæsthetic chloro- 
form, and chloroform Brisettes for producing analgesia 
in labour.—(92) Monson Lap. (Vincent House, Vin- 
cent-square, S. W.) showed their germicidal prepara- 
tions, Neo-monsol Liquid Germicide, with a Rideal- 
Walker coefficient of 6, which has proved useful 
in midwifery owing to its blandness and selective 
action on the hemolytic streptococcus ; and Monsola 
Nasal Compound, now available in a more attractive 
and convenient form.—(24) W. H. PETTWOR (il, 
Victoria-street, S.W.) demonstrated his range of 
electrical aids for the deaf, and emphasised his 
personal test service. His latest model is a valve 
aid covered with cloth so that it can be used on the 
clothing. 

(42, 43) PORTABLE X-Rays Lro. (Power-road, 
Chiswick, W.) reminded visitors that they had been 
in active operation for over twelve years and offer 
a twenty-four hour service every day of the year 
including Sundays and Bank Holidays. They drew 
attention to their stand by an interesting com- 
posite man made up of radiograms of the various 
areas.—(135) RADIUM ELECTRIC Lrp. (2, Stratford- 
place, W.) exhibited their Q-ray electro-radio-active 
dry compress, and introduced a new radium ray 
detector which detects the gamma rays in mild 
radium therapy by means of their excitation of a very 
rarefied gas in a small chamber.—(23) RAYNER AND 
KEELER Lrp. (100, New Bond-street, W.) had on 
view ophthalmological instruments of all kinds, 
many of them with ingenious new devices. There 
was a magnifying eye-piece for auriscopes; a trial 
frame with gear and pinion in the rims so that the 
lenses can be rotated easily and accurately; a con- 
venient metal E which can be held by the patient 
and rotated in conformity with the “illiterate EB; 
and an interesting reading-glass with a light, from 
mains or battery, thrown on the page over which 
the glass lies —(51) RECKITT AND Sons, Lip. (40, 
Bedford-square, W.C.), showed their Dettol germicide, 
a halogen derivative of xylenol dissolved in a saponi- 
fied mixture of aromatic essential oils with a Rideal- 
Walker coefficient of 3. It is also supplied as a 
mouth-wash and gargle.— (12) W. J. RENDELL Lr. 
(161-165, Rosebery-avenue, E. C.) once again reminded 
practitioners of their reliable contraceptives, which 
have been known for over fifty years.—(88) 
ScHOLL MANUFACTURING Co., LTD. (182, St. John- 
street, E.C.), showed supports and appliances for 
the relief or correction of every kind of foot trouble, 
including arch supports for ordinary shoes, Toe-Flex 
for distorted toes and bunions, and Zino pads, medi- 
cated discs for corns and callosities.— (62) A. G. 
SHELDON AND Co., Lr. (3, Great Woodstock-street, 
W.), who provide a day and night service of surgical 
dressings on sale and hire, reminded visitors of their 
useful carton dressings in portable form for minor 


operations, and introduced Medilintex, a new poultice. 
—(153) SHORT AND MASON (Aneroid Works, Waltham- 


stow, E.) gave working demonstrations of the Pavaex, 
a passive vascular exerciser for promoting adequate 


collateral circulation in the extremities. It is 


made of heat-resisting glass, with cufis to fit any 
thigh or arm, and weighs less than 60 lb. ` 

(50) T. J. SMITH AND NEPHEW Lr. (42, Tavistock- 
square, W. C.) had their excellent range of Elasto- 
par plasters and dressings. Semiplast—half-spread 
ŭlastoplast—is covered with plaster over only half 
the width of the bandage. When these bandages are 
applied spirally only the first turn of plaster comes in 
contact with the skin. This firm now supply narrow 
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widths of Elastoplast on spools for strapping; and 
Elastoplast emergency burn dressings, consisting of 
pads of gauze and lint, medicated with picric acid, 
on the elastic plaster base. Cellona Plaster-of-Paris 
bandages and Cellona splints were on view.—(35) 
SURGICAL EQUIPMENT LTD. (successors to Standard 
Surgical Manufacturing Co.) (Westfields-road, Western- 
avenue, W.3) showed stainless steel instruments, 
and particularly drew attention to their range of 
sterilisers and dressing drums for electric, steam, and 
gas heating with full automatic control. They vary 
from 74 in. portable sterilisers to 20 in. high pressure 
ones.—(6) THE SURGICAL MANUFACTURING Co., LTD. 
(83, Mortimer-street, W.), showed surgical instru- 
ments and medical requisites, many of them of 
new design, including the Universal Syringe Set, 
suitable for every 5 where a Record type 
syringe might be u ; a series of rectal and vaginal 
specula, with an entirely new method of illumination, 
which can be sterilised and interchanged throughout 
the whole range; the Nitrox Apparatus for analgesia 
in midwifery and minor surgery; and the Surgman 
British knife handles and blades.— (364) EDWARD 
TAYLOR LI D. (Monton, Lancs) emphasised the value 
of the F elastic adhesive bandages, strapping, 
plasters, and wound dressings, by displaying photo- 
graphs of Henri’s Choice, a remarkable horse 
which broke its neck a few inches below the skull 
and, after due treatment with Flexoplast, won a 
flat race, although hitherto it had been known as a 
steeplechaser — (97) THERMOGENE Co., Lrp. (160, 
Piccadilly, W.), presented again their medicated 
wadding, and Thermogene Brand Vapour Rub, 
which can be used as an inhalant and as a liniment.— 
(161) Victron X RAY CORPORATION Lip. (15-19, 
Cavendish-place, W.) showed the Victor Model F 
Portable Shock-proof X Ray Unit, emphasising its 
convenient size, simplicity for use by the general 
practitioner, and complete safety ; also their Inducto- 
therm Short-wave Diathermy Unit, a portable elec- 
tron tube oscillator, which can be equipped to deliver 
a cutting and coagulating current.—(105) ‘‘ WAITES ” 
PTIC LOCAL ANZSTHETIC (Cook Laboratories, 
New York) showed their Procaine solution in 
bottles, ampoules, and cartridges, supplied also in 
combination with adrenalineand Cobefrin. They also 
showed an improved ejector type of cartridge syringe. 
—(128) Watson AND Sons (ELEcTRO-MEDICAL) 
Lap. (Sunic House, Parker-street, W. C.) particularly 
- emphasised their short-wave therapy apparatus, the 
Novotherm 300, a valve-operated apparatus having 
an output of 300 watts and working at 6 m. wave 
length; they also showed their Sunix and Sunic 
Junior X ray outfits.—(16) THE WILSON RUBBER Co., 
Lrn. (85, Buckingham-avenue, Slough), reminded 
visitors of their British rubber gloves and accessories, 
on the manufacture of which the company concen- 
trates its energy and ingenuity. They supply operat- 
ing gloves, post-mortem gloves, obstetrical gloves, 
and tubing. 


Foods, Drinks, and Vitamin Preparations 


(100A) ALLEN AND HANBURYs LTD. showed their 
scientifically arranged series of Allenburys foods, 
milk food with additional iron ; malted rusks; beef 
juice; and Cereal, which is a concentrated digestible 
nutrient, ready cooked, prepared from whole wheat 
and barley malt with calcium, phosphorus, iron, and 
vitamins B and D.—(101) BENGERS Foop, LTD. 
(Otter Works, Manchester), showed their farinaceous 

redigested food, which is now also prepared in a 
Biscuit form containing a suitable quantity of Benger’s 
Food as prepared with fresh new milk; and their 
salt-free essence of rennet, which can be used to 
make junkets of many flavours.—(93) BOVRE Lp. 
(148-166, Old-street, E.C.) were familiar exhibitors 
with their well-known beef preparation; they 

, without risk of contradiction, that its medical 
uses are illimitable.— (84) BRAND AND Co., LTD. 
(Mayfair Works, Vauxhall, S. W.), showed their 
essences of beef and chicken, meat juice, and calf's 
foot jellies, and emphasised the value of Brandox, 
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a carefully balanced meat extract containing fibrous 
meat residue hydrolysed to a perfectly soluble state, 
with added vitamin malt.—(122) BRITISH Cop LIVER 
Om PRopucERS (HULL) Lrp. (St. Andrew’s Dock, 
Hull) showed their Sol-vit-ax cod-liver oil, which 
represents all the cod-liver oil produced at sea on 
board the Hull vessels, which are powerful enough 
to operate in Icelandic waters, where the cod liver 
has a higher vitamin content than that obtained 
from Norwegian waters. The brand has definitely 
guaranteed minimum vitamin potencies of 1000 inter- 
national units of A and 100 international units of 
D per gramme.—CADBURY BROTHERS Lip. (Bourn- 
ville) had this year established themselves in the 
Lecture Hall to give more scope for their popular 
custom of dispensing cups of Bourn-vita and samples 
of their chocolate.—(46) CoRN Propvucts Co., Lr. 
(Bush House, W.C.), showed their Dextrosol Brand 
Dextrose B.P. and Liquid Glucose B.P., and their Karo 
syrup sugar food for infants and children.— (77-79) 
Cow AND GATE Lip. (Cow and Gate House, Guild- 
ford, Surrey) drew particular attention to their 
Cerex C.G., a cereal for the weaning period made 
from selected malted wheat flour and cod-liver oil; 
and their Glucose A.D. preparation of dextrose 
fortified with vitamins A and D and calcium glycero- 
phosphate. They have also prepared a humanised 
milk food for young and delicate babies, and Aller- 
gilac for allergic infants. Their chocolate milk is 
still a popular beverage, and their Brestol, an emul- 
sion of 50 per cent. fats, 40 per cent. dextrose and 
orange juice is indicated for cases of milk modi- 
fication and insufficient weight.—(115) ENERGEN 
Foops Co., Lro. (Willesden, N. W.), showed their 
well-known products for all medical dietaries, includ- 
ing fine water biscuits and a sugarless grape-fruit 
marmalade; they have published a new dietary 
series giving indications and specimen menus for a 
variety of conditions.— (72) HEUDEBERT DIETETIC 
Propucts (Mount Pleasant, Alperton, Middlesex) 
reminded visitors that their 1 are backed by 
manufacturing experience of over forty years and 
controlled by the most rigorous laboratory super- 
vision. They prepare special products to meet the 
requirements of all cases where a diet is needed. 
eni introduced Fedulyse, a very easily prepared 
dri composed of germinated barley, milk casein, 
and caffein-free coffee, designed to prevent distension. 
—(108) Hovis Lrp. (London) had an exhibit showing 
the processes whereby wheat is turned into flour and 
the wheat germ, containing vitamin B, is retained in 
Hovis bread to the proportion of 25 per cent. 

(112) InaRAmM AND ROoyYLE Lrp. (45, Belvedere- 
road, S.E.) are importers of all natural mineral 
waters, including Vichy-Célestins, Contrexéville-Pavil- 
lon, Karlsbad, and Hunyadi Janos.—(49) KEEN, 
ROBINSON AND Co., Lap. (Carrow Works, Norwich), 
pointed out to visitors their Almata food for infants 
and mothers, which is now no more expensive than 
ordinary foods; their Waverley Oats, and Semolina, 
and their popular mustard ointment. They have 
in addition to the Robinson's Patent Barley a 
new Lemon Barley Water, from which a pleasantly 
flavoured barley drink can be made by simply mixing 
with water.—(52) LIBBY, McNEILL AND BY LTD. 
(8, Great Tower-street, E.C.) refreshed visitors with 
delicious fruit juices, and showed their homogenised 
foods which have been specially prepared for delicate 
baby digestions by exploding tough cell walls: 
No. 1 contains peas, beans, and asparagus tips; 
No. 2 contains stringless beans, pumpkins, and 
tomatoes ; No. 3 contains carrots, spinach, and peas. 
Libby’s Homogenised Cereal is made of fresh whole 
milk, whole wheat and germ, and soya bean. The 
fruit combination contains prunes and pineapple 
and lemon juice, and the soup preparation, specially 
designed to be anti-anemic, contains vegetables, 
barley, and chicken liver, The makers claim that 
these six tins constitute a complete solid food diet.— 
(146) THe Marmite Foop Extract CO., Lt. 
(Walsingham House, Seething-lane, E.C.), reminded 
visitors that their inexpensive yeast preparation is 
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recommended in most invalid diets and listed on the 
diet sheets of many hospitals. It stimulates the 
appetite, and provides vitamin B and also an anti- 
anæmic factor. Its value for expectant and nursing 
mothers is indicated by experiments conducted 
by the National Birthday Trust Fund in depressed 
areas. Extensive clinical trial in the tropics has 
shown its special success in the treatment of macro- 
cytic hyperchromic anemia.— (68, 69) NESTLÉ AND 
ANGLO-Swiss CONDENSED MILK Co. (6-8, Eastcheap, 
E. O.) had an illuminated stand to remind doctors 
that Nestlé’s milk is a pure, rich milk, plus sugar, 
valuable for delicate children; that Ideal Milk 
(Unsweetened) is a pure homogenised and sterilised 
milk; that Nestlé’s Milk Food contains mineral 
salts and vitamins; and that Lactogen is identical 
in all important respects with breast milk.—(73) 
Oxo Lrp. (Thames House, Queen Street-place, E. C.) 
showed their well-known beef extracts in the ordinary 
and invalid forms; their Lemco unseasoned con- 
centrated beef extract; and their meat juice and 
beef essence. 

(254, 26) SCOTT AND BOWNE LD. (10, Stonecutter- 
street, E.C.) showed their emulsion of cod-liver oil 
with hyposulphites of lime and soda; Halivite 
halibut-liver oil biotogicaly standardised to a potency 
of 45,000 A and 3000 international units and 
supplied in plain oil and pill form. Scott’s Malt and 

il is a new homogenised form of cod-liver oil with 
extract of malt, which pours easily from a narrow- 
necked bottle and contains vitamins A, D, and B.— 
(126-130) TRUFOoD Lp. (Bebington, Wirral, 
Cheshire) reminded doctors that their Humanised 
Trufood gives a product almost identical with breast 
milk and that its proteins retain their original colloidal 
condition.—(125) VIROL Lrp. (Hanger-lane, Ealing, 
W.) attracted the attention of visitors to their vitamin 
food by an ingenious illuminated model showing 
coloured ‘‘ droplets’ of marrow fats, malt extract, 
eggs, lemon and lime and iron salts running continually 
into the Virol bottle.— (85) Vrramins Lip. (23, Upper 
Mall, W.) showed their Bemax wheat germ vitamin-B 
preparation, claiming that it is the only vitamin food 
assayed daily; they also showed Vitamin-B, Con- 
centrate, an active adsorbate on an otherwise inert 
vehicle, standardised at 200 international units per 
gramme, which has been found useful in polyneuritis 
and arthritis; and Fertilol, oil of wheat germ, 
which does not deteriorate with keeping.—(89) 
Virmak Lp. (Southfields, S. W.) showed Callard's 
foods for diabetic, obesity, and ketogenic diets, 
particularly the new sugarless Oasoid chocolates and 
Christmas fare, including Christmas pudding and 
mince-pies, for the diabetic; also Frame Food 
Health Bread. 


Books, Spas, and Miscellaneous 


(21, 22) BAILLIERE, TINDALL AND Oox (7 and 8, 
Henrietta-street, W.C.) showed a full range of books, 
including those published by themselves and b 
Messrs. Edward Arnold and Co.; A. and C. B 
Ltd.; Cassell and Co., Ltd.; J. B. Lippincott Ltd.; 
E. and S. Livingstone; Longmans, Green and Co., Ltd.; 
Medical Publications Ltd.; William Wood and Co., 
Baltimore, Md.; The Williams and Wilkins Company, 
Baltimore, Md.; and Mr. Charles Thomas, Spring- 
field, III.— (60) Batu has a new and freshly equipped 
electrical department which is proving a valuable 
addition to the extensive balneotherapeutic facilities 
of this spa.—(53) BUXTON recalled to their visitors 
their radio-active thermal water at 82° and their 
chalybeate spring. The Clinic for Rheumatism, 
which opened in June, 1935, has been kept busy all 
the year. A new deep pool for manipulative exercises 
has proved a great boon to badly crippled patients, 
some of whom have learned to walk under the water 
before they were able to walk on dry land.—(9) Gas 
LIGHT AND COKE Oo. (Horseferry-road, S.W.) showed. 
& range of gas fires in twelve colours; and a useful 
automatic incinerator for casualty wards and consult- 
ing- rooms: opening the door turns up the gas, which 
burns for five minutes so that the dressings are 


thoroughly dried, and then goes out, leaving them 
burning by themselves. The incinerator is supplied 
in several sizes and finishes.—(152) HARROGATE 
made a special feature of the diagnostic value of 
photographs of the capillaries in the nail-bed. These 
ifest varying forms in different diseases, and it 
seems probable that the beautiful photographs 
taken by Harrogate’s permanent scientific officer 
will prove valuable in diagnosis.—(15) THE LANC 
Lip. (7, Adam-street, Aldelphi, W. C.). This journal 
showed its current number and a selection from 
books published in recent years, among them 
Modern Technique in Treatment, Vol. III., 
“ Clinical Interpretation of Aids to Diagnosis,” 
Vols. I. and II., and Prognosis, Vol. I. On view 
also were copies of the Final Report of THE LANOET 
Commission on Nursing. 
(32, 40, 41) H. K. AND Co., Lip. (136 and 
40, Gower-street, W. O.), had a large display of new 
and standard works, as well as their popular ranges 
of medical stationery. They picked out for special 
notice Gottwald-Schwarz, Goldberger, and Crocker’s 
“ Diagnosis and Non-Operative Treatment of Diseases 
of the Colon and Rectum; Hamilton Bailey's 
„Diseases of the Testicle’’; Thompson's An In- 
troduction to the Process of Disease; Lyle and 
Jackson's Orthoptio Treatment of Squint”; 
the first two Reports on Chronic Rheumatic 
Diseases edited by C. W. Buckley; and the first 
two series of Treatment in General Practice” 
reprinted from the British Medical Journal.—-(76) 
THE MEDICAL PRESS AND CIRCULAR (8, Henrietta- 
street, W.C.) drew attention to their four quarterly 
symposia, each being a 24-page supplement of the 
journal; and to their special numbers, which are 
enlarged issues devoted to one subject. They are 
also publishing now the third series of their Modem 
Treatment in General Practice articles —(54) THE 
MEDICAL SICKNESS ANNUITY AND LIFE ASSURANCE 
Soomtry Lro. (300, High Holborn, W.C.) had a 
stand to remind doctors of their useful services in 
roviding all kinds of sickness and life assurance, and 
fheir loan schemes for the purchase of practices and 
houses.—(25) OXFORD UNIVERSITY PRESS (HUMPHREY 
MILFORD) (Amen House, Warwick-square, H.C.) 
showed a selection of books published by their 
presses and those of some American universities, 
including ‘‘ Early Diagnosis of Malignant Disease,” 
by Oade; Paget's Disease of the Nipple, by 
Inglis; ‘‘ Endocrine Organs, by Rolleston; and 
the sixth edition of Wright’s ‘‘ Applied Physiology.”— 
(156) TEE PRACTITIONER (6-8, Bouverie-street, E. O.) 
drew particular attention to its special number on 
advances in diagnosis and treatment, published this 
month, as well as mentioning its other special numbers 
and its many useful contributions to the information 
of the practitioner.—(157) SPARKLETS LTD. (Thames 
House, Millbank, S.W.) had added to their artificial 
respiration apparatus and Hygienator a new inexpen- 
sive pocket apparatus for the subcutaneous injection 
of oxygen, which attracted much interest.—(98) JOHN 
WRIGHT AND Sons Lt. (Bristol) selected from amo 
their publications Chamberlain's Symptoms 
Signs in Olinical Medicine”; Bailey's Physical 
Signs in Clinical Surgery and Emergency Surgery“; 
the Ge ae Journal of Surgery; and the Medical 
Ann 93 


BRITISH SCIENCE GUILD.—The 12th annual Norman 
Lockyer lecture will be given by Lord Rutherford, O. M., 
F. R. S., Cavendish professor of experimental physics and 
director of the Cavendish laboratory at the University of 
Cambridge, in Goldsmiths’ Hall, Foster-lane, London, E. C., 
on Thursday, Nov. 12th, at 4.30 p.m. He will speak on 
science in development. This is the last Norman Lockyer 


lecture which will be arranged by the Guild as an inde- 


pendent body. In future the lecture will be carried on 
under the auspices of the British Association for the 
Advancement of Science. Tickets for Lord Rutherford’s 
lecture may be had from the secretary of the Guild, 
535-537, Abbey House, Victoria-street, London, S. W. I. 
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PUBLIC HEALTH 


Coming Factory Legislation 


Ir is thirty-five years since the passing of an Act 
consolidating and amending factory legislation. 
There have been many attempts to remedy admitted 
evils and to fill in the gaps and deficiencies of existing 
legislation, but all these Bills have so far failed to 
reach the statute book. The Government has pro- 
mised to introduce a Factories Bill next session, 
although it remains to be seen exactly when Parlia- 
mentary time will be found for it; and the text of 
the Bill has not yet been published. Two letters in 
Tuesday’s Times deal with the limitation of working 
hours. 

The first is from the Factories Bill Campaign, 
organised by a committee of the British Association 
for Labour Legislation, and is signed amongst others 
by Miss Margaret Bondfield, Sir Wyndham Deedes, 
Prof. R. H. Tawney, and Miss Gertrude Tuckwell, 
chairman of the Campaign. In addition, it is pointed 
out, to higher minimum conditions for health, safety, 
and welfare of workers in factories and workshops, 
the most pressing questions are likely to be hours 
of employment, meal-times, spells of work, and 
holidays. At the moment it is still legal to keep 
women and young girls at work from 8 A.M. to 8 P. M., 
and on Saturdays from 8 a.m. to 4 P. x., with, for the 
women, possible overtime; and there are still fac- 
tories which take full advantage of the law and in 
which these monstrous conditions obtain. The idea 
behind this campaign is to give a means of expression 
to the smaller organisations and to individuals whose 
opinions might otherwise pass unheard, and corre- 
spondence is invited addressed to the hon. secretary 
of the Factories Bill Campaign, 32, Primrose Hill- 
road, N.W.3. 

The other letter, signed amongst others by Dr. 
Rhoda Adamson, Lord Balfour of Burleigh, Lady 
Barrett, Dame Louise McIlroy, Dr. Jane Walker, 
and Dr. Douglas White, expresses hope that the forth- 
coming Factories Bill will be directed to securing a 
proper limitation of hours for all adult workers and 
a further and stricter limitation for young persons. 
A Bill framed on the conventional lines of the past 
must, it is said, inevitably fail in that real protection 
of workers which (quoting the Archbishop of York) 
we must secure now, especially for young persons. 
What is needed is to legislate for men and women 
equally, and then to set up for young persons those 
conditions which they need—namely, special 
precautions or prohibitions in the matter of hours, 
dangerous processes, special welfare, and technical 


supervision. 
The Supply of Midwives 

The Minister of Health presided on Oct. 22nd at 
a conference on the Midwives Act and its operation, 
when Dr. J. J. Buchan, medical officer of health for 
Bradford, opened the discussion. It was, he said, 
upon the judicious selection and appointment of 
suitable persons as public midwives that the whole 
success of the scheme depended; most authorities 
would prefer midwives who had been trained as 
nurses, but the supply of trained women was limited, 
despite the 54,000 names on the roll. The profession 
of midwifery had for long held out such poor rewards 
that it had come to be regarded as a natural calling 
for women whose standard of efficiency was not very 
high. The local authority was therefore faced with 
the fact that many of the midwives in practice to-day 
would be unable to conform to the standard expected 
of them under the new conditions of employment. 


Of the 15,000 practising midwives about 6000 are 
occupying positions in hospitals or in the midwifery 
service, and some 5000 more will be required; 
unfortunately many of the women on the roll, 
who had not given notice of their intention to practise 
because of existing conditions, had chosen some 
other career and were not now available. Available 
for the new service are the women now in practice 
plus a small number recently qualified who will 
be attracted to the work. There must of necessity 
be a transition period until the supply of well-trained 
women becomes sufficient. In the meantime two 
classes of midwives are likely to exist in the service 
of local authorities; (1) the general-trained midwife 
fully qualified and experienced who will ultimately 
form the whole staff; (2) the practising midwife 
not general-trained who has been taken over because 
of the dearth of suitable applicants in the first class. 
In arranging work under the Act Dr. Buchan suggested 
that in all but the smallest areas the midwives should 
be grouped in districts so that one midwife of a group 
may act in emergency for another. The number of 
midwives should suffice for attendance on all the births 
in the district on the assumption that no midwife 
books more than two cases a week or more than 
six cases in a month. A number of relief midwives 
would be required for holiday duty, sickness, and 
emergencies. 


Tuberculosis in Lancashire 


The county of Lancaster, with a population of 
1-8 million people and an area of just over one million 
acres, has a unified tuberculosis scheme in which the 
dispensary is closely combined with the hospital and 
sanatorium. The whole county is served by team- 
work, each tuberculosis officer having beds like any 
private consultant. Dr. G. Lissant Cox, who has 
charge of the scheme, has issued for many years in 
succession a report which is worthy of study. This 
year he has followed up for five years the after- 
histories of the new patients of 1930. The inquiry 
relates to all known cases occurring during 1930, 
whether they come under the county scheme or not, 
but all having a residential qualification in the 
county. How they fared is set out in the form of a 
chart which is very easy to follow. Out of the total 
number (2734) of these patients 75-2 per cent. came 
under the county scheme, while in a further 4:3 per 
cent. the notification was cancelled after some 
months of observation. The reasons why 20-5 per 
cent. of the gross number did not come directly 
under the scheme were (a) cases reported at death 
only: 3-9 per cent.; (b) cases in mental hospitals: 
4-8 per cent. ; (c) cases dying within several (average 3) 
weeks of notification: 6-6 per cent.; (d) a small 
miscellaneous group: 2:6 per cent.; and (e) patients 
declining treatment under the scheme: 2-6 per cent. 
In view of the fact that treatment is voluntary the 
percentage of 2-6 declining treatment is remarkably 
low; the majority of these 70 patients had in fact 
special facilities for proper means of prevention and 
treatment. Of the 1230 pulmonary cases 69-5 per 
cent. received one or more periods of sanatorium or 
hospital treatment. Of the 826 non-pulmonary cases 
about nine-tenths received special treatment. Of 
the net number (1097) of definite pulmonary cases 
63-1 per cent. died from tuberculosis within the five 
years (39°7, 10:1, 5-8, 3-6, and 3-9 in the first and 
succeeding years). Of the net number of definite non- 
pulmonary cases 10-7 per cent. died from tuberculosis 
within the five years (6-9 per cent. within the first 
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year). Dr. Cox’s dry comment is: This survey 
emphasises the importance of prevention. But the 
figures are really very interesting. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
OCT. 17TH, 1936 
_Notifications.—The following cases of infectious 
se were notified during the week: Small-pox, O; 
scarlet fever, 2300; diphtheria, 1308; enteric 
fever, 53; pneumonia (primary or influenzal), 751 
puerperal fever, 44; puerperal 5 ary ; cerebro- 
spi fever, 14; 33 poliompelitis, ; acute 
polio-encephalitis, 3; encephalitis 5 5; 
dysentery, 29; ophthalmia neonatorum, 96. No case 
of cholera, plague, or typhus fever was notified during 
the week. 
The number of cases in the Infectious Hospitals of the London 
County Council on Oct. 23rd was 2943, which included: Scarlet 
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fever, 1061; diphtheria, 886; measles, 41; whooping- 
cough, 339; puerperal fever, 17 mothers (plus 8 babies); 
encephalitis lethargica, 284; poliomyelitis, 3. At St. 


Margaret’s Hospital there were 15 babies (plus 11 mothers) 
with ophthalmia neonatorum. 


Deaths.—In 122 great towns, including London, 
there yae no death from moor 3 (0) from enteric 
fever, 2 (0) from measles, 2 (1) from scarlet fever, 
9 (1) from whooping-cough, 37 (3) from diphtheria, 
58 11 "aay 7 and ee under two years, 
an om uenza e figures in paren- 
theses are those for London itself. 


The deaths from enteric fever occurred at Portsmouth, 
Newcastle-upon-Tyne, and Tynemouth. Deaths from diph- 
theria were reported from 24 great towns; Liverpool 5, 
Manchester and Oldham each 3. 


The number of stillbirths notified during the week 
was 244 (corresponding to a rate of 38 per 1000 
total births), including 40 in London. 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index. 


FROM A DEPARTMENTAL DOCTOR 


V 


COBBLERS’ children are proverbially supposed to 
be worse shod than any others; but doctors’ children, 
Whether or not they are worse doctored than those 
of other people, rank pretty high in the statistics of 
health and survival. There are perhaps not enough 
of them. But probably the medical training and sub- 
sequent practice of medicine does tend to make the 
doctor at least a moderately good parent. There 
appears, at any rate, to be no such violent reaction 
on the part of doctors’ children from their fathers’ 
avocation as occurs elsewhere, notably perhaps in 
the case of clergymen. On the contrary, there seems 
a rather consistent tendency for the boys and girls 
of doctors to become doctors themselves, though 
possibly not in the particular branch of ‘medicine 
to which their parents belong. The children of the 
general practitioner, having experienced the rough 
and tumble of postponed or interrupted meals and 
recreations and the ring of the night bell, may resolve 
to become consultants; and the offspring of the 
consultant, listening to dire stories of the time that 
must elapse before they can earn a reasonable living, 
may decide to become general practitioners. 


* x * 


But the fact that such a relatively large number 
of medical children do follow in their fathers' foot- 
steps may perhaps be taken as some sort of tribute 
to doctors as parents. It does not follow, of course, 
that they are entitled to any particular credit for 
this. If they have not hectored, or coddled, or over- 
analysed their families, it may well have been because 
they were too busy or too tired to do so. They have 
also had the advantage, lacked by most other parents, 
of having professionally dealt with a good many 
children before they themselves possessed any. The 
average young man, indeed, between 18 and 25, 
whatever may be his latent inclinations, is seldom 
particularly interested in children. His athleticism, 
his professional preoccupations, his dalliances or 

courtships, absorb his attention; and an interest in 
children, particularly of the younger sort, may even 
appear to him slightly effeminate. But with the 


medical student it is otherwise; and though it may 
be rather amusing to watch his first restraints and 
reactions when his work brings him into touch with 
children in the wards or out-patient departments, 
it is both a common and delightful spectacle to see 
some small boy or girl absorbing the attention— 
and presently the affections—of half a dozen clerks 
or dressers, not to mention house physicians or house 
surgeons. . There may even be a competition for 
favours, under the approving eye of some usually 
awe-inspiring sister; and not many doctors—and 
perhaps no successful ones—emerge from their 
hospitals without a genuine love of children. 


* * * 


And this recalls an old friend, who had perhaps, 
more than most young men, gone the pace in various 
parts of the world, but who had ultimately evolved 
into a very able ‘and extremely successful general 
practitioner; and a vision returns of his 
and perspiring countenance at the end of his 4000th 
confinement. It was a hot summer day. He was 
stout and tired. But he sat for some minutes gloat- 
ing over the baby as though it had been a jewel of 
some rare and hitherto unseen kind. And it was 
always so, he said—a sight that had never become 
stale for him, just as @ mother’s first moment of 
baby-realisation still remained for him earth’s loveliest 
picture. His was the sort of practice that brought 
to him many young married women, annoyed at 
the discovery that they were about to become mothers, 
and asking for help in avoiding their fate. Needless 
to say they got none, direct or indirect. Instead, 
he was in the habit of making a bet with them that, 
in a year’s time, nothing would induce them to change 
their lot ; and as far, at any rate, as his own immensé 
practice was concerned, not even the brightest and 
goriest-nailed of the bright young things had ever 
come back to claim it. 

He died not long ago, ostensibly of pneumonia, 
but really of over-popularity and a failure to take 
sufficient holidays; and his success was due, though 
he was a competent physician, to the fact that he 
was a first-rate practical psychologist. It is probable 
that he had never read a line of William James, 
Freud, Jung, Adler, or MacDougall, and that his 
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knowledge of the Behaviourists and the Conditional 
Reflexists was as nearly nil as made no difference. 
But he had the two essentials of the practical psycho- 
logist, lacking which such knowledge would have 
availed him very little—intuition, which cannot, 
alas, be acquired, and a real love for his fellow human 
beings. He was the sort of man to whom people 
naturally told things—to whom, since the beginning 
of the world, men have always told things—in trains 
and dug-outs, at the sides of race-courses, in the 
foyers of theatres, as well as in consulting-rooms. 
And no other sort, however academically informed 
in the theory and practice of psyoho-analysis, is ever 
likely to be of much practical use, in the psychological 
sense, to humanity. They are also the sort of people 
with whom children are instinctively at ease; and, 
in the selection of a consulting psychologist, there 
might well be a poorer test than this. Apart from 
his printed works that they haven’t read, and the 
letters after his name that mean nothing to them, 
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does he, or does he not, possess the It to which children 
are drawn as by a magnet ? 
% * * 


That is not, of course, to decry so-called ‘“‘ modern 
psychology,” bravely struggling through its yeasty 
adolescence of conflicting and indefinite definitions ; 
and it has certainly achieved one notable victory. 
It has already transferred, thanks to its fascination 
for novelists, preachers, and teachers, various abnor- 
malities, awkwardnesses, and shynesses from the 
realm of a hushed moral obloquy. It has coined the 
blesséd word complex that at least lends itself 
to tolerance and ordinary conversation. And it 
appears to be tending, like an older Psychologist 
before it, to set a child in its midst. If the child 
survives, as it probably will, it might have done a 
good deal worse. 


* During next month A Doctor in Retirement will 
be responsible for these columns.—ED. L. 


CORRESPONDENCE 


G@STRIN IN TOXIC GOITRE 
To the Editor of THE LANCET 


Sm,—I can confirm the results of Dr. A. W. Spence 
on the action of œstrin in toxic goitre, published in 
your last issue. Between November, 1934, and 
November, 1935, I investigated the effect of cestrin 
on thirteen patients aged 11 to 60, and including 
one male, the usual dose being 125,000 international 
units intramuscularly of Dimenformon (supplied by 
the kindness of Dr. Macbeth of Organon Laboratories) 
given daily for periods of one to three weeks. Two 
difficulties in the estimation of the value of a special 
form of tréatment in this disease are the fact that 
complete bed rest is a most powerful therapeutic 
measure, converting most mild and moderate cases 
temporarily into something near normal, and the 
fact that spontaneous variations in the symptoms 
are common. Estimations of basal metabolism I 
have found not always reliable as a guide to progress, 
in that there may be wide fluctuations in the readings 
not paralleled by symptoms; this is also apparent, 
80 far as the pulse-rate is concerned, in Dr. Spence’s 
ease records. Neither in mild nor severe cases, after 
a control period of rest, was I able to demonstrate, 
in the time available for treatment, a favourable 
action of cestrin, or at least none that could be 
accepted as more than natural to the course of the 
disease. It may be added that when finally pre- 
operative iodine was given, no further improvement 
was noted in most cases, though of course it should 
never be omitted for that reason. 

I am, Sir, yours faithfully, 

Bournemouth, Oct. 24th. HAROLD COOKSON. 


COD-LIVER OIL TREATMENT OF WOUNDS 
To the Editor of THE LANCET 


Siz,—The point was raised by Dr. Heald in his 
letter to THE LANCET of Oct. 17th that the use of 
cod-liver oil in the treatment of wounds was attended 
by the disadvantage of the unpleasant smell of the 
rancid oil. The reason for the virtue of cod-liver 
oil is by no means clear. At present it appears to 
be doubtful whether vitamins play any part. I should 
like to suggest that rancidity itself may be the thera- 
peutic agent. Rancidity is commonly accompanied 
by the development of active oxygen.“ A peroxide 
number of 600 or more can readily be induced in 
-cod-liver oil. Other oils, however, may reach con- 


siderably higher values for active oxygen. For 
example, wheat-germ oil has been prepared in this 
laboratory with a peroxide number of 1000. That 
is to say, the oil is equivalent to 3 per cent. hydrogen 
peroxide. The oxidised oil is almost colourless and 
possesses a somewhat pleasant smell. As a chemist, 
I should like to suggest that the use of wheat-germ 
oil or an oxidised derivative from it might meet the 
difficulty raised by Dr. Heald. A clinical trial would 
be of great interest. 
I am, Sir, yours faithfully, 
MAGNUS PYKE, 
Chief Chemist, The Research Laboratories 
Vitamins Ltd.) 
Hammersmith, W., Oct. 22nd. 
To the Editor of THE LANCET 


Sir,—In your issue of Oct. 17th Dr. Heald draws 
attention to the fact that cod-liver oil treatment for 
wounds had been used in the Royal Free Hospital 
with good results as far back as 1922, the only com- 
plaint against its use being the nauseating smell of 
the dressings. May I be allowed to mention that 
Dr. Löhr of Magdeburg, who reintroduced the 
treatment, employs against the stench a few drops 
of turpentine applied to the dressing and renewed 
from time to time. This has a very good effect. 

I am, Sir, yours faithfully, 
Weil am Rhein, Oct. 22nd. E. HEIDENREICH. 


CHILDREN’S SPECTACLES 
To the Editor of THE LANCET 


SIR, — One of the great difficulties met with in 
fitting children with spectacles is that it has to be 
done during the growing years. So that it often 
happens that the frames soon begin to cause damage. 
The People’s League of Health, as you have noted 
(p. 960), is doing good work in calling attention to 
the bad effect of ill-fitting frames, and such as are 
easily bent or twisted, but only in connexion with 
the sight. It must not be forgotten that the nose 
is a factor to be reckoned with. One of my patients, 
just turned six and small for her age, had seven 
marks from her glasses—on the bridge and sides of 
the nose, over the malar bones, and behind the ears. 
Many are the faces to be seen with deep indentations 
over the root of the nose. The thicker the lenses 
the deeper the dents. Sometimes the diameter of 
the circular lenses is so large that, as in the case 
above, there is insufficient room for the nasal passages 
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between them. The tendency then is to give up 
nasal breathing and keep the mouth open, bringing 
a further toll of ocular troubles in its train. 

In the Proceedings of the Royal Society of Medicine 
for September, 1936, a case is reported by T. Colver 
(for Dr. Donald Paterson) of a child, aged 24, who 
was sent to the eye department for swelling of the 
lids, &c. At the operation pus welled out from the 
interocular space from the ethmoidal cells. The 
correlation between the eyes and the nose is no 
recent discovery. The poet Cowper many years ago 
emphasised it in a poem entitled “ Report of an 
Adjudged Case,” beginning | 

„Between nose and eyes a strange contest arose.” 


The affair has seemingly not yet been settled. 
I am, Sir, yours faithfully, 
Wimpole-street, W., Oct. 23rd. OcTAVIA LEWIN. 


SILVER NITRATE FOR BURNS 
To the Editor of THE LANCET 


SR, While reading with interest Dr. Kissmeyer’s 
account in your last issue (p. 985) of the use of silver 
nitrate ointment for the treatment of burns, I could 
not but be struck by the fact that he admits that this 
treatment causes very little pain to the patient. 
I have not tried this ointment, as at St. Thomas’s 
Hospital we have for several years abandoned grease 
in the treatment of burns and scalds, but in my 
experience the silver nitrate treatment is invariably 
accompanied by considerable pain and irritation. 
Why not use a suitable preparation of tannic acid ? 
This not only allays all pain, but avoids the dis- 
advantages and dangers of an ointment in the 
treatment of burns and scalds. 

I am, Sir, yours faithfully, 

Harley-street, W., Oct. 23rd. PHI H. MITCHINER. 


THE CHANGING HOSPITAL POPULATION 
To the Editor of THE LANCET 


Strz,—In the second paragraph of an article 
under this heading in your issue of Oct. 10th 
(p. 876), dealing with my health report for 1935, 
confusion has evidently existed in the writer’s mind 
between Withington Hospital and Withington Insti- 
tution ; the former is the hospital, the latter is the 
old workhouse. Both are run by the public health 
committee, but the institution is a delegated function 
from the public assistance committee. The hospital 
contains 1293 beds; the institution contains 1200. 
It is the institution, not the hospital, which has been 
so largely empty since the transfer in 1930. The 
hospital is continuously full, and the demand for beds 
for acute illness is constantly increasing. This 
increased demand has been met by the trausfer of 
some of the chronic sick to the empty blocks in the 
institution—a process which has provided additional 
hospital accommodation without the necessity of 
new building. 

I am, Sir, yours faithfully, 
R. VEITCH CLARK, 

Oct. 21st. Medica] Officer of Health, Manchester. 

* Dr. Veitch Clark’s letter removes an element 
of confusion which is apt to arise between the general 
meaning of the word institution and its special 
significance in poor-law terminology. Fortunately 
the essential point made in the paragraph to which 
he refers remains unaffected, namely, that it has 
been found possible to accommodate more of the 
acute sick by transferring the chronic sick to accom- 
modation formerly reserved for the healthy or infirm 
inmates.—ED. L. 
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PROGNOSIS OF DISSEMINATED SCLEROSIS 
To the Editor of THE LANCET 


SR, It is interesting to compare the following 
data derived from a series of cases attending the 
Midland Nerve Hospital, Birmingham, with those of 
Dr. W. Russell Brain in his article on the prognosis 
of disseminated sclerosis in your issue of Oct. 10th. 

Of these, 44 were females and 51 males. In each 
the average duration of the disease is approximately 
94 years. There were four deaths, two males 9 years, 
6 years, and two females, 9 years and 6 months 
respectively, after the onset of the disease. As no 
autopsies were carried out, it is difficult to say 
whether the deaths were directly attributable to the 
disease. A olassification of the symptoms with 
respect to onset showed: in the females, 23 motor, 
2 motor plus visual, 13 visual, 1 motor plus sensory, 
3 sensory, 1 vesical; in the males, 33 motor, 5 motor 
plus visual, 7 visual, 3 sensory, 1 speech, 1 vesical, 
1 motor plus vesical. 

From these figures the onset with visual symptoms 
(mostly the result of acute retrobulbar neuritis) is 
24 per cent. in males and 34 per cent. in females 
i.e., slightly higher in females. One must be careful 
not to include, as of visual onset, cases with a 
previous history of error of refraction only, or 
strabismus of purely muscular origin. Of the cases 
alive, 10 females and 26 males are bedridden, have 
to make use of an invalid chair, or have great 
difficulty in walking. In 15 cases the disease has 
been in existence 15 or more years, in 2 for 22 
and 26 years respectively, both these cases being 
now bedridden. The treatment given was protein- 
shock therapy (milk or Neuroyatren injections), 
arsenical injections, massage, and relaxation for the 
affected limbs. 

Certainly judging from the fact that of 95 cases, 
39 are alive after 10 years and 15 after 15 years, 
it appears that the disease runs a longer course, 
as pointed out by Dr. Russell Brain, than was 
previously taught. This may be due to the benefits 
of protein-shock therapy, but is more likely to be 
due to earlier diagnosis and particularly to the 
recognition of its manifold earlier manifestations, 
especially acute retrobulbar neuritis. The pathetic 
fact remains, however, that the sufferers ultimately 
develop a progressive paraplegia. 

I am, Sir, yours faithfully, 

Birmingham, Oct. 26th. S. SILVERMAN, 


PNEUMOTHORAX IN A HEALTHY PERSON 
To the Editor of THE LANCET 


Srr,—The case recorded by Dr. A. Coleridge in your 
issue of Oct. 10th recalled to my mind a similar case 
in my own practice. 

An engine driver who had previously enjoyed good 
health felt a severe piercing pain in the right side of his 
chest, with great difficulty of breathing. This was at 
5 a.M. and two hours later he was admitted to Beni-Suef 
Government Hospital where pleurisy was diagnosed by the 
resident medical officer. I saw him at 8 A. M., when he 
was lying in great distress with cold sweating and rapid 
breathing. The right chest was motionless; breath 
sounds almost inaudible anteriorly, amphoric breathing 
posteriorly, more marked near the base. Bruit d’airain 
not present. Left lung harsh breathing, otherwisé 
normal, Cardiac dullness slightly displaced to left. 
Temp. 37° C., pulse 86. The patient was given gr. } af 
morphia. Next day X rays confirmed the diagnosis of 
right pneumothorax ; the left lung was free from infiltra- 
tion. The patient had never complained of cough or any 
other symptom suggestive of tuberculosis. He made an 
uneventful recovery. The right lung was completely 
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inflated in two weeks and he resumed work after one 
month. At this time screening showed both lungs normal ; 
a search for foreign bodies in the lungs proved negative. 


My case differs from Dr. Coleridge’s in the following 
particulars. The patient had been shot while driving 
a train in his right shoulder four months previously, 
when he was admitted to the same hospital and 
X rays proved the presence of small shots at the 
acromial end of the right clavicle. These were 
extracted aseptically by my colleague Dr. A. Shaffei, 
surgeon to the hospital, and the patient was discharged 
in 20 days. 

I am, Sir, yours faithfully, 
IBRAHIX ABDEL SAYED. 

Beni-Suef, Egypt, Oct. 21st. 


RADIOGRAPHY OF THE HAND IN CHRONIC 
RHEUMATIC DISEASES 


To the Editor of THE LANCET 


SR, It is gratifying to find that my book 1 
describing a method of radiographic classification of 
chronic rheumatio arthritis from the changes found 
in the hand has stimulated Drs. Aldred-Brown and 
Stevens to carry out such an interesting and useful 
investigation on the subject. Although their paper 
in your issue of Oct. 17th is in the form of a oritical 
survey of my book, it is of value inasmuch as it 
draws attention to several difficulties and con- 
troversial points that I anticipated, and these points 
are for the most part dealt with in my book. 

1. Within certain limits it is not essential, but 
nevertheless desirable, for all radiologists to adopt 
an identical standard radiographic technique, but 
having chosen a standard they should keep to it. 
There are very few radiographers, let alone radio- 
logists, who can be certain of turning out two con- 
secutive radiograms of the hand identical in quality 
and density. Those who are uncertain of their 
technique will find a Benoist radiometer sufficiently 
accurate for standardisation purposes. 

2. There should be no difficulty in separating 
rheumatoid arthritis and the local chronic infective 
arthritis clinically and radiographically. The former 
affects the whole body and must be considered to be 
a constitutional condition, while the latter is but a 
local arthritis similar to a tuberculous arthritis. In 
rheumatoid arthritis the whole skeleton takes part in 
the decalcification process, while decalcification is 
absent in chronic infective arthritis. 

3. The evidence produced by Drs. Aldred-Brown 
and Stevens of marginal erosion of bones being an 
early manifestation of rheumatoid arthritis is uncon- 
vincing, and I predict that the radiographic examina- 
tion of 154 normal hands will reduplicate many of 
the appearances shown in their reproductions. Bone 
architecture shows unlimited deviations from the 
normal. Familiarity with the normal is even more 
difficult to acquire than the pathological. From time 
to time efforts have been made to attach some diag- 
nostic significance to various congenital variations, 
such as ridges of bones along the shafts of the 
phalanges—bony tufts of the terminal phalanges 
—demonstration of the shadow joint capsule, &c. 

4. As a member of the B.M.A. committee appointed 
in 1933 I heard all the arguments on the subject of 
classification of rheumatoid arthritis. I am of the 
opinion that the subdivision into primary and 
secondary is unsound and illogical and can serve no 
useful purpose. 


2 Radiological Atlas of Chronic Rheumatic Arthritis (The 
Hand), London, 1935. 
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5. Knowing the difficulties of making an early 
clinical diagnosis in rheumatoid arthritis, I go so far 
as to say that no case should be placed in this group 
unless general decalcification of the bones is present ; 
of course this must be associated with joint symptoms 
as it is well known that decalcification of bone occurs 
in other conditions. 

6. It is asked, Are radiograms of the hands of 
assistance to the clinician? ° They certainly should 
be; but unfortunately this is dependent on correct 
interpretation ; the significance placed upon the 
radiographic changes is the most difficult part of the 
examination. One point is however quite clear: 
we cannot take the clinical diagnosis to be infallibly 
correct, and until we can do so we must be content 
to include both the clinical and radiological classi- 
fication in the notes, irrespective of whether they 
agree. The radiographic examination is the only 
direct means we have of recording pathology during 
life and as we become more proficient in radiographic 
interpretation so will the examination become more 
accurate and reliable. 

I am, Sir, yours faithfully, 

Brook-street, W., Oct. 27th. S. GILBERT Scort. 


TREATMENT OF VAGINAL DISCHARGE 
To the Editor of THE LAN CET 


SIR, — In your issue of March 21st (p. 691) I called 
attention to the value of aluminium hydroxide in 
clearing up chronic vaginal discharge by rendering the 
secretion acid. The preparation I use was one com- 
mended by Prof. Gauss of Würzburg, and is known as 
Vagintus. But my imperfect mastery of English led 
me to use the word “granulated ”’ for “‘ colloidal.” 
Vagintus is colloidal aluminium hydroxide which in 
contact with vaginal secretion has in nascent state the 
power of fixing alkali in high degree. The method 
has been described by Prof. W. Lahm, director of 
the laboratory of the Frauenklinik in Dresden 
(Münch. med. Woch., 1924, lxxi., 1751), and Prof. 
W. Schmitt, assistant at the Frauenklinik in Würz- 
burg (Ibid., 1927, IXxiv., 22). The manufacturer is 
Max Elb in Dresden. 

I am, Sir, yours faithfully, 
R. 


London, Oct. 24th. KUEN. 


SPONTANEOUS DISLOCATION OF THE JAW 
DURING ANASTHESIA 


To the Editor of THE LANCET 


Str,—The safety and manifold advantages of 
Evipan administration are known widely, and the 
record of the following accident will in no way 
detract from the reputation of this useful drug. 

A patient, aged 37, was given 3-5 o. cm. of evipan 
intravenously as a preliminary to the administration 
of gas, oxygen, and ether for a hysterectomy. The 
drug was administered slowly, the patient’s eyes 
drooped, conversation faltered and failed, and she 
yawned luxuriously, the mouth remaining open. 
Attempts were made to close it, but this was found 
impossible. Examination confirmed a subluxation 
of the lower jaw which was reduced with complete 
ease and the anæsthesia and operation passed off 
without further incident. The patient gave no 
history of a previous dislocation and is full of 
enthusiasm for the gentle prick which paves the 
way for ansthesia without tears.“ 

I am, Sir, yours faithfully, 
S. CHARLES LEWSEN. 

Devonshire-place, W., Oct. 26th. 
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OBITUARY 


GEORGE GAVIN MORRICE, M.D. Camb., 
F.R.C.P. Lond. 


THE death occurred on Oct. 22nd of Dr. George 
Morrice, consulting physician to the Dorset County 
Hospital and to the Weymouth Eye Infirmary; he 
had been in failing health for some time, his final 
illness lasting some two months. 

Dr. Morrice was born at Longbridge, Wiltshire, 
the son of the late Canon Morrice of Salisbury, and 
was educated at Radley before proceeding to Trinity 
College, Cambridge. His clinical training was carried 
on in St. Bartholomew’s Hospital, and he graduated 
as M.B. Camb. in 1887, three years later taking 
the diploma of M. R. C. P. Lond. He acted as 
clinical assistant at the Royal London Ophthalmic 
Hospital and also in the ophthalmic department 
of the Middlesex Hospital, and was then appointed 
to the staff of the Salisbury Infirmary. He came to 
Weymouth in 1898, and was soon elected to the staff 
of the Dorset County Hospital and the Weymouth 
Eye Infirmary, with which two institutions he remained 
connected to the end of his professional life. His 
work here was keen and strenuous and he earned 
the gratitude of the patients and the high regard of 
his colleagues. He was elected F.R.C.P. Lond. in 
1915. 

He was a learned man outside his strictly profes- 
sional accomplishments, a member of the London 
Mathematical Society, and a fellow of the Cambridge 
Philosophical Society. Though an infrequent writer 
he made various contributions to these columns, to 
St. Bartholomew’s Hospital Reports, and to the 
Proceedings of the Mathematical Society, while he 
was also the translator of Klein’s Lectures on the 
Icosahedron. He was 77 years of age at the time 
of his death. 


WILLIAM HERBERT MASON, M. R. G. S. Eng. 

Dr. Mason died on Oct. 22nd at the Middlesex 
Hospital, aged 29. The only son of Mr. W. W. 
Mason of Abertillery, he was educated at Llandovery 
College and entered the Middlesex in 1925. For the 
past two and a half years he had held a responsible post 
in the Bland-Sutton institute of pathology at the hos- 
pital, and less than a month ago had contributed to this 
journal an article on acholuric jaundice. He was an able 
and promising pathologist, skilled and conscientious, 
and greatly liked by his colleagues, the students, and 
the staff. His career was hampered even in his student 
days by the illness that finally caused his death— 
recurrent hæmatemeses in association with Banti’s 
syndrome. One of those who worked with him 
writes that the morale and pluck that he exhibited 
in completing his qualification, in holding resident 
appointments, and in his onerous last position in 
the Bland-Sutton institute were astounding. Fre- 
quently he was disabled by a large hæmatem esis, 
yet as frequently he returned to work with never a 
trace of demoralisation nor a suggestion that he 
knew the inevitable end.“ Such courage is given 
to few. 


REGINALD THORPE, M. R. G. S. Eng. 

Dr. Reginald Thorpe, whose recent death is recorded, 
was at his consulting rooms in Harley-street, as 
usual, and returned home apparently in good health 
when the fatal seizure occurred. He qualified with 
the double diploma of the English Royal Colleges in 
1891 and shortly afterwards went into general 
practice in a new district of south London, now 


forming part of Upper Tooting; he was the first 
occupant of a house in the developing district and his 
extensive practice grew as the residential district 
expanded. From the beginning of his professional 
career he was attracted by ophthalmology and had 
held posts as clinical assistant and out-patient officer 
at the Royal London Ophthalmic Hospital and as 
chief clinical assistant at the Royal Westminster 
Ophthalmic Hospital, and gradually his professional 
work came to centre round his specialty. He acted 
as ophthalmic assistant both at St. George’s and Guy’s 
Hospitals, and during the war was ophthalmic surgeon 
to the Grove Military Hospital, Tooting. Although 
holding no appointment as ophthalmologist in a 
teaching hospital, he became an acknowledged expert 
in his specialty, and was popular with a large circle 
of patients and colleagues to whom the tragic 
suddenness of his death came as a shock. 


FRANCIS CREIGHTON FITZGERALD, 
L. R. G. S., L. R. G. P. I. 


THE death of Dr. Francis Fitzgerald has removed 
from the ranks of the medical profession of Northern 
Ireland a prominent figure. He qualified in 1869 
with the double diploma of the Irish Royal Colleges 
and practised for most of his life in the neighbourhood 
of Newtownbutler. He was medical officer to the town 
dispensary and M. O. H. of the district, and faced 
during a long period of professional life the extensive 
physical strain which these offices demanded of him. 
The area of his duties embraced certain islands of 
Lough Erne and the surrounding mountains, and in 
the discharge of his duties to a poor and straggling 
population he had to adopt many modes of transport, 
keeping, at the same time, a gig, sleigh, and boat, 
and using them as occasion demanded. One can 
well understand that he should be the first medical 
man in his district to use a motor-car. Apart from 
strenuous duties as a private practitioner and public 
officer, Dr. Fitzgerald was a prominent citizen; he 
was a magistrate in his native city, and had filled 
the post of high sheriff of the county. 


THE LATE PROF. PASCHEN 


Dr. Enrique Paschen, sometime director of the 
Impfanstalt at Hamburg, died on Oct. 22nd. His 
life-work was the study of small-pox and vaccinia, 
and his long tenure of the directorship of the vaccine 
station, from which he retired only a few years ago, 
gave him abundant opportunity and material on 
which to base those authoritative and beautifully illus- 
trated descriptive studies of the pock diseases which 
adorn many a well-known compendium. We are 
indebted to Prof. J. C. G. Ledingham for what follows. 

„ Paschen’s knowledge of small-pox and of vacci- 
nation processes in all their bearings was wide and 
deep and there were many who sought his gladly 
given advice and help. For thirty years, however, 
the elementary bodies had been his dominating 
interest and in the effort to commend them more 
favourably to outside opinion his leisure hours were 
devoted to further elaboration of the observational 
evidence in support of their etiological importance. 
Following Aragao, he sought and found similar bodies 
in the vesicles of varicella (1919) and just three years 
ago in those of herpes zoster. Important findings 
resulting from his accomplished staining technique 
were his demonstrations of these bodies inside the 
epithelial cells of the experimentally infected cornea 
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and skin, and I am happy to possess an album he 
presented to me some years ago containing beauti- 
fully executed photomicrographs of his successful 
efforts in this field. The essential links in the ætiological 
chain were, however, forged only some six years ago, 
when it became possible to work with pure suspensions 
of these minute bodies and to show that they alone 
represented the infective agents. These new methods 
and findings of British and American workers which 
established beyond question the etiological importance 
of the elementary bodies were enthusiastically 
welcomed by Paschen, and provided him with a fresh 
incentive to investigate for himself the behaviour 
of the elementary bodies in various virus infections 
(vaccinia, ectromelia, Shope fibroma, &c.) when 
artificially propagated either in tissue culture or in 
the growing chick embryo. 

% When he retired from his official post Paschen 
was given a laboratory at the Tropical Institute 
in which to work out his problems and there, in the 
company of his friend and collaborator, Prof. Nauck, 
he spent the busiest and perhaps happiest years of 
his life despite an increasingly troublesome cardiac 


IODINE AND ENDEMIC GOITRE 
REPORT TO THE MEDICAL RESEARCH COUNCIL 


THE Medical Research Council this week publishes 
a report of an inquiry made under the direction of 
its advisory committee on iodine deficiency and 
thyroid disease. Its title is the Relationship of the 
Iodine Contents of Water, Milk, and Pasture to the 
Occurrence of Endemic Goitre in Two Districts of 
England, and its authors include Dr. Matthew Young, 
Miss M. G. Crabtree, and Miss E. M. Mason. In 
Previous surveys the methods employed for the 
determination of minute quantities of iodine, such as 
occur in drinking water and most foodstuffs, were not 
entirely above suspicion; in the present survey 
advantage has been taken of the more accurate 
analytical method recently reported by Mr. C. O. 
Harvey. 

A goitre survey by the Board of Education in 
1924 indicated a high incidence of goitre in Somerset 
and the lowest incidence in Suffolk, and these two 
districts were accordingly chosen for comparison. 
The efficiency of food distribution nowadays, however, 
renders such a survey difficult, and for this reason 
the investigation was restricted to the rural districts, 
where it appeared that the population subsisted for 
the most part on local sources of food. The goitre 
survey, carried out by Dr. Young, was confined to 
girls in the elementary schools between the ages of 
six and fourteen. The schools chosen were of such a 
size that it was unlikely that the milk to that village 
was supplied by more than two farmers. Only 
thyroids that were visibly enlarged were considered 
goitrous. In Somerset 120 rural schools were visited 
in the districts found in the 1924 survey to have 
the highest incidence. Of 3801 school-girls examined, 
35-7 per cent. were found to have visible enlargement 
of the thyroid—in the age-group 6-8 years 25 per 
cent., 9-11 years 37 per cent., and 12-14 years 
46-8 per cent., figures not very different from those 
obtained in 1924. From the 120 schools, 12 which 
had the highest incidence (54 per cent.) and in which 
the milk for the district was supplied by no more 
than two farmers were selected for the iodine survey. 


3 Med. Research Counc. 


Spec. Rep. Ser. No. 207. London: 
H.M. Stationery Office. 1936. 20 6d. ee 
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disability to which he has at last succumbed. In 
1932 it was a rare pleasure to him to visit London 
on the occasion of the centenary of the British Medical 
Association, and to take part in a virus discussion, 
when he communicated his work and views on the 
essential primary lung lesion in small-pox. As a 
vice-president of the recent International Congress 
of Microbiology he had hoped to visit London again, 
but his health forbade it and in his last letter to 
me only a few weeks ago he expressed the pleasure 
it had been to him to receive the sympathetic resolu- 
tion of regret at his absence which was passed by the 
Virus Section. In the spring of this year the Paul 
Ehrlich gold medal was awarded to him for his 
scientific work. 

‘ At 75 Paschen continued to be the eager and active 
searcher after truth and he has died with a paper 
in the press. He has also, I believe, passed away 
happy and thankful in the confidence that the 
contribution he was able to make to the problem of 
the elementary bodies and his persistent advocacy 
of their fundamental importance had received the 
full recognition and vindication of his fellows.“ 


In Suffolk the iodine survey was carried out in 
twelve districts in which the incidence of goitre in 
the school-girls was found to be 3°7 per cent. 

In the iodine survey, carried out by Miss Crabtree 
and Miss Mason, samples of milk were obtained from 
22 farms in the Somerset districts and 21 in the 
Suffolk districts during the winter and summer, of 
pasture from the same farms during the summer, 
and of water from the household drinking supply 
of each farm during the winter. The analyses 
revealed that the only significant difference between 
the two districts lay in the iodine content of the 
waters, which averaged 2·9 per litre in Somerset 
and 8-2 y per litre in Suffolk. The milk and pasture 
samples were almost identical for the two districts, 
averaging 0-83 y per 100 c.cm. of milk and 28 y per 
100 g. of pasture in Somerset, and 0-76 y per 100 c.cm. 
of milk and 25y per 100 g. of pasture in Suffolk. 
It is pointed out that in so far as the pastures are 
concerned, this would indicate that the Somerset 
soil must contain a sufficiency of available iodine 
in spite of the deficiency of this element in the water 
of the district, and that the identity of the iodine 
contents of the milk samples is doubtless a reflection 
of that of the pastures. It is concluded in the report 
that while the results demonstrate the recognised 
relationship of environmental deficiency of iodine to 
the incidence of goitre, the deficiency of iodine in 
Somerset is not so intense as to be solely responsible 
for the high incidence of goitre, and that the striking 
difference between the incidence of goitre in Somerset 
and Suffolk cannot be referred exclusively to the 
difference in the iodine contents of the respective 
waters. The authors think it difficult to escape 
the conclusion that some other factor is also 
involved. 


ROYAL EAST Sussex HOsPTTAL, Hastines.—Prin- 
cess Alice, Countess of Athlone, on Oct. 23rd opened 
an operating theatre and a pathological library at this 
hospital, which was opened by her 13 years ago. The 
hew extension has cost £10,000. 


WARWICKSHIRE AND COVENTRY MENTAL HOSPITAL. 
The out-patient clinic for mental disorders, arranged 
by the Warwickshire and Coventry Mental Hospital at 
the Warneford Hospital, Leamington Spa, will in future 
be 1 every Monday at 2.30 P. M., instead of once a 
month. 
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MEDICAL NEWS 


University of London 


A meeting of the senate was held on Oct. 2Ist for the 
first time in the new buildings in Bloomsbury, with 
Mr. H. L. Eason, the vice-chancellor, in the chair. Dr. 
Charles Reid, lecturer in physiology at University College, 
London, was appointed to a readership in physiology 
tenable at the London Hospital medical college. 


Dr. Reid, who is 44 years of age, was educated at Robert 
Gordon’s College, Aberdeen, and at the University ot Aberdeen, 
where he obtained the degrees of M.A. in 1914 and of B.Sc. in 
1916. In 1917 he graduated in medicine, and after hol 
resident appointments at the Royal Infirm he served wit 
the Royal Army Medical Corps from 1917 un 1220 when he 
resumed work at Aberdeen, at first as assistant in physiology, 
and later as lecturer in experimental physiology at he Univer- 
Rf Having taken the degrees of M.D. and D.Sc. he went to 

& in 1929 to become professor of physiology at the Prince 
of ve Medical College at Patna—a post that he afterwards 
held in conjunction with a university readership in the natural 
sciences. After a year as a Commonwealth research fellow he 
his present appointment at University College in 1933. 
as examined for the universities of Aberdeen, Tatma, 
Lucknow, and Calcutta, and his work, including studies of 
diastase, hyperpiesis, intestinal movements, and muscular 
fatigue, has been published widely in medical, ‘pathological, and 
physiological journals 


The Rogers prize was awarded to Dr. R. P. Kemp. 


University of Glasgow 
On Oct. 24th the following degrees were conferred :— 


M.D.—R. S. Dewar and John Mackay. 

M. B., C. B.— A. J. S. McFadzean, C. W. Maclay, L. J. Radin, 
G. J. Aitken, J. D. Aitchison, K. S. Alstad, W 
Elizabeth A. Marshall, Thomas Fletcher 
W. K. Stewart, Alexander Slessor 
892 Gavin eae ae h M. Thomson, J 

rovn and W. 33 es M. 
ee T. W ¥ tno) en j Nathan 
were “Giles 1 M. Macgregor, 


Goodkin, Agn 
A. S. Scott, T. 
J 5455 io „t. A 

J.T a. David A Piet 


ae ‘Graham, M rais, 
F. e Biizabeth S. Hamilton, James Hamilton, Peter 
Kelly, F O =P: le. The J. H. Lawson, Tom McEwan, 


Jean H. Mac- 
. I. O. Maclean, R. C. Macleod, 
Mansbridge, pava mariya 


NM. R. M. Munro, 
L. Datak Jessie M. Pope Reid, David Rosen- 


G. 

W. HL 

berg, G. T. Ross, Karl Sand band ank, arat D. L Sa vice; 
Michael Silver, T. F. Stewart, . C. Swanson, J aa M. 
Tytler, and D. F. Wood. 

The Brunton memorial prize and the West of Scotland 
R. A. M. C. memorial prize were awarded to A. J. S. 
McFadzean, and the Macewen medal in surgery to 
Archibald McPhater. 


Royal College of Surgeons of Edinburgh 


At a meeting of the College held on Oct. 20th with 
Mr. Henry Wade, president, in the chair, the following 
candidates who have passed the requisite examinations 
were admitted to the fellowship :— 

ee MED Mente s K. F. Caird, M. B. Edin.; OC. W. 
Clark, M.D. Manitoba, . J. de Villiers, L. R. C. P. Edin. ; 
Kamel Girgis, M.B. Hain. + W. I. Gordon, M.B. Glasg. ; I. 
Hewetson, eie B. Edin.; R. A. Hill, M.B. Lond.; R. St. 
B.S dney ; Richard Howarth M.D. Edin. ; O. 

igismund Klein, M. D. Vienna, L. M. S. 

Duncan Malloch, M. B. Edin.; S. D. Meares, M. 
Sydney; N. H. Munday, M.B. Adelaide; D. G. M 
Toronto ; D. A. MacLennan, M.D. MeGill ; y R. 
B. Edin.; V. T. Powell, M. R. C. S. E 


Rudolph Stup el, M.R. 9; ` 
G. Ww W 


Institute of Medical Psychology 


The dates for the series of lectures on child 1 to 
be held at the Institute’s clinic in Malet-place, London, 
W.C., have been rearranged, and now Mrs. Susan Isaacs, 
D So., will speak on Oct. 27th and Nov. 3rd; Dr. Maria 
Montessori on Nov. 10th and 17th ; Miss Lillian de Lissa 
on Nov. 24th and Dec. Ist; and Dr. Charlotte Bühler 
on Dec. 8th and 16th. 


Pharmaceutical Society of Great Britain 


A meeting will be held in the house of this society 
(17, Bloomsbury-square, London, W.C.) on Tuesday, 
Nov. 10th, at 8.30 P.., when Dr. Donald Hunter, physi- 
cian to the London Hospital and member of the Pharma- 
5 Commission, will speak on industrial toxicology 
to-day. 


British College of Obstetricians and Gynecologists 


The quarterly meeting of the council was held on 
Oct. 24th, with Sir Ewen Maclean, the president, in the 
chair. Sir Mangaldas Mehta was elected to the member- 
ship, and the following. were formally admitted to the 

membership : 

D. A. Abernethy, Ida Birchall, J. R. Bo 
Robert ae F. H. fl. Finlaison, L. W. 


latt ew, R. B. Mul 
Red a 1. M. Kobertson Mt M. . 
. ap I. Rosser, P. M. G. Russell, Ruby G 2 Sharp E. G 
A. M. Sutherland, R. R. Talbot, Joyce H W. Wharton, W. W. 
Wilson, *Gerald d Holmes, : and *P. 
* In absentia. 
Rupert Eric Magarey (Australia) was admitted in 
absentia to the fellowship. 


Nearly 250 persons, including every branch of the 
medical profession, were present at the sixth dinner of 
the College held at Claridge’s, London, on Oct. 23rd, 
when the Minister of Health was the chief guest. Sir 
Ewen Maclean, who presided, paid a charming tribute to 
Dr. J. S. Fairbairn, his predecessor in the chair, when he 
described him as not easy to satisfy but always easy to 
please. Sir Kingsley Wood, who proposed The College, 
spoke of the energy and driving force which had tided it 
over the critical years when Fletcher Shaw’s great idea 
was being worked out by Blair-Bell and others. He 
welcomed the College’s efforts to raise the standards of 
obstetric practice, with special mention of the progress 
being made in India. He based the success of the health 
services, now and in the future, on close coöperation 
between the State and voluntary effort ; he was, he said, 
studying the outline of the national maternity scheme 
submitted by the College and quoted with approval some 
words of Sir Ewen's— the midwife may make or mar the 
success of any maternity service.“ An investigation by 
medical officers of health organised by Sir Comyns Berkeley 
was, he added, now nearly complete. Sir Ewen Maclean, 
responding to the toast, read congratulatory telegrams 
from Prof. Fletcher Shaw, at the moment in Philadelphia, 
and Prof. Marshall Allan in Melbourne, and spoke of an 
invitation to Khartoum to give advice about the curriculum 
there. He expressed the pleasure of the College at the 
Minister’s desire to understand the difficulties of the 
medical profession. There were now, he said, more than 
500 fellows and members of the College, 180 of them 
overseas, not including the 100 or more holders of the 
newly constituted diploma. Travelling scholarships of the 
value of £500 had been made possible by the Blair-Bell 
bequest, and the College had a small but very precious 
library given by the friends of the late Sir Henry Simson. 
The next thing was to get the College recognised by 
charter. Prof. R. W. Johnstone proposed The Guests, 
who were, he said, as history showed, at all events in 
Edinburgh, invited to exert a restraining influence on the 
members themselves. Lord Dawson, in response, spoke of 
the growing reputation of the College from year to year; 
he congratulated it on the study of the problem of 
analgesia in childbirth which, he said, had to a large 
extent met its solution. Can we not now, he added, all 
combine in pressing on the public the relative safety of 
childbirth ? That being accepted, is the quality of race, 
he asked, equally secure? Are the people whose lives 
we preserve going to have a life that is worth while? 
Sir Farquhar Buzzard, who also responded, told his 
hearers something about Lord Nuffield’s great gift for 
medical research. It was, he said, his hope that at Oxford 
inquiry would include the sociological and biological 
factors of disease. In a university city should be found 
the colour and atmosphere for the medical study of 
sociological problems. 
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Royal Waterloo Hospital 

A lecture-demonstration on the treatment of sciatica 
will be given at this hospital by Dr. Gerald Slot on 
Thursday, Nov. 12th, at 10 a.m. 
Kent and Canterbury Hospital 

It is hoped to finish the new hospital building by June. 
The foundation-stone was laid on June 12th last year by 
the Duke of Kent. ' 
Royal Northern Hospital Dining Club 

The annual dinner of this club will be held at the Café 
Royal, Regent-street, London, W., on Friday, Nov. 27th, 
at 8 p.m. for 8.30 p.m. Mr. R. E. Norrish will be in the 
chair, and Mr. Gwynne Williams, consulting surgeon to 
the hospital, will be the guest of the evening. The hon. 
secretary is Dr. H. A. Cowan, 32, Fitzroy-square, W. I. 
Medical Peace Campaign 

A meeting of medical practitioners and scientists to 
consider the possibility of aerial warfare and our means 
of defence against it will be held in the Hastings Hall, 
B. M. A. House, on Wednesday, Nov. 25th, at 8.30 P.. 
The chair will be taken by Dr. E. P. Poulton, and speakers 
will include Dr. Stella Churchill, Dr. Robert Edbrooke, 
Mr. R. Mackinnon Wood, M.A., and Mr. L. A. Rawlings, 
Ph.D. It is hoped that there will be a full discussion of 
the whole subject, and particularly of the attitude which 
the medical profession might reasonably adopt towards 
it. Information about the campaign may be had from 
Dr. Cecile Booysen, medical secretary of the International 
Medical Association for the Prevention of War (British 
Section), 12, Kent-terrace, London, N.W.1. 


Surgical Instrument Manufacturers’ Association. 

The annual dinner of this association was held at the 
Holborn Restaurant, London, on Oct. 16th, with Mr. H. 
Guy Drew presiding. Mr. N. St. J. G. D. Buxton, in pro- 
posing the toast of The Association, suggested that the 
most important part of its work was in recruitment. I 
greatly admire, he said, the training which your recruits 
are to go through in order to become surgical technicians, 
and I admire still more the ethical code which is now 
attached to your association. That is a marvellous thing 
and will obviously raise the standard of all your crafts- 
men. He referred to research work in metals. If the 
appliance maker knows the strength of steel and what 
strain it will take, that will be of infinite use to the 
surgeon, There should be scope for research too in con- 
nexion with sterilisation. How close can be the relation 
between the maker of instruments and the surgeon ? 
That is the first question that arises in the education of 
your younger members. They must have handled many 
kinds of forceps, but have they ever learnt how to cut a 
bone ? They could learn something by doing this if only 
in the cadaver. Mr. Drew, who responded to the toast, 
said that in a few years’ time nobody would dream of 
sending a patient to an appliance fitter unless he felt 
that the staff of that firm had been closely acquainted 
with the anatomy of the human body. The craftsman, 
he said, is a product of the learner and apprenticeship 
system, and in the history of mankind there has never 
been such wonderful work as is turned out in our factories 
to-day, and it is all handcraft. The prolongation of life 
rests in many cases to-day in the hands of the surgeon, 
and if the surgeon has not behind him the skilful crafts- 
man who can supply him with exactly what he wants 
at the moment he wants it, surgery would not be making 
the almost kaleidoscopic changes it makes to-day. But, 
he said, we are not content with our present craftamanship ; 
we hope to render it still more efficient with the aid of 
the Institute of British Surgical Technicians. The toast 
of The Guests and the Ladies, proposed by Dr. A. N. 
Gardner, was responded to by Lt.-Col. W. Parkes, 
Sir Frederick Hobday, Mr. Cecil P. G. Wakeley, and Mr. 
R. Say. Mr. Wakeley remarked that surgeons looked 
forward to the various exhibitions of instruments as 
occasions on which they could find something of real 
use. Mr. Say, speaking for the Hospital Saving Associa- 
tion, said that his organisation was anxious that only 
those who were qualified to supply efficient appliances 
should be allowed to enter the field. It would, he hoped, 
be the aim and object of the new institute to restrain the 
quack advertiser. 


Liddle Triennial Prize 

It is announced by the dean of the London Hospital 
medical college that this prize has been awarded to Dr. 
Clifford Wilson for an essay on the relation of pregnancy 
to diseases of the kidney. 
British Cottage Hospital, Algiers 

The committee of this institution, which has been in 
existence for over forty years, is appealing for financial 
assistance. The hospital revenues do not cover cost of 
maintenance. 
The Study of Rheumatism 


The next quarterly meeting of the recently constituted 
committee for the Study and Investigation of Rheumatism 


at the Red Cross Clinic, Peto-place, London, N. W., will 


be held at the clinic on Tuesday, Nov. 3rd, at 5.30 P.M., 
when Dr. W. S. C. Copeman will read a paper on gol 

therapy in rheumatic disorders. Medical men intereste 

in rheumatism are invited to attend this and other meet- 
ings of the committee. 


The Guild of St. Luke 

This guild held its annual general chapter on Oct. 22nd. 
The chief business transacted was the voting of grants 
to the various missionary and philanthropic societies 
which the guild supports. The Universities Mission to 
Central Africa received a special donation of £100 as well 
as the usual annual grant of £50. The Royal Medical 
Benevolent Fund, the London Diocesan Council for 
Preventive and Rescue Work and other bodies received 
smaller grants. The meeting also considered the possi- 
bility of furtber grants later in the year to other church 
societies engaged in work of particular interest to the 
medical profession. 

The guild consists of Church of England practitioners 
and students who desire to promote and defend the faith 
especially in their profession. It was founded in 1864 as 
an outcome of the Oxford movement. Those interested 
may obtain information from the secretary at 164, Ducane- 
road, London, W.12. 


King’s College Hospital 

Lord Hambleden presided at a meeting in the medical 
school of this hospital on Oct. 27th, when Sir StClair 
Thomson spoke on the development of the treatment of 
affections of the ear, nose, and throat which to-day form 
one department in the work of King’s College Hospital. 
He compared its cramped beginnings in a cubby-hole ”’ 
where 865 patients were treated in 1896 with its present 
record which shows that 3012 patients were treated last 
year in the out-patient department. The increase in the 
work, the long waiting-list, and the absence of any satis- 
factory sterilising arrangements have now necessitated the 
extension of the theatre at an expenditure of £1350, and 
it has been found necessary to throw out the building 
over a cloister in order to gain additional space. Besides 
providing additional accommodation in the theatre the 
alterations include the provision of a room for the surgeons. 
At the close of the address these new extensions were 
declared open, 
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Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TUESDAY, Nov. 3rd. 

Orthopedics. 5.30 P.M. (Cases at 4.30 P.M.) Mr. R. 
Brooke: 1. Cases Dlustrating the Effect of Removal 
of the Patella for Fractures of that Bone. Mr. H. J. 
Burrows: 2. Adaptation of Brockman’s Procedure 
for Madel s Deformity to Talipes Varus Resulting 

from Defective Tibial Growth. 
. 8 PM. a niversity College Hospital, Gower- 
street, W.C.), J. H. Paterson: Two Cases of Reticulo- 
endotheliosis, Chronic Interstitial Pneumonia, Peri- 
arteritis Nodosa. S. A. Ashmore, G. R. Cameron, 
A. W. McKenny Hughes, and J. C. Thomas: Toxicity 
of Chlorine Derivatives of Benzene. J. C. Thomas: 
A Modified Viewing Apparatus for Precipitin Tests. 
C. H. Gray: Estimation of Ketone Bodies in the 
Blood. J. H. Bayley: New Methods for Staining the 
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Islets of Langerhans. J. L. Jona: The Renal Pelvis. 
O. C. Okell and S. D. Eliott: Streptococcal Oross- 
infections in Oto-rhinological Wards. S. D. Elliott: 
. Use of Saponin in Culture Media. s A. M. Lewis: 
Growth of Leasts and Fungi on d Slides 
A. Neuberger: Zeiss Photometer. OC. ©. 
Micro-determination of Lead. Maizels 
M. are Thomas: Hydrogen Electrode. 


9.30 P. M. A. W. McKenny Hughes (British Museum, 
Natural HIsto ry) The Red Army (illustrated by film). 
WEDNESDAY. 


History of Medicine. 5 P.M. Mr. L. W. G. Malcolm: 
The tory of Medical Museum Exhibits: a Biblio- 
graphical Study. 

Surgery. 8.30 P. A Prof. G. Grey Turner: The Debat- 
Address.) in the Management of Cancer. (Presidential 

8 


Otology. 10.30 A. Mx. (Cases at 9.30 a.m.) Dr. Douglas 
Guthrie: Tae Renaissance of 55750 85 (Presidential 
Address.) Dr. Rh. Blegvad (Cop agen): Modern 
1 vere Dr. A. Hautant (Paris): F 

Laryngo P.M. Dr. au ormes 

‘ e A de la Tuberculose L ée Simulant de 
Cancer du L . Dr. Rh. Blegvad, Dr. L. S. 
Burrell, Sir StClair Thomson, Mr. F. G. Ormerod, end 
8 D. McLaggan : The Problem of Early Laryngeal 
LONDON 


ulosis. 
JEWISH HOSPITAL MEDICAL SOCIETY, 

Stepney Gre E. 
THURSDAY, Nov. 12th.—3.30 P. M., clinical cases. 4.45 P. M., 
pr a Leon Jona: Obscure Re Pain: Physio- 
logical Investigation and Indications for Treatment. 

WEST LONDON MEDICO-CHIRURGIOAL SOCIETY. 
FRIDAY; Nov. 6th.—8.45 P.M. er London D 
a en Gordon and Dr. D. Moyle: of 
e 


_ LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF LONDON. 

THURSDAY, Nov. 5th.—5 P.M. (1, Wimpole-street, W.), 
Mr. Walter Howarth: Some Tumours and Ulcers 
of the Palate and Fauces. (Semon Lecture.) 

ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall 


, TUESDAY, Nov. 3rd.—5 P.M., Dr. Edward Mapother: The 
1 ole ia of N eurology and Psychiatry. (Bradshaw 

ecture 
in —5 P. M., Dr. 1 P r The History of 
cute Exanthem ax st FitzPatrick Lecture. ) 
ROYAL L 0 4 80 OF SURGE HON OF ENGLAND, Lincoln’s 


Nen Nov. 2nd.—5 P. M., Dr. L. W. Proger: Intestinal 


Diseases. 
FRIDAY.—5 pu, Dr. A. J. E. Cave: Anatomy of Abdo- 


al 82. 
CHADWICK LECTURE. 

THURSDAY, Nov. 5th.—8.15 P.M. (Royal Society of Arts, 
John-street, Agapi) Mr. Robert Hyde: Industry's 
Contribution Public Health—Firms’ Voluntary 
Medical 5 

INSTITUTE OF HYGIENE, 28, Portland-place, W. 

WEDNESDAY, Nov. 4th. —3.30 P.M. r. J. Mennell : 

The Prevention of Rheumatic Diseas 
e POSTGRADUATE MEDICAL SCHOOL, Ducane- 
roa 

MONDAY, Nov. 2nd.—2.15 P.M., Dr. Duncan White: 
Radiological Deinonstration. 

TUESDAY.—2 P.M., Prof. E. H. Kettle, F.R.S.: Patholo- 
gical Demonstration. 4.30 P.M., Dr. H. Yellowlees : 
Psychological Medicine. 

WEDNESDAY.—Noon, clinical and pathological conference 
e 2.30 P. M., clinical and pathological con- 
1 : Mus Diseas 4.30 P.M., Prof. S. P. Bedson, 


18 2.15 P.M. 3 aeon e obstetrics. 3.30 P.M., 

Aleck Bourne: Abortion. 
FRIDAY.—2.15 P.M. department of gynecology, patho- 
oa de demonstration 2.30 P.M., Mr. G. Jefferson: 


Say at 0 f Nervous System. 

Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics or 

operations, obstetrical and gynecological clinics or 
0 erations, and refresher course for general practi- 


tio 
INSTITUTE OF MEDICAL PSYCHOLOGY, Malet- place, 
e Nov. 2nd.—3 P. M., Prof. Millais Culpin: Hysteria. 


P. M., Dr. OC. M. Bevan-Brown : Individual Psycho- 
igy (Adler). 5.45 P.M., Dr. trauss: Case 
tories— bsessional Compulsion. 

THURSDAY.—3 P. M., Prof. ais Qulpin: Obsessional 
States. 4.30 P. M., Dr. Mary The Psychology 
of the N 5.45 P. M., Dr. E. B. Strauss: Case 

exual Perversion 


Histo 
WEST LON DON HOSPITAL POST-GRADUATE COLLEGE, 
Hammersmith, W. 

MONDAY, Nov. 2nd.—10 a. M., skin clinic. 11 A.M., surgical 
wards. 2 P. M., operations, surgical and gynecological 
wards, medical, surgical, and gynecological clinics. 
4.15 P. M., Mr. Green-Armytage : The Menopause. 

TURSDAY.—10 A. M., medical wards. 11 A.M. „ surgical 
wards. 2 P. M., Operations medical, surgical, and throat 
clinics. 4.15 P. M., Dr. Hudson: P onary Tuber - 
culosis in the Adolescent. 

WEDNESDAY.—10 A. M., children’s ward and clinic. 11 A. M., 
medical wards. 2 P. M., fi logical operations, 
medical, surgical, and eye c 

THURSDAY.—-10 A.M. „ neurolo cal 


and gynæcological 
clinics. Noon, fracture c 


P.M., operations, 
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medical, surgical, genito urinary, and eyo- clinics. 
4.15 P. M., venereal dis 

FRIDAY.—10 A. M., i wards, skin clinic. Noon, 
lecture on treatment. P.M., operations, medical, 
surgical, and throat clinics, 4.15 P. M., Mr. Vlasto : 
Pain in 'the Ear. 

SATURDA K. 1 A. M., children’s and surgical clinics. 11 A.M. 


The lectures vat 4. 15 P.M. are open to all medical practi- 


tioners without fee. 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 

MONDAY, Nov. 2nd, to SUNDAY, Nov. 8th.—ST. JoHN’s 
HOSPITAL, Leicester-square, W.C., afternoon course in 
dermatology. —ST. PETER’S HOSPITAL Henrietta- 

street, W. C., all-day course in urology.—ROYAL 
WATERLOO HosprraL, Waterloo-road, S. E., all-day 

course in medicine, surgery, and gynecology. 5 

INSTITUTE 


JOHN CLINIC AND OF PHYSICAL MEDICIN 
5 75 19 70 h -· road, 4. S. W. Sat. and Sun., course in pl 
. FOR SICK CHILDREN, Great Ormond-street, 
WEDNESDAY, Nov. 4th.—2 P.M., Dr. Wilfred Pearson: 
Weaning and Diet from Nine Months to Two Years of 
Age. 3 P.M., Dr. G. H. Newns: The Hemormhagio 
0 and Gther Types of Spontaneous Bleeding in 
Out- atien ` clinics daily at 10 a.m. and ward visits at 
LONDON SCHOOL OF DERMATOLOGY, 5, Lisle- street, 
TUESDAY, Nov. 3rd.—5 P. M., Dr. G. B. M. Heggs: Skin 
Affections of the Hands and Feet. 
THURSDAY.—5 P. M., Dr. W. J. O Donovan: Dermato- 
logical Neuroses. (Chesterfield Lootures.) 
NATIONAL HOSPITAL, Queen-square, W.C. 
MONDAT Nov. 2nd.—3.30 P. M., Mr. Leslie Paton : Papil- 
cedema. 
TUESDAY.—3.30 P.M., Mr. Harvey Jackson: Some Aids 
to the Diagnosis ‘of Tumours of the Nervous System. 
WEDNESDAY.—3.30 P. M., Dr. Kinnier Wilson: Olinical 
Demonstration. 
THURSDAY.—3.30 P.M., Dr. Gordon Holmes, F.R.S.: The 
Sensory System 
FRIDAY .— 3.30 P. M., Dr. Bernard Hart: Psychopathology 
Out-patient clinic daily at 2 P 
CENTRAL LONDON THROAT, "NOSE, AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C. 
FRIDAY, ov. 6th.—4 P.M., Mr. W. G. Scott-Brown : The 
Common Cold. 
Sora GENERAL AND NORTH-WEST LONDON 
HOSPITAL. 
ae Nov. 4th—4 P.M. Dr. Michael Kremer: 
Some Recent Therapeutic Measures 
ST. PAULS HOSPITAL, Endell-street, W . 
WEDNESDAY, Nov. 4th.—4.30 P.M., Mr. H. P. Winsbury- 
White: Stone in the Urinary Tract. 
ST. MARY’S HOSPITAL. 
THURSDAY, Nov. 5th.—5 P.M., Dr. G. O. Barber: Equip- 
ment (General Practice V.). 
ST. JOHN OLINIC AND . OF PHYSICAL 
MEDICINE, Ranelagh-road, S.W. 
FRIDAY, Nov. —4.30 P. M., Dr. Philip Ellman: The 
5 and Clinical’ Types of Rheumatic Joint 
SOUTH-WEST LONDON POST-GRADUATE ASSOOCIA- 
TION, St. James’ Hospital, Balham. 
WEDNESDAY, Nov. 4 —4 P.M., Dr. Norman Haire: Birth 
Control Methods (II.). 
MANCHESTER ROYAL INFIRMARY. 
TUESDAY, Nov. 3rd.—4.15 P.M., Dr. Norman Kletz: Some 
Medical Aspects of Affections of the Gall-bladder. 
ur et —4.15 P. M., Dr. J. Wharton: Demonstration of 
Opht hthalmic Cases 
MANCHESTER HOSPITAL FOR CONSUMPTION. 


WEDNESDAY, Nov. 4th.—4.30 P. M., Dr. H. R. Olarke: 
Bronchiectasis. 
ANCOATS HOSPITAL, Manchester. 
THURSDAY, Nov. 3th.—4. 15 P. M., Mr. MoEvedy: Toxic 


Goitre 
LEEDS GENERAL INFIRMARY. 

TUESDAY, Nov. 3rd.—3.30 P.M., Dr. MacAdam: Condi- 

tions Simula Thyrotoxicosis. 
LEEDS PUBLIC DISPENSARY. 

WEDNESDAY, Nov. 4th.—4 P. M., Mr. L. N. Pyrah: The 
Diagnosis and Treatment of the Common Vascular 
Diseases of the Upper and Lower Limbs. 

GLASGOW POST-GRADUATE MEDICAL e 

WEDNESDAY, Nov. 4th.—4.15 P.M. (Western Infirm firmary), 
Prof. Archibald Young: Sympathectomy and e 
Relief of Pain. 


Appointments 


BROOK, R. C., M.S. Lond., F.R.C.S. Eng., has been appointed 
Visiting Surgeon to Queen Mary’s Hospital, Roehampton. 
ORUICKSHANK, ALEXANDER, M. B. Aberd., F. R. O. S. Hon. 
Surgeon to Out-patients to the Royal Hospital, chmond. 
MURRAY, W. N., M.B. Aberd., Clinica] Assistant to the Oph- 
thaimio Department of the Royal Infirmary, Sheffield. 
PAYNE, D. D., M.D. Lond., D.P.H., Assistant Modical Officer 
of Health and Assistant School Medical Officer for Croydon. 
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NOTES, COMMENTS, AND ABSTRACTS 


A YEAR AT THE MINISTRY OF HEALTH 


THE seventeenth annual report! of the Ministry 
of Health, the first to be drawn up by Sir George 
, differs from its predecessors in presentation 

and arrangement. The strict division of the matter 
into four parts with headed chapters makes the 
report easier to follow, and the detailed index at the 
end is welcome. The report is largely about those 
aspects of the Ministry’s work which, although 
related to health, are not within the doctor’s usual 
province; the annual report of the chief medical 
officer has not appeared yet. The secretary’s report 
gives accounts, for instance, of the progress made 
in slum clearance and in housing, of rating and the 
finance of local authorities, town planning, the 
Ribbon Development Act, and municipal buildings 
and aerodromes. The chapters dealing with national 
health insurance are mainly concerned with its 
routine working. They have not even the emphasis on 
numbers which is to be found in other sections: as 
in the chapter on town and country planning where 
the North Riding of Yorkshire with its million acres 
heads the list, or in that on the contributory pensions 
scheme for widows, orphans, and old age which has 
reached a record value. The most conspicuous and 
satisfactory figures have already received publicity 
in the pres nandy, those for infant mortality, 
deaths from tuberculosis, and maternal mortality. 
The infant mortality, 57 deaths per 1000 birtbs, 
was the lowest on record and follows a steady 
reduction in the previous four years. A warning is 
given, however, that next year’s figures may show 
some set-back because of the bad weather and the 
prevalence of infectious diseases during the first 
quarter of the year. The number of deaths from 
all forms of tuberculosis was the lowest recorded. 
The maternal mortality-rate of 3-93 per 1000 births 
was the lowest since 1924, the deaths from puerperal 
sepsis being much reduced and those from other 
causes slightly increased. The treatment centres for 
venereal diseases T a steady reduction in the num- 
bers of new infected cases attending during the year, 
and it is interesting to note that the number of new 
cases found not to be infected has risen by more 
than 3000 in two years. The new cases of con- 
genital syphilis dealt with were in aggregate more 
although there were fewer under one year, the extra 
number being made up by the detection of the 
disease in those over fifteen. During the year there 
was one case of plague and only one of small-pox. 
The chapter on food, after mentioning the recon- 
stitution of the i ie Committee on Nutrition 
and also the draft Milk (Special Designations) Order, 
describes some of the results of the analysis of foods 
and drugs. 
those of other years. 


THE PEX‘ INDICATOR 


DOMESTIC measures to make raw milk safer have 
never been very satisfactory. To bring the milk to 
the boil results sometimes in the milk boiling over, 
while the taste of boiled milk is frequently disliked 
by children. Pasteurisation on a domestic scale 
requires a mercury thermometer and some skill in 
its use which is not possessed by every housewife. 
Anything which simplified domestic pasteurisation 
would be.a boon. e “ Pex” indicator is a glass 
tube fixed at one end to a handle, while the other 
end contains about an inch of a chemical substance 
which is a brilliant red. The makers of this indicator 
state that the red colour changes to nearly black at 
160° F. and that if the heat is removed the milk 
remains at that temperature for a sufficient time to 
give the same results as are obtained by standard 
pasteurisation in which temperature is maintained at 
146° F. for 30 minutes. We have tested the instru- 


‘ 


2 H.M. Stationery Office. Cmd. 5287. 5s. 


These show no conspicuous change from 


ment and found that the colour change commenced 
at 157° F., but was not complete until 160° F. was 
passed, and even if the flame were then immediatel 

removed the temperature was maintained long enoug 

to ensure pasteurisation. ‘The test suggests that, 
used as indicated in the directions, the milk is 
rendered safe for consumption to the same extent as 
standard pasteurisation renders milk safe. The 
indicator is easy to use. The only fault to find with 
it is that the milk gets a little more heat treatment 
than is absolutely necessary, but this is a fault on 
the right side. It should be of value for the home 


pasteurisation of milk when a pasteurised supply is 


not available. Its use is also advocated in cream 

making and fruit bottling. The price is 28. 6d. post 

pad from Pexogen Co. (F. R. L. Wilson), Middle- 
riars, Godalming. . 


DOCTOR FRIENDS OF FRENCH WINE 


A CONGRESS was recently held at Dijon whose 
members thus style themselves, and whose object 
is to make a wide inquiry in different countries as 
to the therapeutic value of wine. The director of 
the Office International du Vin (1, Place du Palais- 
Bourbon, Paris, VII) has invited THE LANCET to 
become the medium for British views in furtherance 
of the investigation which represents, he says, 3. 
genuine effort on the part of eleven hundred French 
medical men to discover the experience of their 
colleagues abroad.” The following questionnaire is 
appended :— 


1. Do you consider wine as a dietary or alimentary 
beverage, indispensable, useful, or harmful ? 

2. Is wine prescribed by you ever, or always, or occa- 
sionally, or forbidden or tolerated ? 

3. Do you necessarily associate in your mind wine- 
drinking with alcoholism ? If so, why ? 

4. Do you think that in your district, for social, economic 
or hygienic reasons, a medical propaganda in favour of 
wine would be useful or harmful ? 

5. Do you yourself abstain from all alcoholic drinks, 
including wine ? 

6. Have you any question to put to the Association of 
Medical Friends of Wine on this subject, or have you an 
idea to expound ? If so, what? Either will be welcomed. 


The Office International du Vin would be grateful 
if any of our readers will reply direct to the Office 
International du Vin, and assures them that their 
coöperation will be enormously appreciated. 


A MEDICAL DIRECTORY FOR AUSTRALIA 


In response to a widespread desire on the part of 
the medical profession in Australia, Mr. Errol G. 
Knox, author of Who's Who in Australia,” brought 
out in 1935 a record of every tiaceable registered 
medical practitioner in Australia and in the Common- 
wealth territories in the Pacific. It does not cover 
New Zealand. The directory gives the name, quali- 
fication, appointments, decorations, address and 
telephone number, go far as these data were avail- 
able, with a selection from any medical and scientific 
publications, The directory is in fact closely 
modelled on the lines of Churchill’s Medical Directory. 
Following the alphabetical list is a gazetteer con- 
taining the names of those in private practice in 
each city, suburb, and town in Australia, arranged 
by States; a directory of public medical services and 
of Australian medical] boards and faculties of medicine ; 
and a list of the Fellows of the Royal Australasian 
College of Surgeons. The second annual issue (for 
1936-37) which has just reached us contains many 
fresh entries, particularly of Australian graduates 
now practising abroad. It also includes the names 
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of the resident medical officers at teaching hospitals. 
The book, which is well bound and of convenient 
format and costs one guinea, may be had from Mr. 
Knox at Warwick Building, Hamilton-street, Sydney. 


A LITTLE KNOWN FUND 


For the last ten years money has been available 
to help women earning their own living to get really 
effective treatment for early pulmonary tuberculosis. 
The patient may choose for the purpose any locality 
in the British Isles or in Switzerland provided there 
is a sanatorium there approved by her medical 
attendant and by the trustees of the fund. In the 
ordinary way two years is the limit for sanatorium 
treatment, but it may be extended in special circum- 

stances. So far as it is in her power to do so the 
patient herself must contribute to the cost of her 
treatment. At the time of year when sanatorium 
treatment is becoming specially desirable we take the 
opportunity of calling. the Attention of those who 
have such patients under their care to the Margaret 
de Sousa Deiro Fund, addressing the secretaries of 
the fund at 10 and 12, Bishopsgate, London, E. C. 2. 


V acancies 


For further information refer to the advertisement columns 


Aberdeen Royal Mental Hospital.—Jun. Asst. Phys., £300. 
Army Dental Corps.—12 Gomi Pea 
Bath, Royal United ee O., 8150. 

Battersea ral H al, S.W.—Hon. Medical Staff. 


5 a 1005 Jor Ohilāren, Clapham-road, S.W —H.P., at 
Bethnal Green Metropolitan Borough -t = O., £600. ; 
peels ig Canwell Hall B Babies” H —Res. M. O., at 


rate of 8250. 
0 „ Royal Alexandra Hospital pe Sick Cildren.— H. S., 


Bristol Koval I 17. — Sen t. Also Asst. to Cancer 
p> 5 De 4 2400 Benes 2300 a eels 
Chesterfield on nd wut General Infi byshi Koval. T Hospit and Ges. 9 Bues 
a erbyshire al Hospital.— Hon n. 
Colonial Modica Service.—M.0.’s. 
Coventry awi Warwickshire Hospital.—Res. H.S. Also Res. 
H.S. to Aural and Ophth. Dept., each at rate of £125. 
Dartford, City of London Mental Hospital.—Jun. Asst. M.O., £350. 
Dingwall, avis Sanak rium, an ectious Diseases Hospital.— 


wal orium and Inf 
Ealing, King Edward Memorial Hospital.— un. Res. M. O., at 


rate of £150. 
Pevensey-road.—H.S., £100. 


Eastbourne, Royal z " Hospital, 
Eastcote, ArT ania . Vincent's Orthop dic Hospital: — Regis- 


tldford, Surrey County Hospital. H. S., 8150. 
* Hospital, S.E.—Alfred Fripp Memorial Fellowship, &o., 


Hastings, Royal East Sussex Hospital.—Sen. H. S., at rate of 
Hertford County Hospital.—Hon. Ophth. Surgeon. Also H. S., 

at rate Pe £180. 
Isleworth Borough.—Sen. Asst. M.O.H. and School 


' M.O., 
Ba for Consumption and Diseases of the Chest, Brompton, 
7 t ees M.O., at rate of £150. 


King pana Hogpital.—H. S., at rate of £100. 
ford, King Gommiltee.— M. O. {Opht halmic), £700. 
Dake een District Mental Hospital—Jun. Asst. M. O., 


£300. 
T (Kesteven) County Council.—Asst. County M.O.H., 
London County Council.—Asst. M.O.’s, Grade 1, each £350. 


H. P.'s, each at rate of £120. 
London Homaopathic Hospital, Great Ormond- street, W.C.— 


Surgeon in Charge of Orthopedic and Mechano Therapy 


Dept. 

London E Hospital, E. Tape First reba and Reg., 

London Jewish Honi ai emey Gr Z. — Out- sett Asst., 
£125. Also Res He. * rate of £150. 


H. S. and Cas. O., M. rate of £ 
London Lock Hospital 8 ried. W.—Res. M.O. to 
Loughborough Be, — rate ito of 17 H. and School M. O., 2800. 

orough. . and Schoo 
Manchea, Park Hospital, Davyhulme.—Res. Obs betot. O., 8400. 
Manchester Royal Eye Hospital.—Jun. H.S., 812 j 


0 0 


f 


| 


Hospütal, W.—First Officer, £650; 

£625; two Jun. M.O.’s, each £300, for Radiotherapy 
Dept. Also Physician. 

e Hospital and Medical School, W.—Asst. Physicist, 
two Surgical Registrarships, and one Obstet. and Gymnszec. 
Registrarship, each £300. 

National Hospital for Diseases of the Nervous System, Queen- 
square, W.C.—Asst. Aural is hag 

Paddington Green Children’s Hospital, W.—Hon. Surgeon to Ear, 

Greenbank-road.—Res. 


Nose, and Throat Dept. 

Plymouth, Prince of Wales’s Hospital, 

Surg. O. Also H.S., at rate of £225 and £120 2 

Queen Charlotte 8 Maternity Hospital, Marylebone-ro 
Res. Anæsthetist, at rate of £100. Res. Anæsthetist and 
District Res. M.O., at rate of £90. Also Asst. Res. M. O.. 
at rate of £80. 

Queen Mary's Hospital for the East End, E.— Hon - Asst. Physi- 
cian for Children’s Dept. Also Obstet. H. S., 415 

Reading, Royal Berkshire Hospital. Cas O., at rate 92 2125. 

Richmond, Surrey, Royal Hospital. — Jun. H. S., at rate of £100. 

Royal Air Force Medical Service. Commissions. 

Royal Cancer Hospital, Fulham-road, S.W .—H .S., at a 117 0 

Royal Chest Hospital, City-road, E. C. Res. M. O. and 
rate of £150 and £100 respectively. 

Royal Free Hospital, de., W.C. i betele oy ger ße 
Unit, Sen. Asst. (part-time), £350; second Asst., : 
thrid Asst., £270. Also Hon. Asst. Dental Surgeon. 

Royal London Ophthalmic Hospital, CO Tae E..C.—Asst. M. O. 
to Physico-therapeutic Dept., 19 

Royal Naval Medical Service. —M. 0.’s 

Royal Northern Hospital, Holloway, N.—H.S. and H.P., each 
at rate of £70 

St. John’s Hospital, Lewisham, S.E.—Res. Surg. O., £200. | 

St. Mary’s Hospital for Women and Children, Plaistow, .— 
Res. H. S., at rate of £155. 

Salrat ion Army Mothers’ Hospital, Lower Clapton-road, E. — 
Sen. Res. M. O., £150 ; also Jun. Res. M.O., at rate of 280. 

Sheffield Children’s Hospital. —H.S., at rate of £100. 

Shemeld, Te Jessop Hospital for Women.—Two H.S.’s, each at rate 


Sheffield, Jes Jessop Hospital for Aes Firth Auxiliary, Norton.— 
Res. „ at rate of £150. 

Somerset Cents Council.—Asst. M.O. for Sandhill Park Certified 
Institution, &c., £500. 

ae Ni Clare Hall County Sanatorium. — Res. Asst. M. O., 


Stockport County Borough.—Asst. M.O.H., 185 

Fe 1 Council. pe ALP County M. O. H., £1250 

West E Hospital for Nervous 73. Welbeck-street, w.— 
Hon. Gynecologist. 

igs inster tga re Broad Binetti, S.W.—Three Surg. 

West t Riding of of Y N Menston Mental Hospital, near Leeds. 


West Riding oP Yorkshire, Wadsley Mental Hospital, near Shef- 


field.—Asst. M.O., £350. 
Willesden General Ho 555 Harlesden-road, V.. — Hon. Clin. 


Assts. to Medical 

r aa and Mid 55 Counties Eye Inſirmary.— H. S., 

The Chief Inspector of Factories announces vacancies for 
Certifying Factory Surgeons at Allendale (Northumberland) 
and Morriston Glamorgan). 


Births, Marriages, and Deaths 


BIRTHS 


Cummins.—On Oct. 2nd, at Shillong, Assam, the wife of Copt. 
na H. Cummins, I.M.S., of a son. 

DALRYMPLE SMITH.—On Oct. 18th, the wife of Mr. A. Dalrymple 
Smith, F. R. O. S., of Richmond, Yorkshire, of a son. 


MARRIAGES 


LMES—MOINERNEY.—On Sept. 14th, at Bombay, Major 
F. Holmes, R. A. M. O., to een Mary, daughter of the late 
Colonel T. M. McInerney, O. M. G., V. D., and Mrs. McInerney, 
of Melbourne. 

SHORTT—COLLINS.—On She 17th, at Cheltenham, Cyril de 

Vere Shortt, M.D., to Ethna Eirene, daughter of Dr. J. 

Rupert Collins, of Cheltenbamn. 


DEATHS 


LAIR.—On Oct. 19th, at Thrupp, Stroud, Glos, James Andrew 
al M.D. Edin., D. Sc. 

BRUCE. On Oct. 16th, George Bruce, M. B. Aberd., of Cults, 
Aberdeen, and late of Melbourne, n aged 66. 
CHAPPLE.—On Oct. 19th, in London, W. A. Chapple, M. D. N. Z., 
D. P. H., Major, R. A. M. C. (retired), sometime M. P. for 

Stirlingshire and Dumfriesshire, aged 72. 
——On Oct. 21st, John Hern, M.D. Edin., F.R.C.S.E., o 
South Nutfield, Surrey, late of ‘Darlington, In his Sana d year 


Second Officer, 


Ho 


oN.—On Oct. 22nd, at the Middlesex Hospital, 
Herbert Manan M.R. .S., only son of Mr. W. W. n. 
of Abertillery, age 


MoRRICE.—On Oct. 22nd, at Weymouth, George Gavin Morrice, 
M.D. b., F. R. C. P. Lond., aged 

Ropson.—On Oct. 20th, at Sittingbourne, Neil Robson, 

Glasg., F. R. C. S. Edin. 

SouPER.—On Oct. Zist, at Aberdeen, Hugh Ross Souper, 
M.D. Aberd., aged 49. 

W oopYATT.—On ‘Oat, 20th, 1936, at Dormers, Fitzroy Forks N.. 
William Jeffery Woodyatt, anc late 
Medical Superintendent, St. Peters Hospital, E.1 

N.B.—A fee of 7s. 64. is charged for the inserlion of No! tees o 
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ADDRESSES AND ORIGINAL ARTICLES 


THE AGE FACTOR IN LOBAR 
PNEUMONIA 


By RORBERT Coops, M. D., B. Sc. Liverp.,M.R.C.P. Lond. 


HON. ASST. PHYSIOIAN, LIVERPOOL ROYAL INFIRMARY ; VISITING 
PHYSIOIAN, MILL-ROAD INFIRMARY, LIVERPOOL 


H. A. OsBORN, D.M. Oxon., D. P. H. 
PATHOLOGIST, MILL-ROAD INFIRMARY ; AND 


F. PrGOrT, M. B. Liverp., D. P. H. 


RESIDENT MEDICAL OFFICER, MILL-ROAD INFIRMARY 


THE fact that pneumonia has been called the 
friend of the aged underlines the well-known import- 
ance of age as a factor in its prognosis. Osler said 
that to die of pneumonia is almost the natural end 
of old people, and Fagge in his ‘Principles and 
Practice of Medicine wrote: ‘‘To old people, or 
to those who, though not old, are worn out by over- 
work, dissipation or drunkenness, the disease is 
exceedingly fatal, although from time to time one 
sees a patient recover even when the circumstances 
have seemed most adverse.” 
(1928) were convinced that age is the most important 
single factor in determining the death-rate from 
pneumonia—much more important than the type 
of the infecting pneumococous. W. Pasteur (1907), 
reporting 528 cases from the Middlesex Hospital, 
and Joules (1933), with a series of 496 cases in a 
Birmingham hospital, give the following figures 
(Table I.) of the death-rate for successive decades 
of age: 

TABLE I 
Death-rate for Successive Decades of Age 


6th and over 


— 2nd. 3rd. | 4th. | 5th. | 6th. (per cent.). 
Pasteur 5-2 | 14-2 | 34:3 | 39:3 | 46°6 68 ·6 
Joules— 

es va 20 |132 | 216 | 41-0 | 400 57-0 

Females 0 16°7 | 14°00 | 39°0 | 470 — 


In America both Locke (1923) and Cecil (1933) note 
that the death-rate for any particular age is approxi- 
mately the age figure expressed as a percentage. 

Table II. gives the figures for a sequence of 283 
patients suffering from pneumonia admitted to 
Mill-road Infirmary, Liverpool, between March, 
1934, and July, 1935. As patients are admitted 
there only over the age of fifteen years, they are 
here grouped for each subsequent decade. 


TABLE II 
Age 15-25 | 25-35 | 35-45 | 45-55 | 55-65 lover 65 
Gases oa ala 85 64 38 48 33 15 
Deaths .. .. 4 |14 | 14 23 19 10 
talit er 
M ent) A (per 22 37 48 57 67 


A man wears out, the souls dark cottage, bat- 
tered and decayed” develops many chinks; and 
attacked by pneumonia, “the old are likely to die, 
the young to recover” (Sturge, quoted by Osler). 
But ‘what does that mean in terms of tissues and 
organs, and their reaction to this particular infec- 
ion 7 In any bacterial disease the final issue depends 
both on the seed and the soil, and it is not 


5906 


Ferguson and Lovell 


always easy to assess fairly their proportionate 
influence. Indeed, it has been suggested by Blake 
in America that the reason why Type 3 pneumococcal 
pneumonia is the most fatal of all types is that it 
especially attacks old people. 


The importance of the seed is well shown by 
J. F. Gaskell’s (1925) experiments on rabbits. Through 
a tube inserted into the trachea he introduced into 
the lungs pneumococci of varying virulence. The 
nature of the lesion obtained depended consistently 
on the virulence of the organisms, and not upon the 
dose given. Pneumococci of small virulence produced 
a bronchitis, or a patchy, low-grade pneumonia, 
those of a higher titre, a much more invasive lobar 
lesion, and those of the highest titre, a gravé septi- 
cemia—often without any very extensive lesions in 
the lungs. 

The soil,“ the patient attacked by the pneumo- ` 
coccus, is conditioned by the state of the various 
organs, by the degree of nutrition, and by the reserves 
that can be called upon to meet the illness. The 
influence of poverty and undernutrition, for example, 
has been noted by Russell (1932), who contrasted 
the mortality figures for pneumonia in the Bellevue 
and in the Rockefeller Hospitals, New York. The 
former, with a much poorer clientèle, showed a mor- 
tality double that of the latter. Mill-road Infirmary 
draws its patients mainly from a very poor area, and 
it is significant for an estimation of the quality of 
its soil,“ that the total mortality for the 283 cases 
already mentioned was 29-7 per cent., whereas during 
the same period the percentage of deaths from 
pneumonia over Liverpool as a whole—and it is a 
distressed area—was 22:5. Economic distress tended 
to hit the older men and women more heavily than 
the younger. Those who were over forty years of 
age often had to maintain large families of young 
children on low wages, dole, or “public assist- 
ance °”; on the other hand, the younger patients 
were usually members of a grown-up family, some 
at least of whom were in work. However, over one- 
third of a series of nearly 200 men patients with 
pneumonia studied by us were unemployed persons, 
and many more were only casual labourers; no 
fewer than one in eight, asked his occupation, replied 
that he was unemployed, and it became clear that 
this usually meant that he had been so long unem- 
ployed that he no longer identified himself with any 
particular trade or work. These social considerations 
are mentioned in order to indicate the nature of the 
hospital field, and must be borne in mind in any 


interpretation of figures obtained from a study of 


cases at this hospital. 


When Osler said that the toxæmia outweighs all 
other elements in the prognosis of pneumonia,” he 
raised a point of clinical judgment that is worth 
fuller analysis than is often given to it. Those of 
us who work at the bedside think that as our experi- 
ence and judgment mature, we can discern telling 
expression of toxemia in, for example, the 
general look of the patient, the state of his skin or 
of the capillary circulation, the quality of the pulse ; 
but these are not altogether objective criteria. The 
extent to which a patient with pneumonia is suffering 
from toxæmia must be dependent on the one 
hand on the virulence of the infecting organism, and 
on the other on the resistance of the patient, and 
that resistance must depend on a whole series of 
factors peculiar to the individual patient. What 
then, in more exact detail, is this ‘‘ toxæmia,” and 

? 
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why, again in more exact detail, is the age of the 
patient so important a factor in prognosis? Ques- 
tions of this sort occupied our minds particularly 
throughout 1935, during which period some 200 cases 
of pneumonia came under our care in Mill-Road 
Infirmary, and formed the material for various 
studies both at the bedside Sag in the clinical 
ADOT OLI i 


AGE AND BACTERLAMIA 
It is often stated that in the early stages of pneu- 


mococcal pneumonia, pneumococci can almost invari- 


ably be discovered in the blood stream by blood 
culture. This alleged fact is linked with the con- 
ception of the disease as primarily a septicemia, 
and it may be thought to have experimental backing 
in Gaskell’s observation, in the studies referred to 
earlier in this paper, that whenever lesions were 
obtained in his experimental animals, pneumococci 
were always found in the blood on the first day or 
two, disappearing from it by the fifth or sixth day 
in all but the severest infections. Some clinicians 
and pathologists, therefore, regard a positive blood 
culture as not of serious significance unless it persists, 
thus following the earlier lead of Rosenow (1904), 
who studied 145 cases of his own, and reviewed the 
findings of previous workers. 

Cruikshank (1933), in his Milroy lectures on pneumo- 
coccal infections, favouring the theory of invasion 
by lymphogenous. spread from the bronchial mucosa 
near the hilum, thinks that spilling over” of the 
organisms into ‘the blood stream may occur at any 
‘time during the first four or five days of the infec- 
tion, disappearing in patients who recover, but often 
becoming a true septicemia in the fatal cases. In 
his own series of cases, of six seen on the first day 


of the illness, two gave a positive blood culture; 


of those seen on the second day 28 per cent. gave a 
positive blood culture, and of those on the third 
day, 42 per cent. The actual numbers of the cases 
seen on the second and third days are not given in 
his paper. 

Our own figures show that of 9 cases seen on the 
first day of illness, 8 gave a positive blood culture 
(10 c.cm. of blood being taken); 3 out of 13 patients 
admitted on the second day and 7 out of 23 on the 
third day had bacteriemia. Patients under forty 
years of age, who gave a positive blood culture in 
the first four days of their disease, numbered 10 out 
of a total of 30; of these 10, 4 died, whereas none 
of the remaining 20 cases without bacterismia were 
fatal. If these small figures have any significance, 
they suggest that even in young people a positive 
blood culture in the early stages of the disease is 
serious enough. 
in this series, a positive blood culture in the early 
stages of the disease ( first, second, third, or fourth 
day) was always associated with a fatal issue. There 
were 20 of these older patients in all; 13 of these 
gave a positive blood culture on the day of their 
admission to hospital and all the 13 died ; the remain- 
ing 7, without bacterizmia, all recovered. | 

Blood cultures were made from a series of 90 
patients in all, 10 c. em. of blood being taken for 
culture on the day of admission whether the disease 
was early or late. Of these 90, 41 gave a positive 
blood culture, and 27 of these died (66 per cent.). 
Of the 49 patients without bacteriæmia, 5 only died 
(10 per cent.). Analysing the figures with the age 
factor in mind, and taking the age of forty as a divid- 
ing line, the striking fact emerges that in the younger 
group not one of the patients with a negative blood 
culture died, and of the 19 with bacterizmia, 9 (47 per 


In patients over forty years of age jn human disease. 
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cent.) died. In the older group there Were 41 Oases; 
22 gave a positive blood culture, and 18 of these 


died, a mortality of 82 per cent., nearly double that 
of those in the younger group, while of the 19 patients 
without bacterizemia, 5 died (26 per cent.). It should 
be made clear that none of the cases in this series 
were treated with antipneumococcal serum. 

These are admittedly: small numbers on which to 
base any far-reaching conclusions, but they do sug- 
gest that at any age a positive blood, culture is of 
serious import. Moreover, it is clear that in patients 
over the age of forty, certainly in the field covered 
by this hospital, a positive blood culture is of very 
grave omen indeed. 

In many of the papers dealing with 88 in 
pneumonia, the age figures are not given [Langley 
(1933), Rosenblueth (1928), Cecil and Plummer (1932), 
Cruikshank (1933), Clough (1917), Sutton and Sevier 
(1917).] Koch (1932) made serial colony counts 
and records that every patient with an inoreasing 
or stationary number of pneumococci in the blood 
died; there were 20 of these patients, 6 of them 
over forty years of age. On the other hand, there 
were 11 patients with a small and decreasing number 
of pneumococci; of these patients 2 only died. In 
this group there were 2 patients over forty; one, 
aged forty, died on the fourth day; the other, aged 
fifty, with less than 30 colonies per cubic centimetre 
of blood on the first day, and none on the second 
day, recovered. Christie (1933) had 24 patients 
under forty with bacterismia, of whom 12 died, and 
9 over forty (2 of Type 1, 4 of Type 2, and 3 of 
Type 3), all of whom died. It will be seen that the 
mortality of Christie’s younger and older groups 
with bacteriæmia is very similar to that of our own 
cases. 

In view of the gravity of a positive blood culture, 
especially in older patients, we feel that it is of vital 
importance to, detect a bacteriemia in the early 
stages of the disease, and in view of the favourable 
influence of antipneumococcal serum on mortality 
in suitable cases, to use it whenever it promises a 
possibility of turning the scale between life and 
death. One of us (R. C.), in association with Dr. L. 
Findlay, has recently reported a case of pneumonia 
with bacteriæmia, and later complicated by sup- 
purative thyroiditis, the patient being a woman of 
fifty-three, in which the early administration of serum 
could reasonably be claimed to have prevented an 
issue otherwise fatal.* 

While ‘‘ toxemia’ suggests the impact of the 
“seed,” and age emphasises the quality of the 
soil,“ nevertheless man is not an experimental 
animal, and it is difficult to disentangle the variables 
May not the clinical feature of 
toxmmia depend not only upon the virulence of 
the infecting organism, but also upon the integrity 
of the patient’s various organs? The ondon. of 
the circulatory system, heart, and arteries has long 
been known to influence the patient’s response to 
the disease; the pneumococcal infection normally 
may hit other organs beside the heart and lungs, and 


e The figures showing the various types of pneumococci in 
the positive blood cultures are so small as to be of little 
cance. They are as follows :— 
Patients under Forty 


Ki 1 


Typel "E i cases, : deaths. 

ss Group X i . a 9 85 3 ie 
Patients over Forty 

Type 1 : 3 cases, 2 deaths. 


LL 97 


ee ee 7 
* Group > > 12 „ 10 
t No Type 3 serum was s available tor typing. 
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it seemed to us that a fair guide to the seriousness 
of the infection might be offered by its attack on 
two main eliminating organs, the liver and the 
kidneys. Moreover, if the infection attacks a patient 
with already damaged liver or kidneys, it is likely 
that his chance of recovery will be all the more 
seriously impaired. 

In both liver and kidneys pneumonia usually 
produces cloudy swelling; does it do any more 
serious damage? Lemierre and Abrami (1910) 
described 3 fatal cases of pneumonia complicated 
by hepatitis and jaundice, pneumococci being 
recovered in pure culture from the gall-bladder. 
On the other hand, Elton (1929) found in 70 succes- 
sive cases of lobar pneumonia that no patient died 
who had an icterus index of over 17; he argued, 
therefore, that an increase of bile in the blood stream 
had a lethal effect on the pneumococci, due to the 
bile salts. Our experience did not confirm this. In 
our series of cases nothing very unexpected emerged 
as far as the liver is concerned. If the presence of 
excessive urobilinuria and an increased icterus index 
is any guide (and there was no evidence of serious 
blood destruction), then it would appear that these 
patients may suffer a fair amount of temporary 
damage to the liver by cloudy swelling and yet 
survive. Nevertheless an increase of bile in the 
blood stream did seem to indicate a disturbance of 
liver function with an added prognostic load. The 
icterus index of 91 patients was estimated, and 
Table III. sets out the findings :— 


TABLE III 
Patients under Forty 
10 32 cases, 3 deaths. Mortality 9 per cent. 
ius 10+ 12 „, 9 7 
der 20 + 4 55 0 E 55 25 ry) 
under (30+ 4 „ > 2 


Patients over Forty 


Icterus B 8 25 cases, 10 deaths. Mortality 40 per cent. 
index 1204+ 1 „ f } » 64 4, 
30 + LL 29 


It will be seen that a clear-cut increase of the icterus 
index above the normal is associated with almost 
a threefold mortality-rate in the younger group. In 
the older group the death-rate is high in any case, 
but the added load is still obvious. It is of interest 
to note from a more detailed analysis of the cases 
concerned that renal insufficiency has a much graver 
influence on mortality. Most of the patients with a 
low icterus index who died showed evidence of serious 
renal damage. There were a few cases, however, 
which made it clear that an obviously damaged 
liver, revealed in life by frank jaundice, or post 
mortem by the discovery of a more or less severe 


degree of hepatic cirrhosis, was a very grave handicap 


indeed. 
AGE AND THE RENAL FACTOR 


Apart from the production of cloudy swelling with 
consequent slight ‘febrile albuminuria,” can the 
pneumococcal infection hit the kidneys more severely ? 
One of the earliest cases in our series was a fulminating 
infection in a girl of twenty-two; she died within 
36 hours of the initial rigor, with a complete con- 
solidation of the middle lobe only. She was what 
one would term clinically an intensely toxic case ; 
the urine contained much albumin and casts of the 
type associated with acute nephritis. At autopsy 
the kidneys were found to be the seat of an acute, 
diffuse bæmorrhagic nephritis. It is true that a 
few pathologists mention pneumococcal infections 
as a cause of acute nephritis, and Aschoff (1919) 
goes so far as to say that pneumonia is one of the 
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principal causes of pure acute glomerular nephritis, 
but the general opinion seems to be that it is a rare 
causal factor. Nephritis as a possible complication 
is not even mentioned in the article on pneumococci 
in the Medical Research Council’s ‘‘ System of Bac- 
teriology.” Councilman (1897) came across only 
one instance in a series of 110 patients with croupous 
pneumonia, and Blackman and Rake (1932), record- 
ing the results of histological examination of the 
kidneys in 95 cases of pneumococcal infections of 
various types, found no example of acute diffuse 
nephritis following lobar pneumonia alone (32 cases), 
and only 9 instances, all in children, in other forms of 
pneumococcal infections such as empyema or peri- 
carditis, 7 of whom had had the infection for over 
two weeks. | ) 

There was only one other instance of acute diffuse 
nephritis in our series, in the case of a man of forty- 
nine. But it was striking how grave a burden was 
the possession of already damaged kidneys. Hadley 
in 1907 stated that 82 per cent. of patients attacked 
by pneumonia died if an antedecent chronic nephritis 
was present. In our own series there were 33 autop- 
sies ; 8 were on patients under forty, and in addition 
to the already mentioned example of acute diffuse 
nephritis, 2 showed chronic interstitial renal changes. 
Of the remaining 25 older patients (over forty years) 
there was one instance of acute nephritis and 13 
had chronic interstitial nephritis. Of 8 of these 
patients who were over sixty years old, 7 showed 
chronic interstitial nephritis. Moreover, it was clear 
from the character of the urinary deposit in most 
of the patients with already damaged kidneys that 
a more or less serious degree of acute toxic damage 
was superadded ; and this was confirmed by examina- 
tion of the kidneys removed post mortem. 

Blood-urea estimations were made on a series of 
93 patients. In the younger group of patients under 
forty, 32 out of 51 had a blood-urea of over 40 mg. 
per 100 c. m., and 7 of the 32 died. Two young men 
with a blood-urea content of over 90 and well over 
100 mg. per 100 c.om. actually survived. 

One was a man of twenty-nine, admitted on the eighth 
day of his illness with an atypical pneumonia, a positive 
blood culture (Group X), and a blood-urea of 118 mg. 
per 100 c.cm., which dropped five days later to 65 mg. 

The other was a boy of eighteen, admitted on the third 
day of illness with a basal pneumonia, but a negative 
blood culture. Attemptseto secure a sample of sputum for 
typing failed. The urine contained a moderate amount of 
albumin, but no casts were found until a week after 
admission, when both cellular and coarse granular casts 
were seen, together with a few red blood corpuscles. 
The blood-urea on admission was 92 mg. per 100 c. em., 
and four days later it had risen to 310 mg. (confirmed by 
repeated estimations). At that time the boy was apparently 
uremic, with muscular twitchings and noisy delirium. 
On the seventh day after admission the temperature 
became normal by lysis ; on the twelfth day the blood- urea 
was 370 mg. per 100 c.cm. He began to improve, and 
on the twenty-second day the blood-urea had fallen to 
65 mg. Two months later, six weeks after his discharge 
from hospital, it was 46 mg. with no renal elements dis- 
coverable in the urinary deposit. Blood-pressure readings 
gave no indication of the extent of the renal damage; 
they remained virtually constant throughout the illness, 
at a level of 110/70 mm. Hg. The case shows the remark- 
able vitality of youth, even with the added weight of a 
toxic nephritis. 

The older group of patients over forty fared badly. 
There were 42 of them, of whom 32 had a blood-urea 
of over 40 mg. per 100 c.cm. Of these 32, 21 died 
(three times as many as those in the equal group of 
younger patients); and not one with a blood-urea 
of over 70 mg. survived. In the older patient with 
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pneumonia, therefore, renal damage is a grave 
burden. 

It seems then that the kidneys form as it were a 
screen on which is projected, however orudely, a 
picture of the interplay of seed and soil in this disease. 
The young have reserves denied to the old; in the 
latter one of the most important factors in the prog- 
nosis of pneumonia is the condition of the kidneys. 
The practising doctor can obtain much helpful 
information in his estimate, and therefore in his 
management, of a case of pneumonia by two almost 
ridiculously simple means—the testing of urine for 
albumin (noting the significance of an amount greater 
than that of the usual trace due to febrile albu- 
minuria), and the examination of its deposit for casts 
of various types. 


VASCULAR CHANGES AND AGE 


The condition of the heart muscle in pneumonia 
is so important that it has been said, Look after 
the heart and the lungs will look after themselves.“ 
The objective study of myocardial damage in this 
disease would demand a paper to itself, and we were 
not able to devote the detailed attention to it, in 
this series of cases, which we would regard as adequate. 
Generalised cardiovascular degeneration, however, 
is mirrored in the peripheral vessels, and in a series 
of 102 patients careful note was made of their condi- 
tion. They were classified as (a) normal, vessels 
impalpable; (ö) fair, vessels palpable and capable 
of being rolled under the fingers when the vessel 
was occluded; (c) bad, vessels ‘grossly sclerotic, 
tortuous or even calcareous. 

Of 39 patients under forty with normal peripheral 
arteries, 5 (13 per cent.) died ; of 13 patients over 
forty, 5 (38 per cent.) died. There were 12 examples 
of fair arteries in the younger group, with 
1 death (9 per cent.), and 16 in the older group, with 
6 deaths (38 per cent.). Those with bad arteries 
suffered heavily: of 4 cases under forty, 3 died 
(75 per cent.), and of 18 over forty, 16 died (89 per 
cent.). The figures show clearly the high mortality 
associated with severe vascular damage. Not only 
does the likelihood of vascular degeneration increase 
with increasing age, but also the young, when con- 
fronted with this disease, are in @ very serious sense 

“as old as their arteries.” 


OTHER CONSIDERATIONS 


The localisation of the pneumonic lesion was pos- 
sible in 198 cases, not only on clinical grounds but 
also by the employment of a portable X ray unit. 
Cecil (1933) noted that the mortality of cases with 
involvement of more than one lobe was double that 
of cases of monolobar involvement. This we found 
true for the younger group of patients ; in the older 
group the death-rate is considerably higher, and the 
percentage mortality is approximately the same 
whether one or more than one lobe is affected. It 
would seem therefore that in the older patients any 
lethal factors connected with the actual geographical 
extent of the pneumonia are submerged in the impact 
of the pneumonia itself upon the organism. 

Leucocyte counts were made at the height of the 
disease, as soon as possible after the patient’s admis- 
sion to hospital, in a series of 83 cases. We were not 
able, however, to do serial counts as Fleming (1936) 
did in his study of the leucocytosis in typed pneu- 
monia. The average leucocytosis in the great majority 
of our patients, young or old, was what he would 
term “inadequate ” (i. e., less than 15 ,000 }—perhaps 
due to the poor quality of our field of patients. 
Analysing our series of cases, without reference to 


the type of pneumonia, the younger patients who 
died had an average leucocyte count of 11,000 per 
o. mm., and in those who survived with a positive 
blood culture, 20,000; in those with a negative 
blood culture, 14,000. The figures in the older group 
are as follows: 


Deaths 
15 with positive oe e average leucooytes 185 000 
» negative 75 75 3,000 
Survived 
4 with positive blood culture: average . 125 000 
„ negative ,, » : » 4,000 


Neither these figures, nor those obtained by reference 
to the type of pneumonia, seem to have any striking 
significance in underlining differences between the 
younger and the older patients. 

As might be expected, our cases showed clearly 
the increasing frequency of lethal complications, 
such as pericarditis, lung abscess, meningitis, fatal 
empyema, with increasing age. These remoter 
complications are very often associated with a posi- 
tive blood culture, the significance of which, especially 
in older patients, has already been discussed. 


SUMMARY 


Prognosis in pneumonia is a difficult art. The 
survival of the patient suffering from pneumonia 
depends on a variety of factors, and in this disease 
especially it is essential to know your patient 
before a sound opinion can be given. In a clinical 
survey of a series of patients drawn from the poorest 
grades of society in Liverpool, in whom the death- 
rate was higher than the average for the city as a 
whole, possibly because of poor nutrition, the well- 
known factor of age in prognosis has been analysed 
in some detail. Age brings an added load on renal, 
hepatic, and cardiovascular functions. A positive 
blood culture at any age is serious, but in older 
patients it is ominous. As blood culture is part of 
an excellent method of typing pneumococci, it should 
be done at the earliest moment of the disease, and 
in appropriate cases serum therapy should be given, 
especially to older patients with a heavy blood 
infection. 

Blood counts alone were not of much value in 
prognosis. This was partly due to the material, as 
secondary (probably nutritional) anæmia was com- 
mon, and a poor leucocyte response was the rule 
rather than the exception. 

Latent jaundice, as shown by an increased icterus 
index, did not appear to benefit the patient; rather 
was it an added handicap because it indicated some 
degree of impaired liver function. 

“ Pneumonia is a friend of the aged largely 
because bodily functions deteriorate with age. 
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MANDELIC ACID IN THE TREATMENT 
OF URINARY INFECTIONS 


By M. L. ROSENHEIMu, M.B. Camb., M. R. C. P. Lond. 


MEDICAL REGISTRAR, UNIVERSITY COLLEGE HOSPITAL, LONDON 


In the eighteen months that have elapsed since 
mandelic acid was introduced as a urinary antiseptic, 
its value has been confirmed by many workers. In 
England Lyon and Dunlop? and Holling and Platt è 
have published series of cases treated with the acid. 
In America Helmholz 4 has also reported favourably 
on its use and a recent paper by Cook and Buchtel ® 
deals with the results of the treatment in a large 
group of cases. Helmholz and Osterberg® have 
carried out further experiments on the rate of 
excretion and bactericidal power of mandelio acid 
in urine. 

From a consideration of the results obtained in a 
series of 88* unselected cases, most of which were 
seen and treated by me, it has now become possible 
to discuss the indications for the use of mandelic acid 
and also to consider the results which may be obtained 
in the treatment of various forms of urinary infection. 

In the original cases, mandelic acid was given in 

neutralised solution and eight cachets of ammonium 
chloride—each containing 1:0 g. (grs. 15)—were 
given in the course of the day to render the urine 
acid. Sodium mandelate, being simpler to use, soon 
replaced the neutralised solutions of the acid. Early 
this year, Holling and Platt reported a series of 
cases treated with ammonium mandelate. They 
found that, using this salt, the urine could usually 
be satisfactorily acidified without the use of any 
additional ammonium chloride. Their findings have 
been confirmed. Ammonium mandelate has been 
tested on a series of normal men and is a potent 
urinary acidifier. The clinical results following its 
use have also been satisfactory (see Table I.). This 
salt, which is very hygroscopic and which is generally 
used in the form of a sweetened syrup, appears to be 
the simplest and most pleasant means of administering 
mandelic acid. 

Many patients undergoing the original treatment 
were found to pass hyaline and granular casts in 
their urine, and it was thought that this might be 
due to a toxic effect of the mandelic acid itself. The 
occurrence of casts in the urine following large doses 
of ammonium salts had, however, already been 
reported. Beckmann and van der Reis,“ who were 
among the first to use ammonium chloride to acidify 
the urine, gave 9-0 g. a day and reported the occurrence 
of granular casts, and casts were also found by 
Clark,® who used large doses of ammonium nitrate 
as an adjunct to the ketogenic diet. Although 
Helmholz and Osterberg have shown that the intra- 
venous injection of sodium mandelate in dogs is 
followed by a temporary depression of renal function, 
the casts which appeared in the urine of patients 
treated by the original technique are believed to 
have been due to the ammonium chloride rather 


* See footnote, Table II. 
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than to the mandelic acid. This view is supported 
by two observations :— 


(a) Caszk A.—A woman, aged 49, suffering from chronic 
cystitis, was placed upon restricted fluids and given the 
usual dose of 8-0 g. ammonium chloride per day, but no 
mandelic acid. The urine became highly acid, and a 
specimen of urine taken one week later showed an increase 
in the amount of albumin and numerous hyaline and 
granular casts. Pus was still present, and on culture the 
urine still gave a copious growth of B. coli. All treatment 
was stopped and, one week later, when the urine, though 
still infected, contained no albumin and no casts, she was 
again placed on restricted fluids and was given 4:0 g. 
ammonium chloride and 12-0 g. mandelic acid a day. 
On this treatment the urinary infection rapidly cleared 
up without the appearance of further casts; the next 
catheter specimen showed no albumin and only a slight 
excess of leucocytes. It was sterile on culture, and the 
urine remained ‘sterile after the treatment was stopped. 

(5) Since the use of large doses of ammonium chloride 
was abandoned,® except where obviously indicated, it 
has become rare to find casts in the urine, although the. 
dose of mandelic acid has remained unaltered. 


There is no evidence that mandelic acid can 
produce permanent renal damage, and Holling and 
Platt have actually reported favourably on its use 
in.cases of acute nephritis associated with infected 
urine. Ammonium mandelate rarely acts as a renal 
irritant, the acidifying power of the usual daily dose 
of ammonium mandelate (containing 12 g. mandelio 
acid) being equivalent to that of about 4 g. ammonium 
chloride. 


TABLE I 
Summary of Cases Treated with Ammonium Mandelate 
Sex Mini- | Addi; 
No. | and Disease mum pH NH, Gi Result 
age. recorded. used 
Gal 
1 | ¥.16 | Recent acute pyelitis. 4'8 — Cured. 
2 F e 25 9 ” i 5-0 ai ” 
3 | F. 7 | Recent acute cystitis. 5:0 — > 
4 | F.28 Chronic pyelitis 4°9 — 5 
(1-2 years). 
5 F. 65 Chronic pyelitis 5:5 — No 
(12 years). effect. 
6 F. 19 a hea pyeiitis 5 · 5 — Cured 
7 F. 37 Chronic oye tis 5-0 — Impr. 
(8 . ; 
8 | F. 35 Chronic cystitis 5'1 — Cured. 
months). 
9 | F. 43 eae cystitis 5-1 — 3 
10 F. 37 Chrônfe cystitis 5-4 — 7 
(10 years). 
11 | F. 20 Bacilluria. 4°9 — 5 
12 | F. 30 5 — — ” 
13 | F. 25 | Pyelitis of pregnancy. 5:0 2 Impr 
14 | F.27 Chronic pyelitis— — — 5 
treated in puerperium. 
15 | F. 23 Puerperal pyelitis. 4'9 — Cured 
16 F. 20 ” 7 4-6 3 ” 
17 F 0 25 ” 4°9 2 70 
18 | F. 35 | Hemiplegia. Reten- — — Impr. 


tion. Ascending 


pyelonephritis. 
Organism.—B. coli in each case. 
Remarks 
Oase 1: Relapsed; re-cured 
Case 5: Hydronephrosis (see Case B). 
Case 7: Relapsed. 18 suggests hydronephrosis. 
Not vet further investigate 
Case 9: Granular cast N 
Case 10: See Case C. 
-Case 13: Chronic pyelitis since pregnancy 1931. Urine 
sterile when king ammonium mandelate. Relapsed on 


stopping 
Qas ase 14 Did not complete treatment. 
Case 18: Additional mandelic acid bladder wash - out. 
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.. The present method of treatment consists of 
giving 3 g. (grs. 45) of mandelic acid in the form of 
syrup of ammonium mandelate, four timés a day 
after meals. The salt is very soluble, the dose usually 
being contained in one tablespoonful of the syrup. 
The fluid intake is limited to two pints in the day 
though, in certain patients, especially during the 
puerperium, a larger intake is allowed. 


It is essential ‘to make certain that the urine 


becomes sufficiently acid. Mandelic acid acts far. 


better in an acid urine. The figures. obtained by 
Helmholz and Osterberg show that while at pH 5-0 


a solution of 0-25 per cent. of mandelic acid is bac- 


tericidal for most organisms, at pH 5-7 a 1 per cent. 
solution is necessary to produce the same effect. 
While certain cases of urinary infection treated with 
mandelic acid may clear up without the urine ever 
having become very acid, no case should be accepted 
as a failure unless the urine has been fully acidified. 
It, therefore. appears logical to try to acidify the 
urine in every case. The urine, if sufficiently acid 
(i.e., pH 5-3: or less), should give a pink colour with 
methyl-red and this test, which takes about one 
minute, should be performed once or twice at the 
commencement of: the treatment. In the normal 
case the pH falls rapidly and once a satisfactory pH 
has been reached, this is generally maintained and 
further estimations are unnecessary. There appear 


to -be only three possible causes for: the urine not 


becoming sufficiently acid: 
(a) Insufficient intake of acidifying salts. i certain 


patients treated with ammonium mandelate, it may be. 


necessary to give additional ammonium chloride’ in order 
to reduce the pH to 5-3. In a series of 18 cases this has 
only been necessary in 3, and of these 2 were puerperal 
cases on an increased. fluid intake. Cook and Buchtel 
found. that only 1 of 15 patients treated with ammonium 
mandelate required a secondary acidifying drug. 

(5) Renal insufficiency remains the main contra-indica- 
tion to the use of mandelic acid therapy. A damaged 
kidney is unable to excrete a sufficiently acid urine, and 
hence the treatment is unlikely to be successful. Further, 
in the presence of impaired renal function, acid salts may 
produce a state of acidosis. 

(c) Infection of the urine with a urea-splitting organism.— 
If the urine is infected. with an organism, such as 
B. proteus, which can form ammonia from urea, it is impos- 
sible to acidify the urine. Lyon and Dunlop have reported 
one such case in which massive doses of ammonium 
chloride and calcium chloride were given and the urine 
remained persistently alkaline. If the urine remains alka- 
line on large doses of acidifying salts and yet no symptoms 
of acidosis appear, the presence of a urea-splitting organism 
should be suspected. . 


Results 

I have now used mandelic acid in a series of nearly 
a hundred unselected cases of various urinary 
infections and the results obtained are shown in 
Table II. It is difficult, from a consideration of such 
figures, to draw definite conclusions as to the value 
of mandelic acid, for there are many varied types of 
urinary infection and the percentage of cures in any 
series of cases must depend largely on the relative 
numbers of. the various types of infection included 
in that series. In Table III. the various factors that 
are believed to have led to failure of the treatment 
are summarised. From impressions gained during 
the use of the treatment, together with a considera- 
tion of the two tables, it is now possible to foretell 
the results that may be expected from the use of 
mandelic acid in various types of cases and also to 
recognise the indications for the use of the new 
form of treatment. 


TABLE II 
Results of Mandelic Acid Therapy 


— Type of case. . | Cases. | Cured. es. 
1 Recent acute pyelitis. 14 13 1 
2 Recent acute cystitis. | 5 4 1 
3 Chronic pyelitis. 18 10 rs 
4 Chronie cystitis and 26 18 8 
bacilluria. i 
oraa ee 
5 Pyelitis of 5 | 13 3 10 
6 ‘Puerperal pyelitis.* 11 6 5 
7 Miscellaneous cases 6 2 
a Total cases.* : 93 56 37 : 


Apparent simple infections 71 per cent. cured.” 
Total cases“ 3 60 1 1 


. Five of the 10 patients who were unsuccessfully treated 
during pregnancy weré further. treated in the puerperium. 
These 5 cases are included in the 11 cases of group 6 and have 
therefore been counted twice. Since 4 of these resisted treat- 
ment, the actual cure-rate based on the number of patients as 
opposed to cases 16 56 out of 88 (i. e., 63 per cent.). 


— 


- TABLE III | 
Analysis of Failures with Mandelic Acid Therapy* 
-Cases: 
Probable presence of urinary . stasis or . 
, PORON i 1 „ sehen 8 2 
à ai ure O act O 6. A ea ee 
37 failures. 4 Did not complete treatment, — 2 
' Renal irritation—treatment abandoned si 
No cause for failure found ats . . 10 
Failures 2 ; : 
— = (37 Nature of case. 
cases) - a 
1 | Recent acute | 1 5 Blood -urea 58 
| pyelitis. per cent. 
2 Recon’. neure 1 Hyperthyroidism. 
cys ; i 
3 Chronic 8 (1) Renal calculus. (2) H 
pyelitis. nephrosis (Case B). (3) Gould 
i not take ammonium chloride. 
(4) Treatment stopped because 
of casts.: (5) (6) (7) Failures not 
fully investigated. (8) No cause 
of failure found. 
4 | Chronic cystitis 8 (1) Post-operative retention. 6 
and bacilluria. Previous pelvic operations.. 
Infection with urea-spli 
organism. (4) Stricture 1 
ascending pyclonephritis). 50 
Residual urine following pros 
tectomy. (6) Prostatic calculi. 
(7) Heart failure, treatment 
stopped because of inc 
al uria. (8) No cause 
l , found. , 
5 Pyelitis of 10 Pregnancy. : 
pregnancy. 
6 Puerperal 5 Four cases infected and treated 
pyelitis. . during pregnancy (also included 
in group 5). Two cases did not 
complete treatment. 
7 | Miscellaneous. 4 (1) Congenital cystic kidneys. 


Pyelitis. (2) Epididymo-orehitis. 
(3) Paralysed bladder—ascend- 
ing pyelonephritis. - (4) Large 
renal calculus. Nephrostomy. 


Many of these cases were symptomatically much improved. 
The term “failure ’’ implies a failure to obtain sterile urine. 


ACUTE PYELITIS OR CYSTITIS 


There is no indication for the use of mandelic acid 
in the treatment of a patient acutely ill with a urinary 
infection until alkalis have been given a thorough 
trial. For while it is possible in many such cases 
to obtain a rapid fall of temperature by the use of 
mandelic acid, this can be accomplished: both with 
certainty. and with greater comfort to the patient by 
the use of alkalis. Mandelic acid treatment appears 


undesirable in febrile Cases, firstly because the fluid 
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intake must be limited, secondly because there is 
probably a greater danger of producing symptoms of 
acidosis in such patients, and finally because the 
hyperacid urine, essential to successful treatment, is 
more likely to cause renal irritation during the acute 
phase of pyelonephritis. In the few cases of acute 
infection in which some complicating factor causes a 
persistence of the temperature despite full doses of 
alkalis, mandelic acid may lower the temperature 
and relieve the symptoms. 

Alkalis, though relieving the general symptoms, 
rarely, if ever, cure urinary infections. While some 
cases of acute pyelitis undergo spontaneous cure, 
many patients continue to harbour coliform bacilli 
for weeks, months, or years after the acute symptoms 
have subsided. Mandelic acid has proved extremely 
valuable in the treatment of such recent acute 
cases of urinary infection. Of 19 cases of acute 
pyelitis or cystitis, treated within a few days or 
weeks of the acute attack, 17 have been discharged 
with sterile urine. Patients with acute urinary 
infections were often, in the past, regarded as cured 
once their temperature had fallen to normal. But 
they are not really cured unless their urine is 
rendered sterile, for the urinary tract tends to 
become chronically infected and the disease much 
more resistant to treatment. Further, there is a 
continual risk of a severe febrile exacerbation. The 
correct treatment of acute cases would therefore 
appear to be, first, the relief of the symptoms 
with adequate doses of alkalis and then, once the 
temperature has fallen, the cure of the infection with 
mandelic acid. No patient with an acute urinary 
infection should be discharged until an attempt has 
been made to sterilise the urinary tract, and in the 
few cases in which this fails further investigation of 
the cause of the infection is indicated. 


CHRONIC URINARY INFECTIONS 


Some of the most satisfactory results of mandelic 
acid therapy have been seen in cases of long-standing 
urinary infection; cases of chronic pyelitis and 
cystitis, which have resisted all other forms of 


therapy, have cleared up rapidly under the treatment. 


Provided that the treatment is properly carried 
out and that the urine becomes sufficiently acid, the 
chief cause of failure lies in urinary stasis. The 
presence of any obstruction to the outflow of urine, 
either from the renal pelvis or the bladder, makes 
the sterilisation of the urinary tract far more difficult. 
This is clearly shown in Table III. Such cases may 
be cured by mandelic acid, but if not, they are usually 
made more comfortable. The pyuria can be con- 
trolled and the frequency and pain relieved. The 
infection, however, tends to persist and to regain full 
vigour once the treatment is stopped. It has often 
been stated that every case of chronic urinary 
infection should be fully investigated for some 
underlying lesion by means of cystoscopy, X rays, 
and pyelography. In many chronic cases, however, 
the infection can be eradicated by the use of mandelic 
acid and the present method of treating these cases 
commences with a full course of the acid therapy. 
Only if the infection proves resistant or if it rapidly 
recurs whenever treatment is stopped, need patients 
be subjected to full investigation. A great advantage 
of this test treatment is that it causes less 


- inconvenience to the patient, who can not only be 
treated while still at work, but may ultimately avoid 


the ordeal and expense of a complete urinary investi- 
It must be emphasised that if a urinary 
infection fails to clear up with a full trial of mandelic 
acid, some underlying obstructive lesion is probably 
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present. This method of treatment is illustrated by 
the following cases :— 


CASE B.—A woman, aged 55, was referred to Dr. J. W. 
McNee’s out-patient department as a case of chronic 
urinary infection. There was no obvious cause for the 
infection, which had followed an “inflamed bladder 
twelve years previously. The patient had no symptoms 
beyond malaise and frequency. The urine contained pus 
and coliform bacilli. She was first of all treated, as an 
out-patient, with ammonium mandelate, and later with 
sodium mandelate and ammonium chloride. The infection 
proved resistant, and she was admitted to hospital for 
investigation. A completely unsuspected large left 
hydronephrosis was found, and the urine from the right 
ureter was shown to be sterile. A left nephrectomy was 
performed by Mr. F. J. F. Barrington. The urine after 
operation was still infected but cleared rapidly with a 
course of mandelic acid, and the patient was discharged 
with sterile urine. 

CasE C.—A woman, aged 37, attended Dr. McNee’s 
out-patient department complaining of a severe pain on 
micturition and of frequency for the past three weeks. 
She was afebrile, and had suffered from kidney trouble 
for some twenty years. She had tenderness in her left 
iliac fossa, and her urine contained a trace of albumin, 
a few pus cells, and on culture grew B. colt. She was given 
ammonium mandelate ag an out-patient, and a specimen 
of urine taken three weeks later showed no albumin, a 
few epithelial cells, and was sterile on culture. The 
treatment was stopped, and fourteen days later the urine 
was still sterile. 

PYELITIS OF PREGNANCY . 


In cases of pyelitis occurring during pregnancy, 
urinary obstruction is always present and these 
cases are notoriously difficult to cure. In a series of 
13 such cases, only 3 obtained sterile urine before 
delivery, though many of the others were symp- 
tomatically relieved. Such cases in the febrile stage 
should first be treated with alkalis, but if the tempera- 
ture persists mandelic acid should be tried. In 
2 cases the temperature has responded to mandelic 
acid after failure with alkalis. If the temperature 
falls with alkali therapy and the patient then remains 
free from symptoms on alkalis, it is probably better 
to persist with this treatment and to reserve mandelic 
acid for an attack on the infection soon after delivery. 
If, however, the symptoms persist, mandelic acid 
usually relieves the pain and frequency and may, in 
occasional cases, sterilise the urinary tract. 


PUERPERAL PYELITIS 


Two forms of puerperal pyelitis are recognised : 
one dating from an infection already present during 
pregnancy and the other starting in the puerperium. 
The prognosis of the latter is good and both tend to 
clear up in the months that follow delivery. Many 
cases of chronic urinary infection, however, date from 
childbirth and an attempt should be made to cure 
every case of puerperal pyelitis, even though it be 
symptomless. Mandelic acid appears to be an effective 
agent in such cases. It does not upset the breast-fed 


‘child, but the fluid intake may have to be increased 


up to four pints or more a day in order not to 
interfere with lactation. The treatment can be 
carried on in an ambulatory form. In a series of 
11 cases, 6 obtained sterile urines, 4 of the failures 
occurring in patients who had had pyelitis during 
their pregnancy. 

MISCELLANEOUS CASES 


Lyon and Dunlop reported 2 cases of tuberculous 
disease of the urinary tract complicated by a secondary 
infection. and in both the superadded infection was 
cured with mandelic acid. There appears to be 
some risk that an underlying tuberculous infection 
may be missed, and if a case of urinary infection is 
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cleared up and, despite repeated sterile cultures, pus 
cells persist in the urine, a careful search must 
be made for tubercle bacilli. 

»The action of mandelic acid is not specific for the 
coliform bacilli. It will act in vitro on various other 
organisms and, clinically, several cases infected with 
the Staphylococcus albus have been cured. Helmholz 
and Osterberg have also cured two patients whose 
urinary tracts were infected by Streptococcus facalis. 
Mandelic acid has been successfully used in the 
treatment of paratyphoid urinary carriers and should 
prove of value in the control of such cases. 

certain cases of chronic urinary infection in 
which resistance to treatment is associated with 
residual urine in the bladder, better results can be 
obtained by combining oral therapy with bladder 
lavage, using solutions of sodium mandelate. The 
solution used has been prepared by partly neutralising 
the mandelic acid with alkali and a 2 per cent. 
solution at pH 5-0 has been found satisfactory. This 
treatment in conjunction with oral therapy has been 
used with success in a case of infection following 
post-operative retention, and has also proved valuable 
in a We patient with an infeoted bladder. 


RELAPSES 


In a fairly high proportion of cases in which mandelic 
acid appears to cure the urinary infection, relapses 
later occur. This has been especially noticeable in 
chronic urinary infections. The tendency to relapse 
is, of course, not limited to cases treated with 
mandelic acid. 

In the cases originally treated the criterion of cure 
was the sterility of urine on culture, whether or not 
the patient was.still excreting mandelic acid. More 
recently no patient has been considered cured unless 
a specimen of urine, taken after treatment has been 
stopped for several days, is also sterile on culture. 
The presence of mandelic acid in the urine will 
inhibit the growth of organisms, and in cases of 
persistent urinary infection, if the patient is still 
taking mandelic acid, the urine may appear sterile. 
On stopping the treatment, however, the inhibited 
organisms regain their power of multiplication and 
signs of infection reappear. Thus, cases of chronic 
cystitis are often perfectly well while taking mandelic 
acid, but relapse whenever the treatment is stopped. 
These “ relapses are really examples of a failure 
to cure. 

If the urine has become sterile, a relapse must 
‘signify a reinfection. In a few cases this may be 
from a loculated collection of infected urine, more 
often it must be from an extra-urinary source. Most 
cases of urinary infection are now believed to result 
from a blood-borne spread of B. coli. The organisms 
are excreted through the kidneys and only settle and 
cause an infection in the urinary tract if there is 
either urinary stasis or some suitable niche in the 
mucous membrane where they can multiply. The 
walls of the pelvis, ureter, or bladder in patients 
with long-standing urinary infection are usually 
inflamed and probably remain so after the infection 
has been rapidly eradicated. It seems possible that 
a reinfection occurring on the previously roughened 
mucous membrane may explain some of the relapses 
and the observation that in such cases the infection 
responds very rapidly to a few days’ treatment and 
that eventually a permanent cure may be achieved, 
suggests that the inflamed mucous membrane 
gradually heals. 

In cases of long-standing infection it is necessary 
to persist with the treatment for three or four weeks, 
and if the urine becomes sterile, the patient must 


` raised. 


be warned of the possibility of reinfection and should 
be advised to take the medicine again for a few 
days if any symptoms return or if the urine become 
turbid. It has been suggested that, as a prophylactic 
measure, it is better to take the acid for a few days 
once a fortnight than gradually to reduce the dose 
over a prolonged period, as by the latter method 
the optimum pH of the urine and concentration of 
mandelic acid may not be achieved. 


CONTRA-INDICATIONS . 


_ Mandelic acid therapy is applicable to a wider 
range of patients than is the ketogenic diet, and in 
the present series few serious ‘contra-indications 
have been discovered. Until further experience has 
been gained any list of contra-indications to the 
use of this form of treatment cannot be considered 
complete. 

The presence of renal insufficiency, as shown by a 
raised blood-urea, remains the main contra-indication 
to the use of both mandelic acid and the ketogenio 
diet. In patients with impaired renal function 
ammonium mandelate is unlikely to clear up the 
urinary infection and may produce symptoms of 
acidosis, ‘depression, dizziness and dehydration. In 
such cases the new form of treatment should not be 
used unless a careful watch can be kept on both 
the patient and his urine. 

Renal damage may be unilateral or bilateral. In 
the presence of bilateral damage due to such condi- 
tions as chronic nephritis, acute ascending pyelo- 
nephritis, or to the fibrotic kidneys associated with 
long-standing urinary infection, renal function is 
always impaired and the treatment contra-indicated. 
This is not the case if only one kidney is damaged, 
for renal function can be normally maintained by 
the healthy kidney and the blood-urea is rarely 
Mandelic acid can be safely used in ‘such 
cases, but while. the sound kidney will excrete a 
hyperacid concentrated urine, the urine from the 
damaged kidney will not be acid and will probably 
contain little mandelic acid. No symptoms of acidosis 
occur, but the treatment will probably fail. 

The absence of one kidney is no contra-indication 


to the use of the treatment provided that the remain- 


ing kidney can maintain normal renal function. Two 
patients, who had previously had a nephrectomy 
(for hydronephrosis and hypernephroma respectively), 


-have been cured of pyelitis. If the sole kidney is 


damaged and a raised blood-urea is present, mandelic 
acid should not be tried. 

I have had no experience in the treatment of cases 
of urinary infection complicating acute nephritis. 
Holling and Platt state that mandelic acid can be 
safely used, but there must be an increased risk of 
renal irritation, and in all oases in which much 
albumin or casts are present a careful watch must 
be kept on the urine. One patient with severe 
toxemia of pregnancy associated with chronic 
pyelitis has been treated with sodium mandelate and 
ammonium chloride. The albumin, already present 
in the urine, increased, and the treatment was stopped 
after two days. Itis not certain whether the increased 
albuminuria was due to the toxemia.or to the 
mandelic acid, and the case has therefore not been 
included in the present series. Such cases of toxsemia 
of pregnancy should probably not be treated with 
mandelic acid until after delivery. 

Mandelic acid has been used in patients of all 
ages, the eldest in the present series being 74 and 
the youngest 3. In children the dosage must, of 
course, be proportionately decreased. In elderly 
patients a preliminary blood-urea should always be 
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done as the treatment appears to have a depressant 
effect, probably due to mild acidosis, in such cases. 

While not absolutely contra-indicated in the treat- 
ment of acute febrile. cases of urinary infection, 
in my opinion mandelic acid should be used only 
in the later stages of the disease. 

In conclusion, it must be emphasised that the risk 
of producing severe acidosis or renal irritation in 
any patient depends entirely on the thoroughness 
of the medical supervision. If the urine is repeatedly 
examined, if the dose of ammonium mandelate is 
carefully controlled, and if a watch is kept for early 
signs of acidosis, many patients, who at first sight 
appear unsuitable for treatment, can be successfully 


Summary 


1. A series of 88 cases of various types of urinary 
infection has been treated with mandelic acid. 

2. Ammonium mandelate has been shown to be 
the most satisfactory and pleasant method of giving 
mandelio acid. 

3. Urinary stasis due to the presence of an obstruc- 
tive lesion is the commonest cause of failure of the 
treatment. 

4. Relapses are often due to failure to cure, 
but urinary stasis and persistent inflammation of 
mucous membrane predispose to true reinfection. 

5. The main contra-indication to mandelic acid 
(or ketogenic) therapy is a raised blood-urea. In 
cases of urinary infection with acute fever the remedy 
should be reserved for the later stages of the illness. 
It can be used at all ages. 


My thanks are due to the various members of the staffs 
of University College Hospital and of Westminster Hos- 
pital who have very kindly allowed me to treat their 
5 My thanks are also due to Messrs. Boots Pure 

rug Co. who provided me with a liberal supply of ammo- 
nium mandelate (Ammoket). 
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MANDELIC ACID IN THE TREATMENT 
OF PYELITIS IN CHILDHOOD 


By G. H. Newns, M.D., M.R.C.P. Lond. 


MEDICAL REGISTRAR AND PATHOLOGIST, HOSPITAL FOR SIOK 
CHILDREN, GREAT ORMOND-STREET, LONDON; AND 


REGINALD WILSON, M.D. McGill, D. C. H. 


FZELGISTRAR N THE OHILDREN’S DEPARTMENT, AND WANDER 
SCHOLAR, WESTMINSTER HOSPITAL, LONDON 


IN 1931 Helmholz and Clark 12 introduced the 
ketogenic diet for the treatment of urinary infections. 
In their hands it met with considerable success; 
their good results have also been obtained by many 
others. The drawbacks of this diet are that it needs 
much preparation and supervision, and owing to 
ite high fat content it is nauseating to many patients. 
This last objection is a serious one in the case of 
children, who often refuse a ketogenic diet after 
they have had it for a few days. 

II 1933 * Fuller showed that the substance excreted 
in the urine, responsible for the bactericidal action, 


was 8-hydroxybutyric acid. Unfortunately this sub- 
stance, when given by the mouth, is quite ineffective, 
owing to its complete oxidation in the body. 
Rosenheim ‘in 1935experimented with allied hydroxy 
acids and observed their effect on Bacillis coli 
cultures in vitro. He found that mandelic acid had a 
bactericidal action which compared favourably with 
that of B-hydroxybutyric acid. He also showed that 
such action was over and above that which a mere 
alteration of the pH would produce. The drug is 
excreted unchanged in the urine and is non-toxic. 
Promising results were obtained when it was sub- 
mitted to clinical trial. Lyon and Dunlop,“ who 


HR 
AVAL: 
AMARA FE IH 
Smee EEE HEE HRE ENA AAE 
SFT ELLE LEM CN 
PCT EEE CECE RECEP TEE 


Effect of ammonium mandelate in a pyrexia] case of pyelitis. 
1 = treatment started. 2 = urine sterile. 


reported 16 adult cases of pyelitis treated by this 
method, found that in most cases a sterile urine 
was obtained within ten days. Several relapses, 
however, occurred. Similar good results are reported 
by Holling and Platt.“ They used ammonium 
mandelate in 4 cases, in one of which it was necessary 
to supplement the drug with ammonium chloride in 
order to make the urine sufficiently acid. 

This paper is a report of 36 cases of pyelitis in 
children under twelve years of age treated at the 
Hospital for Sick Children, Great Ormond-street, 
and at the Westminster Hospital. The details are 
recorded in Table I. Of this series, 3 were male 
and all but 5 were between the ages of two and 
eleven. There were 24 cases of acute pyelitis, 10 
cases were chronic or relapsing, and in 2 albuminuria 
and casts were present, due probably to pyelo- 
nephritis. As a rule the infecting organism was 


B. coli. Late-lactose fermenters (3) and B. proteus . 


and B. mucosus capsulatus (1 each) accounted for the 
remaining cases. Ten of the children had been. 
treated unsuccessfully with potassium citrate before 
the administration of mandelic acid. A pyelogram 
was obtained in 10 cases, and this investigation 
resulted in the demonstration of an anatomical 
abnormality in 3 of these, 1 of which had unilateral 
hydronephrosis. Nephrectomy and a subsequent 
course of mandelic acid brought about the disappear- 
ance of the pyelitis in this last case. 


METHODS 


Mandelic acid with sodium bicarbonate was used 
in most of the cases, and was given in doses of 15 to 
30 grains four times a day according to the age of 
the child (see Table II.). As a rule half this dose of 
ammonium chloride was given to acidify the urine. 
In 6 cases, Neoket (a mixture of mandelic acid and 
acid sodium phosphate) was used, and in 4, Mandelix“ 
(solution of ammonium mandelate), in doses of 
3 to 6 drachms daily. 

Daily determination of the pH was made. For 
use in the ward a Lovibond colorimeter with a pH 


TWO fluid drachms contain 45 grains of ammonium 
mandelate. 2 
T 


* 
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l soale between: 4 and 6 was found to be satisfactory. 


Catheter specimens were taken at intervals of several TaBLE II.— Dosage of Mandelic Acid 


days, these being cultured soon after they were - Upto6months.. cc he 30 grains daily. 
taken to obviate any in-vitro action of the drug on 6 months to 2 years -- 30-60 „ „ 
the organisms. It has been possible to follow up 2— ő years ls 7 „ 60-90 n „ 
almost all of the patients during the months that 512 n 90-120 p» » 


have followed discharge. | 
To be certain that the dosage was sufficient, the mated. This is found to reach the level of 0-5 per 
urinary concentration of mandelic acid is now esti- cent., which Rosenheim regards as quite sufficient. 


TABLE I.—SUMMART OF THE CASES 


` Days till Mini- 
Case.| Age. Sex. Organism. | wring sterile. mum pH. 


: B. colt. 7 4°9 Acute pyelitis. Normal pyelogram. 
o» 4 | 53 Chronic pyelitis ; third attack. Recurrence 9 days later. Death from 
ö l intussusception. P.M.: chronic pyelonephritis. i S 
i Ta: a ‘ Acute pyelitis 110 relaps nt 
. e O. ét 
n 10 Not done. ö . ; 
8 10 5-2 Acute pyelitis. Normal pyelogram. Relapse 1 month later. 
B. proteus. | Not sterile. 6-2 Acute pyelitis, complicating pink disease. 

B. coli, 10 5-2 Acute  pyelitis. Relapse after 1 week. Resistant to further mandelic 
later late- acid therapy. Pyelogram—poor secretion from left kidney. 
lact. ferm. . ; 

B. coli. 14 5'4 Chronic pyelitis. Third attack. Pyelogram normal. No relapse. 

‘5 5 4:9 l 
l . 5 Acute pyelitis. No relapse. 
. 5 4 6˙4 . 1 . 
Š Not sterile. 5-2 Acute pyelitis. Death from broncho-pneumonia. à 


Late-lact. Indefinite. | 5-2 Acute pyelitis. Potassium citrate given without effect. Relapse. 
erm. 5 


Treated successfully with ammon. mandelate. 


2 19 6-2 | Chronic pyelitis. Pyelogram—dilated left ureter. Relapse 5 months later. 
B. coli. 10 Not done. l No relapse. i 
0 ° Acute pyelitis. Unsuccessful 
j , ae Pot. cit. treatment. 3 ` 
57 6 Not done. i f Relapse 5 months later. 
” 14 56 No relapse. 
2 4 5-0 Pyelitis complicating subacute nephritis. Albuminuria and hematuria 
sabsided. No relapse. 
» j 17 Not done. Chronic pyelitis. Previous unsuccessful pot. cit. treatment. Pyelogram 
' normal. No relapse. , l 
s 5 5°6 Acute pyelitis. Previous unsuccessful pot. cit. treatment. 
A 6 5˙3 Acutelpyelitis. Neoket unsuccessful. Urine became sterile on ammon. 
- mandelate. l . 
8 56 Acute pyelitis. Relapse after 2 months treated successfully. No 
further recurrence. ö 
8 | 6 5 ·4 Chronic pyelitis. Previous. treatment with hexamine and pot. cit. 
unsuccessful. No relapse. | 8 . 
» 4 6˙6 Acute pyelitis. No relapse. 
n 8 56 Chronic Pyelitis. Pyelogram normal. No relapse. 
B. mucosus.| 7. Relapsed 5:6 Chronic pyelitis. Pyelogram normal. One relapse. Resistant to 
capulatus. almost further treatment. 
immediately. 
B. coli. 3 5˙4 
: i è Acute pyelitis.. No relapse. 
» 4 | öt 
6 5-4 Chronic pyelitis. Relapse successfully treated with mandelic acid. 
5 5-4 Chronic pyelitis. Hydronephrosis. Mandelio treatment after nephrec- 
: tomy. Urine became sterile. No relapse. E 
2 6 5˙3 elitis complicating subacute nephritis. Urine rendered steril 
Fange acid. No relapse. N 
» 3 5˙3 Acute pyelitis. Neoket unsuccessful. Oured by ammon. mand elate. 
No relapse. . 
5: ‘ . 
ý om t acute pyelitis. No relapse. 
E 6 5˙4 
Late - lact. 5˙2 Chronic pyelitis. Third attack. ograms normal. 
8 i : mandelate given. ET ee Ammon. 
B. coli. 7 5˙3 Acute pyelitis. Ammon. mandelate given. 


m. = months; lact. ferm. = lactose fer menters. 
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RESULTS 


It will be seen from Table I. that in all but 3 cases 
the urine was rendered sterile, often within a week 
of the beginning of treatment. The unsuccessful 
cases included a B. mucosus capsulatus pyelitis and 
a B. proteus pyelitis complicating pink disease. In 
the latter the pH did not fall at any time below 6-2. 
This rapid action of mandelic acid contrasted favour- 
ably with that of potassium citrate which was first 
tried in some of the cases. 

Little difficulty was experienced in reducing the 
pH to the optimum level of 5-3. When Neoket was 
used, however, the pH fluctuated a good deal, and 
did not remain constantly below 6. For this reason, 
this preparation was discarded in favour of ammonia 
mandelate, the use of which was attended with much 
better results. Of the present series 4 were treated 
with ammonium mandelate. In addition 6 cases 
are at present undergoing treatment. This prepara- 
tion is now being used in all cases of pyelitis. In 
each case the pH was reduced satisfactorily, and the 
urine rendered sterile within a very short time. 
Rather larger doses are being used. In some later 
cases, however, it has been found necessary to supple- 
ment the ammonium mandelate with ammonium 
chloride. 

Side effects were noted in two cases: in one of 
these diarrhea developed, necessitating temporary 
cessation of treatment; the other child had some 
trouble with vomiting. No harmful effects on the 
kidneys were observed. 

So far, of the 36 cases treated, 9 have had relapses ; 
3 of these have had a second course of treatment 
which has produced a sterile urine. Of the 9 relapses 
3 were in patients with urinary tract abnormalities, 
and 2 in infections with an organism other than 
B. coli. Such infections do not yield so readily to 
mandelic acid therapy. Four cases are thus left for 

which no reason for relapse can be given. 


CONCLUSIONS 


1. Mandelic acid appears to be an effective. remedy 
for B. coli pyelitis in children. The most striking 
feature is the rapidity with which the urine is rendered 
sterile. 

2. Ammonium mandelate has been given with 
success and is now being used in preference to other 
preparations. It is sometimes necessary to use 
ammonium chloride in addition. 

3. Infants as well as older children have been 
treated without harm. Pyrexia and albuminuria 
are not contra-indications to the use of mandelic 
acid. 

4. Relapses have occurred in 9 cases out of 36 
(25 per cent.). Three of these relapses were in 
patients with urinary tract abnormalities, while 
two had infections due to organisms other than 
B. coli, which seem to react less well to mandelic 
acid. Some of these relapses might have been pre- 
vented if mandelic acid therapy had been prolonged. 
It should be continued at least a week after the 
urine has become sterile, and probably longer, 
especially in the chronic cases. Some of these should 
attend as out-patients and receive continued treat- 
ment. Full doses for a short period seem to give 
better results than small doses for a longer time. 

5. Chronic pyelitis may be secondary to an abnor- 
mality of the renal tract. It is necessary to exclude 
such a possibility by pyelography and other means 
in any patient that does not react favourably to a 
course of mandelic acid. 


6. It will be necessary to follow up large numbers 
of cases for a considerable period before one can 
say whether mandelic acid will permanently cure 
pyelitis. 

We wish to thank the physicians and surgeons of both 
hospitals for permission to use their cases. In particular 
Dr. Donald Paterson has given much advice and help in 
this investigation. We gratefully acknowledge the assist- 
ance of Dr. W. W. Payne and Dr. A. G. Signy who have 
carried out most of the pathological investigations. 
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THE SIZE OF THE HEART IN ASTHMA 
AND EMPHYSEMA 


By E. L. RUBIN, M.D. Liverp., D. M. R. E. 


RADIOLOGICAL REGISTRAR AT THE LIVERPOOL ROYAL INFIRMARY 
AND RADIOLOGIST TO THE LIVERPOOL HEART HOSPITAL 


Ir is generally agreed that enlargement of the 
heart is often found in subjects of old-standing 
emphysema and that emphysema ultimately leads 
to cardiac failure. An enlargement of the right 
ventricle is said to be a very frequent finding and 
is clinically regarded as being typical of the emphy- 
sema heart.” One has, however, frequently noted 
the absence of this “ typical ” feature in the heart 
during the X ray examination of emphysematous 
subjects. This investigation was therefore under- 
taken to determine the effect of emphysema on the 
heart, in so far as it could be shown radiologically. 

The effect of emphysema on the heart is perhaps 
best studied in subjects of bronchial asthma who 
(unlike many cases of emphysema of non-asthmatic 
origin) so often have emphysema without any inde- 
pendent cardiovascular disease that would render 
difficult the interpretation of any changes that might 
be found in the heart. During the last two years 
the opportunity has been taken of radiologically 
examining the heart in cases of bronchial asthma— 
in particular cases with varying degrees of established 
emphysema. As a result, the infrequency of any 
evidence of cardiac enlargement even in long-standing 
emphysema has been striking. In those patients 
with advanced emphysema in whom cardiac enlarge- 
ment was present, such enlargement was usually 
general and shared by both ventricles. Enlargement 
of the right ventricle alone was a most uncommon 
finding. Even the onset of cardiac failure in empliy- 
sema appears to have been rarely preceded or 
accompanied by a selective or preponderating enlarge- 
ment of the right ventricle, as might be expected. 
It is these findings that form the subject of this 
paper. 

THE MATERIAL AND METHOD 

Of the patients examined, only those with a long 
history of bronchial asthma are considered here. 
There were 55 such cases, the average duration of 
asthma being 14 years. They had emphysema in 
varying degrees of severity. A few cases of emphy- 
sema of obscure etiology, some with heart failure, 
are included. The degree of emphysema is of course 
not proportional to the length of time that asthma 
has been present, but established emphysema between 
attacks was usually found only in patients with a 
long asthmatic history. 
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The cases were each examined under ‘the fluoroscopic 
screen and by radiograms taken at a focal-film distance 
of 6 ft. with the patient standing and with an exposure 
time of not less than one second to ensure a diastolic 
outline. The last two factors had to be varied in a few 
cases with much dyspnea. An opinion on the size of the 
heart as a whole and of each individual chamber in par- 
ticular was thus formed, but in addition, teleradiographic 
measurements of the transverse diameter of the heart 
and of the surface ‘area of its frontal silhouette were made 
and correlated with the normal measurements for the age, 
-height, and weight of each individual patient predicted 
according to the method of Hodges and Eyster.1 It 
should be emphasised that these measurements were-made 
to confirm the findings on fluoroscopic and radiographic 
inspection. to which they are considered subsidiary. A 
further series of measurements of the transverse cardiac 
diameter. and of the frontal surface area were made for 
comparison on a number of cases of bronchial asthma 
without emphysema and on many non-asthmatic subjects 
—i.e., presenting no evidence of cardiovascular, or pul- 
monary disease. These were likewise correlated with the 
' predicted normal measurements for the age, height, and 
weight of each individual patient. 


The degree of emphysema was judged ‘by clinical 
signs and by X ray appearances.. It is submitted, 
in agreement with the findings of Cabot, 2 that 
the latter are often an indispensable aid in the 
diagnosis of emphysema. Many cases of emphy- 
sema have- been seen with poor chest expansion 
and barrel- shaped chests, who showed on screen 
examination horizontally ‘placed hearts and -high- 


domed diaphragms. whose respiratory excursion. was. 


full and unrestricted. On the other hand, cases have 
been met with who showed little clinical evidence 
of emphysema but with X ray evidence, and in a 
few cases post-mortem evidence, of its presence to 
a considerable degree. The depression and flattening 
of the diaphragm into the relatively fixed inspiratory 
position—perhaps the most reliable single sign in 
emphysema—results in a change in the position of 
the heart. The heart is pulled upon by the attach- 
ment of the depressed diaphragm to the pericardium 
so that the heart elongates; its longitudinal axis 
approaches the vertical, and the heart becomes more 
centrally placed in the chest. As a result, a greater 
part of the heart shadow may be seen to the right 
of the spine than in non-emphysematous subjects 
whose diaphragms are at a normal level (Fig. 1). 
This deflection of the heart to the right (during life) 
is common in emphysema and must not be mistaken 
for Hope cardiac enlargement, 


RESULTS 


The singular freedom of the heart from disease in 
cases of long-standing asthma and the longevity of 
asthmatio patients have often been remarked. But 
it has long been held that chronic emphysema ulti- 
` mately leads to cardiac failure. It might be expected 
that if long-standing emphysema puts any strain 
on the heart, the brunt of that strain would fall on 
the right ventricle; that a gradual hypertrophy 
and enlargement of the right ventricle would result; 
and that until general enlargement of the heart 
supervenes with gross decompensation, this selective 
enlargement of the right ventricle would be recog- 
nisable radiologically. In mitral stenosis enlargement 
of the right ventricle, when present, is very clearly 
demonstrable by X rays (often before right ventri- 
cular preponderance is shown by the electrocardio- 
gram) and may be recognised by an alteration in 
the shape of the heart, often associated with an 
increase in its frontal area and other measurements, 
Similar evidence of enlargement of the right ventricle 
might be expected in long-standing ‘emphysema 
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enlargement of the right ventricle alone. 


8 . 
* 
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but this finding was actually the rarest finding in 

the present series of cases. Of the cases in this series 
5 only showed a suspicion, but nothing more, of 
In none 


of these cases. was there any electrocardiographic 


gv 


in a number of cases of emphysema. 


evidence of right ventricular preponderance. . A 
definite selective or preponderating enlargement of . 
the right ventricle was not found radiologically in a 
single instance.* In those cases in whom enlarge- 
ment of the heart was present, such enlargement 
was general and shared by both ventricles. There 
were 14 such cases—imostly patients over 40 with 
advanced emphysema. The large majority of cases, 
including several cases of well-marked | emphysema 
in younger subjects, showed no cardiac enlargement 
at a 

Similar findings have been recorded by Pod- 
kaminsky, who examined the heart radiologically 
He quotes 
Hofbauer’s post-mortem findings to the effect that 
in severe emphysema, even with obliteration of much 
of the capillary bed, there is no enlargement of! the 
right ventricle. On the contrary, Hofbauer found the 
heart to be actually smaller than normal. ‘His 
explanation of this finding will be discussed later, 
but he states that only when the obliteration of the 
capillary bed is extreme is there any evidence of 
cardiac embarrassment. Only in these cases with 
decompensation was enlargement of the right or of 
both ventricles found post mortem. Podkaminsky 
concludes that enlargement of the right ventricle 
should not be considered a typical feature of the 
“ emphysema heart.” On the contrary, in that stage 
of emphysema which he terms “fairly advanced,” 


the heart is actually smaller than, normal. 


ELECTROCARDIOGRAPHIO EVIDENCE 


Support is lent to these findings by those of 
Alexander, Luten, and Kountz, “ who examined a 
large number of cases of old-standing bronchial 
asthma, all but one of whom had emphysema. ‘Their 
electrocardiographic records showed no tendency to 
right ventricular preponderance—nor was there any 
such tendency during an attack of asthma. ‘The 
early findings of Kahn, ' who reported right ventricular 
preponderance in 20 per cent. of cases of asthma 
(10 out of 50 cases), have not been confirmed by later 
observers, although it is Kahn’s article that is most 
widely quoted. Criep*® also examined 50 cases of 
asthma, only 7 of which had no emphysema, and found 
no tendency to right ventricular preponderance in 
electrocardiograms. Similar results have also been 
recorded by Kountz and Alexander.“ It would 
appear that right ventricular preponderance is not the 
usual finding i in asthma with or without emphysema— 
and this in spite of the fact that the anatomical axis 
of the heart in asthmatic subjects nearly always 
approximates the vertical. 

The radiological conception of the heart in 
emphysema as it would emerge from the study of the 
present series of cases does not conform to the concep- 
tion widely held. The heart in emphysema is usually 
not enlarged and, more particularly, shows no enlarge- 
ment of the right ventricle. In very advanced 
emphysema a general enlargement of the heart 
may be found, the enlargement being shared by 
both ventricles. Electrocardiographically, the usual 
absence of any tendency to right ventricular pre- 
ponderance in emphysema would appear to- lend 

s 
. 


sociated 
ease ‘were encoun d but are not 
8 In both cases enlargement o: the right 


ventricle was present. 
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support to this conception. The available post- 
mortem evidence remains to be considered. 


POST-MORTEM EVIDENCE 


- A number of isolated cases of death from bronchial 
asthma have been recorded with post-mortem find- 
ings. Several cases are collected in the paper of 
Huber and Koessler 8 and a review of 33 cases is 
given by Coca, Walzer, and Thommen.“ Unfor- 
tunately but scant attention has been given to the 
' heart in many cases, the cardiac findings being 


FIG. 1.—Male, aged 34. 
FIG. 2 a.—Normal male, aged 27. 


Emphysema. 


FIG. 2 b.— Same subject as 2 a. 
taken a fullinspiration. . Note reduction in size of heart. 


summarily and often incompletely described. Yet 
it is noteworthy that so many recorded cases are to 
be found with severe emphysema in whom the heart 
is described as normal or subject to enlargement of 
both left and right ventricles—in other words, in 

whom no selective or preponderating enlargement of 
the right ventricle has been found post mortem. 

This subject has been dealt with more fully by 
Kountz, Alexander, and Dowell, 1b who examined 
66 cases with particular reference to the effect: of 
emphysema on the heart. 

They encountered nine cases of severe emphysema 
who during life had dyspnea, cyanosis, and dependent 
adema, and in whose hearts no enlargement or significant 
microscopic change could be detected on post-mortem 
examination. The normal ratio of the right ventricular 
weight to the left ventricular weight was maintained in all 
instances. - In one, which approached the upper limit of 
normal, there was sclerosis of the pulmonary artery. 
One showed both right and left ventricular hypértrophy. 
The heart in the other cases wes normal. These observers 
state that the dyspnea and cyanosis present in these 
cases. is -attributable to lowered vital capacity which 
results in a reduced oxygen content of the blood. The 
edema. was attributed to two factors: increased peri- 
pheral venous pressure (usually present in emphysema) 
and anoxzemia. It is concluded that though heart failure 
is often associated with emphysema it is not necessarily 
attributable to it; and further that despite peripheral 
signs which simulate cardiac decompensation, advanced 

empbysema does not necessarily affect the heart. 


Confirmatory cases of advanced emphysema, includ- 
ing one case with oedema but with essentially negative 
findings in the heart post mortem, are recorded 
by Kountz and Alexander, 11 who point out that the 
presence of dyspnea, cyanosis, and dependent 
edema, not e seen in cases of old-standing 


asthma with emphysema, need not be considered 


unequivocal evidence of cardiac failure. A further 
case of interest from this point of view is described. 
by Steinberg and Figley. 12 | 

In a very comprehensive | study of the ‘subject 
Kountz and Alexander“ described the post-mortem 
appearances. in further cases of emphysema. They 
found the heart presented one of three findings :— 

(1) In the majority, not only was there no 1 
hypertrophy, but the heart frequently was smaller than 
normal, There was no increase in the linear measure- 


2b 


Low position of diaphragm. Centra] position of heart. 
Teleradiogram taken at end of full inspiration. 
Valsalva experiment. Patient attempting forced expiration against the ree glottis after having 


ments of the right ventricle or in the sri of the right 
ventricle relative to the total heart. weight. . 
(2) In cases where cardiac decompensation was present, 


‘ almost always both left and right ventricles were hyper- 


trophied. 

(3) The rarest finding of all was hypertrophy of the right 
ventricle alone. When right ventricular hypertrophy 
alone was seen it was usually associated with changes in 
the pulmonary arteries. ‘‘ We doubt seriously,” say these 
observers, “ whether any marked degree of selective right 
heart hypertrophy does occur unless there is an associated 
pulmonary arterio-sclerosis. 


The radiologioal findings in the present investiga- 
tion, which have already been given, are essentially 
in agreement with the postemorven findings just 
quoted. 

` DISCUSSION 

The effect of anoxæmia on the heart miede might 
possibly explain the general cardiac enlargement 
that may be found in advanced emphysema. But 
the absence of a selective enlargement of the right 
ventricle in emphysema of.varying degrees of severity 
would be difficult to explain if it were agreed that the 
blood ‘flow from the right ventricle is impeded in its 
passage through the emphysematous lung. There 
is, however, a good deal of experimental evidence to 
show that there is, in fact, no effective obstruction to 
the flow of blood through emphysematous lungs in 
spite of the obliteration of much of the capillary 
bed—unless the condition is far advanced. Parkinson!“ 
has recently cast doubt upon this evidence though he 
agrees that emphysema alone rarely leads to cardiac 
failure. No attempt is made here to enter into this 
controversial question, but the evidence is quoted 
and fully discussed in the work of Kountz and 
Alexander.’ The Valsalva experiment, however, 
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might be mentioned, since it simulates conditions 
found in emphysema and because it lends itself 
readily to direct observation on the X ray screen 
the effect on the size of the heart of attempted forced 
expiration against the closed glottis. 
It was observed during the Valsalva experiment 
that if the patient strained against the closed glottis, 
thus distending the lungs, the heart decreased in size, 
and at the same time the intrapleural and venous 
pressures rose. During normal inspiration, with 
depression of the diaphragm and increase in the 
negative pressure in the pleural cavity, the flow of 
blood into the right heart is accelerated and there is a 
concomitant reduction in the venous pressure. But 
in emphysema the diaphragm is already depressed 
in the inspiratory position and can descend little or 
no further on inspiration and the pressure in the 
thorax approaches positive values. The return of 
blood to the heart is therefore impeded—hence the 
increase in venous pressure which is generally to be 
found in emphysema. This suggests that with lung 
distension the right heart, instead of overfilling 
because of any possible obstruction in the pulmonary 
circulation, may actually be spared owing to retarda- 
tion of the blood flow entering it. The reduction 
in the size of the heart observed during the Valsalva 
experiment seems to be directly due to the retardation 
of the venous flow into the thorax. This reduction 
in heart size (which is striking in degree) can be seen 
on the X ray screen in almost any normal or asthmatic 
subject who attempts expiration against the closed 
glottis (Fig. 2), and if the factors causing it obtain 
in established emphysema, as they do in the temporary 
lung distension during the Valsalva experiment, a 
selective enlargement of the right ventricle in 
emphysema would not be expected to take place. 
The evidence submitted in this paper indicates that 
such an enlargement is indeed an uncommon finding. 
Alexander, Luten, and Kountz remark that the 
reduction in the size of the heart seen during the 
Valsalva experiment probably also occurs during an 
attack of asthma. I have been able to confirm this 
and have observed the diminution in the heart size 
on the fluoroscopic screen during the expiratory 
distress of an asthmatic paroxysm—this diminution 
being obvious in ,spite of the elevation of the 
diaphragm which is also observed during an attack. 
It is no doubt associated with the diminished cardiac 
output and lowered blood pressure which many 
observers have noted during an attack of asthma. 
Size of the heart in asthma without emphysema.— 
Passing on to another aspect of the subject one must 
briefly consider the size of the heart in asthma with- 
out emphysema. An apparently small or ptotic ” 
heart is often seen in persons of asthenic constitution. 
On inspection of a radiogram of the chest (taken 
standing at the end of a comfortable inspiration) in 
almost any asthmatic subject, the apparent small- 
ness of the heart is obvious. This may in small 
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with the patient prone and at the end of a full expira- 
tion, the diaphragm will be seen to have risen con- 
siderably. The axis of the heart becomes, as a 
result, more horizontal and its transverse diameter 
increases. But the heart shadow remains obviously 
smaller than the normal heart shadow of a non- 
asthmatic subject of similar body-weight and pro- 
portions. In his description of the post-mortem 
findings in a case of fatal asthma, Rackemann “ 
remarks that the heart ‘appeared to be smaller 
than normal for the size of the woman.” The small 
heart of the asthmatic is the subject of papers by 
Götzel and Kienbock 14 and by von Hoesslin, 16 who 
states it is due to simple hypoplasia. 

The smallness of the heart shadow in these cases 
is confirmed by comparing the measurements of the 
transverse diameter and frontal surface area in non- 
emphysematous asthmatic subjects, with similar 
measurements in normal non-asthmatic controls of 
similar body-weight and proportions. While the 
actual measurements in control cases correspond 
with reasonable accuracy to the predicted measure- 
ments, similar measurements in subjects of bronchial 
asthma are almost invariably well below the predicted 
normal. The average frontal surface area in a series 
of 45 control cases was 2 per cent. below the average 
predicted normal for that series. In an equal number 
of cases of asthma it was 11 per cent. below the 
average predicted normal for these cases. The 
difference in transverse diameter between the two 
groups was rather less—about 7 per cent. As a 
result of these comparisons it may be said that if 
the transverse diameter and frontal surface area 
of the heart of an asthmatio subject are normal 
for the individual’s body build, the heart is likely 
to be pathologically enlarged. It follows that in esti- 
mating cardiac enlargement radiologically, the stan- 
dard measurements considered normal for the patient’s 
age, weight, and height (Hodges and Eyster) are a 
false criterion of normality in an asthmatic subject, 
though these measurements are otherwise a 
adjunct to ordinary screen and radiographio estima- 
tions of heart size. In these cases especially, the shape 
of the heart as a whole and of its individual chambers 
in particular is of greater diagnostic importance 
than the total size of the heart shadow. 


SUMMARY 


(1) A number of cases of bronchial asthma with 
and without emphysema were examined radio- 
logically with a view to determining the size of the 
heart. 

(2) The heart in the majority of cases of bronchial 
asthma is smaller than normal for the age, height, 
and weight of the patient. | 

(3) If the size of the heart in an asthmatic subject 
is normal for the individual’s body proportions the 
heart is likely to be pathologically enlarged. 


(4) Emphysema may give rise to many of the 
symptoms and signs of cardiac failure though the 
heart itself be normal. The normality of the heart 
in respect to its size can best be judged radiologically ; 
particularly is this true in the presence of emphysema. 

(5) Severe emphysema may exist for years without 
associated cardiac enlargement. 

(6) When cardiac enlargement supervenes on old- 
standing emphysema this enlargement is usually 
general and shared: by both ventricles. 

(7) In the absence of associated cardiovascular 
disease, a selective or preponderating enlargement 
of the right ventricle in emphysema is an uncommon 
finding. 


measure be due to the configuration of the thorax 
and to the somewhat low position of the diaphragm 
generally to be found in asthmatics. It has already 
been pointed out that any considerable depression 
of the diaphragm tends to elongate the heart and 
possibly causes it to rotate slightly round its vertical 
axis; the longitudinal axis of the heart approaches 
more nearly the vertical; its transverse diameter 
decreases and, at the same time, the heart becomes 
more centrally placed in the chest. These factors 
may result in an apparent diminution in the size 
of the heart by radiography. But the smallness of 
the narrow vertical heart of the asthmatic is not 
only apparent but real. If a teleradiogram be taken 
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(8) The X ray evidence for these findings is given 
and supporting electrocardiographic and post-mortem 
evidence is quoted. 


„I wish to express my thanks to Dr. R. E. Roberts for 
his interest and for every facility given me in connexion 
with this work. I am also indebted to Dr. A. Douglas 
Bigland, from whose asthma clinic most of the cases 

` were drawn, for his kind coöperation and for free access 
to his case records. 
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IHE TREATMENT OF 
POST-DIPHTHERITIC RESPIRATORY 
PARALYSIS 
WITH THE BRAGG-PAUL PULSATOR 


By C. J. McSweeney, M.D. N. U. I., 
F. R. C. P. Irel., D.P.H. 


MEDIOAL SUPERINTENDENT, CORK STREET HOSPITAL, DUBLIN 


SINCE October, 1935, 12 cases of respiratory 
paralysis following diphtheria have been treated in 
Cork Street Hospital, Dublin, by the mechanical 
apparatus known as the Bragg-Paul Pulsator.* 

In all cases the diaphragm was involved as part 
of a widespread post-diphtheritic paralysis which 
invariably included the musculature of the pharynx. 
In addition, all the patients suffered concurrently 
from circulatory failure which was so severe as to 
cause death in two of them. As will be seen from the 
notes given below, the pulsator while in action 
maintained artificial respiration satisfactorily in all 
cases. Apart from the two children who died from 
circulatory failure—who were admitted on the 
thirty-first and forty-second day of their disease— 
there were two other fatal cases in the group of 12 
here reviewed. One of these patients died from 

gangrene a fortnight after his diaphragmatic paralysis 
had been successfully treated in the pulsator; the 
other death was unfortunately due to a mechanical 
breakdown of the instrument after the patient had 
had four days of satisfactory treatment in it. In this 
connexion, it is only fair to add that when the 
accident happened the apparatus had had several 
weeks of constant use in treating the almost unbroken 


The original apparatus was designed by Mr. R. W. Paul? 
at the suggestion of Sir Wiliam Bragg under circumstances 
already ted in THE LANCET,' and was tested and 5 ved. 

Dr. Phyllis M. T. Kerridge of the London School of Hygiene, 
who d the form of air-bag used with the apparatus. 
The model employed in the treatment of the Dublin cases was 
obtained from the makers, Messrs. Siebe, Gorman and Co., 
Ltd., 187, Westminster Bridge-road, S. E. 1. 


series of cases which followed last winter's epidemio 
of toxio diphtheria in Dublin. It is probable that 
the breakdown would not have occurred if the 
pulsator could have been spared for the periodical 
overhaul which is advisable for all forms of mechanical 
apparatus. l 

In treating very small children it was found that a 
completely closed air circuit was not tolerated, and 
in these cases the escape valve of the apparatus was 
allowed to remain partially open. Pressures of 
0-25 mm. Hg gave completely satisfactory results 
for children of four or five years of age. For the 
one adult patient treated the maximum pressure was 
35mm. Hg. On two occasions two children developed 
respiratory paralysis about the same time, and in 
this emergency (we had only one pulsator) the escape 
valve was connected to another air-bag by means of 
a hose-pipe and this belt successfully kept up respira- 
tion in the second child without disturbing the child 
already being treated in the apparatus. 

No untoward effects of any kind were seen to 
follow the use of the pulsator. It is essential that a 
nurse who understands its working should be in 
constant attendance, night and day. The rubber 
parts of the machine (bellows, -air-bags, and tubes) 
are apt in time to undergo the usual degenerative 
processes, and it is therefore advisable to have 
duplicate parts in reserve. 


CASES TREATED 


Case 1.—(No. 1384/35.) Girl aged 43 years. Severe 
concurrent scarlet fever and diphtheria (faucial and laryn- 
geal). Admitted 3rd day, faucial and nasal swabs positive 
for Klebs-Löffler bacillus. Tongue stripped, 7thf; des- 
quamation, llth; left cervical abscess opened, 16th, 
and right cervical abscess, 21st; palatal paresis, 32nd ; 
right internal squint, 49th; pharyngeal paralysis, 52nd; 
right hemiparesis diaphragm, 54th. Child then put in 
pulsator. Diaphragm functioning normally 58th when 
taken out of pulsator. Subsequent course uneventful. 

CASE 2.—-(No. 1410/35.) Boy aged 4. Admitted 3rd 
day with faucial diphtheria. Severe early circulatory 
failure 9th-15th, vomiting every day and only partially 
retaining glucose salines. Paralysis neck muscles, 27th ; 
palatal paresis, 30th ; pharyngeal paralysis, 34th ; sudden 
complete arrest of diaphragmatic movement, 42nd, with 
acute distress. Put in pulsator with immediate relief. 
Diaphragm functioning well 46th, when pulsator treat- 
ment discontinued. Paralysis of pharynx cleared 54th, 
neck muscles 68th, and palate 69th days. Subsequent 
recovery uneventful. — 

CasE 3.—(No. 1543/35.) Girl aged 7. Admitted 3rd 
day. Very toxic fauciel diphtheria with marked bull 
neck.“ Hemorrhages into skin 6th day. Severe circu- 
latory failure with repeated vomiting 9th-23rd. Heart in 
gallop rhythm, 21st-28th; palatal paresis, 24th; para- 
lysis of neck muscles, 26th; pharyngeal paralysis, 28th ; 
late circulatory failure with continuous vomiting, 37th- 
42nd day, with development of heart-block; complete 
diaphragmatic arrest, 43rd. Put in pulsator. Pharyngeal 
paralysis which had cleared on 36th, recurred 44th. 
Heart regular, 46th. Diaphragm functioning normally 48th 
and pulsator treatment discontinued. Pharyngeal paralysis 
finally cleared up 55th; left internal squint, coming on 
on 56th, cleared 71st, as did palatal paresis. Neck paralysis 
cleared 80th. Subsequent convalescence uneventful. 

CasE 4.—(No. 1813/35.) Boy, aged 44. Admitted 4th 
day. Faucial diphtheria, very toxic. Paralysis of palate 
29th, neck muscles 32nd, pharynx 37th, and diaphragm 
39th day. Then put in pulsator. Severe late circulatory 
failure with gallop rhythm, 38th. Secretion of mucus 
from ph exceptionally profuse and postural drainage 
had to be helped by electrical suction. Child quite com- 
fortable and doing well when pulsator broke down on 
43rd day (5th day of treatment in apparatus). Asyn- 
chronous and spasmodic contraction of diaphragm with 


Throughout these case-notes the numerals refer to the day 
of disease. 
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accumulation of mucus in pharynx speedily followed by 
resumption of gallop rhythm. Death took place a few 
hours later. 

Case 5.—(No. 1994/35.) Girl aged 5. Admitted on 
alleged 2nd day. Severe faucial and nasal diphtheria. 
Considerable faucial edema, ‘ Bull neck marked, and 
skin hemorrhages profuse. Early circulatory failure, 
6th-12th ; paralysis of palate, 11th, and of neck muscles, 
25th; late circulatory failure, 39th—4ist; pharyngeal 
paaa 42nd. Complete diaphragmatic arrest, 50th. 

t in pulsator. Double ptosis and left internal stra- 
bismus, lst; pharyngeal paralysis cleared, 54th; dia- 
phragmatic movement normal, 54th. Removed from 
pulsator. Subsequent convalescence uneventful. 

CAS 6.—(No. 2237/35.) Boy aged 4. Admitted 3lst 
day with paralysis of palate, pbarynx, neck muscles, 
right arm, leg, and diaphragm in addition to severe circu- 
latory failure. Put in pulsator on admission. Double 
ptosis, 39th; diaphragm had recovered its function on 
42nd day, but as child appeared better in pulsator the 
treatment was not discontinued, although the machine 
was stopped at intervals for treatment and examination 
of chest. Generalised paralysis gradually developed and 
hypostatic pulmonary congestion was detected on the 
45th day, when the temperature rose to 103° F. Death 
occurred next day. In spite of the condition of this child 
on admission the pulsator maintained respiration satis- 
factorily for 16 days before death supervened from a 
cause other than respirato aralysis. 

CASE 7.— (No. 132/36.) Boy aged 6. Admitted 3rd day. 
Very toxic faucial and nasal diphtheria with bull neck.“ 
Palatal paresis, 12th; severe circulatory failure, 17th— 
24th ; left internal squint, 23rd; pharyngeal paralysis, 
33rd; sudden complete arrest of diaphragm, 45th. Con- 
dition critical; put in pulsator; colour returned at once. 
Diaphragm functioning normally 50th day when pulsator 
treatment discontinued. Squint and pharyngeal para- 
lysis cleared 52nd and neck paralysis 53rd. Subsequent 
course uneventful. 

Case 8.—(No. 157/36.) Boy aged 8. Severe faucial 
and nasal diphtheria. ‘‘ Bull neck.” Admitted 5th; 
paralysis of palate 12th, neck muscles 15th, left external 
rectus 19th, pharynx 37th. Severe late circulatory failure 
accompanied onset of pharyngeal paralysis. Sudden 
complete arrest of diaphragmatic movement 46th. Put 
in pulsator. Diaphragm functioning normally 62nd, 
when removed from pulsator. Pharyngeal paralyis 
cleared 57th and palatal 58th; all other paralysis soon 
after. Subsequent recovery uneventful. 

Case 9.—(No. 352/36.) Girl aged 14. Very toxic 
faucial and nasal diphtheria with skin hemorrhages. 
Admitted 4th; paralysis of palate 12th, pharynx 39th. 
Complete arrest of diaphragmatic movement 42nd. Put 
in pulsator. Diaphragmatic excursion good on 47th day 
and pulsator treatment discontinued. Pharyngeal para- 
lysis cleared, 48th. Right side of diaphragm appeared 
sluggish, 50th. Pulsator applied intermittently at two- 
hourly intervals until 56th, when finally discontinued. 
Subsequent recovery uneventful. 

Case 10.—(No. 374/36.) Boy aged 7. Admitted 14th 
day with early circulatory failure and palatal paresis. 
No membrane but swab positive K.L.B. Paralysis of 
pharynx 24th, neck muscles 25th, ciliary muscle 28th. 
Complete arrest of diaphragm 35th. Put in pulsator. 
Left facial paralysis 38th. Diaphragm functioning nor- 
mally 40th. Removed from pulsator. Pharyngeal 
paralysis cleared 55th, facial 57th, ciliary 58th, neck 
muscles 59th. Subsequent recovery uneventful. 

CasE 11.—(No. 782/36.) Boy aged 10. Admitted 
42nd day with severe pharyngeal, palatal, and neck para- 
lysis. Late circulatory failure of severe type developed 
next day as did a bilateral ptosis. Cardiac condition 
rapidly deteriorated and was not helped by the accumu- 
lation of pharyngeal mucus which had to be repeatedly 
aspirated by electrical means because it was too viscid 
for postural drainage to be effective. Diaphragmatic 
paralysis, 46th. Putin pulsator. Child had a very com- 
fortable day but during the night further accumulation 
of pharyngeal mucus induced a fatal syncope. This was 
@ missed case of diphtheria admitted extensively para- 
lysed at end of his sixth week, death occurring four days 
later from cardiovascular failure. 
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CASE 12.—(No. 834/36.) Man aged 30. Admitted 
5th day. Severe faucial and nasal diphtheria. ‘‘ Bull 
neck.“ Much poisoned. Paralysis of palate 16th and 
pharynx 17th. Early circulatory failure 14th-24th day. 
Paralysis of neck muscles, 38th. Diaphragmatic paralysis 
(complete), 40th day. Put in pulsator. Diaphragmatic 
movement normal 47th day, and pulsator treatment 
discontinued. No further respiratory paralysis. This 
man died on lst day from a gangrenous complication. 


In addition to the foregoing cases of post- 
diphtheritic respiratory paralysis, the apparatus has 
been used with success to expand a lung collapsed 
from a chronic empyema. It has also been successful 
in restarting respiration during the reflex arrest 
which often occurs during tracheotomy. For the 
latter purpose the belt should be put on the child, 
unbuckled, before the operation is begun; when 
required it can be fastened in a few seconds and the 
current switched on by an assistant. 


CONCLUSION 


The Bragg-Paul pulsator has been employed in 
treating 12 consecutive cases of post-diphtheritic 
respiratory paralysis. In all of them it maintained 
respiration satisfactorily. In the only case in which 
death was due to respiratory paralysis the cause was 
a mechanical breakdown of the instrument after four 
days of successful treatment—an accident whose 
results could be prevented by having either a reserve 
apparatus or a complete set of spare parts. No 
interference whatsoever was caused to the routine 
management nursing and treatment of the patients, 
all of whom were nasally fed for a coexistent pharyn- 
geal paralysis while in the pulsator. The majority of 
patients treated were quite young children, but none 
raised the slightest objection to the application of 
treatment in the apparatus, They slept normally 
while having artificial respiration, and the operation 
of the pulsator in the ward did not affect the comfort 
of the other occupants. There can be no doubt that 
the introduction of this simple but ingenious apparatus 
marks a great advance in the treatment of respiratory 
paralysis following diphtheria, a condition which in 
my previous experience has always proved fatal. 
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ANAEMIA OF PERNICIOUS TYPE 


COMPLICATED BY DIABETES MELLITUS AND 
TERMINATING IN ACUTE MYELOID 
LEUKAMIA 


By CLAUDE Erman, M.D., M. R. C. P. Lond. 


ASSISTANT PHYSIOIAN TO QUEEN MARY’S HOSPITAL FOR THE 
EAST END AND PHYSIOIAN TO THL MARGARET-STREET 
HOSPITAL FOR DISEASES OF THE OHEST; AND 


STANLEY MARSHALL, M.B. Lond. 


PATHOLOGIST TO THE ESSEX OOUNTY OOUNOIL AND LATS 
ASSISTANT PATHOLOGIST TO QUEEN MARY’S HOSPITAL 
FOR THE EAST END 


THE very curious combination of an ansmia 
similar to pernicious anemia in a patient with 


diabetes and terminating in acute myeloid leuksmis 


occurred in a man aged 59. 

He first attended the out-patient department of 
Queen Mary’s Hospital for the East End on Jan. 16th, 
1935, complaining of shortness of breath on exertion 
with vague abdominal discomfort. 
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Past history.— Influenza, November, 1934. 

On examination the patient was a stoutly built man, 
weighing 12 st. 6 Ib. He had a pale, waxy colour, the 
conjunctive being slightly tinged with yellow. The heart 
was normal; blood pressure 136/84 mm. Hg; arteries 
soft. Tongue pale and moist. Abdomen protuberant ; 
spleen not palpable. The nervous system was normal ; 
all reflexes normal and no sensory changes. Pupils 
normal; discs pale, otherwise normal. 

Sugar was present in the urine and the fasting blood- 
sugar was 226 mg. per 100 o.cm. 


TREATMENT AND PROGRESS 


The Table gives the results of the blood examinations. 
On reference to Jan. 16th it will be seen that the blood 
‘ count suggested a diagnosis of pernicious anemia. This 


response to treatment. The white cells increased and the 
reticulocytes were about 3 per cent. On March 7th 
the colour-index became below 1, and the red cells increased 
innumber. Unfortunately the patient discharged himself 
on March 9th although the blood count was less satisfactory. 

He attended the out-patient department and on April 2nd 
10 per cent. myeloblasts were found with 4:3 per cent. 
reticulocytes. These findings suggested great stimulation 
of the myeloid tissue. In April his condition became 
worse and he was readmitted. On May 10th a blood 
transfusion of 600 c. em. was given and the blood count 
on May 14th showed some improvement, the hæmoglobin 
rising from 34 per cent, to 44 per cent. On May 18th 
he was given injections of Campolon, 2 c. em. daily, and 
on May 20th the blood count showed some improvement. 
The colour-index was now below 1, and the white cells 


TABLE OF BLOOD COUNTS 


White blood-cells, 88 ` 

rmo-| Megalo- ' „82 888 

Date R. B. C. blasts | blasts Hb. C. T Normal. Abnormal. si 285 BL 

* {(mills.)|(per 100|(per 100 % 25 — . , as) E 38 BS 

W. B. C.) W. B. C.) Total. 5 E 585 mB 

Poly. Lymph. Mono. Eosin.| Baso. Cotes. blasts, 8 

Jan. 16th | 2-76 0 0 1-09 2,100 814 a sa r + + + 10 
Feb. 8th | 2°77 1 0 1:07 2,200 616 sė Se ‘ + + sa 
„ 19th | 2°49 4 0 1-06 3,200 | 1,120 ia 8 ea + + ae 
„ 22nd | 26 3 0 1-08 400 864 9 a + ++ 925 
„ 28th | 2-36 4 3 1-1 2,400 336 24 ae ° ++ + 7 
Mar. 6th | 2-64 10 11 1-06| 3.800 760 ae 5 + + 3 
5 Ith | 2-91 12 14 0°97 3,000 540 a ae ‘ Slight. + 5 

ry) Sth 2°61 + + + + 1-1 4,000 1,240 ee ee ° -+ + 1-2 
„ 28th | 3°09 ++ + + 0°85 4,400 79 3 se oe se + + 4 

pril 2nd | 3-31 12 8 55 | 0-81 5,100 | 1,630 os 510 + + 4˙3 
» 16th | 1°94 ++ ++ 34 | 09 7,600 1,520 | 4 Se 910 + + we 
May 14th“ 2-36 ＋ + 44 | 0:92 9,000 | 1,260 š 1,350 450 + + N 
„ 20th | 2-81 + + + + 50 | 0°9 9,600 | 2,200 5 é 1,15 ro + + 7 
b 6th | 2-4 + + + + 42 | 0°87| 12,200 | 3,170 | 6 2,200 iè + + A 
June 3rd | 2°22 Few. Few. | 38 | 0-86| 20,200 | 7,070 |12,12 400 200 400 + + 3 
47 7th | 1-95 5 a 30 | 0:77 | 32,800 | 4,600 |21,650 |3,280 1,350 | 1,930 + + š 
99 12th® 2:07 ee ee 36 0-9 25,600 ee ee ‘ee oe ee ee ee ee ° 

» 218S8t | 1-72 0 0 32 | 0-94! 60,000 | 9,000 |15,000 |1,200 988 34, 800 a + + ` 
» 29th | 1-73 2 0 20 | 0-6 | 368,000 | 36,800 11,040 | 3,700 | 11,040 202,400 103,000 + + 6 
Following blood transfusion. 


diagnosis with that of diabetes mellitus was made provi- 
sionally. The patient was admitted on Feb. 7th, 1936, 
and given a Lawrence 7-line diet. The blood count on 
Feb. 8th showed a very definite leucopenia with relative 
lymphocytosis. To our surprise a fractional test-meal 
on Feb. 12th showed a normal curve for free and total 
acidity. A glucose-tolerance test performed on Feb. 8th 
was as follows :— 


Urine. 
Blood-sugar. 
Sugar. Acetone 
Mg. per 100 o. om. 

190 és és Trace, Trace. 

252 e o ee -+ ＋ + 

After 50 g. 300 a es -4 + 
glucose. 313 ee se e e Trace. 

350 0 so + ote 33 


This was a typical diabetic curve, and the patient was 
given an 8-line Lawrence diet and 5 units of insulin twice 
in tbe day. In view of the fractional test-meal of Feb. 12th 
we decided to repeat it on Feb. 21Ist, but the results failed 
to show achlorhydria. 

It was decided that, in spite of the absence of achlor- 
hydria, the patient should be treated as a case of pernicious 
anæmia and diabetes mellitus. He was given liver extract 
equivalent to half a pound of liver per day and a mixture 
containing iron and arsenic. The blood counts on 
Feb. 19th and 22nd showed no change. In the meantime 
the diabetic condition improved and the urine became 
sugar-free and a fasting blood-sugar was 191 mg. per 
100 c.cm. 

On Feb. 28tb megaloblasts and normoblasts were found. 
Since there was no reaction to liver treatment he was given 
hog’s stomach (1 drachm thrice a day) and intravenous 
Hepatex. The blood count on March 6th showed some 


- capsule. 


were definitely increasing in number. On May 26th the 
red cells showed no change but the white cells were up to 
12,000. On June 7th only a few nucleated reds were seen, 
but the white cells were now 32,800, including myelocytes 
and myeloblasts. On June llth the white cells were 
reduced to 25,000, but on June 14th the patient developed 
large septic areas on the face and chin, and the spleen 
was found to be just palpable. A week later there was 
obviously no red response and the white cells showed an 
enormous increase to 60,000. The spleen continued to 
increase in size. On June 29th it was obvious that the 
patient’s condition was hopeless. The number of white 
cells was 305,440 with 83 per cent. abnormals (myelocytes 
55 per cent. and myeloblasts 28 per cent.). The patient 
died on July 3rd. 


POST-MORTEM EXAMINATION 


A complete autopsy was not obtainable, but the 
spleen and marrow were examined with the following 
results 


Spleen.—Macroscopic appearances: About three times 
the normal size (500 g.). Grey and firm with thickened 
On section the pulp was firm and fairly homo- 
geneous with general infiltration. The Malpighian bodies 
were indistinguishable and no infarcts were present. 

Microscopic appearances: Malpighian bodies were few 
and widely separated. The sinuses were large and 
numerous, being engorged with all types of myeloid cells, 
myeloblasts preponderating. Myelocytes were also 
numerous and polymorphs and metamyelocytes were 
present in smaller numbers (hematoxylin and eosin, 
and Jenner). Considerable hyperplasia of the reticulo- 
endothelial elements were noted. Free iron was present 
in large amounts, especially towards the periphery and 
in the subcapsular area. 

Bone-marrow was extracted from arib. Great reduction 
in fat; red and cellular. Myelocytes and myeloblasts in 
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enormous numbers. A few normoblasts were also to be 
seen. 
COMMENTS : 

The interest of this case lies, first, in the presence 
initially of two diseases, diabetes mellitus, and what 
was thought might be pernicious anemia—from the 
blood picture and clinical appearances; the former 
was rapidly brought under control. Secondly, the 
‘absence of achlorhydria made us question our first 
diagnosis of pernicious anemia. 

We regard this as being an exception to the rule 
in so far as the blood pictures up to the end of March, 
1935, were those of pernicious anæmia. Wilkinson? 
reported 5 cases of pernicious anemia out of a 
series of 208 in which free acid was present. Unfor- 
tunately in our case no halometer readings of the 
red cells were taken but they were definitely large. 
The fact that on the whole there was so little reaction 
to treatment with preparations of known efficiency 
suggests change to an aplastic state. This applies 
equally to blood transfusion. 

The question arises as to whether the initial stages 
of this disease represented an aleukæmio phase of 
myelogenous leukemia. In favour of this are the 
anemia, the relative lymphocytosis, and the presence 
of free acid in the stomach. Against this, however, 
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is the absence of enlarged glands, and of enlarged 
spleen except at the end of the illness. The spleen 
even then showed only a moderate increase in size 
and that when any aleukzemic stage had been passed. 
Moreover, the commonest variety of aleukzmic 
leukæemia is believed to be the lymphatic type 
(Pinkus 2). Again, assuming the aleukæmia to 
represent a state of marrow exhaustion following 
over-stimulation, it is surprising that the terminal 


leucocytic reactions were so definite. Gradwohl 
states, ; however, that aleukemic conditions 


may be temporary or may change into manifest 
leukemia. 

The chief sign pointing to chronic myelogenous 
leukemia—the enlarged spleen—was absent until 
the final stage, whereas this is usually the first finding 
that leads to a blood examination. The duration of 
the condition and early blood pictures rule out the 
condition as being an ordinary acute myelogenous 
leukemia from the beginning. The final moderate 
splenic enlargement is in keeping with this condition. 
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ACUTE HAZMOLYTIC ANAEMIA OF 
LEDERER IN A CHILD 


By W. H. Patterson, M.D. Belf., D. C. H. 


DEPUTY MEDICAL SUPERINTENDENT, BOOTH HALL HOSPITAL, 
MANCHESTER; AND 


G. STEWART Smita, M.D. Manch. 
. ASSISTANT PATHOLOGIST, OITY OF MANOHESTER HOSPITALS 


THIS somewhat rare type of anemia has been much 
discussed of late years and some have doubted whether 
it is a separate clinical entity. Lederer? first drew 
attention to a condition which he called acute 
hemolytic anemia” in which there was definite 
evidence of blood destruction of unknown etiology 
and a liability to a fatal issue in the absence of blood 
transfusion. Since then the subject has been 
extensively reviewed by O’Donoghue and Witts 
and more recently by Parsons and Hawksley * who 


have discussed the condition as it occurs in children. 


Joules and Mastermann 4 and Lovibond 5 have 


recorded what they considered were additional 
cases. In all, approximately 50 cases of so-called 
acute hemolytic anæmia have been noted. Lescher 
and Hubble (quoted by Parsons and Hawksley) 
and Janet Vaughan suggest that the unexplained 
hemolytic anmias and acholuric jaundice all form 
part of a group having many features in common but 
varying from each other in the acuteness of onset, 
severity, and response to treatment. It is generally 
agreed and emphasised that detailed reporting of 
these cases is essential for their ultimate correct 
classification and grouping. 

The patient, a boy of 7, had been quite well until 
April 21st, 1936, when his mother noticed that he had a 
“rash ” on his knees and was rather pale. Next morning 
he fainted on the stairs when coming down for breakfast, 
He was put back to bed, and during the next forty-eight 
hours complained of headache, was irritable, and vomited 
frequently. He was delirious at times. His only previous 


ò ô 9 Oo, | e 
al 22 280 S 22 
P. 2 = + | m 
Date. Hb R.B.O. | CI. 38 Nucleated w. B. O. SS Bf 2 SF 8 SS Remarks. 
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E megaloblasts 2-5.* macrocytoais. and polychro. 
m pronounced; Mar 
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illness was uncomplicated measles when aged 4. He was 
admitted to Booth Hall Hospital on April 24th, 1936, 
with a provisional diagnosis of meningitis.“ The tem- 
perature was 101-4 F., with pulse-rate 130 and respira- 
tions 26. He was well nourished but of café -au-lait colour, 
and his conjunctive had a subicteric tinge. Subcuticular 
mottling was present over the wrist, elbow, and knee- 
joints. There was no enlargement of lymph glands, liver, 
or spleen. The gums and fauces were pale and clean. 
The heart was regular, and there was a systolic bruit 
loudest basally but heard over the whole precordium. 
The patient was stuporose but when roused was noisily 
irritable. Apart from Kernig’s sign no definite central 
nervous system abnormality was detected, and the cerebro- 
spinal fluid was found to be normal. 

An attempt by the clinicians to make a preliminary 
blood examination was abandoned owing to the rapid and 
obvious naked-eye auto-agglutination which occurred with 
each drop of blood. The auto-agglutination was typical, 
in that it disappeared at body temperature and reappeared 
in the cold; a blood count could only be carried out by 
warming the pipettes and the counting chambers. A 
blood count on April 26th gave the following result : 
red cells, 1,120,000 ; hæmoglobin, 28 per cent.; colour- 
index, 1-3; leucocytes, 72,000 (58 per cent. polymorphs 
and 34 per cent. lymphocytes). A diagnosis of acute 
hemolytic anemia was made. On April 28th the red 
cells had dropped to 950,000, and the patient was clinically 
worse. A transfusion of 16 oz. of citrated blood was 
given on the 29th. No other special treatment was given 
before or after the transfusion, and recovery was rapid 
and uncomplicated. The reticulocytes, which imme- 
diately before the transfusion formed 43-5 per cent. of the 
red cells, gradually dropped to 2 per cent., and the leuco- 
cytes decreased from 41,000 to 6000 in three days. The 
temperature which had ranged between 99° and 101-4° 
settled within six hours of the transfusion and remained 
normal. | 

In addition to the blood findings shown in the accom- 
panying Table the following investigations were carried 
out on April 28th: van den Bergh—direct test weak 
delayed positive, indirect test positive; the serum con- 
tained one unit of bilirubin; blood culture negative ; 
Wassermann reaction negative ; fractional gastric analysis 
showed free HCl. The red cell fragility, estimated on 
washed red cells obtained from a vein, using the technique 
described by Whitby and Britton,“ was within normal 
limits; hæmolysis commenced in 0:44 per cent. NaCl, 
and was complete in 0-34 per cent. A repeat of this test on 
Oct. 6th—i.e., five months later—gave the same reading. 

Although there was nothing in the family history to 
suggest acholuric jaundice it was considered advisable to 
carry out blood examinations on the boy’s parents. 
The mother, who had five healthy children, had a severe 
hypochromic anemia (red cells 4,420,000 per c. mm.; 
Hb, 45 per cent. of normal; and colour-index, 0:5). She 
stated that she had been treated for syphilis for three 
years. The father had practically a normal blood count 
and picture. The red cell fragility test in each case, 
carried out by the technique referred to above, gave 
results within normal limits, and the Wassermann and 
van den Bergh reactions on both sera were negative. 


For inclusion in this group of anæmias a case must 
have certain definite features—viz., an acute onset, 
clear evidence of hemolysis, no evidence of bacterial 
infection, and signs of active blood regeneration. 
The salient features of the case recorded above are: 
(1) the very acute onset, (2) the pyrexia, (3) the 
rapidly progressive anemia, (4) the evidence of 
hemolysis as shown by the typical skin coloration 
and the positive van den Bergh reaction, (5) the 
high reticulocytosis and the presence of normoblasts 
and megaloblasts indicating active erythropoiesis, 
(6) the negative blood culture and absence of any 
discoverable form of infection, and (7) the complete 
arrest of the hemolytic process by a single blood 
transfusion. 

- The diseases coming under consideration in the 
differential diagnosis are acute leukemia, infective 
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endocarditis, atypical pernicious anemia, and acholuric 
jaundice. The various investigations and the 
progress of the case serve to eliminate the first three. 
The negative family and personal history, the absence 
of splenic enlargement, the normal red cell fragility, 
and the response to treatment. tend to the exclusion 
of acholuric jaundice as a diagnosis. We conclude 
that the condition is an example of the acute hemo- 
lytic anemia of Lederer. 


We wish to thank Dr. J. D’Ewart, medical superinten- 
dent of Booth Hall Hospital, for permission to publish 
this case. 
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ACUTE PERFORATIVE APPENDICITIS IN 
AN INFANT OF TWENTY DAYS 
By ROLAND W. JoHN, M. R. C. S. Eng. 


DEMONSTRATOR IN PATHOLOGY AND BAOTERIOLOGY, THE 
WELSH NATIONAL SCHOOL OF MEDIOINE, OARDIFF 


A PREMATURE (seven months) girl twin, aged 16 
days, was admitted to the Cardiff Royal Infirmary 
on Jan. 15th, 1936, with a history of difficulty in 
taking the feeds for two days and vomiting for 
one day. 


The baby had been fed on a milk mixture the exact 
composition of which was not ascertained. She was 
slightly jaundiced and very emaciated. Her weight was 
2 lb. 15 oz., whereas at birth it had been 3 Ib. 8 oz. After 
admission she was put on feeds of expressed human milk 
but her condition did not improve, and three days later 
she developed severe melena. This was treated with 
horse serum and whole blood from another mother (the 
blood of the child’s own mother was not available) but 
failed to respond. The general condition of the child 
grew gradually worse and she died on the day after the 
onset of the melena. On no occasion did the rectal 
temperature rise above 98° F., and no abnormal physical 
signs were found in the abdomen. | 

At the post-mortem examination acute gangrenous 
appendicitis was found. The appendix was embedded 
in a mass of fibrinous adhesions. Its distal two-thirds 
was inflamed and its tip gangrenous and perforated. 
There was also general peritonitis. The lungs showed a 
patchy congestion suggestive of early broncho-pneumonia, 
but on microscopical examination there was hemorrhage 
into the lung tissue and no inflammatory reaction. 
There were slight degenerative changes in the proximal 
convoluted tubules of the kidneys and some fatty degenera- 
tion of the liver. The other organs were normal. 

Acute appendicitis under the age of three months 
is very rare. Marinan 1 records a case in a female of 
five months and gives a short survey of the literature. 
He quotes Fraser? who found but 3 infants under 
one year of age in a series of 500 consecutive cases 
and also Abt s who, in collecting the records of 70 
cases in children under two years of age, found only 
20 in infants under three months. Werthmann ‘ 
describes the occurrence of acute appendicitis in a 
child of seven months and Coleman records a case 
in an infant of five months. Rivarola 8 describes 
a case of hernial appendicitis occurring in a male 
aged forty-five days and similar cases are described 
by Pope’? and Ham ® at twenty-one and twelve 
days of age respectively. Kümmell “ found acute 
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appendicitis in an infant twenty-four hours old and 
Jackson 10 and Hill and Masson 11 record cases of 
prenatal appendicitis. 

In the present case the melæna was a misleading 
feature which, with the absence of both physical 
signs in the abdomen and pyrexia, suggested, not- 
withstanding the age of the child, a possible diagnosis 
of melæna neonatorum. Further support for this 
diagnosis appeared to be afforded by the fact that 
the twin brother was admitted to hospital at the 
same time as his sister on account of a sudden 
hematemesis. Although the hematemesis did not 
recur and his condition seemed fairly good the 
brother suddenly collapsed and died five days after 
his sister. At autopsy extensive broncho-pneumonia 
was found and confirmed histologically. Thus it 
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appears likely that the melsena in the one case and the 
hematemesis in the other were secondary phenomena 
associated with the toxemia from which both the 
children were suffering. 

I am much indebted to Dr. A. G. Watkins for permis- 
sion to record this case and also for supplying me with 
the clinical history. 
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For his presidential address to this society on 
Oct. 30th Dr. ERNEST WARD, being the first tuber- 
culosis officer to hold this position, naturally took 
for his subject 
Tuberculosis 

It was, he said, his impression that his branch of the 
public health service was not more static than other 
branches of the service, but it was nevertheless high 
time to review achievements in the light of experience 
and to make such changes as may be indicated. 
Of the two problems with which they were faced, the 
smaller was the prevention of tuberculosis of bovine 
origin ; 2000 to 2500 persons die annually from this 
form of tuberculosis and perhaps double that number 
are crippled or made seriously ill. The solution was 
easy, although there were serious difficulties in the 
way. Pending the detuberculisation of our dairy 
herds, this form of disease could be prevented by 
pasteurisation of the milk before delivery, or, where 
that was impossible, boiling the milk before use. 
Incidentally, these steps would also prevent abortus 
infection and the numerous epidemics (100 since 1903) 
traceable to milk. 

The prevention of tuberculosis of human origin 
presented far greater, if not insuperable, difficulties. 
A statistical investigation by the L.C.C. disclosed 
that some 15 per cent. of cases of tuberculosis had 
been in contact with a known source of infection ; 
Dr. Peter Edwards had given 25 per cent. While it 
could not perhaps be fairly argued that as high a 
percentage of the exposed as of the unexposed derived 
their infection from unknown sources, yet it was 
fair to conclude that only some 10 per cent. of 
patients are infected from a known source and 90 per 
cent. from unknown sources. It was difficult enough 
completely to prevent small-pox and diphtheria even 
though the great majority of cases were infected from 
known sources. It was, he thought, not too late to 
enlist the aid of the general practitioner, asking him 
to draw attention to a larger number of coughing or 
debilitated individuals in whom an infective tuber- 
culosis might then be discovered or excluded by 
radiography. Another line of approach, said Dr. Ward, 
was through the investigation of contacts. Since the 
adoption of the dispensary system, attention had 
mainly been concentrated on the children of the 
affected household. They are the most accessible, 
they provide the easiest figures, and we have been 
_obsessed too much with the idea that tuberculosis 


begins in childhood and that, therefore, the more 
meticulously we search the children and the more 
elaborate becomes our technique in that regard, the 
more possible victims we shall save by appropriate 
treatment. He did not think that such efforts 
necessarily prevented the development of tuber- 
culosis even in those children some ten to twenty 
years later, and they certainly had no influence 
whatever on the more certain prevention of disease 
by the discovery of sources of infection. The 
attention of. tuberculosis officers should be con- 
centrated rather on the adults and adolescents of 
tuberculous households. Some 40 per cent. of these 
contacts would, he believed, submit to radiography, 
but only 10 per cent. to a complete investigation. 
Too much pressure to undergo investigation would 
make it more difficult to maintain observation both 
upon the household concerned and upon other house- 
holds in the vicinity. 

If a contact complained of nothing and the skiagram 
was negative, he might be declared, for the moment, 
free from tuberculosis. It did not, of course, follow 
that that person would always be free from tuber- 
culosis. It would be quite impossible to radiograph 
the adult contact population every three months, 
every six months, or even annually, but it would be 
a great advance to secure the radiographic examina- 
tion of the majority of adult contacts on one occasion, 
then to await a further examination until for some 
reason, however trivial, ill-health was suspeoted. 
Such steps as these would not suddenly eliminate 
tuberculosis, but they would be a definite advance. 
Prevention was infinitely more important than treat- 


ment and would be found easier to attain. Com- 


paratively little could be done by attempting to 
prevent the development of disease in possibly 
infected individuals, much by controlling sources of 
infection. The ideal preventive measure which we 
all would welcome was preventive inoculation. 
Treatment and prevention by tuberculin injections 
in one form or another had been intermittently 
advocated and practised for fifty years, and we still 
awaited reasonable proof of its efficiency. A short- 
lived immunity had been obtained in cattle, but it 
was both uncertain and short-lived, and patients 
apparently cured by tuberculin might still die of 
tuberculosis, 

The form of immunity to which most of us owed 
our lives was not acquired but congenital. Most of 
those with experience of tuberculosis would 
that some 75 per cent. of the population had a high 
resistance to the disease, 20 per cent. possessed a 
weaker resistance, and 5 per cent. were more or less 
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vulnerable. It was from this last 5 per cent. that 
sanatoria and hospitals were mainly filled, though a 
certain number of the 20 per cent. might also suffer. 
What, Dr. Ward asked, is the difference between 
these groups? A practical answer to that question 
would be the greatest public health advance yet 
achieved. The disparity was probably due to some 
chemical difference between the groups, the presence 
in the immune of minute quantities of some substance. 
A store might be present at birth in the immune, but 
it was more likely that they possessed the power to 
manufacture it and that this power might be enhanced 
by the various outside influences which are known 
to assist the cure of tuberculosis, and diminished by 
conditions favourable to the development of the 
disease. The chemistry of immunity had not gone 
very far, but Dr. A. W. Downie had found that some 
mice could be immunised against pneumonia by 
partial antigens and some could not. In those not 
immunised the antigen was still present in the blood, 
in the immunised it had disappeared; there was a 
congenital difference in the ability to utilise antigen. 
Research on similar lines might ultimately give us 
the power both to influence profoundly susceptibility 
to infection and to treat successfully an infection 
already present. 

Dr. Ward concluded his address with some remarks 
on treatment, orthodox and otherwise. 


LIVERPOOL MEDICAL INSTITUTION 


Ax a meeting of this institution held on Oct. 15th, 
with Mr. G. C. E. Suseson, the president, in the chair, 
a paper on 

Local and Splanchnic Anesthesia in Gastric 

Surgery 

was read by Mr. F. Ronatp EDWARDS. For many 
years, he said, continental surgeons had performed 
gastric operations under local anæsthesia, but in 
this country serious attempts to utilise it had only 
recently been made. The advantages of its use 
were that shock was minimal and that operations 
could be performed on patients who were poor 
operative risks. The three conditions necessary for 
the complete anzsthesia of an abdominal field were : 
(1) complete narcosis, (2) absolute muscular relaxa- 
tion, and (3) the interruption of sensory nerve 
stimuli passing from the viscera to the central 
nervous system—i.e., the operative field should 
be completely isolated. In the technique used by 
Finsterer of Vienna for gastric operations under 
local anzsthesia a novocain field block was produced, 
after which novocain was injected into the splanchnic 
plexus. Mr. Edwards had now used this type of 
analgesia in 46 cases of varying pathology and 
procedure. He had noted a fall of blood pressure 
after the splanchnic injection, due to vasodilatation, 
but found that the pressure then rose gradually 
until at the end of the operation it was normal again, 
indicating that shock was minimal. The pulse-rate 
usually remained the same throughout; the ward 
temperature and pulse charts .usually showed little 
sign that operation had taken place, even though 
extensive gastrectomies had been performed. In 
the surgical treatment of hematemesis from gastric 
ulcer the mortality-rate of operation had been 
reduced to 17 per cent. when local and splanchnic 
anesthesia was employed—a figure that compared 
favourably with a 63 per cent. mortality in cases 
treated medically (patients over 45). Respiratory 
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complications were absent even though 14 patients 
in this series were over sixty years of age, and 6 over 
seventy. <A slight tendency to the development of 
ileus was noted, but this condition responded to 
treatment. Mr. Edwards concluded that splanchnic 
anesthesia was the anesthetic of choice for gastric 
operations on debilitated patients, for hæmatemesis, 
and for operations on the aged. For routine anæs- 
thesia it compared very favourably with inhalational 
anesthesia, and he was now using it in all gastric 
cases. 

Mr. C. ALEX. WELLS said he had adopted the method 
at the beginning of the year, and had employed it 
in some 35 cases. Most of these had had gastrectomy 
for gastric ulcer, duodenal ulcer, or hour-glass stomach. 


‘They included 3 cases of gastrojejunal ulcer, 1 of 


gastrojejunocolic fistula, cases of carcinoma of the 
stomach, and two or three gall-bladder cases, in one 
of which recovery would scarcely have been possible 
under any form of inhalational anesthesia. The 
supplementary use of gas-and-oxygen could, he 
thought, be avoided in one of two ways. Either 
adrenaline solution (1 drop to 10 c.cm.) might be 
added to the novocain solution, or quinine and urea 
hydrochloride might be used with it. The latter 
course was, he thought, not without its dangers, 
for in 5 of his cases serious aseptic necrosis had 
developed in the abdominal wall after the injections 
of solutions containing quinine and urea hydro- 
chloride, although these had been made up with double 
distilled water and prepared and sterilised with 
unusual care. Prof. W. J. Dilling was at present 
investigating the cause of the necrosis; the explana- 
tion might also throw light on the delayed union, 
with or without necrosis, that occasionally followed 
the use of local anesthesia for other purposes. Recently, 
Mr. Wells said, he had been using Novutox, a pro- 
prietary product containing a small percentage of a 
quinine compound, and had had no trouble at all 
with this drug. He employed a 2 per cent. solution 
diluted to 4 per cent. with sterile water, both for 
the abdominal wall and the deep splanchnic infiltra- 
tion. For pre-medication he injected hyoscine 
gr. 1/100 with omnopon gr. 2/3, followed by omnopon 
gr. 1/3 if required. With this preparation the patient 
usually slept through the operation, but he found 
that amnesia was not so complete as that which 
Mr. Edwards had described, although his own dose of 
hyoscine (which was supposed to have the amnesic 
effect) was larger. The post-operative course had 
in general been very smooth and the ward sisters, 
who were generally reliable critics, had been favour- 
ably disposed towards this method of anesthesia 
except during the black period when necrosis occurred. 
Chest complications were never serious, but in this 
respect he had been less fortunate than Mr. Edwards, 
since he commonly noted sharp exacerbation of 
a pre-existing bronchitis. There had been no single 
case of serious post-operative pneumonia. With 
all the solutions containing quinine compounds 
there seemed to be a tendency to a temperature rise 
of one or two points for a day or two after operation, 
but with the plain novocain solutions the temperature 
usually remained under 99°F. A tendency to ileus 
had been noted, but it always responded to injections 
of pituitrin, eserine, and acetylcholine. This com- 
plication did not seem to be any more troublesome 
than in cases operated upon under general anesthesia. 


Mr. J. B. OLDHAM, while agreeing that it was 
necessary to dull the consciousness of the patient, 
felt that the use of large doses of morphia and hyoscine 
to attain this end was dangerous; he preferred to 
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give only a small dose of morphia and to administer 
oxygen and a minimal amount of nitrous oxide 
throughout the operation. The striking freedom 
from chest complications reported by Mr. Edwards 
was contrary to the general experience that there 
was little to choose between inhalational, spinal, or 
regional anesthesia in preventing this post-operative 
worry. 

Dr. C. ALSTON HUGHES said that just as abdominal 
surgeons were aiming at anesthetising organs in the 
upper abdomen by infiltration of the splanchnic 
ganglia, ophthalmic surgeons in recent years had 
secured gratifying immobility and insensibility for 
intra-ocular operations by bathing the nerve junctions 
at the ciliary ganglia with local anesthetic. No 
matter how inflamed and painful an eye might be, 
a retrobulbar injection of 1 c. em. of 2 per cent. 
Planocain around the ciliary ganglion would, after 
a wait of full five minutes, allow without any pre- 
medication the commencement of a painless operation 
on a conscious patient’s eye. 
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PATHOLOGICAL SOCIETY OF 
MANCHESTER 


On Oct. 14th Dr. T. H. OLIVER delivered his 
presidential address on the 


Differentiation of the Glycosurias 


Statistics, he said, showed that although insulin has 
increased the expectation of life of diabetes by some 
34 years, this improvement was confined to the 
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younger patients. After the age of 55 the mortality 
remained the same as prior to 1922. Clinical experi- 
ence also showed a considerable number of cases in 
which there had been little or no benefit from insulin ; 
but this could not be expected to act in cases in which 
the glycosuria is not due to an islet deficiency. For 
accurate prognosis and treatment a much greater 
differentiation of the cases was necessary. Cases 
might be classified into: (1) Those in which there 
is an increased mobilisation of carbohydrates and 
fats from the storehouses: in this group the central 
nervous system, pituitary, and thyroid are the 
primary causes. (2) Those in which there is a defect 
in the islet tissue: in this group there is often a 
history of increased obesity immediately prior to 
the onset of the disease. (3) Those in which the 
primary defect is in the liver—cases associated with 
gout, cholecystitis, pernicious anzmia, and hæmo- 
chromatosis. (4) Those in which an unknown factor, 
which enables the muscles to utilise sugar, is missing. 
This last group was commonly associated with 
arterio-sclerosis and in these patients hypoglycemia 
r insulin was not produced by exercise ; when it 
did occur it was due to over-storage. Here the renal 
threshold was often high and was probably a con- 
servative process, a8 a high blood-sugar was n 
for such persons. It was essential therefore to 
differentiate between the optimum and the so-called 
normal blood-sugar level. Any attempt to reduce 
the blood-sugar to the region of 0-1 per cent. might 
make these patients ill and the results of treatment 
must be judged not by a laboratory ideal but by 
the clinical improvement attained. 
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The Last Thirty Years in Public Health 


By Sir ARTHUR NEWSHOLME, K. C. B., M.D., F. R. C. P. 
London: George Allen and Unwin Ltd. 1936. 
Pp. 410. 15s. 


In an earlier volume, reviewed in a leading article 
(1935, i., 997), Sir Arthur Newsholme brought the 
story of his life-work up to the year 1908, when from 
local administration he proceeded to Whitehall as 
head of the public health service. The present 
volume continues the account of his pilgrimage 
during the subsequent years. It is divided into three 
parts. The first deals with his experiences in central 
administration from 1908 to 1919—a period of 
unparalleled progress in British preventive medicine. 
It was in this period that, on Newsholme’s initiative, 
anti-tuberculosis and maternity and child welfare 
activities, which had hitherto been carried on as 
isolated local efforts, became national health services 
stimulated from the centre by skilled guidance and 
by large Treasury subsidies. In 1916, on the appear- 
ance of the report of the Royal Commission on 
Venereal Diseases, Newsholme secured the prompt 
adoption of practically all the commission’s recom- 
mendations, and within a few months the Local 
Government Board issued regulations imposing on 
local authorities the obligation of providing a com- 
plete and gratuitous system of treatment of venereal 
disease. This important public service, which alone 
would entitle the author to a permanent place in 
the history of preventive medicine, was effected by 
the remarkable strategy described on p. 157. Coming 
to Whitehall with many years’ experience as a medical 
officer of health, Newsholme was in a unique position 
to compare the methods of local and central adminis- 
tration; and his discussion of the proper inter- 
relation of technical and administrative staffs is full 


of instruction to all who are concerned, whether at 
the centre or in local areas, with the governance 
of men. 

In 1919, on his retirement from the public service, 
Newsholme was invited by Dr. W. H. Welch to give 
a course of lectures on public health administration 
in the new school of hygiene of the Johns Hopkins 
University. The next five years were spent chiefly 
in the United States, and the second part of the book 
is devoted to this period, which was one of extensive 
travelling and much public speaking. His reputa- 
tion had long preceded him, and his counsel was 
widely sought. He met all the leading figures in 
American medicine and social work, and by his 
writings and oral teaching he exercised a profound 
influence on the development of public health in 
America. This part of the book, with its lucid account 
of the conditions and difficulties amid which health 
work is making remarkable progress in the United 
States, and of the outstanding personalities taking 
part in the work, is full of interest to health workers 
in whatever part of the world they may be engaged. 

The third part is devoted to the increasing socialisa- 
tion of medicine—a subject to which Newsholme 
had long given much thought, especially in preparing 
his evidence for the Poor Law Commission in 1908, 
and in his connexion with the tumultuous events 
following the introduction, three years,later, of the 
National Insurance Bill. In 1929 he began an 
inquiry for the Milbank Memorial Fund into the 
relation of public and private medicine in many 
European countries, the results of which are embodied 
in four volumes that are indispensable to all seeking 
to ascertain the right position of the doctor in a 
modern community. The inquiry concluded with a 
tour in Russia in 1932 with Mr. J. A. Kingsbury, 
LL.D., then secretary of the Fund, and the 


THE LANCET] 


publication i in 1933 of a joint description of the health 
conditions observed during the tour in “Rèd Medicine,“ 
a book that has caused much controversy in America. 

After a penetrating analysis of the problems of 
socialised medicine the present volume closes with 
an epilogue of confident optimism ; and the reader 
as he draws to its end can but be thankful that the 
author has been spared to complete this record of 
devoted public service, extending long past the age 
when most men feel entitled to retixe to a leisured 
Lebensabend. The book teaches much about health 
and social welfare. But that is not all. From it 
can also be learnt how great a thing a man may 
make of his life. 


Library of Medicine 


Practitioners and 
Surgery 
Vol. X. Dermatology and Syphilology. Editor: 


GEORGE BLUMER, „ David P. Smith Clinical 
Professor of Medicine, Yale University, School 
of Medicine. Associate Editor: C. GUY LANE, 
M.D., Instructor in Dermatology and Syphilology, 
Harvard Medical School. London: D. Appleton- 


Century Co. 1936. Pp. 1043. In sets only. 
£2 108. per volume. 
THIRTEEN contributors have made themselves 


responsible for this section of the Practitioners’ 
Library, which cannot be purchased separately. It 
deals in 12 chapters with the dermatoses proper and a 
thirteenth one of about 200 pages is devoted to syphilis 
in its osseous, vascular, neural, and congenital forms. 

The first chapter i is of a general nature; pathology, 
diagnosis, and treatment are surveyed. and much 
information is tabulated in columns—a method of 
presentation which may aid the lecturer but throws 
a heavy strain upon the learner’s memory. An 
example is the table of distribution by sites 
(p. 45), containing no less than three and a half 
pages of double column tables of (a) the common and 
(b) the less common dermatological conditions in the 
various regions. A reference to the technique of 
“ tissue biopsy to p. 56 (given on p. 58) is apparently 
erroneous, for no such description can there be found. 
On pp. 60-61 is an alphabetical list of the various 
drugs given per os for the relief of cutaneous disease; 
it is followed by those given intravenously, sub- 
cutaneously, and intramuscularly. No distinction 
is made between dermatitis and eczema, except that 
the former is regarded as being due to an external 
cause or causes, and subsides when the cause is 
removed. Some 50 pages are devoted to a discussion 
of the various forms and causes of dermatitis, such as 
light, heat, cold, X rays, and so forth, and the increas- 
ingly numerous types of drug eruptions, externally 
applied, A table of percentage concentrations with 
which no reaction is obtained in the normal skin will be 
found of value (p. 335), when patch tests are under- 
taken. The various plants in the U.S.A. which may 
give rise to dermatitis in susceptible persons are tabu- 
lated in alphabetical order. To the experienced observer 
it would seem that in course of time the list may be 
indefinitely extended and that there is hardly a plant 
which is not potentially capable of exciting epidermic 
reaction in the susceptible person. 

The concluding section on the Wassermann-fast 
patient is noteworthy. A study of this section 
reveals the highly complex problems which are 
involved and seems to establish the claims of those 
who favour continuous as opposed to intermittent or 
lapsing treatment of the disease in its early stages. 
Questions on the supervention of neurosyphilis at a 
later date and the all-important problem of marriage 
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are discussed in detail, and the arguments will put 
the practitioner in possession of enough information 
to enable him to understand the difficulties, and to form 
a judgment in most of the perplexing contingencies 
that may arise. 

Throughout the volume there is a generous alloca- 
tion of half-tone illustrations, diagrammatic and from 
photographs. Its value as a text-book is question- 
able, but as a work of reference, forming an integral 
part of a series of volumes dealing rather in the 
manner of an encyclopedia with the whole subject 
of medicine, it will be welcomed. 


Microscopische Methoden in der Microchemie 


By Lupwic Kor sr, Dr, Phil. et Med., Professor 

and Director of the Pharmacognostic Institute of 

the University of Innsbruck; and ADELHEID 

KOFLER, Dr. Phil. et Med., Innsbruck. With the 

collaboration of ADOLF MaYRHOFER, Dr. Phil., 

Assistant Professor of Pharmacognosy, University 

of Vienna. Vienna and Leipzig: Emil Haim 

and Co. 1936. Pp. 134. R.M.9. 

THE use of the microscope in chemical analysis 
was introduced by Behrens of Delft in 1880. His 
studies of crystal structure, and descriptions of 
crystal tests observable under the microscope for 
different chemical radicles were the beginning of 
much fruitful work. The name of the late Prof. 
Emich of Graz was for many years almost 
synonymous with the development of qualitative 
microchemical analysis; and the authors of this 
monograph follow in a distinguished line of Austrian 
chemists who have been chiefly responsible for the 
introduction of new procedures in micro-analysis. 

The monograph is one of a series in the 
general field of microchemistry. It presents certain 
of the more precise methods which have been worked 
out in recent years for the separation and characterisa- 
tion of small amounts of chemical substances. These 
methods make it possible to carry out the necessary 
manipulations on a small scale without any loss of 
accuracy, and should prove increasingly attractive 
to the modern biochemist who is frequently under the 
necessity of examining biological material in very 
small amounts. The first two sections of the book 
by L. Kofler contain full accounts of the develop- 
ment of the technique of the micro-melting point 
estimation and of micro-sublimation, the latter a 
method of separation and purification which deserves 
a far more extended use than it at present enjoys. 
The apparatus for both procedures is fully described 
in the text and by photographs. A specially con- 
structed hot stage attachment allowing of accurate 
temperature control is used for the micro-melting 
point. Several types of apparatus which operate 
in vacuo or at ordinary pressures serve for the 
sublimation methods. An excellent series of photo- 
graphic plates is reproduced giving the actual 
appearances (under the microscope) of several sub- 
stances during the course of melting, losing water of 
crystallisation, changing crystal structure, and of 
sublimation. The illustrative examples given are of 
substances of biochemical interest—e.g., salicylic 
acid, morphine, veronal, acetanalide. 

The third section by A. Kofler deals with the more 
specialised technique of crystallographic identifica- 
tion of substances, a method of investigation which 
has been highly developed for minerals, but has been 
comparatively little explored in the case of organic 
chemicals of biological interest. Inasmuch as most 
of the available descriptions of the morphology of 
crystals and instructions for the use of the polarising 
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microscope are given in text-books of mineralogy, 
the present account should prove particularly useful to 
biochemists and pharmacologists, for the examples 
used are substances with which they are accustomed 
to deal. A special section, by A. Mayrhofer, deals 


with the subject of immersion fluids for estimation of 


refractive indices. 
pees a most useful monograph. 


e 


Arthritis and Rheumatic. Disease 


By Maoricr F. Laurman, M.D., Director of the 
Department for the Study of Arthritis, Levi 
Memorial! Hospital, Hot Springs, Arkansas. 
London: McGraw Hill Publishing Co., 

1936. Pp. 177. 108. 

THis book is designed to supply the patient rather 
than his doctor with a clear account of what is known 
of arthritis and rheumatic disease, and succeeds 
admirably in its purpose. The instruction of the 
general public is regarded in America as an important 
factor in the campaign against these diseases which 
are becoming more common and levy a serious toll 
upon the working capacity of the community. The 


Ltd. 


American Committee for the Control of Rheumatism 


which has already done important work in this 
direction and Dr. Lautman’s book will greatly assist 
their efforts. Nothing of importance appears to 
have escaped notice, and the account of the various 
forms of arthritis and fibrositis is remarkably clear 
and complete. The author described the causes so 


far as they are known, the pre-arthritic state, the 


symptoms, and gives valuable advice upon the general 
principles of treatment apart from drugs. Possibly 
his views upon diet may not meet with universal 
approval, but they are sane and practical on the 
whole. As Dr. Morris Fishbein says in his introduc- 
tion, Knowledge such as he provides in this book 
will savé thousands of dollars for those who are 
constantly seeking quick cures,”.a statement with 
which one cannot disagree. Whether it will bring 
‘them encouragement, or give them positive help in 
their struggle against disease is a question on which 
there may be two opinions. At any rate it will be 
found well worth careful study by doctors for the 
sound practical advice it supplies upon the manage- 
ment of diseases which form. so large a proportion 
of the cases treated in general practice. 


The Intruder: An Unfinished Self-Portrait 


By KENNETH WALKER. London: Lovat Dickson 
Ltd. 1936. Pp. 274. 98. 


In this absorbing narrative the author sets out 
how he- gradually came to the: conviction that his 
life runs him and that he does not run his life. He 
has no patience with current. psychology and its 
puppets, the ego, the super-ego; and the id: he 
prefers to interpret his own behaviour in terms of 
creatures of his own whom he calls Black Hawk 
(the Indian brave), Selous (the hunter), Knight Paton 
(a combination of a Crusader and the Scottish medical 
missionary), and the Personage (a figure of greatness). 
These four he has traced in the tangled skein of his 
experience, and they accompany him and play their 
several parts in the whole story. They are patterns 
into which he has organised his experience—to use 
the language of Mr. A. W. Wolters in a recent address 
to the British Association. And there is yet another 
creature whom: the author describes as the Intruder, 
at whose appearance the other actors slink off into 
the wings. And there is also the author of the book, 
‘who writes a preface telling how he came to illustrate 


of his four characters; 


certain fundamental truths in his own person. 
my own rabbit,” as he puts it. But whereas Mr. 
Wolters spoke of a person forming his own patterns 
of experience the author's life has been at the mercy 
he has not lived, he has been 
lived. Whoever lived it the author's life was so full 
of a number of things that a time was bound to come 
when it would feel empty if the tempo remained the 
same. After touring Iceland on a pony with the 
French pretender, descending the Zinal Rothorn by 


. a new route in an electric storm; meeting a lion in 


the Rift valley, being entertained by a Maharajah, 
crossing the Parana.in a native canoe, and only just 
failing to get a Brazilian degree, even the war had 
little to offer in variety except the risk of a court 
martial for ‘declining the O. B. E. Success as a con- 
sulting surgeon did nothing to resolve the doubts 
and problems. that stirred..in his mind and the 
narrative ends with the second of two moments of 
self. revelation which both occurred near the same 
spot on the South Downs. The first was when, a 
little boy sitting in a victoria returning with his 
parents fom an afternoon’s outing, he had an acute 
feeling of existence and was frightened by the new 
sense of isolation. On the second occasion he saw 
the. thread of his life twisting through time and 
space and at long last returning to the point of its 
departure. Thus slowly. and painfully he came to 
understand that there is a knowledge, universal and 
timeless, handed down by word of mouth from 
teacher to disciple, which ‘awaits: those who seek it. 
Differing from the inert learning of scholars this 
knowledge has power to change him who possesses it. 
Or so at any rate thinks ane of the characters i in the 
book—perhaps this time the author himself. 


Administrative Science for Hospitals and 
Institutions os 


By A. Muson. Published by the author and 
obtainable from the Book Department, 104, 
Foord-road, Folkestone, Kent. Pp. 550. 178. 6d. 


Mr. Milsom, who describes himself on the title- 
page as (amongst other things) master of London, 
Bristol, and other provincial local government estab- 
lishments, has put: ‘together under one cover a series 
of. guides to the various activities and responsibilities 
which fall on the shoulders of the modern hospital 
administrator. The author shows a remarkable 
grasp of detail, without losing perspective. Whether 
he is talking on the wise: management of a staff of 
employees, the destruction of insect pests, catering, 
contract buying; accountancy, laundry, works depart- 

ments, the management of a farm and garden, 
including the proper care of a farrowing sow, or the 
inauguration of an occupational therapy department, 
his interest never flags and he does not allow that of 
his ‘readers to flag either. He assembles facts and 
deduces opinions based on them and on the views of 
accepted, authorities. 

Much of his book is concerned with hospital 


Management under the contro] of a supe 
authority, such as a county counoil, but it contains 


information of value to those responsible for the 
administration of any hospital — the governing body, 


the superintendent or secretary, the chief accountant, 
and the matron. 


The book ‘is arranged in such a 
way that each department is an index to itself. 


The separate sections are interleaved with advertise- 
ments, and’ there is also an index to advertisers. 


It is a book which all those concerned with ho spital 
management would do well to have within reach. 


“Tam 


THE LANCET] THE ATIOLOGY OF ACUTE RHHUMATISM.—‘‘ IDIOPATHIC ” EPILEPSY [Nov. 7, 1936 1103 


THE LANCET 


LONDON: SATURDAY, NOVEMBER 7, 1936 


THE AETIOLOGY OF ACUTE RHEUMATISM 


THE study of rheumatic fever from the ætio- 
logical standpoint has passed through several 
phases, some of which need no longer be con- 
sidered. Streptococci of some sort have always 

in the picture, but it is now abundantly 
clear that, in so far as any streptococcus is con- 
cerned in causing this disease, that organism is 

Streptococcus pyogenes. This confident opinion 

of course rests on foundations other than the 

constant presence of the organism in the throat 
during, or more often before, an attack; the 
principal evidence for it has been the demonstra- 
tion that specific antibodies are developed during 
the attack. The development of antihemolysin 
was first observed by E. W. Topp; the antibody 
now known as antistreptolysin was demonstrated 
by GEOFFREY HADFÆLD; and each of these 
observations has since been amply confirmed. 

The two substances can both be titrated with 

some accuracy, and the quantity in which they 

appear in the serum of rheumatic fever cases is 
unequivocal. 

A third observation of the same nature was 

reported last year by BERNARD SCHLESINGER, 
A. G. Stany, and W. W. PAYNE, who found that 
precipitins acting on extracts of S. pyogenes 
were formed in the blood of rheumatic patients 
after attacks of tonsillitis, their development 
coinciding with the occurrence of'a rheumatic 
relapse. These workers were however not satis- 
fied that the changes in which streptococci .so 
clearly participate are wholly accountable for the 
disease, and with the help of C. RUSSELL Amres, 
SCHLESINGER, and Siany performed experiments 
in which it was claimed? that a virus was 
demonstrated. Centrifugation of pericardial fluid 
furnished a deposit containing minute particles 
which were agglutinated by the serum of patients 
recovering from attacks of rheumatic fever, and 
not by normal serum, or indeed by rheumatic 
subjects in a quiescent stage. This was a bold 
claim, and it has not yet been confirmed. No 
recognised virus has hitherto been first brought 
to light by direct microscopic observation, or 
accepted on serological grounds alone without 
the conclusive evidence afforded by transmission 
of the disease. Yet only those experienced in 
ultramicroscopy are really qualified to criticise 
these findings, at least as far as they concern matters 
of fact rather than of interpretation. 

Meanwhile Dr. A. F. Copurn has returned to 
the attack on behalf of the claims of the strepto- 
occus, and in our last issue he reported the 
sults of serological studies in rheumatic cases 


2 THE LANOET, 1935, i., 1090. 
3 Ibid., p. 1146. i 


which differ from their predecessors in their 
greater accuracy and detail. In a necessarily 
small series of cases he has repeatedly estimated 
the quantity of several antibodies in the blood at 


intervals after an attack of streptococcal pharyn- 


gitis in both rheumatic and non-rheumatic sub- 
jects, with the effect of showing that the type of 
response differs in these two types of case. The 
principal difference is that whereas in uncompli- 
cated recovery antistreptolysin.is produced rapidly, 
in the rheumatic the titre of this antibody rises 
slowly but steadily, and continues to rise after 
the appearance of an attack of acute rheumatism, 
this itself having occurred a fortnight after the 
original throat infection. This evidence very 
strongly suggests that rheumatic fever is an 
abnormal and exceptional type of response to 
streptococcal infection; it certainly proves, as 
CoBURN expresses it, that the rheumatic subject 
“ handles the products of hemolytic streptococcus 
in a peculiar way.” Will the intensive study of a 
known micro-organism and of the body’s response 
to infection by it lay bare the ultimate secrets of 
this disease, or is there a missing factor, perhaps 
to be identified with the virus already described ? 
These two beliefs and methods of approach—the 
exploitation of the known and the exploration 
of the unknown—are so typical of modern work 
in many other directions that final judgment on 
either side would carry with it implications of 
wide interest. 


“ IDIOPATHIC” EPILEPSY 


Is there an idiopathic epilepsy? Or should 
we expunge this term from our dictionaries and 
regard all epilepsies as symptomatic? Certainly 
many French authors regard idiopathic epilepsy 
as dead and buried. They are willing to speak of 
toxic epilepsy and psychogenic epilepsy, but in 
their view most epilepsies are due to local organic 
brain disease, usually of an inflammatory nature. 
At the other end of the scale stand those who 
emphasise the existence of an inherited tendency to 
convulsions—a tendency that makes some people 
especially liable to develop fits if their brain is 
damaged, for example, by cerebral trauma, 
meningo-encephalitis, or tumour. Nobody knows 
the nature of this inheritance of a lowered threshold 
for convulsions; but obviously the stronger the 
inheritance the smaller will be the cerebral 
disturbance necessary to determine fits. If in- 
heritance strength is measured in terms of familial 
incidence, there is a certain amount of evidence 
to support this proposition. And if the proposition 
is true, the term “idiopathic epilepsy,” so far 
from disappearing, has its scope widened to 
include much of what we now regard as 
symptomatic epilepsy. l 

The search for abnormal conditions in the brain 
that might account for fits is an old one. For 
many years sclerosis of the cornea ammonis held 
a prominent place, but whether as a cause or 
result of fits was disputed. Dr. Fremont BATEMAN 
of Cincinnati now comes forward with a record of 
changes in the brains of 176 out of 178 patients 
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who had had convulsions.‘ In 34 of these a 
clinical diagnosis of symptomatic epilepsy had been 
made, and was substantiated after death. These 
were mostly cases of acute or chronic inflammatory 
disease. The remaining 142 cases, all diagnosed 
as idiopathic epilepsy, he divides into two groups. 
The first group of 66 patients started to have fits 
before or near the age of puberty, ‘taken as 
twelve years ; the remaining 76 cases started at or 
after puberty. Dr. Bateman observes a striking 
difference in the findings in the two groups. In 
almost all the first group there was want of proper 
development of the frontal lobe. The convolutions 
were narrow, the fissures wide and deep. The 
subcortical structures were underdeveloped, but 
there was no compensatory dilatation of the 
ventricles. This condition he calls cerebral frontal 
agenesis, and he regards it as the cause of lowered 
fit threshold. It is an imperfect development, not 
an atrophy, of the newest part of the brain, and 
indeed the limitation of the condition to the frontal 
lobe shows that it is not due to general intra- 
cranial pressure. Moreover, atrophy is not a cause 
of diminished fit threshold; if it were, epilepsy 
would be a common accompaniment of senile 
dementia. In the second group of cases, also 
clinically diagnosed as idiopathic, whose epilepsy 
started at or after puberty, this frontal agenesis 
was rarely found, and was indeed less common 
than in the average run of brains in psychotic 
patients. The pathological conditions in this 
group were mainly in the cerebro-spinal fluid and 
vascular systems and included abnormalities in the 
ventricles, meninges, pacchionian bodies, and 
blood-vessels, ‘‘ venous engorgement ” being one 
of the most common. Some of these abnormalities 
were due to defect of development, but most of 
them were the result of inflammation, and Dr. 
Bateman does not claim that they were sufficient 
in themselves to cause convulsions. 

If these observations are correct, most of the 
cases of “idiopathic ” epilepsy starting before the 
age of twelve are associated with frontal agenesis ; 
whereas, cases whose fits start after the age of 
twelve very rarely show the condition. Two 
desiderata at once occur to us. The first is con- 
firmation of Dr. Bateman’s findings by inde- 
pendent observers; the second is a search for 
points of difference between the groups as regards 
frequency and type of the attacks, limitation or 
deterioration in intelligence, temperamental defects, 
and, above all, the incidence of epilepsy in the 
family. 

THE NOBEL PRIZE 


At the beginning of August A London 
Surgeon ” sketched for us an amusing contrast 
between the research worker and his more practical 
colleagues, strongly reminiscent of the parable 
of the talents. It was not flattering to the research 
worker. This week, those who have made the 
laboratory their chosen field may take up their 
stewardship with renewed courage, for two of 
their number, Sir Henry Dare and Prof. Orro 


1 Cerebral Frontal Agenesis in Association with Epilepsy, 
Arch. Neurol. and Psychiat., Sept., 1936, p. 578. 
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LoEWwI of Graz, share the Nobel Prize for 1936, 
the highest international honour bestowed for 
advancing medicine and its allied sciences. 
Although strictly speaking this award is for work 


done during the year, its division shows clearly 


that the donors have interpreted their duty wisely 
and with justice, taking into account the initial 
as well as the recent steps in one of the outstanding 
investigations of recent years: From 1921 to 
1926, Lorwr and his colleagues performed a 
beautiful series of experiments on the frog heart 
showing that nerve impulses in the vagus gave 
rise to a chemical substance, probably acetylcholine, 
which was itself capable of slowing the heart. 
The simplicity of the first experiment was startling. 
A denervated heart was perfused with fluid from 
an innervated heart, and the vagus nerve of the 
latter stimulated. Both hearts were depressed. 
When vagal effects were eliminated by atropine, 
stimulation of sympathetic fibres quickened both 
hearts. Lorwi then postulated his well-known 
Vagusstoff and Acceleransstoff, suddenly bringing 
into practical politics the transmission of nervous 
excitation by chemical substances, hitherto almost 
an armchair speculation. Subsequent work made 
it clear that Vagusstoff was a choline ester, and 
Logwi actually showed that its chemical and 
physiological properties were similar to those of 
acetylcholine, though the final proof of its identity 
with this substance eluded him. 

For many years before this Dare had been 
interested in acetylcholine, then regarded as a 
drug with peculiarly potent actions. In his 
laboratory it was first isolated from biological 
material in 1914, and from mammalian tissues in 
1929; on the first occasion he suggested that it 
might be of physiological importance, though 
impossible at that time to track down because of 
its rapid destruction in the body. We are now 
familiar with the tissue enzyme, cholinesterase, 
which breaks down acetylcholine, and with eserine 
and related drugs which poison the enzyme and 
allow us to study the actions and natural occurrence 
of acetylcholine. The story is too long to be told 
here, but to the precise methods and clear vision 
of Sir Henry Date and his colleagues during the 
last three or four years we owe the greater part of 
our knowledge of this subject. Acetylcholine 
has been shown to transmit not only vagal effects 
to the heart muscle but excitation from all para- 
sympathetic, and from some sympathetic, nerve- 
endings to the corresponding effector organs. It is 
also concerned in the transmission of excitation 
across all autonomic synapses, whether sympathetic 
or parasympathetic. Synaptic transmission at once 
suggests the central nervous system ; we recall the 
“ humoral theory of reflex action put forward 
some years ago by the Oxford school, and ask if 
we are on the verge of understanding the nature 
of central nervous activity. DALE's work during 
the last year has, however, been directed towards 
that section of the periphery which had previously 
defied all efforts to bring it into line: mammalian 
voluntary muscle.“ Here we return to the simple 


1 See THE LANCET, Oct. 24th, 1936, p. 994. 
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experiment—simple, that is to say, in conception. 
Acetylcholine had failed to act on normal voluntary 
muscle because it had never been in sufficiently 
intimate contact with it. Introducing it rapidly 
into the artery of a muscle, previously converted 
into an end-artery, made the muscle twitch with 
a force equal to that evoked by nerve stimulation 
and with a speed nearly as fast. This almost 
certainly means that motor nerves activate volun- 
tary muscle through the medium of acetylcholine, 
for there is much independent corroborative 
evidence that this substance is produced during 
normal contraction. Humoral transmission is, 
therefore, not to be regarded as a comparatively 
sluggish process, confined to the autonomic system. 
We must now reckon with the possibility that it 
is an essential part of the fastest reactions. Where 
these new conceptions are leading we cannot say, 
but they are of fundamental importance and have 
already given promise of making possible the 
rational treatment of one nervous disease. 

In a short account like this it is impossible to do 
justice to the work either of Prof. Lorwi or Sir 
Henry DALE, and we have been unable even 
to mention that of numerous others—notably 
Prof. W. B. Cannon of Harvard—who have worked 
along the same or parallel lines. All who have 
followed the developments in this field during 
recent years will agree, however, that no better 
award of the Nobel Prize could have been made, 
and that no reward could be better deserved. 


A BROADSHEET ON HOSPITALS 


THE hospital system of Great Britain, with all 
its complexities and ramifications, is described in 
a clearly written broadsheet (No. 84) recently 
issued by the independent non-party organisation 
known as PEP (Political and Economic Plan- 
ning). This organisation, which is not run for 
profit, issues factual statements and reports with 
a view to furthering the growth of a more scientific 
and objective attitude towards British public 
affairs. Groups of specialists, we are informed, 
working voluntarily in their spare time contribute 
the necessary information and criticism to make 
each broadsheet or report accurate and authorita- 
tive. Certainly this one has become so. After a 
preliminary exposition of the changing rôle of 
hospitals the convergence between hospitals con- 
trolled by local authorities and those which are 
independent charitable corporations is noted, 
and the weak point of the joint structure being 
built up is indicated—namely, the encroachment 
on the province of the general practitioner. It is 
explained that the interests of the public health 
demand that the general practitioner shall be a 
strong and effective partner in the service; and 
a new and more satisfactory balance is envisaged 
for the time when he is equipped and enabled to 
shoulder a greater share of the burden now borne 
by out-patient departments. The ground having 
been cleared, the reader is informed of the channels 
through which people enter hospitals of different 


1 The Hospital System. Broadsheet No. 84. Issued by 
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types; the scope of the thousand voluntary hospitals 
in Great Britain; the development of contributory 
schemes without, as was once feared, a drop in 
subscriptions ; and the efforts now being made 
at coöperation and exchange of experience. There 
follows an exposition of the new type of public 
hospital and its relations with patients and doctors ; 
a statement of the pros and cons of the two systems 
and a demonstration of the ways in which the 
distinction between them is becoming blurred. 
In many ways, for example in carrying out statu- 
tory venereal disease services for local authorities, 
voluntary hospitals have become in the last 
ten years purveyors of services in return for pay- 
ments rather than distributors of charity“; while 
many more public hospitals than formerly are now 
open to students and many local authorities have 
appointed consultants and specialists, though not 
often, as is here suggested, “‘ as honorary members 
of their staff.” Finally, reference is made to local 
schemes of codperation—as in London, Manchester, 
Cambridge, and Aberdeenshire—to the success 
of the Highlands and Islands Medical Service, to 
recent official and unofficial reports, and to the 
proposed Oxford and District Joint Hospitals 
Board, which is of special interest in view of 
Lord Nur¥FIELD’s recent gift. 

This broadsheet has well fulfilled its purpose, 
and will be useful not only to the intelligent lay- 
man for whom it has been prepared but to medical 
men who are alive to hospital problems but 
seldom see them presented with such cogency and 
impartiality. | | 


HEALTH AND COMFORT IN HOUSING 


A COMMITTEE representative of many important 
bodies has been established to serve as a link between 
the building industry and organisations concerned 
with research bearing on health and comfort in 
housing. One of its functions will be to keep the 
Health Section of the League of Nations in touch 
with current practice and opinion in this country. 
Apart from this it will endeavour to coördinate, 
interpret, and present the results of technical and 
medical research in such a way as to make these 
results conveniently available to practising architects, 
engineers, the building industry, and local health 
authorities, and will arrange for investigation of 
hygienic problems raised by the industry. Among 
other activities a survey is being undertaken of 
papers at present accessible only in official and 
technical publications with a view to giving some of 
them wider publicity, and the help of librarians is 
sought in the selection of papers suitable for trans- 
mission to the committee. Communications may be 
addressed to the secretary at the London School of 
Hygiene and Tropical Medicine, Keppel-street, W.C.1. 


THE Army Medical Library in Washington, D. C., 
generally known as the library of the Surgeon General’s 
office, is celebrating on Nov. 16th, at 8 P. u., the 
centenary of what is now the largest collection of 
medical writings in the world, containing as it does 
more than a million items. Sir Humphry Rolleston 
will deliver an oration dealing with its history and 
with the personalities of Billings, Fletcher, and 
Garrison. 
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‘CHILD MORTALITY FROM SCALOS AND BURNS 


A SERIES of statistical studies on the fatal accidents 
of childhood is being made by W. M. Gafafer, 
senior statistician of the United States public health 
service. His third and latest report 1 deals with 


mortality from accidental burns, and shows the trend. 


of the deaths between 1925 and 1932. In the earlier 
year there were 3365 such deaths at ages under 
fifteen in the registration area; in 1932 there were 
only 2128, representing a fall of rather more than a 
third in the seven years. The great majority of 
these deaths were in children between one and five 
Fears of age, for in this age-group there were 2208 
in 1925 and 1350 in 1932, a decline of nearly 40 per 
cent. Part of this improvement—but no more than 
a small part—may be due to the fact that there 
were actually fewer children in the population of 


1932 than there were in that of 1925; death-rates 


are required for a proper assessment. For such rates 
population estimates are necessary and Gafafer says 
these. are lacking. In England, however, with the 
help of the Registrar-General’s returns and his 
estimates of the numbers of persons at each age we 
can determine the trend of the rate and see whether 
there is any such improvement as Gafafer reports for 
the United States. In fact there has been a very 
striking improvement. In 1933-34 the number of 
deaths from burns and scalds between the ages of 
one and five averaged 400 per annum, giving a rate 
of 170 per million children living at these ages. The 
corresponding rate was 216 in 1926-32, 273 in 1920-25, 
and 360 in the years immediately preceding the war, 
191114. In the space of twenty years the death- 
rate has been more than halved. Clearly various 
factors may have contributed to these happy circum- 
stances. The Registrar-General finds in them “ grati- 
fying evidence of the increasing care taken of child 
life as its abundance diminishes”; the diminishing 
size of family may well enable that extra care to be 
given. More effective methods in the treatment of 
severe burns have no doubt also played their part. 
It was gloomily concluded by Dr. Watts of 
Glasgow, famous for his study of the chincough”’ 
and of the causes of death in childhood early in the 
nineteenth century, that if we deprive Death of some 
‘of his weapons he promptly retaliates by sharpening 
up others or introducing new ones. With the deaths 
from violence in childhood there seems, unfortunately, 
more than an element of truth in this dictum. While 
the deaths from burns have declined so largely, as 
shown above, those from other forms of violence 
have been significantly increasing. In 1920-25 the 
rate from these other causes at ages 1-5 was 220 per 
million; in 1926-32 it had risen to 263, and in 
1933-34 to 265. The fatalities of the road are, of 
course, the explanation. We can hope for no remark- 
able improvement in the total death-rate from 
accidents in childhood while this trend prevails in an 
important section of it. : 


OXYGEN FOR THE NEW-BORN BABY 


THe usefulness of carbon dioxide as a respiratory 
stimulant for the newly born has somewhat obscured 
the fact that an adequate supply of oxygen is of 
relatively greater importance for saving life. Writing 
on anoxemia in the premature infant, Buffum ? 
brings forward certain points that really apply to 


1 U. S. Pub. Health Rep., Sept. 13th, 1936. 
*Buffum, W. P.: New Eng. Jour. Med., 1936, ccxv., 390. 


all new-born babies. He points out that a moderate 
anoxemia does not always show itself in visible 
cyanosis because the amount of blood in the superficial 
capillaries may be too small to give a cyanotio tint, 
Thus the baby suffering from so-called white asphyxis 
may be in much more urgent need of oxygen than s 
baby with blue asphyxia, although in the latter the 
cyanotic tint is easily seen. Likewise the damage 
done by anoxemia is not always obvious, and it may 
well be that many of the lesions attributed to “ birth 
trauma are in fact the result of oxygen starvation 


of essential nerve-cells. Buffum's main thesis is 


that oxygen should be available and used continuowly 
for the premature baby without waiting for th 
development of urgent symptoms, and he desoribes 
his experiences with small oxygen chambers in which 
premature babies in poor condition are placed as soon 
as possible after birth, being kept there until strong 


enough to obtain an adequate supply of oxygen 


by the inspiration of ordinary air. Some experts 
maintain that, used in this way, oxygen not only saves 
premature babies from death in the early days of life, 
but definitely promotes their nutrition and possibly, 
as indicated above, has an important effect upon 
eventual prognosis. Such special oxygen incubators 
are not always available, but oxygen given oon- 
tinuously through a closely fitting rubber mask for 
limited periods may be used as long as the gas i8 
obtainable. The ease with which carbon dioxide can 
be given from the small metal bulbs now sold 
raises the question whether something similar cannot 
be done with oxygen or with O, and CO, mixture. 
The time factor is of importance and it might be wie 
for all those undertaking midwifery to carry small 
oxygen cylinder of the usual type, just as shortly 
they may have to carry a oylinder of nitrous oxide 
for analgesia. i 


CHRONIC ULCERATIVE COLITIS 
THe discussion on ulcerative colitis, reported in 


our columns last week (p. 1040), did little to discover 


the essential cause of this terrible disease. Some of 


the cases seen in this country. have suffered fm 


dysentery in the tropics, more commonly the amebi 
form, which tends to be chronic, than the bacillary 
form. That bacillary dysentery may be followed by 
a chronic form of ulcerative colitis is the conviction 
of French clinicians who had great opportunities of 
observing this sequence after the late war; aad 
quite recently evidence of ulcerative colitis, on X ray 
or sigmoidoscopic examination, has been found’ m 
13 of 122 cases of bacillary dysentery o 
followed up after the epidemic of 1934 in Jersey 
City, N.J. English observers have not been struck 
by the sequence, and Manson-Bahr is not alone in 
doubting 2 whether the ulcerative colitis observed 
here has any association with dysentery. Various 
other organisms have been regarded as responsible. 
Dr. J. A. Bargen told the Royal Society of Medicine 
that he had been able to isolate from the 
lesions a characteristic diplo-streptococcus in 80 pa 
cent. of cases of the disease, and he related some 
experimental work in confirmation of the pathogene 
nature of this organism. Unfortunately the same 
coccus has been found in the stools of persons not 
suffering from colitis, and the good results claimed by 
Bargen with a serum or vaccine made from 
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organism have not been obtained by others. Occa- 
sionally ulcerative colitis may be of toxic origin, 
as when it occurs in uremia or mercury poisoning. 
Apart from this the chronic disease of temperate 
climates can plausibly be regarded as a specific disease, 
the cause of which has so far escaped detection. It 
is however in many instances allied to allergic 
phenomena. As a result of allergic or nervous 
influence the contractions of the colon become 
spasmodic, resulting in the ordinary irritable colon ; 
with increased stimuli the mucous secretion is also 
increased. Remissions occur and are followed by 
relapses in which at last the stimulus itself or a 
secondary infection gives rise to actual ulceration of 
the mucous membrane. At this stage almost any 
organisms present in the bowel may infect the ulcers 
and lead to further destruction of tissue. 

When so little is known of the nature of the disease 
treatment can only be directed towards raising the 
patient’s resistance and protecting the damaged 
tissue from insults from without. Diet should be 
full and wholesome, with adequate vitamin content, 
while leaving little residue. Owing to the flux of 
mucus there may be excessive loss of calcium which 

must be replaced; the secondary anæmia requires 
hæmatinios. Local treatment is difficult. In most 
cases simple cleansing of the bowel with normal 
- saline is all that should be attempted. Surgical 
measures, such as appendicostomy or ileostomy, may 
be desirable. to give temporary relief to the bowel 
and permit of more efficient washing of the colon. 
Colectomy has been abandoned as a means of treat- 
ment; it is not possible to remove the whole source 
of the trouble. In the milder cases medical treatment 
is best. With prolonged care, rest, and freedom 
from worries, remissions of long standing often occur 
and the disease is sometimes arrested. 


SPES PHTHISICA 


UMCKOLOABO, “ infallible *? remedy for tuberculosis, 
was the chief example selected by Capt. G. S. Elliston, 
M.P., last March when he commended the Medicines 
and Surgical Appliances (Advertisement) Bill to the 

House of Commons. Curiously misrepresented as a 
cunning device to bolster up the monopoly of the 
medical profession, the Bill failed to secure a second 
reading, but it has made one notable contribution to 
medical data. When its draft clauses had been 
originally made public, the proprietor of Umckoloabo 
appealed to all the supporters of his remedy to write 
their protests to Capt. Elliston. Within a few days 


1350 letters arrived from people who claimed to have 


been cured or materially relieved. (Doubtless many 
other men and women had tried the treatment.) It 
was an exceptional opportunity for checking the 
testimonials in respect of a patent remedy, for it was 
possible to sift the claims by means of the public 
health service. .Capt. Elliston sent the letters off 
in a sack to Dr. Ernest Ward, the secretary of the 
Joint Tuberculosis Council. Hundreds of communica- 
tions were addressed to medical officers of health 
over the entire country. Only one medical officer 
declined to coöperate; even he, Dr. Ward thinks, 
might have come into line if he had appreciated what 
was being done elsewhere. Tuberculosis workers 
gave their help, and now, after nearly two years, the 
investigation has dealt with 864 out of the 1350 letters. 
The questionnaire included an inquiry whether the 
patient had appeared to benefit from the treatment. 
The replies spoke of possible benefit in 23 cases, 
definite benefit in 9. In several instances it was 
alleged that harm had been done ; setting these aside, 
Dr. Ward gave the following statistics in his 


presidential address to the Society of Medical Officers 
of Health, summarised on p. 1098 of this issue. 

It was impossible to trace 57 cases (about 6 per cent. 
of the 864); 200 (23 per cent.) had never been 
notified as tuberculous. A third group of 62 cases 
(7 per cent.) was investigated and found not to be 
tuberculous. The next group of 122 (14 per cent.) 
consists of patients who had died—the majority within 
a year of declaring themselves cured or materially 
relieved ; 87 others (10 per cent.) are known to be 
very ill and unlikely to live long. Then come two 
nearly equal groups of 156 and 157 (19 per cent. each), 
the one of patients ill and unable to work, the other 
of persons in fair health and at work. The residue 
of 23 cases (2 per cent.) can be classified as recovered. 
Dr. Ward reasonably suggests a tripartite classifica- 
tion by way of general analysis. There will be the 
introspective patients who worry over their health 
and think themselves tuberculous when they are not ; 
there will be what he calls the ‘ straw-clutchers ” 
who, conscious of no progress under standard treat- 
ment, turn to the patent remedy after reading the 
impressive literature about it, and feel themselves 
benefited by the new cure; lastly there will be the 
sufferers who, taking the usual treatment, add the 
patent remedy while the disease follows its normal 
course. 

If these statistics and analyses disprove the claims 
of Umckoloabo to be the guaranteed cure which it 
has sometimes been represented to be, if they confirm 
the desire of the supporters of the Bill to prohibit 
the advertisement of remedies for diabetes, cancer, 
and consumption, they nevertheless justify no 
complacency on the part of the medical profession. 
The tuberculosis problem, as Dr. Ward remarked in 
his address, is complex and many-sided ; tuberculosis 
work must never become static. Unprejudiced 
observers ‘‘cannot help being impressed with the 
futility of much of our treatment in definite cases of 
tuberculosis.” That, observes Dr. Ward, is one of 
the reasons why patients so often turn to quack 
remedies. 


INJECTION TREATMENT OF HERNIA 


CONCERNED at the complications that might follow 
injection of some of the preparations now advertised 
for the treatment of hernia, 1 the council on pharmacy 
and chemistry of the American Medical Association 
have been collecting information about the current 
use of the method.? Inquiries at selected hospitals 
have shown that though most of them do not employ 
injection, it is regarded as effective and safe in those 
that do. Two cases of gangrene were reported, but 
on the whole the complications were uncommon and 
mild—e.g., painful scarring, slight infection, and 
swelling of the testis. In some institutions the 
majority of the cases of hernia are treated by 
injection; in others only 12-15 per cent. are con- 
sidered suitable. The results in clinics where the 
treatment is in charge of a specially trained physician 
are said to satisfy even the surgeons; but unfor- 
tunately in the United States the method has been 
taken up by osteopaths and other laymen with 
inadequate anatomical and surgical knowledge. The 
council issue a warning about the injection of pro- 
prietary solutions of unknown composition. The 
Pina Mestre solution, on the other hand, is a 
proprietary preparation of established value. Its 
formula, the most active constituents of which are 
alcohol and tannic acid, was given in 1931 by 


1 See THE LANOET, Sept. 19th, 1936, P. 694. 
2 Jour. Amer. Med. Assoc., Sept. 26th, 1936, p. 1053. 
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F. Slater Jameson in a paper“ in which he concluded 
that injection, as practised by Pina Mestre of Barce- 
lona, is capable of better results than surgery. 
Pina Mestre himself specialised in the method for 
over twenty years and is said to have treated 
10,000 cases. 


The council found that, besides various mixtures 


containing tannic acid or tannic acid derivatives, 
sodium morrhuate and a mixture including phenol 
alcohol and oil of thuja are being used. Needless to 
say, hernias do occasionally recur after injection 
treatment, but it is claimed that the scarring caused 
does not render a subsequent operation more difficult. 
Sliding hernia, according to G. and E. Gordon,‘ is 
an absolute contra-indication; the hernia is not 
cured and strangulation may conceivably follow. 
The difficulty is to know beforehand that one is 
dealing with this type of hernia. A voluminous 
hernia, with a wide inguinal ring, should be suspected, 
especially if it is on the right side, for the usual 
content is the cecum. For doubtful cases the 
Gordons suggest either distending the large bowel 
with water, or radiography. As the non-peritonealised 
posterior portion of the large intestine becomes 
adherent to the internal ring, there is, they say, no 
true reduction of a sliding hernia without operation. 
Operation on five cases of sliding hernia, which had 
had injections without success, revealed a vast amount 
of newly formed cicatricial tissue, with adhesions 
between the external oblique aponeurosis and the 
conjoint tendon. Operative repair of the hernia was 
not interfered with. | 

Paul T. Butler s insists on the importance of 
repeated examination of patients after the con- 
clusion of their course of injections; fibro- elastic 
tissue may be absorbed again. He also quotes pre- 
cautionary measures that he has found indispensable. 
It is essential, for example, to be sure that omentum 
is completely reduced before injecting, otherwise 
adhesions may form that render operation imperative. 
The greatest care is required to be certain that a 
vessel has not been entered with the injecting needle. 
If a vessel is pierced no injection should take 
place that day. 


PSYCHOPATHOLOGY OF UGLINESS 


We have been accustomed to read the occasional 
excursions into art criticism by celebrated alienists 
in the past; G. B. Shaw’s vigorous rejoinder to Max 
Nordau’s Degeneration in the Sanity of Art,” and 
more recently Roger Fry's What the Artist wants of 
Psycho-analysis,” are still fresh in the memory. 
Only yesterday the Surrealists challenged both art 
and psychology with canvases which certainly call 
for explanations that only psychopathology can give. 
On esthetic theory in general psychopathology may 
not lay claim to absolute authority, but on the sub- 
' ject of ugliness and the grotesque it can legitimately 
help to an insight which general psychology and 
philosophy fail to provide. Those who are not 
maudlin and sentimental about art owe a debt to 
Dr. John Rickman and Mr. J. S. Barwell for their 
critical analysis of the nature of ugliness, which they 
together discussed in a symposium arranged last 
week by the medical section of the British Psycho- 
logical Society. In the immediate past Freud in an 
acute essay considered the subject of the uncanny 
as related to subconscious dreads which were denied 
access to consciousness, dread of another and 
unfamiliar self—the agent of unauthorised impulse. 


® Clin. Med. and Surg., March, 1931, p. 170. 
«Jour. Amer. Med. Assoc., Oct. 3rd, 1936, p. 110. 
. s Med. World (Philadelphia), Sept., 1936, p. 567. 
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uncanny and the unfamiliar, the uncertain—the 
terrifying and the ugly. This affective problem 
has, as Mr. Barwell stated, its counterpart in the 
logical antinomies of certainty and ‘doubt. 

Art can no longer be simply dismissed as the 
divine sublimate of baser activities. It is more 
complex than that. The Freudian analyst now se 
art to be related to the basic fears, impulses, and 
conflicts which make up the dynamics of unconsciow 
activities. Basing his views on the child mind revealed 
by psycho-analysis, Dr. Rickman argued that our 
judgments of ugliness are due to the emergence of 
discordant notes and disharmonic relations that the 
child feels to exist in the parental relationship and 
in its own love-hate conflict with the parents. The 
child is preoccupied by the bad relationships which 
its phantasy has constructed from its own image of 
its parents. The child is for ever trying to expres 
these relationships even in its most rudimentary 
soribblings. It makes ceaseless efforts in behaviour 
and in symptoms to circumvent the impasse created. 
It wants to make good the bad relationships that its 
phantasy has created. In the process of restitution 
familiar to analysis, the child tries to return good for 
imagined evil. The harmonies established im art, 
in the unities of good painting and drawing, is man's 
attempt to make from his perceptional experience 
patterns of form and colour that shall satisfy a 
spectator that a subliminal conflict has somehow 
been rectified. Art production, therefore, if one cal 
advance on Dr. Rickman, is a dialectic process, in 
which the perceptual elements on the one hand, 
and the subliminal stresses on the other, are unified 
in a new and satisfying synthesis. 

Expressionistic art has its centre of gravity in 
the subliminal pole of the antithesis ; impressionistic 
and academic art in the perceptual—an escape into 
reality. In this sense ugliness is the judgment passed 
on those art forms which have not resolved the 
dialectic, but in which disharmony and the intrusion 
of the egoistic note of dreams is still apparent. The 
curative value of art, its cathartic quality, is univer- 
sally recognised ; because in the artist we see the 
sublime executant of our escape mechanism—ou 
emancipation from the baser conflicts and dishar- 
monies which hold us all in thrall: Psycho-analysis, 
therefore, lends concrete support to the Aristotelian 
doctrine of tragic catharsis. The artist is the arch 
physician, and as Shelley said, the poets are the true 
legislators of the world. : 


MIXED TUMOURS OF THE SALIVARY GLANDS 


Fo ten years McFarland of Philadelphia has been 
collecting material on the so-called mixed tumours 
of the salivary glands, and his records cover 25 years 
of surgical work with information from 27 hospitals. 
His review of some 300 cases! begins by pointing 
out the difficulties of the subject. The natural 
history of mixed tumours is by no means fully known, 
and isolated opinions based on surgical experiences, 
upon histological observation, or upon post-mortem 
findings are apt to be fallacious. To understand the 
natural history of these tumours we must have all 
the data as long as the patient lives. At one time 
McFarland regarded them as essentially benign, 
but in a later paper he came to the conclusion that 
they are all potentially malignant. Whether or not 
they should be regarded as adenomata is uncertain, 
but carcinomatous or sarcomatous transformation 


l * McFarland, J.: Surg., Gyn., and Obst., October, 1036, 
D. . 5 
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may take place even after a benign course of thirty 
years. At the same time, although many of these 
tumours do become malignant, they rarely give rise 
to metastases. Of the present series of 297 cases 
the condition recurred. after operation in 69 (23 per 
cent.), and 13 of the patients died. The microscope, 
in McFarland’s opinion, is of little assistance in prog- 
nosis, except that the outlook may be considered 
bad in cases with a short history and the histological 
appearance of carcinoma. The tumour may recur 
at almost any period after operation; a case is 
quoted in which there was an interval of 47 years. 
Hence it is hard to say that any case of mixed tumour 
is really ever cured. In making a definite diagnosis 
biopsy may of course be useful, but apart from doubt 
about its value for prognosis there is the risk of its 
doing definite harm, since it is well known that 
immediate recurrence is likely in cases where the 
capsule is damaged at the time of operation. As for 
radiotherapy, the author holds that X rays and 
radium are of no greater value than a knife. 

One of the most disconcerting of McFarland’s 
conclusions is the statement that the smaller the 
size of the removed tumour, the greater is the prob- 
ability of recurrence; and from this he contends 
that operation should be postponed until the tumour 
is “ripe —i. e., about the size of a lemon. It will 
be agreed that some of the small tumours are harder 
to remove than are the really large ones; for the 
larger the tumour, the more easily can its limits be 
defined. On the other hand, there is no doubt that 
in course of time many of these mixed tumours 
tend to burrow deeply in the pterygoid region, and 
where this happens operation becomes much more 
difficult. In the present paper nothing is said about 
anatomical sites in relation to the size of the tumour 
at the time of operation and to subsequent recurrence. 
A small deep tumour between the angle of the jaw 
and the mastoid process may be hard to remove, 
but it is not easy to see how this technical obstacle 
is going to diminish as the size of the tumour mass 
increases. 


RADIUM IN 1935 


THE fourteenth annual report 1 by the Medical 
Research Council on the radium issued under its 
control includes as usual an experimental and a 
clinical section. Interesting physical experiments 
on the effects of temperature on the absorption of 
the neutron from a gas into the nuclei of a number 
of elements are recorded by P. B. Moon and J. R. 
Tillman, and these together with Mr. Tillman’s 
measurements of the scattering of cell neutrons by 
paraffin wax provide evidence for the selective 
absorption probability of different nuclei and neutrons 
of different velocities. The first spectroscopic 
measurement of an artificially produced element has 
been made by F. Paneth at the Imperial College. 
W. V. Mayneord and J. E. Roberts at the Royal 
Cancer Hospital have tested the validity of calcu- 
lated distribution of radium as used in treatment, 
and the statement of radium dosage in international 
rontgens (r) is discussed. This point is also raised 
in the introduction where we are reminded that the 
question of adopting an international unit for radium 
dosage is on the agenda of the International Congress 
of Radiology to be held at Chicago in 1937. The 
Importance of an accepted unit is shown by the 
biological experiments of F. G. Spear and his co- 
workers from the Strangeways Research Laboratory, 


Medical Uses of Radium. Summary of Reports from 
Research Centres for 1985. Medical Research Council, Speo. 
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Cambridge, and of H. J. Ham from the Holt Radium 
Institute, Manchester. The former, who records 
experiments on biological response as a function of 
intensity of irradiation and on the effect of gamma 
radiation on cell division in the tadpole, used a Sievert 
unit of intensity. Dr. Ham states his dose in terms 
of international réntgens, and investigated the 
effect of variation in time intervals when radiating 
rodent ulcers and skin epitheliomata with radium 
over a total period of seven days. Joan Ross reports 
from the Royal Free Hospital on the carcinogenic 
action of prolonged gamma radiation (the subject 
of a recent annotation in our columns 2), and J. C. 
Mottram at the Mount Vernon Hospital has produced 
sarcomata in three out of twelve fowls by repeated 
exposure to radium. 

On the clinical side reports from the eleven hospitals 
and two additional centres which are accepted as 
research centres suggest steady progress. This is 
most noticeable in carcinoma of the cervix where 
the cases treated in 1930 show a survival rate of 
35 per cent., a very satisfactory figure. For carci- 
noma of the uterine body, in which operation is still 
the method of choice in most clinics, the number 
treated is small, but when it is remembered that 
the sample consists mostly of cases clinically and 
technically inoperable the results are surprisingly 
good. Cancer of the breast still presents many 
difficulties, and the statement from. Birmingham 
and the tables from Aberdeen and St. Bartholomew's 
Hospital, noting that histological examination of 
breasts removed surgically after irradiation either 
by radium or X rays still shows the presence of 
cancer cells which are probably viable, will surprise 
no one who has had experience of these cases. In 
cancer of the mouth, nasopharynx, larynx, and 
esophagus reports from the Middlesex and Univer- 
sity College Hospitals describe the use of one-gramme 
radium units. These two hospitals together with the 
Royal Cancer Hospital are to issue a combined report 
on the results of treatment with these units, and in 
view of the fact that more radium is now available 
the report will be eagerly awaited. The results of 
treatment of carcinoma of the rectum show that in 
suitable cases radium still has a place. The figures 
for sarcoma do not distinguish between osteogenic 
sarcoma and lymphosarcoma which react differently 
to radium. 


PULMONARY DISEASE AFFECTING COAL- 
MINERS 


THE announcement in some daily papers that the 
Medical Research Council contemplate a big investiga- 
tion into pulmonary disease among miners is pre- 
mature. Such a scheme is certainly under discussion 
and the importance and urgency of the problem are 
recognised but there are still various points which 
have to be explored by the appropriate committee 
(on industrial pulmonary disease) of the Medical 
Research Council before the matter is ripe for a 
decision by the Council. The occurrence of pul- 
monary disease in coal-miners has been under 
consideration for some time by the committee, 
whose chief difficulty is to devise the kind of investiga- 
tion most likely to increase knowledge of its causes, 
incidence, and differential diagnosis in a way that 
will lead to practical results. In order to ascertain 
the effects of coal dust alone on the lungs this com- 
mittee, with the coöperation of the statistical com- 
mittee of the Council, explored the possibility of 
gaining information by means of a medical inquiry, 
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and in 1933 clinical and radiological examinations 
were made of a number of coal trimmers. The 
result of this inquiry showed that in the group 
examined exposure to coal dust over varying periods 
of years had not caused disease of the lungs. The 
committee have recently interviewed a number of 
affected coal-miners and doctors practising amongst 
them in the South Wales coal-field, and they have 
also discussed with members of the Silicosis Medical 
Board the pulmonary disorders of coal-miners, 
especially as they occur in South Wales, with a view 
to determining the lines of study to be pursued. They 
are agreed that the general lines of the investigation 
should include (1) clinical and radiological examina- 
tion of miners; (2) search of existing records of cases 
of disability ; (3) dust sampling in certain selected 
coal-mines and in different occupational positions ; 
(4) chemical and petrological examination of the 
samples of atmospheric dust from the mines; and 
(5) coördination of these lines of investigation and 
other related research. Detailed proposals to this 
end for submission to the Medical Research Council 
are now being considered by the committee. 


GUIDES TO THE POISONS RULES 


THE rules for the distribution of poisons, which 
came into effect on May Ist last, affect the conduct 
of many types of person who have a share in their 
distribution. Each of these types has its own 
problems and difficulties; each is likely to get a 
shock at an inquest for some want of care or it may 
be of knowledge on his own part. A few months 
ago we suggested ! what every medical practitioner 
should know about his own obligations; the fact 
that one of the London coroners, as we mentioned 
last week (p. 1060), would like to see even the medical 
practitioner’s discretion still further limited, 
emphasises the care with which the rules should be 
observed. Three memoranda ? recently issued by the 
Home Office expound the rules not only for the 
benefit of practitioners but also for wholesalers, 
agriculturists, hospitals, and dispensaries. Without 
possessing the appropriate memorandum, it is not 
safe for any of these persons or institutions to do 
business with poisons; even with the memorandum, 
close attention must be given to it, if the law is not 
to be broken. Memorandum No. 2 is for wholesalers 
—i.e., all those, other than retail traders, who are 
engaged in any trade dealing in poisons in one form 
or another. The first column of Appendix I. to this 
memorandum informs the wholesaler whether any 
article he sells is or contains a statutory poison. 
Some of these statutory poisons—for example, 
builders’ materials, matches, and motor lubricants— 
are exempted from control. The exempted poisons are 
shown in the third column and footnote of Appendix I. 
Those not exempted may come under the category 
of First-schedule substances or they may not. Thus 
the wholesaler may be selling arsenical substances or 
substances containing arsenic as an impurity. Provided 
the substance sold does not contain the equivalent of 
0:01 per cent. or more of arsenic trioxide, it does not 
fall within the First-schedule and may be sold subject 
to certain clearly defined restrictions as described in 
parts II. and III. of the memorandum. If however the 
substance contains, let us say, barium carbonate in 
any percentage whatsoever, or atropine in a per- 
centage of 0-15 or over, it comes within the First- 
schedule and is subject to further restrictions which 
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are described in part IV. of the memorandum. The 
fourth column of Appendix I. shows whether 
substances fall within the First-schedule or not, but 
if the wholesaler is in any doubt he should consult 
an analytical chemist lest he unwittingly render 
himself liable to prosecution. He must realise that 
the quantity of poison present in a substance that he 
sells is a matter of fact and not a matter upon which 
the Home Office or any other body can give a ruling. 

Memorandum No. 3 concerns practitioners and 
institutions. Various approved types of hospital 
and institution, provided that certain conditions are 
complied with, are relieved from the provisions of 
the Act and rules (except. Rule 20) and may supply 
poisons to out-patients. The conditions include, 
among others, the necessity of keeping a record of 
any First-schedule substance supplied. There are also 
precise rules for supply and storage of poisons within 
institutions. ; 

Memorandum No. 4, for those engaged in agriculture 
and horticulture, explains how the rules for pro- 
fessionals differ from those for amateurs. The 
amateur wishing to buy First-schedule substance 
must either be known to the seller as a fit and proper 
person to whom the poison may be sold or else produce 
a certificate of character, in the form printed in the 
appendix to this memorandum, signed by a house- 
holder. The amateur must also sign the poisons 
book kept by the seller; nor can he buy direct froma 
wholesaler. The professional, on the other hand, 
though subject to formalities when buying Firt- 
schedule substances, has wider sources of supply. 
Not only may he obtain poisons direct from a whole- 
saler but the range of poisons which he can buy from 
a listed seller is wider than the amateur’s. Thus the 
professional may buy various arsenicals and mercurials 
in the form of sheep dips, insecticides, and fungicides. 
Moreover, unlike the amateur, he may buy through 
agents. But neither the professional nor the amateur 
may buy from a van at the door.” 


Mr. Walter Elliot, M.B. Glasg., F. R. S., who has 
for the last four years been Minister of Agriculture 
and Fisheries, has been appointed Secretary of State 
for Scotland. 


Colonel H. T. Bates, O. B. E., T. D., M. B., Territorial 
Army, has been appointed honorary physician to the 
King, in succession to Colonel L. D. Bailey, C. B., 
M. C., T. D., Territorial Army, who has retired. 


Sir John Parsons, F.R.S., president of the Royal 
Society of Medicine for the current year, has recently 
visited the United States as the guest of the American 
Academy of Ophthalmology and Otolaryngology. 
During his visit to New York he was the recipient of 
the Lucien Howe medal of the American Ophthalmo- 
logical Society, previous recipients of which have been: 
Carl Koller, Alexander Duane, Ernst Fuchs, Edward 
Jackson, Priestley Smith, Theodor Axenfeld, F. H. 
Verhoeff, and G. E. de Schweinitz. An addres 
delivered by Sir John to the American Academy, 
on Ophthalmology and Research, will be published 
shortly in the British Journal of Ophthalmology. 


Sir Alfred Blenkinsop, who died on Nov. 3rd at 
Frensham, Surrey, in his 72nd year, was assistant 
commandant at the R.A.M. College, Millbank, 
when war broke out in 1914 and was then in succession 
assistant director-general Army Medical Service 
at Whitehall and deputy director of medical service 
in the Eastern Command. On his retirement in 
1923 with the rank of major-general he was made 
K.C.B., and appointed honorary surgeon to the King. 
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CXIX —PROGNOSIS IN CANCER OF THE 
RECTUM 
_ (Concluded from p. 1057) 


PROGNOSIS BASED ON ST. MARK’S HOSPITAL STATISTICS 


(a) Operative mortality.—Table II. shows that in 
St. Mark’s Hospital the operative mortality for 
286 perineal excisions has been only 7 per cent., 
whioh figure is almost identical with that of 7-7 per 
cent. recorded by F. W. Rankin (1927) in a series of 
260 perineal excisions. The feature of this Table is 
tho group of 46 a cases in which the mortality after 
perineal excision was nil. In the c group the mortality 
from operation was nearly 11 per cent. 


TABLE II 


Showing Operation Mortality after Radical Excision of the 
Rectum. (St. Mark’s Hospital) 


Combined excision 
(abdomino-perineal o 


Perineal excision. 
perineo- abdominal. 


Che 
tion of 
h. Sub- | Died | Op. mor- 
tted m tali 
per cent.) to op. | op. (per cent.) 
Group A 13 2 15˙4 
» B 58 17 29˙3 
» © -85 20 23°5 
Total . 156 39 25 


The parallel figures for 156 cases of combined 
excision of the rectum (23 abdomino-perineal, 133 
perineo-abdominal) are now recorded, the total 
mortality being 25 per cent.; this figure expresses 
the danger of combined excision of the rectum when 
it is necessitated by the height of the growth or, in 
advanced cases, by the hope of reaching above the 
level of lymphatic spread. The 133 perineo-abdominal 
excisions now referred to represent the first large 
series of this operation: no age limit has been 
observed and the operation has been done with success 
up to the age of 77; 24 cases were aged 65 or over. 
A number of unsuitable subjects on account of 
stoutness or general frailty have come safely through 
the operation and there is reason to hope that with 
Increasing experience a lowering of the operation 
mortality may be achieved. For purposes of com- 
parison the Ministry of Health statistics may be 
mentioned, an operation mortality of 32 per cent. 
being found in 100 collected cases. 

(b) Operabilit rate. No statement regarding opera- 
tion mortality can be regarded as complete unless 
the rate of operability is shown. For instance, if 
a series of cases is chosen in which the borderline 
cases are excluded, the series actually operated upon 
will certainly contain a larger proportion of a cases 
with a resulting advantage to the figure for operative 
mortality and end- results. At St. Mark’s Hospital 
for the years 1921-31 the operability rate was 
54 per cent.; during 1934 the rate was 53 per cent., 
and for 1935 it was 60 percent. This high operability 
rate was achieved partly by judicious selection of 
operation—i.e., perineal excision for lower third 
tumours, perineo-abdominal excision for advanced 
and upper third tumours, and partly by the policy 
of not rejecting any borderline case as inoperable 
without an exploratory laparotomy. 


SURVIVAL RATE 


The five-year survival rate has now been worked out 
for cases of perineal excision operated upon in 
St. Mark’s Hospital subsequently to the adoption 
of pathological grouping and not later than October, 
1931 (Table III.). 

TABLE III 


Results of Perineal Excision on a Five-year Basis 


Untraced 
r Operation and died Alive at 


of growth. survivals. | of other 5 years. 
causes, 
Group A 30 2 26 
» B 50 7 28 65 
» C 62 5 13 23 
Total 142 14 67 52 


Apart from the fair figure of 52 per cent. of five-year 
survivals for all three groups combined, this Table 
shows the remarkable figure of a 93 per cent. survival 
rate for A cases. A result such as this cannot be 
without significance: it must assuredly be an index 
of what can be achieved in a larger series of A cases, 
and should serve as good propaganda in favour of 
early diagnosis, and earlier submission of suspected 
cases to skilled examination and surgical treatment. 
It has been shown (Table I.) that the a cases constitute 
15 per cent. of operable cases; this means that if all 
cases, operable and inoperable, are taken together, the 
A group would form less than 10 per cent., which is 
a sadly low percentage and is capable of improvement. 

In young subjects the prognosis of rectal cancer is 
much worse than the average; this aspect of the 
disease has been reported on by Rankin and Comfort 
(1929). That in young subjects only a small propor- 
tion prove to be operable is due no doubt to the 
rapidity of the growth and late diagnosis. The cases 
treated by resection show an increased proportion 
in the c group, and a higher percentage of Grades 3 
and 4 by Broders’ classification. The occasional 
good result however should encourage radical 
treatment, and the St. Mark’s records show the names 
of five patients under 35 years of age who have 
survived the five-year period. 


UNFORESEEN FACTORS 


Under certain conditions a good prognosis may 
be invalidated unexpectedly :— 

1. In the course of extrarectal spread there may 
occur a malignant invasion of one or more of the 
superior hemorrhoidal veins with risk of malignant 
emboli reaching the liver by the blood stream. This 
introduces an element of chance in every radical 
operation, for even when the liver feels smooth, 
central secondary deposits may already be present, or 
emboli may be set free during the operative 
manœuvres. 

2. A second carcinoma independent of the rectal 
growth may be present in the colon above the level 
reached by an excision of the rectum, or it may 
develop subsequently ; this has happened on several: 
occasions after perineal excision, the new growth 
arising in the blind loop of pelvic colon between the 
colostomy and the pelvic floor. 

3. Malignant disease in other organs is known to 
have brought about the death of five patients in the 


N 
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St. Mark’s Hospital records after a successful excision 


of the rectum: thus two A cases have died from 
carcinoma of the ovary and thyroid respectively ; 
a B case from carcinoma of the larynx; one case 
has died from primary carcinoma of the lung more 
than five years after perineal excision, and another 
from carcinoma of the breast more than four years 
after perineal excision. 


CONCLUSIONS 


A thorough general and local examination is 
necessary to decide whether or not the patient is 
fit to stand the operation of excision of the rectum 
for cancer. Slightly more than half the cases prove 
to be operable when first examined by the surgeon. 
The prognosis for patients who have been treated by 
rectal excision depends on the extent of spread of 
the tumour. This can be decided by pathological 
examination of the excised specimen, and it may 
be said with confidence that in the a type of case 
the malignant disease is completely eradicated by 
rectal excision, and the prognosis may be described 
as excellent. In the B type of case the majority of 
the patients have no further recurrence of the disease 
but a few die from pelvic or hepatic metastases ; 


those cases in which the peritoneal surface of the 
growth has become ulcerated are liable ultimately 
to show signs of peritoneal dissemination, but on the 
whole the prognosis may be described as good for 
B cases. For the 0 type of case with glandular 
metastases the prognosis is doubtful; in any given 
case it is important to decide whether ‘only the 
regional lymphatic glands are affected or whether 
the glandular spread has extended up as far as the 
point of ligation of the hsmorrhoidal or inferior 
mesenteric vessels. Finally it may be noted that 
the prognosis is always relatively good in the tumour 
which falls into histological malignanoy Grade l, 
whereas tumours of Grade 4 usually grow very rapidly 
and lead to death in a few months. 

The statistics in this paper are obtained from the 
Cancer Follow-up Scheme of St. Mark’s Hospital, 
which scheme has been financed by the Medical 
Research Council since 1922. The section dealing 
with pathological investigations and their relation 
to prognosis has been written in collaboration with 
my colleague Dr. Cuthbert Dukes, to whom I am 
indebted for the figures shown in Table I. 

| W. B. GABRIEL, M. S., F. R. C. S., 
Surgeon to St. Mark's Hospital. 


POST-GRADUATE LECTURES 


DvRING the past month we have published extracts 
from, or abstracts of, eleven of the lectures delivered 
at London teaching schools during the autumn post- 
graduate courses. Resuming the series after a week’s 
interval we summarise the addresses given by 
Mr. Patterson at the London Hospital and by Dr. 
Sheldon at King’s. | 


HOARSENESS 
(MR. NORMAN PATTERSON) 


HOARSENESS may be a fleeting affair due to 
temporary interference with phonation, caused for 
example by a foreign body passing through the 
glottis. In acute laryngitis it may last for a few 
days. At birth or soon afterwards, as the result of 
maldevelopment or congenital syphilis, hoarseness 
may arise which persists throughout life. 

Hoarseness may be periodic or vary in character 
from time to time. Many different degrees are met 
with, ranging from the raucous voice of chronic 
alcoholism to the soft whisper of functional aphonia. 
Serious deterioration in the singing voice, especially 
in tenors and sopranos, may be caused by conditions 
which would have no effect on ordinary speech. 
Hoarseness is nearly always due to some affection of 
the vocal cords, but the voice may be altered by 
changes elsewhere; for example, nasal obstruction, 
altered conditions in the soft palate and p ; 
and tracheal obstruction. Correct functioning of the 
cords depends on several factors. The slightest 
irregularity on the edge of the cord caused by an 
almost invisible nodule such as a singer’s node, 
uniform thickening of the cord due for instance to 
chronic 1 gitis, interference with movements at 
the crico-arytenoid joint—perhaps the most important 
„joint in the whole body—may cause changes in the 

voice. : 

Sometimes inflammation spreads to the internal 
tensor muscles and during phonation the cords fail 
to approximate, leaving an elliptical gap. This allows 
air which ought to be employed in voice production 


to escape, a condition known as phonative waste.” 
The same thing happens where a cord is completely 
paralysed.’ Although the larynx of a hoarse patient 
may appear normal on examination, it is very unwise 
to make the statement that there is nothing the 
matter. Conversely, marked changes are sometimes 
present without causing hoarseness. Abductor 
paralysis may have developed, but so long as the 
adductor muscles remain active the voice will remain 
unimpaired. Sometimes in cases of complete paralysis 
of one cord compensation has taken place and the 
patient may speak and even sing normally. An 
ulcer or tumour may be present on the epiglottis, 
ary-epiglottic fold, or below the cord without causing 
any change of voice. 
As is the case with many machines, lubrication 
plays an important part. The ventricles, which 


contain many mucous glands, pour their secretion 


on to the upper surface of the cords. Diminution in 
the supply of mucus causes dry laryngitis which ö 
sometimes associated with some general condition 
such as diabetes. Mucus or muco-pus may descend 
into the larynx in such conditions as nasal sinusitis, 
or adenoids, or excessive secretions may ascend from 
the lower air passages in bronchiectasis, and other 
lung diseases. The voice will be muffled and phiegmy, 
and if there is accompanying laryngitis it will be 
hoarse. Sometimes the secretions dry and fom 
crusts of considerable size which cover the cords and 
interfere with phonation. Such cases are generaly, 
but not always, associated with crusting in the no# 
(ozena). I have seen this disease when limited to the 
larynx cured in a child by the removal of adenoids. 
I shall consider very briefly some diseases M 
which hoarseness is an important symptom. 
Cancer of the larynx originating on the voos 
cord is worthy of special attention. No patient 
over 40 should be allowed to suffer from hoarsenes 
for more than a month without a laryngeal examin 
tion being made by an expert. The condition 3 
much more common in men but it may occur 2 
women, and it is sometimes met with in compart 
tively young people. Patients with cancer of thé 
are frequently treated for months with gargle 
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and inhalations, and the opportunity of removing a 
tumour in its early stages is lost. This is a tragedy 
of the first magnitude, for cancer of the vocal cord 
when diagnosed early can be operated on with 
lasting success in 70-80 per cent. of cases. Can 
comparable results be obtained in any other region 
of the body ! | 

In laryngeal tuberculosis the voice is generally 
weak. Definite huskiness may be observed although 
the laryngeal changes amount to no more than 
slight anemia or unilateral or patchy congestion. 
Sometimes the cords fail to approximate on phonation 


and the condition is liable to be diagnosed as one of. 


functional aphonia. Characteristic tuberculous lesions 
may be present in the larynx, when the most expert 
physician can find no evidence of disease in the 
chest. In tuberculosis affecting the right apex and 
pleura paralysis of the corresponding cord may occur. 

Lupus of the larynx, which if it affects the cords 
will also cause hoarseness, generally follows nasal 
lupus; the laryngeal disease responds more readily 
to treatment. True tuberculosis begins in the lungs 
and is never primary in the Later on the 
pharynx may become affected. The higher up the 
lesion in genuine tuberculosis the more serious it is 
and the more difficult to cure. 

Syphilis is a fairly common cause of hoarseness. 
The inherited form may appear shortly after birth or 
at puberty. In adult patients secondary or tertiary 
lesions give rise as a rule to characteristic appearances, 
and syphilitic manifestations may occur elsewhere. 

In differentiating between malignant disease, 
tubercle, and tertiary syphilis, examination of the 
sputum and blood will prove a helpful diagnostic aid. 

Various innocent tumours, and swellings due to 
chronic inflammation, can produce hoarseness. The 
diagnosis between these and more serious conditions 
may present considerable difficulty. Organic disease 
affecting nerve centres in the medulla or nerve- 
fibres passing from these centres to the laryngeal 
muscles may give rise to dyspnea or dysphonia. 
Medullary lesions generally cause bilateral paralysis, 
lesions in the course of nerve-fibres paralysis on the 
same side. Diagnosis is facilitated by an accurate 
knowledge of the relationships of the various medullary 
nuclei and of the nerves which spring from the cells 
of these nuclei. Lou will remember that in the 
neck the vagus which carries motor and sensory 
impulses to the lies in fairly close proximity to 
the sympathetic chain and to the phrenic. Associated 
paralysis is a fairly common phenomenon and the 
nature of the combination of nerves affected may 
indicate the situation of the lesion. In some grave 
conditions the key to diagnosis may be forthcoming 
after a laryngeal examination. I may instance such 
diseases as locomotor ataxy in which laryngeal 
symptoms may develop years before any others, 
aortic aneurysm, and cancer of the esophagus or lung. 
It is well known that laryngeal paralysis may follow 
an operation on the thyroid gland; it is not so 
generally recognised that long after an apparently 
successful operation for cancer of the breast paralysis 
of a vocal cord may indicate metastases in the 
mediastinal glands. 


ABDOMINAL TUBERCULOSIS IN 
CHILDHOOD 


(DR. WILFRID SHELDON) 


Ware the diagnosis of many other diseases has 
been simplified by new methods of investigation, the 
diagnosis of abdominal tuberculosis remains strictly 
clinical. | 


The great majority of the cases are the result of 
infection with the bovine type of tubercle bacillus, 
the bacilli reaching the abdomen through the medium 
of raw cow’s milk and to a less extent in cream, 
which probably accounts for the fact that the condi- 
tion attains its highest incidence in the second year, 
at a time when cow’s milk is still the main consti- 
tuent of the diet. That a small proportion of the 
cases are due to infection with the human type of 
bacillus is not to be wondered at, for of course milk 
may be infected from human sources. Moreover, 
children with intrathoracic tuberculous lesions often 
cough up sputum which they swallow instead of 
spitting out, and so secondarily infect the abdomen ; 
in fact it is quite common to find at the post-mortem 
examination of a child who has died from intra- 
thoracic tuberculosis, lesions of more recent date in 
the intestines or mesenteric glands. 


PATHOLOGY 


The pathological events in the abdomen can best 
be visualised under the three headings of intestinal 
ulceration, tabes mesenterica, and peritonitis. 

Intestinal ulceration is found in about a fifth of 
the cases. When ulcers form they are usually to 
be seen in the lower end of the ileum, often com- 
mencing in Peyer’s patches, and spreading in a cir- 
cular fashion round the bowel. In severe cases they 
may coalesce and give rise to destruction of large 
areas of that very part of the mucosa where the 
products of digestion are chiefly absorbed. Perfora- 
tion of a tuberculous ulcer leading to septic peri- 
tonitis is quite exceptional, probably because before 
perforation can take place the affected portion of 
intestine has already become shut off by adhesions 
from the general peritoneal cavity. ° 

Tabes Mesenterica.—Tuberculosis of the mesenteric 
glands is the most common form of abdominal tuber- 
culosis to be found post mortem. The glands first 
affected are as a rule those that drain the lower end 
of the ileum, and are therefore situated in the lower 
end of the mesentery in the right iliac fossa. The 
infection may spread thence to involve glands higher 
up the mesentery, or the para-aortic chain of glands 
may become affected, and occasionally the process 
may reach as high as the mediastinal glands. When 
the mesenteric glands over a large area are involved 
the lacteals may become so obstructed that the 
absorption of fat from the intestine is interfered with, 
and the stools then become as fatty as the stools in 
coeliac disease. In many cases the glands heal by a 
process of fibrosis and calcification ; in others they 
become adherent to neighbouring coils of intestine, 
and, even years after healing has taken place, the 
adhesions may give rise to symptoms of intestinal 
obstruction. Lastly there is a danger that the 
glands may soften, and their contents leak into the 
peritoneum to cause tuberculous peritonitis. 

Tuberculous Peritonitis.—Infection of the peri- 
toneum gives rise at first to the formation of miliary 
tubercles, to which the peritoneum may react by 
the production of a serous effusion. When the 
infection has been a mild one, the gradual absorption 
of the ascitic fluid may coincide with recovery, but 
more often as the fluid disappears the intestines 
become matted together into a conglomerate mass— 
plastic tuberculous peritonitis. The more severe 
cases omit the ascitic stage, plastic peritonitis being 
the first evidence that the peritoneum has become 
involved. Occasionally, owing to previously formed. 
adhesions, tuberculous peritonitis develops only 
locally. An abscess then forms, and is usually 
situated in the right iliac fossa. 
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SYMPTOMS 


The symptoms are most conveniently considered 
under the same headings as the pathological events, 
but it must be understood that the various stages 
may overlap, and the physician must be prepared 
to find any combination of them in one and the 
same child. 

Tuberculous Enteritis.—The onset is insidious, and 
the child is brought on account of abdominal pain, 
diarrhoea, or loss of flesh. The pain is colicky, and 
situated round about the umbilicus. The stools 
tend to be loose, and may contain pus and blood, 
and the tubercle bacillus may be recovered from them. 
The general effects of tuberculous infection are 
generally prominent—loss of flesh is rapid and obvious, 
the temperature shows a daily swing over several 
degrees, and flushing of the cheeks and sweating are 
usually present. On examination the abdomen is 
reminiscent of typhoid fever—it is tumid, a little 
resistant, and diffusely tender. 

Tabes Mesenterica.—This, the commonest form of 
abdominal tuberculosis, has the least conspicuous 
symptoms and signs. The first complaint is likely 
to be abdominal pain of a niggling vague character, 
localised, if anywhere, to the region of the umbilicus, 
and not particularly related to the taking of food. 
By the time the child is first seen these pains have 
been present for several weeks, and the weight 
has either been stationary or may have dropped 
a little, the appetite has been poor, the bowels 
have been alternately loose or constipated, and 
the temperature has been raised a degree or two. 

There is one essential physical sign—the glands 
are palpable. They are most likely to be felt in the 
right iliac foss¢ as small slightly movable pellets, 
the size of an acorn, and they may be a little tender. 
‘There is often real difficulty in telling them from 
fecal masses; the latter can sometimes be indented 
by firm palpation, but it is unwise to try to indent 
a tuberculous gland for fear of rupturing it, and 
often a final opinion must be deferred for a week or 
so while a course of laxatives is given, for if at the 
end of this time the pellets have moved or disap- 
peared, the fear of glands can be excluded. Occa- 
sionally the glands are situated below or to the left 
of the umbilicus, and I have found them between 
the umbilicus and the left costal margin. 


Tuberculous Peritonitis.—The ascitic form seldom 
presents much difficulty, for ascites which has arisen 
insidiously, is, in a child, almost always due to tuber- 
culosis. Loss of flesh, fever, and a history of abdominal 
pains and a failure of nutrition for some weeks pre- 
viously afford corroborative evidence. 

The outstanding feature of the plastic form of 
peritonitis is the “‘ doughy” feeling of the abdomen 
when it is palpated. The abdomen is swollen, slightly 
tender, and diffusely resistant so that structures 
within cannot be felt. The impression is as though 
the abdomen has been tightly packed with cotton- 
wool. The omentum tends to become bunched up 
into an adherent mass lying across the epigastrium, 
where it may be felt as a sausage-shaped tumour. 
It can be distinguished from the liver by the fact 
that it has an upper as well as a lower border, and 
from the much less common tumour of a chronic 
intussusception in that it does not undergo periodic 
hardening, nor is accompanied by peristalsis. 

The general symptoms of tuberculous infection 
are a8 a rule prominent in the plastic form of peri- 
tonitis. The temperature is high and swinging, there 
may be much sweating, and there is a striking loss 
of flesh. 


Auæmiliar) Eæaminations.— There are three in num- 
ber. (1) When there is tuberculous enteritis, exami- 
nation of the stools may show the presence of tubercle 
bacilli. (2) X ray examination of the abdomen may 
be undertaken with the object of demonstrating 
tuberculous glands, although these will only show 
if they have already begun to heal by calcification, 
and therefore a negative X ray picture cannot be 
taken to exclude the diagnosis. 
tuberculin test may also be used. It consists of the 
intradermal injection of 0-1 c. om. of 1: 1000 tuber. 
culin. Stronger dilutions of tuberculin are often 
used, but there is a risk that they may set up a severe 
reaction, and it has been my experience that more 
help is to be gained by keeping the tuberculin at 
as weak a strength as 1:1000. A positive reaotion 
develops in 24-28 hours as a raised cedematous red 
area at the site of inoculation; the swelling lasts 
for four or five days, and some staining of the skin 
may remain for a few weeks. In general terms a 
positive reaction during the first three years of life 
may be taken as corroborative evidence of the 
presence of an active focus of tuberculosis, but after 
this age it merely means that the child has at some 
time been infected with the tubercle bacillus, and 
does not necessarily imply that the symptoms under 
consideration are due to tuberculosis. A negative 
reaction is of much value in helping to exclude tuber- 
culous infection, provided that it is borne in mind 
that the reaction is likely to become negative in the 
event of acute tuberculous disease such as tuber- 
culous peritonitis or miliary tuberculosis. 


TREATMENT 


The two essentials are rest and fresh air. To 
begin with rest should be absolute, the child spending 


all day in bed, and it is an advantage to obtain the 


services of a trained nurse. The period for which 
rest should continue may be judged by the tempera- 
ture, the pulse-rate, and the sedimentation-rate of 
the red cells, for convalescence should not begin 
until these three have fallen to normal limits. With 
regard to fresh air, the child should spend as much 
of the day as possible out of doors on a balcony or 
in the garden. The clothing needs to be warm but 
light, and the child should not be muffled up too 
much; indeed, there is every advantage in allowing 
short exposures of the trunk and limbs to the sun 
and air. The diet must be as nourishing as the 
child’s appetite will allow, but roughage,“ including 
articles of diet which contain an indigestible cellulose 
residue, should be omitted, for if the mucosa is 
ulcerated they could do nothing but harm. As to 
drugs, cod-liver oil and malt, creosote M } with malt, 
or equal parts of syrup of the iodide of iron and 
malt, may all be usefully employed. Intestinal anti- 
septics such as ss lol (gr. 1) or iodoform (gr. ) may 
also be given. The inunction of drugs into the 
abdominal wall, such as cod-liver oil, mercury, or 
iodoform, has been recommended, but to massage the 
site of the disease is inconsistent with complete rest ; 
and, moreover, there is no good reason to suppose 
that a drug rubbed into the anterior abdominal wall 
is any more likely to reach glands situated on the 
posterior abdominal wall than would inunctions 
over other parts. a 


A wide trial has been made of injections of tuber- 
culin. It is important to give small doses, beginning 
with 0:00001 mg., and provided that this does not 
give rise to any reaction, to repeat the injections 
at ten-day intervals; but in my experience this 
treatment seems to have made little effect. 
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SPECIAL ARTICLES 


PULMONARY TUBERCULOSIS IN 
INDUSTRY 
INCIDENCE AND AFTER-HISTORY 
AN ANALYSIS OF 3755 CASES 


By H. H. Basurorp, M.D., M. R. C. P. Lond. 
MEDIOAL OFFICER TO THE POST OFFICE ; AND 


W. L. Scorr, M.C., M.D. Glasg. 


SECOND MEDICAL OFFICER TO THE POST OFFIOE 


Ir cannot be claimed that the Post Office is repre- 
sentative of industry at large, but it is numerically 
the largest employer of labour in this country, with 
a total staff of some 185,000 men and 55,000 women. 
It also embraces a great variety of employments, 
outdoor and indoor, manual, technical, and clerical. 
Its. experience, therefore, in the incidence of pul- 
monary tuberculosis, and in the after-history of cured 
or arrested cases that have returned to duty, may 
perhaps be of some general interest. As regards 
incidence rates, those to be quoted are in respect of 
the established staff of about 121,000 men and 
35,000 women, all of whom have been subjected before 
establishment to a very thorough medical examina- 
tion. But, on the other hand, they have all been 
between the ages of 16 and 60, which embraces the 
period of life during which pulmonary tuberculosis 
is most likely to manifest itself, -~hereas.incidence 
rates reported for the community at large must be 
based upon a population including very large numbers 
of persons below and above these ages, in which the 
occurrence of pulmonary tuberculosis is relatively 
uncommon, and must therefore, to a considerable 
extent, be diluted by these. Between the years 
1914 and 1935, the incidence rate of pulmonary 
tuberculosis in the established staff of the Post 
Office has in some years been less and in some frac- 
tionally higher than that reported for the whole 


population of England and Wales. The tendency, 
however, in common with recent general experience, 
has been in the direction of a steady decrease; and 
the incidence rate for the year 1936—namely, 1-04 per 
1000 employees—was the lowest in Post Office records. 

As regards the rate of incidence amongst Post 
Office workers in London and those in the provinces, 
the average rate of incidence for the years 1920 to 
1935 inclusive was 1-55 per 1000 employees for 
London, as compared with 1-43 per 1000 for the 
provinces. As between men and women workers, 
the average rate of incidence for the years 1920 to 
1935 inclusive was 1-54 per 1000 of male workers 
and 1-24 per 1000 of female workers. Over the same 
period, the average rate of incidence amongst manual, 
mainly outdoor workers, was 1-92 per 1000 in London 
and 1-56 per 1000 in the provinces, as comparéd with 
1-21 per 1000 for non-manual indoor workers in 
London and 1-06 for non-manual indoor workers 
in the provinces. It will thus be seen that the highest 
rate of incidence has been amongst manual, mainly 
outdoor, workers in London and the lowest amongst 
non-manual indoor workers in the provinces, the 
comparative advantage in the case of the latter 
group being 0-86 per 1000 employees. 


TABLE I.—-Age- distribution of 1848 cases returning to 
work in the years 1914 to 1926 inclusive 


No. of cases. 
Age in years. 
Men Women. 
Under 20 s 35 
Between 20 and 30 420 143 
LL 0 99 40 661 eeee 55 
Over 40 .. és 488 ane 25 


Four cases occurred in earlier years whose ages could not be 
traced. 


Unfortunately, accurate statistics of the numerical 
composition of the whole Post Office staff for the 
observed years, in age-groups, are not available; 
and therefore percentage incidence rates in age- 
groups cannot be given. For what it is worth, 
however, Table I. has been constructed. 


TABLE II.—ANNUAL WASTAGE FOR FIRST TEN YEARS AFTER RESUMPTION OF WORK 
A= Retired, or died of pulmonary tuberculosis. B= Retired, or died of other causes. O= Retired for non-health reasons. 
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Turning to the after-history, in ordinary working 
conditions, of cured or arrested cases of pulmonary 
tuberculosis, it should, perhaps, first be made clear 
that, as long as there is a reasonable prospect of 
recovery to render regular and efficient service, the 
Post Office has been prepared to allow very prolonged 
periods of sick absence, frequently exceeding a year 
in duration. It has been found, however, during the 
last twenty-two years, that the percentage of cases 
of pulmonary tuberculosis able to return to work 
has remained fairly constantly at not more than 50. 
Thus, of a group of 3755 cases occurring in the years 
1914 to 1926 inolusive, the number resuming duty 
was 1848: the after-history of this group during 
the first ten years following resumption of work is 
shown in Table II. 

It will be seen that of this group of 1848 cases 
there had been—ignoring retirements for other 
causes—a further wastage by the end of ten years 
of 775 cases due to recurrent pulmonary tuberculosis, 
and 110 cases due to other forms of ill-health—i.e., 
a total wastage due to ill-health during the ensuing 
ten years after resumption of work of about 48 per 
cent.—an approximately 44 per cent. wastage having 
ocourred during the first six years after resumption, 
and of the survivors, another 16-6 per cent. wastage 
during the next four years. | 

It is usual in the Post Office, on resumption after 
pulmonary tuberculosis, to arrange, whenever pos- 
sible, for a period, often prolonged for several years, 
of regular indoor duty. And, although the climatic 
factor, per se and in most cases, is regarded as con- 
siderably less important than those of personal 
régime and immediate domestic environment, trans- 
fers are not infrequently arranged to country or 
seaside places. Nevertheless experience has shown that 
the subsequent wastage due to recurrent pulmonary 
tuberculosis or other ill-health is somewhat higher 
in the manual, mainly outdoor, classes (male) than 
in the others. us, out of a group of 950 such 
workers, returning cured or arrested in the years 
1914 to 1926 inclusive, there had been a wastage 
of 578, or roughly 60 per cent., as the result of recur- 
rent pulmonary tuberculosis or other ill-health, by 
the end of ten years. Out of a group of 542 light 
manual or clerical indoor workers (male) returning 
cured or arrested in the same period, there had been 
a wastage for these causes of 272, or roughly 50 per 
cent. 

As regards the industrial survival rate amongst 
women workers returning cured or arrested, the 
relatively large number of subsequent resignations, 
not specifically attributed to ill-health—and. many, 
no doubt, for marriage and domestic reasons—tends 
to invalidate any conclusions. Of a group of 231 
such cases returning to work in the years 1914-26 
inclusive, 65 had either died or retired from recurrent 
pulmonary tuberculosis, and 17 from other forms of 
ill-health by the end of ten years, 82 of the group 
being still in the Service at the end of that time. 


Given industrial survival after ten years, however, 
the further outlook would appear to become less 
unfavourable ; and in a group of ten-years’ survivors, 
whom it was possible to observe for another five 
years, there was a wastage, by the end of that period, 
of not more than about 14 per cent., 39 of the subse- 
quent deaths or retirements having been due to 
recurrent pulmonary tuberculosis and 28 to other 
causes. 


CONCLUSIONS 


On the general basis, therefore, of a group of 
3755 cases of pulmonary tuberculosis occurring 


during a period of thirteen years and observed for 
not less than ten, and in some cases for more than 
twenty, subsequent years, it can be stated :— 

1. That of those who incur pulmonary tuberculosis, 
not more than 50 per cent. are able to return to 
work, even after prolonged periods of treatment. 

2. That of those who return there has been a 
further wastage of about 48 per cent., as a result of 
recurrent pulmonary tuberculosis or other forms of 
ill-health, by the end of ten years, the heaviest 
wastage having occurred in the first six years. 

3. That in respect of the incidence amongst them 
of pulmonary tuberculosis, light manual or clerical 
indoor workers would appear to have a slight advan. 
tage over manual, mainly outdoor workers, and a 
10 per cent. advantage in respect of subsequent 
survival in industry after resumption of duty. It 
must be remembered, however, in respect of the 
Post Office, that the years observed have covered 4 
period in which its largest mainly outdoor group, 
namely postmen, has included from between 30 to 
40 per cent. of war-disabled men, a considerably 
larger proportion than in any other single group. 

4. That of cured and arrested cases who survive 
a period of ten years, the wastage due to recurrent 
pulmonary tuberculosis or other forms of ill-health 
at the end of a further five years is reduced to about 
14 per cent. 


We should like to record our thanks to all those who 
have assisted in the collection and preparation of the 
above figures, and particularly to Mr. A. W. Scott of the 
medical branch of the Post Office. 


MEDICINE AND THE LAW 


Heart Disease and Sudden Strain 


A WORKMEN’S compensation case, illustrating a now 
established principle, came before the Court of Appeal 
at the end of October (Hilton v. Billington and 
Newton). Mrs. Hilton’s husband had been employed 
as a lorry-driver. He strained himself last February 
in frequently cranking up a heavy lorry which had 4 
choked carburettor. Severe pain followed, and also 
an attack of influenza. After ten days’ absence he 
recovered and went back to work, but he died on 
April 27th. Post-mortem examination showed the 
heart to be in a diseased condition, so that a sudden 
strain might have caused death at any time, When 
the application came before the Hanley county cout, 
one doctor said that death was directly due to the 
strain of cranking up the lorry. Hilton's own 
doctor gave the following evidence of the condition 
when the patient was about to resume work: 
‘‘ Apparently well recovered when he came to my 
surgery, but heart irregular, heaving impulse.” The 
deputy county court judge said that the heart strain 
might have caused death, but it was one of se 
possible causes and it had not been proved to be 
the effective cause. The Court of Appeal now says 
that the county court misunderstood the doctor's 
evidence. The doctor’s evidence meant that Hilton 
had recovered from the influenza but not from the 
heart disease; the county court judge went wrong in 
thinking that the evidence meant that Hilton had 
recovered from the strain. Lord Justice - Slesser 
pointed out that there was no evidence of the toxic 
effect of influenza on the patient’s heart; the county 
court judge had overlooked the continuity of the 
pain up to the time of death. The medical evidence 
showed that the workman was continuously ill from 
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the day of the strain to the day of his death. There 
was testimony which justified the inference that the 
strain was much more than the ordinary strain of 
work. But the fundamental mistake of the county 
court judge lay in his having asked himself if the 
heart strain was or was not the sole cause of death ; 
the true question was whether it did or did not 
contribute to the death. This principle was laid 
down by the House of Lords in James v. Partridge, 
Jonés and Co. (1933), where a dipper at some iron- 
works suffered from angina pectoris. 

The Court of Appeal was in doubt at first whether 
the Hilton case should not be sent back for a new trial. 
As, however, there was enough material to establish 
that the heart injury was due to the cranking up of 
the lorry and had been a contributory cause of 
death—in the words of the statute, a personal injury 
by accident arising out of and in the course of the 
employment—the Court of Appeal awarded compensa- 
tion to Mrs. Hilton and put an end to the litigation. 


SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


THE NEEDS OF GLASGOW UNIVERSITY 


Sir Hector Hetherington, the new principal of the 
University of Glasgow, has been pointing out that 
some of the departments require larger staffs and that 
financial aid is wanted for the permanent equipment 
and maintenance of the University’s work. In 
addition, there are certain departments, such as those 
of geography and psychology, which ought to have, 
not a lectureship, but a full professorship. The new 
department of chemistry; he told the general council, 
will not only exhaust all the capital there is in sight, 
but will add considerably to the ordinary running 
charges of the University. Glasgow, he said, is the 
only university in the whole country where 
benefactions given for scholarships greatly exceed 
the benefactions given for other purposes. Thus 
during a period of six years Glasgow received £47,000 
for land, buildings, equipments, and endowments, 
whereas in the same period no less than £130,000 was 
received for scholarships which, valuable though they 
are, do not aid the University directly. In contrast 
to Glasgow, Edinburgh received £300,000 in capital 
benefactions, and in addition £100,000 in scholarship 
money. 

ANTISEPTICS 


Presiding at the Cameron prize lecture delivered 
in Edinburgh last week by Prof. C. A. Browning 
of Glasgow, Prof. Sydney Smith remarked that 
previous holders of the prize include Pasteur, Lister, 
Behring, Manson, and Ehrlich. Prof. Browning’s 
title was Therapeutical Antiseptics, but he confined 
himself to the question of chemotherapy and local 
bacterial infections. In relation to their toxic 
properties for bacteria, he said, the acriflavine and 
proflavine compounds were much less toxic for the 
mammalian body as a whole than substances such as 
mercuric chloride. The field of chemical substances 
investigated has been a very wide one. One difficulty 
has been that when small animals are inoculated either 
infection does not take place at all or the animal dies. 
It was found, however, that a good imitation of a 
human wound infection can be obtained by inoculating 
guinea-pigs with diphtheria, and in the treatment of 
such lesions acriflavine has given better results than 
carbolic acid or saline solution. Likewise in experi- 
ments on intraperitoneal streptococcal infections 
it was found that a considerable majority of animals 


treated with acriflavine survived, whereas the 
untreated controls all died. Other observers have 
inoculated wounds with streptococci and found that 
treatment with acriflavine and proflavine is more 
effective than excision of the wound. Prof. Browning 
holds that these antiseptics act by damaging the 
virulence of the organisms and that it is not immediate 
killing of the organisms that is responsible for the 
cure. The flavines are known to be actively absorbed 
into the circulation, but experiments have shown 
that they are not carcinogenic, nor has Prof. Browning 
found that they. inhibit healing process. Blacklock 
has demonstrated active mitosis in sections of wounds 
that have been treated with these dyes. Antiseptics 
cannot be expected to penetrate into the interior of 
cells or into masses of necrosed tissue and they 
cannot be maintained in sufficient concentration in 
the blood to exercise a useful bacteriostatic action 
there ; nor can they be directed to internal organs— 
with one exception, which is the urinary tract. 
Acriflavine- by mouth or intravenously produces 
antiseptic urine in which neither B. coli nor staphylo- 
cocci will survive. Intestinal antisepsis has not been 
obtained. Mellanby tried the effect of acriflavine 
on transportable mammalian tumour and on trans- 
portable fowl sarcoma; the latter, which is believed 
to be due to a virus, was unaffected, while the former 
did not grow on transplantation. 


IRELAND 


(FROM OUR OWN CORRESPONDENT) 


THE VICE-PRESIDENT ON SOCIAL SERVICES 


On Oct. 28th Mr. Sean T. O’Kelly, vice-president 
of the Executive Council of the Irish Free State and 
also Minister for Local Government and Public 
Health, addressed the Dublin Chamber of Commerce 
on Social Services.“ He described the expenditure 
on the school medical service as being, perhaps, the 
most valuable and productive part of the expenditure 
on public health. Public affairs, he said, were beset 
with grave perils which could be averted only by the 
unflagging pursuit of social justice. He recognised 
the importance of voluntary effort in regard to 
social services, and held it necessary that they should 
flourish side by side with statutory effort. To indi- 
vidual initiative and voluntary effort were due 
virtually all the social services conducted under the 
ægis of the State at present. New laws in relation 
to social services were mere machinery; the driving 
force must be found in the spirit of the men and 
women of the country. Speaking of housing, Mr. 
O’Kelly said that at the beginning of his programme 
he estimated the housing need as 75,000 houses ; 
up to the present 35,226 had been provided. The 
curative system of the country in the county and 
district hospitals and similar institutions was under- 
going a real transformation. When the plans as 
regards hospitals had come to fruition he would claim 
that as regards hospitals the country would be 
second to none in the world. Important as were 
curative measures, preventive measures were still 
more important. The real hope of improving adult 
health and physique lay in attacking invalidity at 
its source in childhood. The results of such services 
could not be seen in a day, but in years to come 
their value would be apparent in the diminution in 
invalidity and mortality. He quoted some of the 
findings in the school-children inspected in the city 
of Dublin last year. The number inspected was 
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17,011; of these, 50 per cent. were found suffering 
from dental defects, 23 per cent. from troubles of 
the nose and throat, 24 per cent. from eye troubles 
or defective vision; 3 per cent. from ear defects, and 
17 per cent. had various other defects or disorders. 


AUSTRIAN SOCIETY FOR 
RONTGENOLOGY AND RADIOLOGY 


(FROM OUR VIENNA CORRESPONDENT) 


THis society, which was founded only about 
eighteen months ago, held its first congress in Vienna 
early in September last. 
chosen for discussion were: (1) X rays in relation to 
symptoms and organic function, which was presented 
by Loeb (Graz); (2) clinics and methods of X ray 
cinematography, presented by Dessauer (formerly 
in Berlin, now in Istanbul); and (3) principles and 
development of réntgentherapy, its methods and 
its biological basis, by G. Schwarz (Vienna). The 
introductory address was delivered by Prof. Freund, 
the veteran pioneer of X Tay therapy, 


MAIN DISCUSSIONS ; 


In the first discussion Loeb and Schüller discussed 
methods of cerebro-spinal X ray examinations, 
which have been developed lately by means of 
contrasting fluids. Prof. Léhr (Magdeburg) reported 
on his observations of brain injuries elucidated by 
X rays. Within the last four years he has seen 
900 cases.. He is a staunch supporter of arterio- 
graphy of the brain, on grounds that it enables the 
surgeon and the neurologist to obtain excellent 
information in a very early stage of the pathological 
condition. Dr. Dyes (Würzburg) said that the 
diagnosis of brain tumours by X rays is sometimes 
very satisfactory. Tumours of the lower and posterior 
half of the posterior cerebral fossa produce a dilatation 
of the fourth ventricle, whilst in cases situated in the 
anterior and upper half this ventricle is not affected 
but the other three ventricles show a distension. 
In tumours of the convexity, or of the temporal 
region, the surgeon also obtains a valuable aid to 
diagnosis by using X rays. Nollé (Bonn) and 
Zdansky (Vienna) recorded a study of the variations 
of the volume and size of the heart under different 
conditions of strain and respiration. Increase in 
size might be apparent for days after effort, without 
doing any permanent harm. An interesting paper 
was contributed by Becchini (Salerno) on, anti- 
peristalsis in the normal cesophagus, and by ‘Aprile 
(Rome) on the same subject. Among many papers 
on the stomach and the intestinal canal, an outstand- 
ing one was that by Pape (Vienna) on the 
desirability of exact investigation of the colon and 
the lower portions of the intestinal canal by 
irrigoscopy and air-filling, which offer excellent 
opportunity for gaining rapid information on motility, 


structural changes, and the function of this part 


of the gut. Hryntschak and Merio, both from 
Vienna, and Reimann (Prague) presented instructive 
papers on urography, and Simon discussed functional 
changes in the urinary organs and the lower intestinal 
canal caused by gestation. The constipation and 
the ileus of pregnant women, as well as the pyelitis 
of gestation, could be readily explained by the 
mechanical conditions due to the growing uterus, 
as shown by X rays. An extensive report on 
röntgenology applied in gynecology was delivered 
by Claude Béclére (Paris). 
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Indirect cinematography, which has been developed 
so far that one can now obtain 25—50 films per second, 


was discussed by Janker (Bonn), whilst Reynolds : 


(London) showed wonderful. films of the breathing 
lung, the beating heart, of the csophagus and the 
stomach during swallowing, and finally a film with 
an experimentally produced embolism on a living 
animal. Reynolds pointed out that his method 
allows the study of living organs in motion, without 
endangering the patient by a protracted expobure 
to the effects of X rays. Van de Maele (Brussels) 
demonstrated the apparatus and method of direct 
X ray cinematography and a series of films of diseased 
organs not suitable for examination by indirect 
cinematography—e.g., the gall-bladder, the pyloro- 
duodenal region, and the renal ‘pelvis. 

The principles, development, and biological basis 
of X ray therapy were expounded by G. Schwarz, 
the opener, in a splendid paper with a historical 
review of the subject. 


OCCASIONAL COMMUNICATIONS 


Apart from these discussions important papers 
were communicated on irradiation at one sitting 


by Wintz (Erlangen); satiation therapy by 
Holfelder (Frankfort); fractioned or fractioned- 
protracted irradiation of cancers by Coutard 


(Paris); irradiation of primary pulmonary cancer 


by Popovic (Agram) ; ; X ray treatment of brain 
tumour by Sgalitzer (Vienna); irradiation of 
tumours by currents of extremely high tension by 


Gunsett (Strasbourg); long-distance irradiation by 


Sluys (Brussels); contact treatment by Schaefer 
(Greifswalde); Schaefer’s method in cancer of the 
uterus by Weibel (Vienna); treatment of tumours 
and other conditions with radium by Niedermayer 
(Linz) and Schénbauer (Vienna). 

Wessely, from the clinic formerly under Hajek 
and now directed by Neumann, spoke strongly in 
favour of Coutard’s treatment of cancer of the larynx, 
pharynx, and throat, ‘wherever possible. Wieser 
(Vienna) uses weak irradiation in chronic inflamma- 
tions of brain tissue and nerves, and Goedel (Vienna) 
has obtained excellent results in cases of acute 
mastitis (100-150 r) within three to four days. 
Mayer (Vienna) and Uhlmann (Constantinople) 
discussed the use of radon, which gives good results 
in ulcers caused by X rays. 

A number of papers dealing with the theory of 
radiology was presented to the congress by students 
from ‘Holland, Germany, and Austria. Among 
papers on the irradiation of the reticulo-endothelial 
system, one by Windholz (Vienna) claimed that 
most of these tumours respond readily to the applica- 
tion of X rays. 

Prof. Freund (Vienna) pointed out that professional 
damages to radiologists are less frequent, owing 
to the precautions taken nowadays. Careful control 
of the blood gives a good criterion of the worker's 
condition. Natural or artificial sunlight and 
gymnastics are useful adjuncts in keeping them well, 
and raw milk, liver, kidney, and brain should supple- 
ment the dietary of all X ray workers, staff and 
nurses. 


Guy’s HOSPITAL. —Guy’s Hospital is to increase the 
number of its maternity beds from 21 to 49. This change, 
which will be carried out within the next month, has been 
made possible by the rearrangement of beds in the medical 
block of the hospital. Like the original 21 maternity beds, 
the 28 which are to be made available for this special service 
will be free beds, for either normal or abnormal cases. 
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THE NEW WESTMINSTER HOSPITAL | 


Lord Wigram and the Speaker of the House of 
Commons were on the platform on Monday afternoon 
when Mr. Bernard Docker made a final appeal for 
£250,000 to complete the building fund of the new 
Westminster Hospital. The foundation-stone of the 
hospital was laid in June, 1935, by the present 
King, then president of the hospital, and the appeal 
was made from the shell of the first building to be 
erected. This is the nurses’ home which gives upon 
a wide terrace overlooking St. John’s Garden, a public 
open space within sight of Westminster Abbey and 
the Houses of Parliament. Mr. Docker drew atten- 
tion to some of the features in the planning of the 
hospital ! which will remove old-standing grievances 
about the treatment of hospital patients. Not of 
course that there is much to be said against the 
work that is done at any great London hospital ; 
criticism has been directed mainly against the condi- 
tions under which that work is done, and these press 
as hardly on the staff as on the patients. The new 
Westminster Hospital has twice the ground space of 
its predecessor, and as the hospital will rise to a 
greater height this will provide space for many 
amenities. The room in which accidents and emer- 
gencies are received will be so arranged that no patient 
need see others in suffering. Adjacent to each ward 
there will be a separate room to which moribund 
patients can be removed, and on each ward floor 
will be provided a sitting-room for anxious visitors 
summoned to attend by day or night in critical cases. 
The out-patient department will be roomy enough to 
provide for prompt and complete classification. 
New out-patients will go to a clearing station where 
they will be rapidly examined by full-time medical 
officers, and then transferred at once for detailed 
examination or immediate treatment to the proper 
department on a higher floor. All patients, whether 
ward patients or out-patients, will come under the 
particular medical and nursing administration respon- 
sible for that disease or injury, thus ensuring con- 
tinuity of treatment and interest. The bulk of out- 
patients will have appointment cards for the appro- 
priate hour and place of their visit. These features 
are all logical developments of what is aimed at 
elsewhere when space is available, but one feature 
of the hospital is perhaps unique. There is a covered 
road, 24 feet wide, traversing the hospital from 
Horseferry-road to Page-street with a pavement on 
each side like an alimentary canal. This will give 
warm and snug access to the seven separate entrances 
by which the hospital is approached. Not only will 
It facilitate the access of doctors, nurses, patients, 
and technical staff to their respective sections, but 
ambulances will in future transfer patients under 
cover instead of exposing them to outside weather 
conditions. It is a sign of the times in which we live 
that this covered road will serve another purpose 
how regarded as essential in a district of London 
specially liable to attack by air. At either end of 
the covered road it will be possible to erect at short 
notice double doors constituting an air-lock within 
which gas victims can be cleansed from contamina- 
tion and so transferred to the hospital for shelter 
and treatment. Throughout the hospital windows 
will be made of a material to protect patients as far 
a8 possible from the risk of splintered glass, and all 
the rooms below a certain level in each wing will be 
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problems of the day. 
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supplied with fresh air from an air-conditioning plant. 
The new Westminster, said Mr. Docker, is entitled 
to be called the first gas-proof hospital.“ 


NUTRITION IN THE COLONIES 


Last April a circular dispatch was sent by the 
Secretary of State for the Colonies to all British 
Colonial Dependencies, in which he invited particular 
attention to the steps that might be taken to promote 
the application in the Colonial Empire of modern 
knowledge of nutrition. The Prime Minister has now 
appointed a committee of the Economic Advisory 
Council which will review the replies received to 
this dispatch and make recommendations about the 
action to be taken upon them. This committee, 
which will also advise generally how best to promote 
the discovery and application of knowledge in this 
field, is to meet under the chairmanship of Earl 
De La Warr (Parliamentary Under-Secretary for 
the Colonies), and its fourteen other members include 
Dr. E. P. Cathcart, F. R. S. (regius professor of physio- 
logy at Glasgow); Dr. J. M. Hamill (a senior medical 
officer of the Ministryof Health); Dr. Edward Mellanby, 
F. R. S. (secretary of the Medical Research Council); 
Sir John Orr, F. R. S. (director of the Rowett Research 
Institute); and Sir Thomas Stanton (chief medical 
adviser to the Secretary of State for the Colonies). 

In the circular dispatch, which is now published 
for the first time (price 2d.), Mr. J. H. Thomas, 
then Colonial Secretary, spoke of the great poten- 
tialities of improved nutrition—affecting not only 
public health but also the economic and agricultural 
„For instance, if in the United 
Kingdom alone the average consumption of milk a 
head a week increased from its present low level of 
2? pints to 4 pints (a figure still well below what 
medical opinion regards as adequate), not only would 
the health of the nation be very greatly improved 


but also it has been estimated that it would be 


necessary for 800,000 more cows to be kept—with 
results which would be far-reaching to agriculture not 
only in this country but in the Dominions and the 
Argentine and indeed throughout the world.” From 
the public health aspect, he continued, there can be 
little doubt that every part of the Colonial Empire 
would benefit from an improved nutrition of its 
peoples, while from the economic and agricultural 
aspect increased attention to dietetic needs might 
well lead to an amelioration of some of its local 
economic problems. Important work was being done 
in Nigeria, the Straits Settlements, Uganda, and 
elsewhere, but some of the knowledge gained went 
unrecorded or was inaccessible, while in some 
Dependencies medical knowledge might not be fully 
reflected in agricultural, veterinary, educational, and 
other aspects of government policy. Recommending 
a comprehensive survey of the situation in each 
Dependency, Mr. Thomas remarked that although 
there could be no sudden change of dietary habits the 
alteration of European diets during the past fifty 
years showed that there was nothing immutable 
about them, and that they were determined less by 
choice and instinct than by economic necessity. 
Finally, in reviewing the agencies that can be 
employed in making useful changes, he pointed out 
that the tariffs of Colonial Dependencies ought to be 
framed in such a way as to encourage the consumption 
of valuable foodstuffs. ‘‘ Often it happens that tliose 
articles whicli are of high nutritive value are among 
those contributing most highly to customs revenue.“ 
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Under this heading appear week by week the unfettered thoughis of doctors in 


various occupations. 


Zach contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index. 


FROM A DOCTOR IN RETIREMENT 


I 


EVEN a retired country doctor must get his hair 
cut occasionally, unless he be completely bald. 
The periodic visit to the barber makes a good reason 
—or if you will excuse—to go to London. Strongly 
as I hold that those who live in the country should 
deal locally—and every retired country doctor has 
reason to be of this opinion—I prefer to offer my 
head to the scissors of a London hairdresser than 
to those of our local barber, and this in spite of a 
notice which has recently appeared above his shop- 
window describing him as a hair specialist.“ But this 
is the age of specialisation. Every Jack-of-all-trades 
is become a specialist. Mr. Gale who keeps the 
village shop which sells cheap shirts, workmen’s 
overalls, caps, ready-made suits, and hob-nail boots 
is now a footwear specialist” ; and even the 
proprietor of the small milliner’s shop appears to 
have taken a diploma of “corset specialist.” All 
this self-approbation may be just an attempt to 
counter the age-long disbelief in the ‘‘ prophet in his 
own land.” No man appreciates this contempt of 
the local prophet more than the country doctor. 

To many a well-to-do country patient the doctor 
in practice in some other town or village a few miles 
away is sure to be more clever and to have kept 
himself more up to date than the local practitioner. 


x x * 


The great bugbear of the village doctor is that he is 
always in view of his patients; his washing, if the 
simile is allowable, is always hanging up on the line 
in full sight of the public. But worst of all are his 
failures. 
honest ones admit it. Even Harley- street doctors ” 
are not always successful, but they do not live 
continually in close proximity to their mishaps. 
Personally I owe many things to the outbreak of the 
Great War: some good, some the reverse. First 
amongst the good things I place the opportunity 
it gave me to escape from the daily shame of seeing 
Goss the postman as he limped from house to house. 
He had a badly united fracture of the femur, with 
at least 1 in. of shortening, and in my youthful 
enthusiasm as a newly squatted doctor, I had rashly 
undertaken to treat him, thinking in my innocence 
to thereby score off another doctor in the neighbour- 
hood, an old man and a Scot, and as I learned too 
late a wise one. Now no city doctor could ever 
undergo the mortification which I suffered for three 
years as I watched that postman hobbling about, 
proclaiming to the little world we lived in what an 
utter mess I had made of his leg. No city doctor 
is liable to such daily ignominy. I think if the war had 
not come when it did I should have killed that post- 
man—he had come to play so sinister and so 
malignant a part in my daily life. 


* * * 


As it is the privilege of the retired to indulge in 
reminiscence I will allow myself one more incident, 
Which demonstrates the length to which the belief 
in the skill of any other than the local doctor may go. 
During a winter epidemic of influenza I was greatly 
flattered to be called in to attend a somewhat grand 


Every doctor has had his failures, and all ’ 


lady who lived in a big house in a small town some 
17 miles away. It was an effort having to go so far 
each or every other day, in the winter and on a motor- 
cycle, but the honour and the fees made up for this. 
I generally made the journey in the afternoon, and 
as often as not I would pass on the road the doctor 
for the same town as he drove furiously in the opposite 
direction to attend a rich lady, also suffering with 
influenza, whose house stood only half a mile from 
My Owes * * * 

But I wander from the subject of my hair-cutting 
in London. To get there you can go by train or by 
car. The journey is 50 miles, which takes, from door 
to door, by train two hours and a half, but only one 
and three-quarter hours by car. There is much 
to be said in favour of travelling by train: it is warm 
and comfortable and you can read a book or a news- 
paper, and there could be no question by which means 
to travel if only the train would call at the house and 
deposit us at our destination. As the Southern Railway 
is not obliging enough to do this I generally go by 
car. The journey, like all journeys by road, is s 
mixture of dullness with moments of perilous excite- 
ment. It is not until we enter the Kingston by-pass 
road that the journey becomes in any way interesting, 
for there a certain riddle presents itself. Who are 
the people who voluntarily live in those brand- 
new houses which border the two sides of that noisy 
race track ? Scores of times I have been along that 
road, between the hours of ten and eleven in the 
morning, but not once have I seen a single inhabitant. 
Where are they ? The men, I suppose, are all at work 
in offices in the city, but where are all the women, 
their wives? In bed? Probably, but if so why ar 
all those married women still in bed so late in the 
morning? Because they all are childless and having 
nothing on earth to do they wisely stay in bed. 
These by-pass inhabitants I believe are all childless. 
When they married and settled in their half-dry, 
half-finished houses they knew they must have no 
children, not even tle one spoiled darling which 
to-day makes a family. Again I ask, why ? Because 
there is nowhere to keep a child. The room 
which used, in old-fashioned Victorian houses, to be 
the nursery is in these houses a garage, for the baby 
Austin. But even if there was a nursery and there 
was a baby born to a by-pass home, no sooner would 
it be able to toddle than the little mite would be 
certain to escape from the patch of front garden, 
step innocently onto the track and perish. 

x * * 


These by-pass houses fascinate me. The great 
aim of the builders of them for obviously the services 
of an architect were never employed — is that no two 
should look exactly alike. Each Tudor home, 
ornamented in front by sham oaken laths, must 
be just a little different to the neighbouring Tudor 
homes—except for the price, which is always the same: 
£499 down and instalments to follow. This slight 
difference of design no doubt gives to the owner a 
gratifying sense of proprietorship which the occupier 
of one in a row of twin houses could never attain 
to. How rapidly they build these houses. Going 
up in a morning I have seen a house being begun; 
returning the same evening the roof is being thrown 


| 


THE LANCET) . PANEL AND CONTRACT PRACTICE | [Nov. 7, 1936 1121 


on. Next week I see that the best bedroom is 
finished though not the dining-room beneath it. 
Its ‘“‘olde-world”’ lattice windows already are 
discreetly veiled by art shade curtains, and no 
doubt the happy newly married couple slept there 
last night. The following week all is complete: 
car in garage, and a ready-made garden supplied 
to pattern is there for all the neiglibours to admire. 


But who are the people who choose to live on a by-pass 
road, where the death-dealing traffic roars and hoots 
all day and night? Far far better to live beside a 
railway track than a motor track. Not only are there 
Tudor homes but Cosy Palaces as well, or if you are 
romantically minded you may occupy a “Flat in 
Fairyland ’’—on Wimbledon Common. For me a 
flat in fairyland every time. 


PANEL AND CONTRACT PRACTICE 


Conference Afterthoughts 
RESIDENT STAFF OF HOSPITALS 


Tue report of the I.A.C., dealing with the provision 
of medical benefit of insured persons employed and 
resident in hospitals with restricted medical staffs, 
referred to the fact that last year attention was 
drawn to a provisional arrangement entered into 
between the insurance committee and the local 
authority of a large county (thus was London 
described) for the provision of medical benefit for 
resident insured members of the stafis of L.C.C. 
hospitals. Under this arrangement principal medical 
officers of the county would serve as the nominal 
medical attendants of the insured persons concerned, 
the responsibility for any medical attendance required 
being delegated to other medical officers. The I.A.C. 
was informed by the Ministry of Health that such an 
arrangement was not believed to contravene the 
regulations, and that there would be no relaxation 
of disciplinary or other requirements. The I.A.C. 
disliked the arrangement and endeavoured to find a 
solution which would be applied to the country as a 
whole. It was realised that it would be adminis- 
tratively impracticable to allow doctors unassociated 
with the work of an institution to visit resident 
insured members of the staff. The report referred 
then to the custom for resident staffs to be treated 


without charge by the medical staff and the inevitable 


consequence that the right of an individual employee 
to choose his own doctor was waived. Kent disliked 
this part of the report but their amendment dis- 
approving it was rejected. The I. A. C. has laid down 


eight principles as a basis of discussion with the 


Ministry of Health, who have promised sympathetic 
consideration. They object to the own arrange- 
ments method, which is supported probably only 
by certain hospitals, for under it the hospital takes 
the whole capitation fee but does not necessarily 
assume responsibility for the cost of medical treat- 
ment when the employee is away from the institution. 
The result in the case of one large voluntary hospital 
in London has been that nurses going home on sick 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
OCT. 24TH, 1936 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0 ; 


scarlet fever, 2176; diphtheria, 1279; enteric fever, 
42; pneumonia (primary or influenzal), 894; puer- 
peral fever, 41; puerperal pyrexia, 128; cerebro- 
‘spinal fever, 23; acute poliomyelitis, 19; acute 
polio-encephalitis, 3; encephalitis lethargica, 3; 


dysentery, 26; ophthalmia neonatorum, 98. No 
case of cholera, plague, or typhus fever was notified 


during the week. 


a 
p 


. 


The number of cases in the Infectious Hospitals of the London 
County Council on Oct. 30th was 3020, which included: Scarlet 
lever, 1105; diphtheria, 907 measles, 32; whooping- 


leave have obtained panel treatment by transferring 
permanently to the lists of doctors in the neigli- 
bourhood and then on returning to duty have resumed 
their own arrangements, sometimes in the same 
quarter, so that the unfortunate doctor providing the 
treatment has received about 28. 3d. if he is lucky, 
or nothing at all if he is not. But this particular 
hospital has made own arrangements for drugs 
as well, and so the chemists' fund, receiving nothing 
for these nurses, has had in some cases to provide 
them with drugs. Kent wanted a further two 
principles laid down but the conference rejected their 
amendment. 


DEPENDANTS 


Banffshire proposed, and the conference agreed, 
that tle conference considered that the suggested 
capitation fee of 6s. for domiciliary attendance on 
the dependants of insured persons, as embodied in 
the report on Scottish Health Services, is inadequate. 


Inquiries and Appeals 


The Ministry of Health have declined to adopt a 
suggestion that a further volume of reports of 


inquiries and appeals should be issued. The depart- 


ment did not feel that there would be sufficient 
advantage to warrant the labour and expense 
involved. The Minister will, however, refer in his 
future annual reports to any cases of general interest 
and consequence that may have arisen during the 
year under review. 


Vaccination 


One of the conditions of employment at the 
R.N. Torpedo Factory is that workmen shall be 
vaccinated within 14 days after being engaged. The 
medical officer instructed the men to be vaccinated 
by their insurance doctors and to submit the necessary 
certificate. The Scottish Department of Health were 
consulted by the Scottish subcommittee and eventually 
practitioners were advised that under these or similar 
circumstances a fee could be charged to the insured 
person. 


cough, 330; puerperal fever, 14 mothers (plus 8 babies); 
encephalitis lethargica, 283; poliomyelitis, 3. At St. 
Margaret’s Hospital there were 10 babies (plus 6 mothers) 
with ophthalmia neonatorum. 


Deaths.—In 122 great towns, including London, 
there was no death from small-pox, 2 (0) from enteric 
fever, 2 (1) from measles, 3 (2) from scarlet fever, 
10 (1) from whooping-cough, 48 (12) from diphtheria, 
74 (12) from diarrhoea and enteritis under two years, 
and 47 (13) from influenza. The figures in paren- 
theses are those for London itself. 

The deaths from enteric fever both occurred at Bournemouth. 
Deaths from diphtheria were reported from 25 great towns; 
Hull 5, Liverpool and Salford each 3. 


The number of stillbirths notified during the week 


was 278 (corresponding to a rate of 43 per 1000 total 
births), including 43 in London. 


‘Poa 
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“CORRESPONDENCE 


THE CLASSIFICATION OF PULMONARY > 
_ TUBERCULOSIS 


To the Editor of THE LANCET 


SIR. — The leading article in your issue of Oct. 24th 
(p. 990) on Dr. F. J. Bentley’s report on artificial 
pneumothorax in L.C.C. hospitals directs attention 
to the problem of classification of cases of phthisis ; 
it is to be hoped that this problem will now receive 
further attention.. Dr. Bentley, for lack of any 
group of patients strictly comparable with those 
who have received pneumothorax treatment, has 
perforce to choose as his control the whole of the 
patients treated in a year under the L.C.C. scheme, 
arranged in the usual four classes. This is indeed 
a serious criticism of the official classification. As a 
result his obsérvations give a picture of the value 
of pneumothorax treatment in attacking the whole 


problem of tuberculosis in London for the years 


investigated, but provide no help for the clinician 
faced with a patient apparently suitable for the treat- 
ment, who would wish to know results in similar 
cases. Of 677 cases investigated by Dr. Bentley, 
510 were in Group B.2, an ill-defined collection of 
those who are not in B.1 or B.3. Thus for most of 
his patients we have only a vague picture of their 
clinical condition. Even your approval of the present 


separation of T.B. minus and'T.B. positive cases is 


on physical signs. 


as the old plate count. and coliform test. 


open to criticism, for the label T.B. minus may 
depend on the enthusiasm of the physician in apply- 
ing refined methods of examination such as sputum 
concentration and culture or gastric lavage. 

The more extended use of modern methods of 
investigation, especially of radiography which reveals 
occult cavities and makes clear different types of 
disease, calls for a scheme of classification better 
adapted to its use than the present which is based 
Tuberculosis workers will hope 
that steps may be taken soon to meet this need. 

I an, Sir, yours faithfully, 


F. A. H. SIMMONDS. 


County Sanatorium, Clare Hall, South Mimms, 
Barnet, Herts, Oct. 30th. 


BACTERIOLOGICAL GRADING OF MILK 
To the Editor of THE LANCET 


SIR, —Owing to absence from home, I have only 
now been able to give attention to the annotation, 
on the bacteriological grading of milk, in your issue 
of Sept. 26th, when you published my letter on the 
subject. 

I do not, as you state, contend that ‘‘in spite of 
the favourable conclusions recorded in the recent 
report published by the Medical Research Council, 
this (the methylene-blue) test is inferior to the plate 
count and the coliform test.“ I have no knowledge 
of research and I do not pretend to know anything 
about the scientific side of the work. I look upon 
the subject from the point of view of the practical 
producer of clean milk. 

When the Ministry of Health proposed in their 
Draft Order of Jan. 24th, 1936, to abolish the coli- 
form test, I made these experiments out of pure 
curiosity to find out whether it was a fact that the 
methylene-blue test would be as safe a test for milk 
To my 
surprise, I found. that the methylene-blue test did 
not indicate the presence of Bacillus coli, even when 
manure had been deliberately introduced. It is 
entirely owing to my experiments that the Ministry 
of Health decided to reinstate the coliform test. 


passed. 


Prof. Wilson's summary of the results of the 
thirteen samples tested by him is misleading, for he 
bases his conclusions on a keeping- time of 8} hours 
(winter standard), whereas mine dealt entirely with 
the standard prescribed by the Ministry of Health 
in their Draft Order of Jan. 26th—i.e., 51 hours in 
winter and 44 hours in summer. The report of the 
Medical Research Council may have recommended 
a keeping-time of 8} hours in winter, but the fact 
remains that this is not the standard laid down by 
the Ministry of Health, and it was. upon the condi- 
tions prescribed by their Draft Order of Jan. 26th 
that my. arguments were based. On the 13 samples 
sent 10 would have passed the standard prescribed 
by the Ministry of Health in their Draft Order pub- 
lished on Jan. 26th. - 

I have never attempted to criticise the methylene- 
blue test itself, as I do not pretend to have sufficient 
knowledge to enable me to do so. What I did criticise 
was its adoption by the Ministry of Health with a 
keeping-time of 5$ hours in winter and 44 hours in 
summer—coupled with the abolition of the coliform 
test—as a standard for really clean milk. 

Another sérious disadvantage of the keeping-time 
of 54 hours is that the conscientious producer has no 
knowledge of the actual standard of his milk —i. e., 
he does not know whether it has passed the pre- 
scribed standard without anything to spare, or 
whether it would perhaps have kept eight or ten 
hours. In other words, he does not know whether 
his methods of production are such as to give him a 
good margin of safety, or whether he is close to the 
danger line. With a bacteria count of 30,000 one 
always knew where one stood. For instance, the 
average of the bacteria counts taken of my milk by 
the Ministry of Health during the last twelve months 
is 3190, with no B. coli, which means that I know 
that my methods are resulting in a high standard. 
Under the old Order if a producer received from the 
Ministry a report that his milk showed a bacteria 
count of say 29,000, he would know that something 


Was wrong somewhere, and he would endeavour to 


ascertain where the weakness might be. Under the 
new test he is working more or less in the dark; all 
he knows is that his milk has passed the prescribed 
standard, and he has no idea by what margin it has 
I am, Sir, yours faithfully, 

L. A. Foor. 

White Hill, Berkhamsted, Herts, Oct. 28th. 

P.S.—My last report from the Ministry of Health 
has just come through, it is 1990 with no B. coli. 
I am now allowed 200,000, so that I know I will be 
well within the margin. 


VITAMIN DEFICIENCY AND CHRONIC 
GLAUCOMA 


To the Editor of THE LANCET 


Str,—The following case may be of interest to 
some of your readers. 


A professional man, aged 64, had lived from youth 
onwards on a diet which was probably deficient in vitamins 
and protective substances. He is visceroptotic but enjoyed 
good health, and lived a life of full mental and physical 
activity until 1915 when he developed acute colitis. He 
suffered from diarrhœa with blood (at times) and mucus | 
in the motions for several months, and thereafter inter- 
mittently for several years; all roughage was excluded 
from the diet which was limited to white bread, mil 
(boiled) and milk products, meat, and orange juice. This 
diet was continued until 1928. The diagnosis of hypovita- 
minosis was then made and confirmed by Dr. J. A. Nixon 


milk 
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of Bristol. He looked ill. The skin of the backs of the 


hands and fingers was rough and covered by a fine branny 
desquamation and by many keratoses, two of these hyper- 
keratoses, and the others freckle-like. On the skin of the 
forehead were many small keratoses and one hyper- 
keratosis. The tonsils, which were small and fibrotic 


and of the existence of which he had hitherto not been 


conscious, now became the seat of follicular distensions 
and discomfort. Cod-liver oil and dried yeast were 
now added to the diet which was made more generous 
so as to include all classes of foodstuffs and protective 
substances. A year and more was necessary to obtain 
tolerance for cod-liver oil and some other additions to 
the diet. 

The teeth had always been well cared for and looked 
sound, but in the few years before 1928 several had been 
removed with apical sepsis. Early in 1930 the first 
symptom of chronic glaucoma was noticed in the left 
eye. The disease proved to be very slowly progressive, 
and therefore had probably existed before 1930. The 
left eye was operated on by Mr. Arthur Walbank of 
Bristol in June, 1932. Mr. Walbank has seen and examined 
the patient repeatedly since then, the last occasion being 
two months ago, and has failed to find any sign of glaucoma 
in the right eye. 

The period of greatest vitamin deficiency was 1927 and 
1928. For many years past and up to the present sepsis 
has been present, always in the colon, and until last year 
in the teeth. Two teeth with obvious apical sepsis, 
proved bacteriologically, were removed within three 
months before the glaucoma operation. At varying times 
until last year the thirteen remaining teeth were removed, 
several having apical infection. 

Attention seems of late to have been concentrated 
on sepsis in the causation of glaucoma. The 
glaucoma in this case arose at the time when hypo- 
vitaminosis was marked and, contrary to the usual 
rule that it is a bilateral disease, an expert ophthalmo- 
logist has been unable to find any sign of the com- 
mencement of the disease in the other eye six years 
after its commencement in the first eye. This period 
of six years was a period in which sepsis was present, 
and it was a period of great improvement in the 
general health and the disappearance of the signs of 
vitamin lack. Of the three hyperkeratoses two were 
removed surgically during the years of hypovitaminosis, 
and the third disappeared spontaneously in 1929- 
1930. The skin of the dorsa of the hands is now 
smooth and healthy looking, and has two or three 
small atrophic patches in place of tle freckle-like 
keratosis. The keratoses have entirely disappeared 
from the forehead. A consideration of tlis case 
suggests the possibility that hypovitaminosis, damag- 
ing the integrity of the endothelial cells of the effluent 
drainage channels of the eye, may be a cause of 
chronic glaucoma. 

I am, Sir, yours faithfully, 
Bridgwater, Oct. 30th. Bruce C. KELLY. 


NATIONAL RECOGNITION OF VOLUNTARY 
HOSPITALS 


To the Editor of TE LANCET 


Sir,—While thanking you cordially for your kindly 
reference in an annotation last week (p. 1051) to 
my paper read to the Medico-Legal Society, may 
I comment upon one point. The objection during 
the discussions upon the Paying Patients Bill to give 
further departmental control was well founded. It is 
a measure dealing with one portion of hospital work 
and the subsection which you quote contains a detail 
which is outside normal legislative procedure. No 
doubt there are precedents, but English Acts of 
Parliament usually leave such matters to be dealt 
with by departmental schemes and orders. The 
- proposal that the voluntary hospitals should receive 
National recognition is in an entirely different category. 


There is general agreement that they are an important 
part of a national service. The representatives of the 
Scottish voluntary hospitals pressed the point before 
the Scottish Health Services Committee who, although 
they were not willing to concede all the proposals 
to give expression to it, supported the principle. If 
the contention is sound in Scotland what reason is 
there why it is less valid in England? The medical 
schools are already the concern of a national body. 
It is difficult to find a point of view from which 
objection can be made to applying the same principle 
to the hospitals. There is no need to wait until the 
voluntary hospitals have reached the position of 
the voluntary schools before Parliament embodies the 
principle in the law of the country. Rather would it 
seem to be sound statesmanship to maintain their 
position. Supporters of voluntary hospitals who are 
also railway shareholders may doubt whether your, 
not my, analogy is an encouraging one. The proposals 
of the Scottish Health Services Committee seem to 
present, with the authority of a strong and well- 
informed body, a more hopeful method of dealing 
with the present position in England as well as in 
Scotland.—I am, Sir, yours faithfully, 
C. E. A. BEDWELL, 
. 


THE TREATMENT OF PLEURAL EFFUSIONS 
To the Editor of THE LANCET 


SIR, —At the meeting on Oct. 27th of the section 
of medicine of the Royal Society of Medicine, Dr. 
Burton Wood, while appearing to agree that pleurisy 
with effusion is a manifestation of tuberculosis, 
stated that he was not in favour of exposing cases of 
pleural effusion to further infection, adding (according 
to your report) in a sanatorium for example.“ 
May I protest emphatically against the implications 
of that statement. Sanatorium physicians have been 
gratified that during the last decade general prac- 
titioners have come to recognise more and more the 
tuberculous nature of pleurisy with effusion and the 
need for treatment by the sanatorium régime. 
Whether the percentage of such cases which eventually 
develop phthisis is from 40 to 50 or, as Dr. Burton 
Wood seems to suggest, only 10, the consequences 
are too serious to justify sending any but the slightest 
and most favourably situated cases elsewhere than 
to a sanatorium. 

Whiy should it be necessary to assume exogenous 
infection in a patient who is carrying tubercle bacilli, 
probably in large numbers, on the surface of his own 
lung? Why suspect a sanatorium or tuberculosis 
hospital of infecting one patient from another wlien 
it is recognised to be a rare occurrence for one of the 
nursing personnel to develop plithisis by infection 
from a patient ? The dangers of the course advocated 
by Dr. Burton Wood are illustrated by a patient 
who has just come under my care. 

A man, aged 22, caught “cold and influenza early 
last January. He had a cough and slight blood staining 
of his sputum. On Jan. 25th he was admitted to the 
chest hospital of which Dr. Burton Wood is a physician 
(although not under his care) and was found to have a 
pleural effusion. This was aspirated and replaced by air 
on several occasions, and at the end of two to three months 
the man was sent for six or eight weeks to a convalescent 
home. On returning he attended the same hospital as 
an out-patient until September, when he was readmitted 
with tubercle bacilli in his sputum and an apical cavity 
which seems likely to defy an ineffective pneumothorax. 


Would anyone suggest that this man had been infected 
in the convalescent home or in tlie out-patient depart- 
ment of the hospital. It is, I think, fair to ask whether 
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this patient exposed his fellow patients in the con- 
valescent home to any risk of infection with tuber- 
culosis. Would it not have been better to treat this 
pleural effusion as an early stage of tuberculosis of 
the lungs and to send him to a sanatorium instead 
of to a convalescent home ? 
I am, Sir, yours faithfully, 
JAMES WATT. 
King George V Sanatorium, Godalming, Nov. 2nd. 
To the Editor of THE LANCET 


SR, —As your condensed report of a rather unfor- 
tunately phrased expression of mine at the recent 
meeting of the Royal Society of Medicine, at which 


the treatment of pleural effusions was debated, may 


give a wrong impression I shall be obliged if you 


will allow me to correct it. My remarks, as quoted, 
seem to imply that a sanatorium may be a dangerous 


place for an adolescent suffering from an uncom- 
plicated pleural effusion. My object was to suggest 
that a patient possibly already in a hypersensitive 
condition to tuberculous infection should not share a 
sanatorium cubicle with a bacilliferous case. Though 
I should prefer to treat pleural effusions of this type 
in a ‘“‘ preventorium ” (to borrow an American term), 
the only institution which offers adequate supervision 
and treatment for the working-class boy or girl is 
‘the sanatorium. All that I claim is that even in a 
sanatorium patients suffering from consumption 
should not be brought into intimate contact with 
non-infectious cases. This rule is already observed 
in institutions which admit both pulmonary and 
surgical cases. I am, Sir, yours faithfully, 
Devonshire-place, W., Nov. 3rd. W. Burton Woop. 


AN EMPIRE RHEUMATISM COUNCIL 


THE Empire Rheumatism Council, whose object 
is to organise research throughout the British Empire 
into the causes and means of treatment of rheumatic 
disease, was constituted last week at a meeting held 
in the house of the Royal Society of Medicine, at which 
Lord Horder presided. ‘The Duke of Gloucester, it 
was stated, had accepted an invitation to be president 
of the council. 

Lord Horder, who was unanimously elected chair- 
man of the council, remarked that more knowledge 
about the origins and means of treatment of rheumatic 
disease was urgently needed. This could be attained 
only by a comprehensive and coördinated research 
campaign for carrying on which they would seek to 
enrol the forces of medical science and the help of 
prominent citizens throughout the British Empire. 
Rheumatic disease was one of the most serious 
afflictions of mankind. It exacted a cruel toll on the 
lives, on the comfort, and on the earning capacity 
of the community. In Great Britain it was respon- 
sible for one-sixth of the.total payments necessary 
under the National Health Insurance Act. Taking 
into account its ravages among all classes of the 
community it was probably responsible for one- 
fourth of the total loss to the community from 
illness. In the preliminary negotiations for the con- 
‘stitution of the council he had been encouraged to 
hope for a full degree of success for its work by the 
enthusiastic support of the medical profession, and 
by the assurances of help from the industrial leaders 
of the nation, from the trade-unions, the friendly 
societies and similar organisations. 

The following officers were elected : 

Vice-Presidents.—The Earl of Harewood; Lord Hirst 
of Witton; Mr. J. Spedan Lewis; Sir Henry McMahon; 
Sir Humphry Rolleston, M.D.; Mr. H. Gordon Selfridge. 


Vice-Chairman of Council.—Sir Wiliam Wilcox, MD, 
Trustees. —Sir William Willcox; Mr. A. G. Timbrell 
Fisher, F. R. C. S. 

Executive Committee. Lord Horder; Sir William Will. 
cox; Dr. W. S. C. Copeman; Mr. Timbrell Fisher; Lieut.. 
General Sir Harold Fawcus, M. B.; Dr. H. B. W. Morgan; 

Mr. Spedan Lewis; Dr. M. B. Ray. 

Scientific Advisory Committee. Lord . Horder; Sir 
William Willcox; Dr. Copeman; Mr. Timbrell Fisher; 
Dr. F. J. Bach; Dr. C. W. Buckley; Dr. Fortescue Fox; 
Prof. F. R. Fraser, M. D.; Dr. M. H. Gordon, F.R.8.; 
Dr. Geoffrey Holmes; Dr. A. A. Moncrieff; Dr. d. D, 
Kersley; Dr. E. P. Poulton; Sir Humphry Rolleston; 
and Dr. E. C. Warner. 3 

Hon. Medical Secretary. — Dr. Copeman: 

Organising Secretary.—Sir Frank Fox. ` 

Temporary offices will be opened at 1, Mitre Court 
Buildings, Temple, London, E. C. 4. 
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THE SERVICES |... Tb 
ROYAL NAVAL MEDICAL SERVICE ` 
Surg. Lt. R. W. G. Lancashire to Drake for R. NB. 
ROYAL NAVAL VOLUNTEER RESERVE- 


— 


5 


Surg. Lt. (D) F. E. D. Hallon promoted to Surg. 

Lt.-Comdr. (D). CV 
ARMY MEDICAL SERVICES F 

Col. F. D. G. Howell, D.S.O., M. C., honorary si 
to the King, deputy director of medical services at. A 
Headquarters, India, has been seleoted for promotion 
the rank of major general from March Ist, 1937, and¥o 
be deputy director of medical services, Headquarter, 
Aldershot Command, in succession to Maj. Gen. T. . 
Coates, O.B.E., M. B., honorary physician to the King, 


who is retiring on retired pay. x. ae a 
Col. H. H. A. Emerson, D. S. O., M. B., director of hygiene 
at the War Office, will be promoted to the rank of major 


general (supernumerary), with effect from March 26th, 


1937, and will continue in his present appointment. 

Col. J. W. L. Scott, D. S. O., honorary physician to the 
King, deputy director- general Army Medical Services st 
the War Office, has been selected for promotion to the 
rank of major general from March 26th, 1937, and to be 
deputy director of medical services, Headquarters, Eastern 
Command, in succession to Maj.-Gen. FitzG. G. FitzGerald, 
C. B., D.S.O., honorary surgeon to the King, who wil 
vacate the appointment on completion of four years a8 8 
major general. 

ROYAL ARMY MEDICAL CORPS 

Short Service Commissions: Lts. to be Capts.: M. H. P. 
Sayers, D. P. Stevenson, S. Brown, P. B. Hanbury, G. A. E. 
Harman, G. A. Weir, H. N. Perkins, J. D. Cruickshank, 
P. J. Geoghegan, W. N. J. Clarke, A. H. T. F. Fullerton, 
and T. D. M. Martin. . 

ARMY DENTAL CORPS 

Applications are invited for dental surgeons for appoint- 
ment to 12 commissions in the Army Dental Corps, 
Candidates will be selected for these commissions without 
competitive examination and must be not over the ag 
of 28. Successful candidates will be given short-serme 
commissions for six years, at the end of which period they 


may either retire with a gratuity of £1000 or apply for 


permanent commissions. Full particulars and form 0 
application may be obtained from the Director, Army 
Dental Service, War Office, London, S. W. I. 
TERRITORIAL ARMY 
Capt. J. T. McOuat to be Maj. 
Lt. G. J. V. Crosby, from 5th Bn. Leicester R., to bo 


Capt. f 
ROYAL AIR FORCE l 
Squadron Leader A. Harvey to Directorate of Medical 
Services, Air Ministry, for Staff duties. 


Squadron Leader Andrew Harvey, M.B., B. Ch., B. A. O. Bel. 
1924. was appointed Squadron Leader in October, 1934, and to 
the Central Medical Establishment, London, in February, 1935. 


INDIAN MEDICAL SERVICE 


Lt.-Col. J. B. Hanafin, C.I.E., retires. l 
Capts. to be Majs. : A. Rosenbloom and C. A. Bozman. 
(Continued at foot of opposite page) 
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OBITUARY 


SHEFFIELD NEAVE, M.R.C.P. Lond. 


Dr. Sheffield Neave, who died on Oct. 24th in 
London nursing-home at the age of 83, was a 
aturalist and sportsman who took up medicine in 
niddle life. The eldest son of Sheffield Neave, a 
irector of the Bank of England, Sheffield Henry 
forier was born at Hampstead, educated at Eton 
md at Balliol College, Oxford, where he took a second 
lass in natural science; and it was not until he 
vas 40 that he entered St. Bartholomew’s Hospital 
s a student. He had been attracted to medicine 
all his life, but 
the feeling in his 
family was against 
it. In the mean- 
time he had become 
master of the Essex 
staghounds as his 
father had been 
before him. He 
took seven years 
to obtain the con- 
joint diploma, but 
went on to gain 
the M.R.C.P. only 
two years later. 
He held a house 
appointment at the 
Royal Free Hos- 
pital and assisted 
in the throat 
department at 


St. Bart.’s, then 
DR. SHEFFIELD NEAVE becoming patho- 
[Photograph by Ellioti and Fry logist at Great 


| Ormond-street ; but 
he was soon able to combine his new patho- 
logical interest with his natural bent by an appoint- 
ment as travelling pathologist and naturalist to the 
Wellcome Research Laboratory at Khartoum. This 
was followed by some work on sleeping-sickness in 
the Katanga region of the Congo. When this was 
completed he became assistant physician to the 
Queen’s Hospital for Children, Hackney-road, retiring 
in 1913, but rejoining the staff in 1914 after the war 
had drawn away some of his juniors, and he remained 
on the hospital board of management all his life. 
With the naturalist’s eye for small variations from 


the normal he was especially good at diagnosis.. 


During the war Sheffield Neave held a commission 
in the R.A.M.C., and made a characteristically careful 
investigation of an outbreak of cerebro-spinal fever 
occurring in East Suffolk. But after that formal 
medicine did not play a large part in his life, although 
she read widely and kept himself informed of the 
latest advances. Being a man of financial ability 
he was on the directorate of a number of trading 
companies; he was a good all-round sportsman, a 
great fisherman, and a successful farmer. Dr. Neave 
married in 1878 Gertrude, daughter of Julius Talbot 
Airey, who died last year. He leaves two sons and 
‘two daughters; the elder son who bears his name 
is assistant director of the Imperial Institute of 
Entomology. 


; (Continued from previous page) 
Capt. K. B. Gore relinquishes his temp. commn. 

Lt. E. N. Brockway relinquishes his prob. appt. 

Indian Medical Department.—Sub-Maj. and Hon. 
i Kartar Singh to be Hon. Capt. 


i 


DUNCAN ALEXANDER McCOMBIE, M.B., 
l G. M. Aberd. 

PATHOLOGIST TO THE LONDON HOM@OPATHIO HOSPITAL AND TO 
THE HOSPITAL FOR DISEASES OF THE SKIN, BLACKFRIARS 
Dr. Duncan McCombie, who died in London after 

an operation on Oct. 25th, was the eldest son of 

Alexander McCombie of Aberdeen. He was born 

in Bombay in 1868 and educated at Aberdeen 

grammar school and university. His father’s death 
when he was only 12 years old had a far-reaching 
influence on his career; for though he was able to 
study medicine and take one house appointment at 
the Royal Infirmary, Aberdeen after qualifying in 
1892, he décided for family reasons to abandon any 
idea of scientific. medicine and to enter general prac- 
tice at the first available opportunity. He became 
assistant to a doctor in the East End of London 
and worked in the Commercial-road in this capacity 
and later as junior partner for 18 years. During this 
period he became interested in dermatology, especi- 


ally its pathological aspect, and spent as much of 


his time as he could spare doing voluntary- patho- 
logical work at the Hospital for Diseases of the Skin, 
then at Stamford-street. When he left the East End 
he practised in partnership in Lavender Hill, S. W., 
for a few years, and in 1919 decided to give up general 
practice and devote himself to the specialty that 
interested him. He was made pathologist and sur- 
geon to the V.D. department of the skin hospital, 
now moved to Blackfriars, and clinical assistant to 
the V.D. department of the London Hospital. During 
this period of his life Dr. McCombie went back to 
the study of advanced anatomy and physiology 
with a view to taking his F.R.C.S., of which he passed 
the primary examination and attempted the final. 
It was, however, impossible for him to devote enough 
time to this work, and he reluctantly gave it up and 
with it any intention to compete for an honorary 
staff appointment at the hospital. In 1925 he took 
for a short period a temporary appointment in the 
pathological department of the Welsh National 
School of Medicine, and in the same year was made 
pathologist to the London Homeopathic Hospital, a 
post which he held jointly with that of pathologist to 
the Hospital for Diseases of the Skin at the time of his 
death. Prof. E. H. Kettle, F. R. S., writes: Duncan 
McCombie was a modest self-effacing man whose wide 
scientific interests and range of special pathological 
knowledge were apparent only to his few intimates. 
He was always absorbed in the problems arising from 
his work, and though his hospital appointments were 
officially supposed to take up only part of his time 
it was seldom indeed that he was not to be found in 
one or other of his laboratories. He retained all his 
life not only high standards but the fresh enthu- 
siasm which often passes with the years, and this 
quality, with his generous outlook and receptive 
mind, made it difficult to credit his age. He was 
one who never considered his own interests but only 
the work to be done.“ 

Dr. McCombie married in 1914 Helen, second 
daughter of the late Sir John Craggs, M. V. O., for 
long joint hon. secretary of King Edward’s Hospital 
Fund; she survives him with two young children. 


—— 


MIDDLESEX Hos pPTTATL.— On Oct. 28th a bed 
which has been endowed by nine leading dressmaking 
firms was dedicated in the dressmakers ward of this 
hospital. : 


¢ 
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MEDICAL NEWS 


University of Oxford 


The Rolleston memorial prize has been divided between 
B. G. Maegraith and J. A. Moy-Thomas. The essay sent 
in by M. L. R. Pettersson was of considerable merit.“ 


University of Cambridge 

On Oct. 31st the following degrees were conferred :— 

M.B., 8 I. S. Campbell. 

M. B.—J. F. Dow and J. R. Bodington. 

B.Chir.—* J. G. Warren and H. A. Hamilton. 

* By proxy. 

Dr. J. F. Brock, late medical first assistant at the 

British Postgraduate medical school, has been appointed 
assistant director of research in medicine for five years. 
Dr. J. S. Baxter a university demonstrator in the depart- 
ment of anatomy for three years. 


Royal College of Physicians of London 
At a comitia of the college held on Oct. 29th, with 
Lord Dawson, the president, in the chair, Prof. G. W. 
Watson, Mr. Eardley Holland, Prof. J. A. Ryle, 
Dr. Edward Mellanby, and Sir Arthur MacNalty were 
elected councillors. Dr. Arnold Stott was appointed an 
examiner in medicine to the conjoint board, and 
Dr. Adolphe Abrahams, a member of the committee of 
management of the board. Sir Comyns Berkeley was 
re- elected a representative of the college on the Central 
Midwives Board, and Sir William Willcox a representative 
on the Poisons Board. The president announced that 
Dr. B. E. Schlesinger had been appointed Milroy lecturer 
for 1938 and that the Jenks memorial scholarship had been 
S to Stanley Mitchell Sangster, late of Epsom 
ollege, 
The following candidates were admitted to the member- 
ship of the college :— 


Thomas George Armstrong, L.R.C.P. Lond., sirens ieee 
Arunachalam, M.D. Madras, Abdel Aziz Mohammed 


M.B. Cairo; Arthur Leslie Banks, M.D son tes Ernest Robert 


Beech, M. B. Adelaide, Philip e Bu M. B. Oxon,, 
William Howard Pinney Cant, M.D. Lond., Leris C guad 8 
M.D. Manitoba, J M.B. Oxon., ustat 
El-Diwan N B. O omas Neilson Fraser, M. B. G Glasg., 
aharlal 1015 M.D. Calcutta, William Hewitt Gillesp ple, 
Touls Glick, a Leeds, Jan Lee M. B. Ab erd á 


A 
Hurford, M.D. elt., homes ae Tone Davee L. N. C. P. Lond., 


A ; . N. Misra 
M.D. Lucknow, Annie Mildred Mocatta, M. B. Melb., J oseph 
1 01 Nassim, M. B. Oxon., J amnadas as Chaturbhai Patel, 
M.D. Bombay, Kenneth Murra; Allan L.R Ra Lond., 
Walter Pazaro 5 ps, M. B e John F. Tond., 
Rees, M. D. C Paul Harmer Sandifer, L. R. O. P. Lond., > 
Susilananda Sere en, . E 
M.B. Camb., Edmund Cyril Smith, M.D. Dubl., Jobn David 

Spillane, M.B. Wales, James Sydney Tod Stevens, M.B. Melb., 
Frederick William Ta’Bois, M.D. Lond., Ian Taylor, M. B. Lond., 
Gladys Ward, M.D. Edin., Leonard Roy West, M.B. Adelaide. 


Licences to practise were conferred upon 143 candidates 
(122 men and 21 women) who have passed the final 
examination of the Conjoint Board, and have complied 
with the by-laws of the College. The following are the 
names and medical schools of the successful candidates 


P. A. Allsopp. Middlesex; eer es Game and 
85 2 Anderson, L Arnold, Lond.; 
Bddgeit, Middlesex ; `p Kathleen R. Perens Roy. Free 


and "Wost B. Calcutta and St. Bart.’s; 
H. M. G. Beadnell, ardi ad Guy's ; AnG Bellamy, Camb. 
and St. Thos. ; „ D. W. Pontinok, Camb. an esex ; Vivien 
H. M. Bisley, Roy. Free; L. Biswas, Calcutta and Weat 
Lond.; Irene B. lack, Rhy] Free; Doris M. H. Boon, Halifax 
ot Infirmary; . Prower; iverp. L. D. Brice, Manch. 
and Westminster ; E Burjony, Durh; and West Lond. ; 


H. Davies, Middlesex : T. S. Davies, Westminster; J. G. B. 

De Vine, St. Bart.’s; Sarah Dolinsky Roy. Free and West 
Lond.; ©. D. Donald, Melb.; K. W. Donald, Camb. and 
St. Bart.’ 83 F. S. A. Doran, Camb. and manm V. K. Drennan, 
Liverp. i F. am, Gayesi Embrey, Cardiff ; 
G. N. Faith, St. George's; Flacks, Manon: H. W. 
Guy's 5 J. E. . D. M. T. Gairdner, 

Oxon. and Middl : ardner, , Guy's ; 5 porong Gibson, 

7 an 


5 A. Hai ardift; 
Hale, Cape and St. Thos.; ; G. N. St. J. Hallett, Cam and 
— 


St. Thos.; A. J. Hardy, Westminster; Margaret O. 
and Denise O. Henry, Roy. Free; R. M. Hewat, St. 

F. Hirschman, St. George's; G. t. Th 08.3 MO. 
Manch; Mary John, Punja) n one 
0 ab an est Lon 0 
Camb: and Westminster; H. G. Jones, Middlesex; J. G. Jones, 
Cardiff and St. Mary's; R F. Jones, Liverp. ; W. A. Jones, 
St. Mary’s; A. L. Kauffman, King’s Coll. ; Helen M. Kennedy, 

Roy. Free; A. R. R. Kent, Middlesex ; Dorothea M. 

Ro Free and West Lond.; W.C. Knight, Camb. and St. Bart.’s 
J. Lawson, Liverp. ; 0.. L. Lewis, St. Bart.’ 8 . Li 
Camb. and Lond.; M. A. Loutfy, Cairo and St. Mary’s: G. E 
Loxton, Camb. and St. Bart.’s; L. G. Lyle, Guy's; J. A. V. 
McCrea, Cardiff and Lond.; H. C. Maclaren, Camb. and 


Martin, Oxon. and Middlesex : nnunniamma Matt 
Madras and Edin.; R. T. bante and St. Thos.: M, D. 
Messent, Camb. and 86788 B: J. Moon, Camb. and 


Lond.; Robina M. D. Morrel, Roy. Free; R. F. Murphy, 
Sheff.; A. T. M. Myres, Oxon. and St. Thos.; R. . N. 
Camb. and Guy’s; Muriel L. Newhouse, Roy. W. 8. 
Parker, Manch.; R. W. Parnell, Oxon. and Lond.; 4.7 P. Y M. J. 
Phillips, King’s Coll.; A. D. Picton, Oxon. and King’s Coll.; 
. E. ‘Pike, Middlesex; Fanny Pollecoff, Camb. and Roy. 
Free; P. C. A. Postord, st Thos.; S. W. Pratt, Univ. Ool; 
. Pr ~ Raynes, St. M. gs; Kathleen 
M. Robinson, Roy. Teo: H. Rosenberg, Middlesex; K. G. 
Rotter, St. Bart.’ 8; E. wr fae Univ. Coll.; P. O. Rushton, 
Camb. and Lond.; D. Saunders, Cardiff; T. Savage, Cape 
ana Uny. Coll. ; A. S. "gen King’s le T 28 


J. L. Smith, Camb. and St. Bart.“ A Sheila G. Snook, Roy. 
Free; J. W. Spies Harvard; grade e M. Stacey, Roy. Free; 
H. J. Stammers, s Coll. ; : St. J. Steadman, 
Cross; M. Sternberg, Micdlssex; D. H. Swayne, Oxon. an 
St. George's; R. G. Talwalkar, Bombay and Lond.; J., Thomas, 
Cardiff; J. W. Thompson, Birm. and St. Bart.’s; Claire P. 
Thomson, Manch.; R. L. Tiruchelvam, Singapore's J. D. 
35 Camb. ‘and Wee : J. R. de V. TO 


Ceylon an Middlesex ; P. de p- 1 85 . St. N 
J. Vahrman, St. 5 87 ＋ J. St. Thos. 3G O. W. 
Manch. R. E. D. Wheeler L and A S. Wigfield, Camb. 


and Univ. Coll. 


Diplomas were conferred jointly with the Royal College 
of Surgeons as follows: 


Diploma 575 Child Health. —R. K. Clough, M. Coke, R. E. C. 

Cont horne, R. A. Davar, L. F. Dods, R. Harris, W. Hender- 
son, A. L. Jacobs, Grace E. B Nen r F a er, J. N. 
Morris, S. @. Nim atallah, B L. R ddy, Marjorie 4 
Robson, K. Samson, T. M. J. Stewart, 55 Ma Su. 
Diploma in Public Health.—D. S. Olark Margaret . Coveney, 
Jane Druker, C. R. 85 Greenfield, B. D. ana, H. E. Knott, 
. J. McNally, R. L. Osmaston, 25 Le Simon, J. Singh, 


and D. W. Sen 


Diploma in Anesthetics.—W. Cooper, Mag soe Corfield, 
H. S. Drabble, H. A. Richards, oa Elaine B. S Stocquart. 


Society of Apothecaries of London 
At recent examinations the following candidates were 
successful :— 


Surgery —H. A. Bhuttacharji, Univ. Coll. Hos J. W. 
Cazalet, 5 and West London Hosp. F. T. Fu re. King’s 
Coli. Hosp.; H. W. John, St. Mary and west London Hosp.; 
G. S. Par er, Univ. of Manch. ; J. N. Roberts, Univ. of Camb. 
and Charing Cross Hosp.; and J. W. Thomas, Welsh National 
School of Medicine. 

Medicine.—J. S. P. Coutts, Pomba and St. Mary’s Hosp.; 
F. J. H. de Marigny, ie 8 una, St, ie . Mittra, Ro al 
Edinburgh ; Mary’s Hosp.; J. W. Sp 


' Univ. of Harvard; P Tobin, Middlesex Hosp.; and R. L. 


Willlams, London Hosp. 
Forensic Medicine.— F. J. H. de Marigny, Guy’s Hosp; 
A. P. Mittra, Boral 19, Bilde Edinburgh ; J. W. Spies i 


of Harvard; P. T Middlesex Hosp.; and R. L. Williams, 

London Hosp. 

' Midwifery —w. D Brinton, Guy’s Hosp.; J. Frankenthal, 

Univ. of Liverp. sons: St. 8 Hosp 85 
Millan esex Hosp. P. Mittra, Royal ‘ollaa collages 


Edinbur hy a W. P. Morgan, St. Mary's Hos 

2 A. F. Morgan St. Mary’s Hosp. os W. j: Spa 
Univ. of Harvard; R. A. Stenhouse, ouye Hosp.; and 
Thompson, Univ. of Oxford and Guy’s Hosp. 
The following candidates, having completed the final 
examination, are granted the diploma of the society 


entitling them to practise medicine, surgery, and mid- 


wifery :— 

J. S. P. Coutts, J. W. S . A. McMillan; J. W. Thomss, 

. E. T. Munn, and P. Tob 
Aberdeen University Club, London 

The 96th half-yearly dinner will be held at the Café 
Royal, Regent-street, at 7 for 7.30 p.m. on Thursday, 
Nov. 19th. The chairman will be Principal W. H. Fyfe 
and the guests will include Mr. Ramsay MacDonald. 
The bon. secretary’s address is 61, Harley-street, W. I. 
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THE viscounty conferred on Lord Dawson in the 
Birthday Honours list has been gazetted under the name, 
style, and title of Viscount Dawson of Penn, of Penn, in 
the county of Buckinghamshire.” 


THE Association of Anssthetists of Great Britain 
and Ireland at their annual general meeting on Oct. 30th 
elected Lord Nuffield an honorary member, in recognition 
of his proposal to found a chair of anzsthetics in the 
University of Oxford. 


University of Edinburgh 

Dr. Edwin Bramwell has given to the department of 
medicine a collection of 3750 reprints of medical and 
scientific papers, with index, and a collection of lantern 
slides and Sir Byrom Bramwell’s lecture diagrams. 


British College of Obstetricians and Gynecologists 
The following have been awarded the diploma of the 
college (D. C. O. G.) after examination: 
ya „ J. H. Boultbee, Jean F. Campbell, Henry 
Canwarden, Vera HE. Claxton, M. R. Divekar, L. W. B. Dobbin 
A. S. Hannay, J. D. Hardy Margaret. J ackson, Raymond 
Judson, R. St. John Kemm, J. H. Leadley, S. J. O. MacKay, 
G. I. Miner, J. F. O'Halloran, M. Y. Paget, Frances E. Powell, 
arold Powell, H. O. S. Pimblett, W. A. Roxburgh, Jean 
Sutherland, P. C. Thomas, Anna Vareed, C. A. H. Watts, and 
A. H. Winchester. 


Royal Medico-Psychological Association 

On Wednesday, Nov. 25th, at 3 P.m., at 1, Wimpole- 
street, London, W.1, Sir Walter Langdon-Brown will 
deliver the seventeenth Maudsley lecture to this associa- 
tion. He will speak on the biology of social life, and all 
interested are invited. 
Soviet Medical Encyclopædia 

The large Soviet Medical Encyclopedia, edited by 
Dr. N. A. Semashko, formerly People’s Commissar of 
Health for the R.S.F.S.R., has now been completed. It 
consists of 35 volumes containing 6396 articles and 80,000 
scientific terms. 
Heath Clark Lectures 

The Heath Clark lectures on the history of bacteriology, 
to be given next week by Prof. William Bulloch, F.R.S., 
have been postponed. It is hoped that he will give them 
on Jan. 25th, 28th, Feb. Ist, 4th, and 8th, at 5.30 f. M., at 
the London School of Hygiene, Keppel-street, W.C. 


British Institute of Philosophy 

On Tuesday, Nov. 17th, at 8.15 p.m., at University 
College, Gower-street, W. C., Sir Herbert Samuel will 
deliver his presidential address to this institute. It is 
mntitled War of Ideas. Cards of admission can be obtained 
from the director of studies at University Hall, 14, Gordon- 
square, London, W.C. 


14 Stationary Hospital, B.E.F. 

The seventeenth annual dinner of the medical officers 
of this hospital will be held at the Trocadero Restaurant, 
London, W., on Friday, Dec. llth, at 7.45 p.m. The 
ecretaries are Major-General H. M. Perry and Dr. H. L. 
Tidy, and they may be addressed at 39, Devonshire- 
lace, W. I. 

Royal Buckinghamshire Hospital 

On Oct. 3lst the Duchess of York visited this hospital 
st Aylesbury to open the special departments’ building 
or out-patients and the nurses’ home extension. The 
ew out-patient department includes a minor operation 
heatre, consulting-rooms, and electro-therapeutic, physio- 
herapeutic, and orthopedic rooms. Space has been left 
side it for the addition of a new X ray department in 
he future. A three-storey wing has been added to the 
urses’ home containing 28 new bedrooms. 


Papworth Village Settlement 

At the Sims Woodhead memorial laboratory at the 
ettlement, Dr. W. Pagel will give two demonstrations, 
n Saturday, Nov. 2lst, and on Saturday, Nov. 28th, at 
P.M. The subjects of the demonstrations will be: new 
xperiments on the dissociation of allergy and immunity ; 
he experimental production of allergy and immunity by 
on-specific influences in tuberculosis; the experimental 
roduction of isolated kidney tuberculosis; and the 
athology of experimental bronchial asthma. Those who 
ish to attend should communicate with Dr. Pagel, 
apworth Hall, Cambridge. 


LONDON MEDICAL SOCIETIES 


Ar the opening of a new session we are again 
giving for the convenience of our readers the names 
of presidents and hon. secretaries of London medical 
societies, with the addresses at which they can be 
approached. 

Royal Society. of Medicine.—President: Sir John 
Parsons, F.R.S. Hon. secretaries: Dr. Anthony Feiling 
and Mr. John Hunter. (1, Wimpole-street, W.1.) 

Medical Society of London.—President: Sir William 
Willcox. Hon. secretaries: Dr. A. H. Douthwaite and 
Mr. A. Simpson-Smith. (11, Chandos-street, W.1.) 

Hunterian Soctety.—President: Mr. H. L. Attwater. 
Hon. secretaries: Mr. A. E. Porritt and Dr. John Leebody.. 
(27, Harley - street, W. I.) 

Harveian Society. President: Dr. Gilbert Orme. 
Hon. secretaries: Mr. John Hunter and Dr. F. S. Cooksey. 
(70, Harley- street, W. I.) 

Royal Society of Tropical Medicine. President: Sir 
Arthur Bagshawe. Hon. secretaries: Dr. C. M. Wenyon, 
F. R. S., and Dr. Hamilton Fairley. (Manson House, 26, 
Portland- place, W. I.) 

Royal Medico-Psychological Association.— President: 
Dr. Abdy Collins. Hon. general secretary: Dr. W. G. 
Masefield. (11, Chandos- street, W. I.) 

Society of Medical Officers of Health. President: Dr. 
Ernest Ward. Executive secretary: Mr. G. L. C. Elliston. 
(1, Thornhaugh- street, W. C. I.) 

Association of Industrial Medical Officers. President: 
Dr. N. Howard Mummery. Hon. secretary: Dr. Donald 
Stewart. (I. C. I. Metals Ltd., Kynoch Works, Witton, 
Birmingham.) 

Tuberculosis Association. President: Dr. S. Rood- 
house Gloyne. Hon. secretary: Dr. F. R. G. Heaf. 
(County Hall, S. E. I.) 

British Institute of Radiology. President: Prof. J. A. 
Crowther, Sc.D. Hon. secretaries: Dr. Boulton Myles 
and Mr. G. E. Bell, M. Sd. (32, Welbeck-street, W. I.) 

Society of Radiotherapists of Great Britain and Ireland. 
President: Dr. G. F. Stebbing. Hon. secretaries: Dr. 
B. W. Windeyer and Dr. Ralph Phillips. (11, Chandos- 
street, W.1.) 

Medico-Legal Soctety.—President : Mr. C. Ainsworth 
Mitchell, D.Sc. Hon. secretaries: Mr. Artom A. Romain 
and Dr. W. G. Barnard. (120, Seymour-place, Bryanston- 
square, W. I.) 

London Association of the Medical Women’s Federation.— 
President: Miss E. C. Lewis. Hon. secretary: Mrs. 
Philippa Martin. (40, Wimpole-street, W.1.) 

Medical Society of Individual Psychology.—Chairman : 
Dr. C. M. Bevan-Brown. Hon. secretary: Dr. Alexander 
Baldie. (7, Warrington-gardens, Warwick - avenue, W. 9.) 

Society for the Study of Inebriety.— President: Dr. 
William Brown. Hon. secretary: Dr. T. N. Kelynack. 
(144, Harley-street, W. I.) 

The Oancer Society.—President: Dr. A. C. Magian. 
oe secretary: Dr. D. F. Kennard. (225, Euston-road, 

W. I.) 

London Jewish Hospital Medical Society. President: 
Mr. Arnold Sorsby. Hon. general secretary: Dr. Max 
Sorsby. (London Jewish Hospital, Stepney-green, E. I.) 

St. John's Hospital Dermatological Society.— President: 
Dr. W. N. Goldsmith. Hon. secretary: Dr. I. Muende. 
(5, Lisle-street, W. C. 2.) 

Chelsea Clinical Societ/.— President: Mr. Andrew 
Rugg-Gunn. Hon. secretaries: Mr. H. Paxton Baylis 
and Dr. Robert Cutler. (8, Lower Sloane-street, S. W. I.) 

Hackney Medical Society.—President: Dr. A. J. Ambrose, 
Hon. secretary: Dr. H. Stark. (26, Stoke Newington 
Common, N.16.) 

Hampstead Medical Society.—President: Dr. James 
Andrews. Hon. secretaries: Dr. T. J. Hollins and Dr. 
N. A. Sprott. (2, Frognal, N.W.3.) 

North London Medical and Chirurgical Soctety.—Presi- 
dent: Dr. E. C. Girling. Hon. secretaries: Dr. W. E. 
Snell and Dr. J. M. Campbell Maxwell. (Royal Northern 
Hospital, N. 7.) 

North-West London Medical Society. President: Sir 
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Harold Gillies. Hon. secretary : Mr. Lionel Green. 
Harley-street, W.1.) 

Priory Medical Society—Hon. secretary: Dr. Robert 
Cruden. (3, Anson-road, Cricklewood, N.W.2.) 

South-West London Medical Society. President: Dr. A. 
Clarke. Hon. secretaries: Dr. E. G. Housden and Dr. 
A. W. Wells. (51, Longley-road, S.W.17.) 

Paddington Medical Society. President: Dr. Alexander 


(127, 


PARLIAMENTARY INTELLIGENCE 


l 


[wov. 7, 16 


Baldie. Hon. secretary: Dr. S. Crown. (81, Eign 
avenue, W.9.) i 

West London Medico-Chirurgical - Society.—President: 
Mr. Neil Sinclair. Hon. secretaries : Dr. W. K. McKinstry 
and Mr. A. Simpson-Smith. (l, Gunterstone-road, W.14) 

West Kent Medico-Chirurgical Society. President: Dr. 
H. V. Morlock. Hon. secretary: Dr. C. J. B. Buchan, 
(267, Baring-road, Grove Park, S. E. 12.) 


PARLIAMENTARY INTELLIGENCE 


OPENING OF THE NEW SESSION 
The King’s Speech | 


THE new session was opened by H.M. the King 
in the House of Lords on Tuesday, Nov. 3rd. 

The King in his Gracious Speech from the Throne 
said the present law regulating the conditions of 
work in factories was based on the Act of 1901, and 
though it had from time to time been modified in 
certain particulars further amendment and con- 
solidation were long overdue. The Government 
intended to invite Parliament to undertake and 
carry through this important work in the course of 
the present session. His Majesty said he was impressed 


with the need for more comprehensive measures to 


improve the physical condition of the nation, especi- 
ally among the younger members of the community, 
and the Government would in due course submit 
to Parliament proposals designed to carry out 
this -purpose. 
be given to the development of the existing public 
‘health ‘services. Vigorous action for the provision 
of housing accommodation to replace slum dwellings 
and abate overcrowding would be maintained. 
Legislation would be introduced to provide medical 
care for young persons who had left school and 
entered employment, and to extend to persons with 
limited income voluntary insurance for the purpose 
of pensions. Measures would also be submitted to 
reduce the age limit for the award of pensions to 


blind persons, and to make further provision for the 


superannuation of local government officers. A Bill 
would be laid before Parliament to remove certain 
anomalies in the present standing of. Ministers: by 
adjustments and alterations in their salaries, and for 
other purposes. Close attention would be given to 
the improvement of ‘conditions in Scotland. The 
Government were examining the Report of the Com- 
mittee on Scottish Health Services, and among 
measures relating to health a Bill for the develop- 
ment of Scottish maternity services would be intro- 
duced. Other measures of importance would be laid 
before Parliament and proceeded with as time and 
opportunity offered. 
Physical Condition of the Nation ` 


In the House of Commons Miss HORSBRUGH, in 
moving an Address in reply to the Speech from the 
Throne, said she welcomed the assurance that pro- 
posals would be introduced for more comprehensive 
efforts to improve the physical condition of the 
nation. Much had already been done, but there 
were gaps in our health services which she was glad 
to think were to be filled up. The people of Scotland 
would await with interest the result of the examina- 
tion of the Report on the Scottish health services, 
and would welcome the Bill for further developments 
of maternity services in Scotland. 

Mr. ATTLEE, Leader of the Labour Opposition, 
remarked that there was widespread malnutrition 
and it was said that the country could not afford 
more for the unemployed than the bare limits of 
the means test. There were 4,500,000 persons in 
the country below the minimum standard scale of 
the British Medical Association. School-children were 
suffering from malnutrition and the recruiting returns 
showed that they could not get men of the proper 
physical standard. Those returns were the result 
of the neglect of mothers and children in the past. 

Mr. BALDWIN, Prime Minister, said he hoped that 
the Factories Bill would be introduced before Christ- 


Encouragement would continue to 


mas, and that they would be able to deal with al 


aspects of the subject. They considered the existing 
law to be out of date. The Bill would not only bea 
consolidating measure, but a measure of revision 
bringing existing laws up to date. It should gives 
greatly improved provision for safety, -health, and 
welfare in the factories. The work of housing and 
slum clearance would be tackled vigorously. Referring 
to housing, the right. hon. gentleman said -there was 
much work to be done under the Overcrowding Act. 
Local authorities had found that about 340,000 
houses out of a total of about 9,000,000 inspected 
were overcrowded, but this was well within the capa- 
city of the local authorities. The Government 
attached importance to medical care for young 
persons. They would fill a gap there between the 
school medical service and the age of 16, a mot 
important gap from birth to the adult period of life. 
Sir S. CHAPMAN welcomed the measure fore- 
shadowed in the King’s Speech for seriously taking 
in hand the physical training of the nation. He 
urged the establishment of athletic clubs, with 
committees comprising representatives of the mem 
bers of the clubs, university professors, men eminent 
in sport, and perhaps a medical man. l 
Better Housing and Nutrition , 
In the House of Lords Lord CORNWALLIS, D 
seconding the Address in reply to the Speech from 
the Throne, said that the foundation for an improve 


ment in the health of the people must be laid before 


physical improvement could take place, House 
with provision of light and air were a necessity, 
coupled with good food. Slums and lack of nutrition 
would not grow healthy bodies, however intensive 
physical education might be. He made a sp 
plea for children between the ages of 14 and 18. He 
hoped that the Government’s plans would pay special 
attention to that age-group, and that they would 
codperate fully with the voluntary organisations. 

Lord SNELL said that the question of the physical 
health of the nation should have been tackled decade 
ago. No interest would have been aroused in th 
matter except for the position in regard to recruiting. 
What unfit people needed was better and regulst 
food, rather than physical exercises. If the G0 
ment wished to tackle the question of the physique 
of Army recruits, they should tackle it at the right 
end, 

Viscount HALIFAX, Lord Privy Seal, gave an 
assurance that the Government realised to the fall 
the close connexion between the physical and meatal 
health of the people. Medical men were constan 
emphasising how closely allied were the mind an 
the body. It was impossible to have a contented 
population unless they brought the physical condi: 
tions of life closer to those which they would al 
like to see. It was the desire of the Government to 


make every use they could of the voluntary societies, 


which had done excellent work. 


QUESTION TIME 
THURSDAY, OOT. 29TH 
Slum Clearance and Overcrowding 


Sir Gorge MrrcnEson asked the Minister of Health 
if he could make a statement as to the progress in re 
of slum clearance and the abatement of overcrowding 
Sir Kuvestey Woop replied: Some 25,000 slum dweller 
are being rehoused month by month under the five: Je 
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slum clearance plan, and the total at the end of August 
was some 450,000. I have fixed appointed days for 
overcrowding in respect of 1320 of the total 1536 authori- 
ties. For 1284 the appointed day is Jan. Ist next, and for 
36 it is April lst next, and rehousing proposals to abate 
overcrowding are now under active consideration. 

Mr. MACQUISTEN : In any of these housing schemes are 
the people being housed in tall tenements or lower build - 
ngs 1—8Sir K. Woop: I think there is a variety.—Mr. 
MacquisTEN : Will the right hon. gentleman see that if 
they are put into these tenements they are provided with 
ifts, as it is hard work for the people to climb the stairs ? 

Mr. THORNE : Is the right hon. gentleman aware that 
he difficulty in many towns is due to the fact that the 
ordinary landlord will not let houses to people who have 
arge families ?—Sir K.Woop: Perhaps the hon. Member 
vill communicate to me any cases he has in mind. 


Health and Safety in Mercantile Marine 


Mr. Ep asked the President of the Board of Trade 
vhat action had been taken to amend and modernise 
he regulations governing the manning of the mercantile 
narine and the conditions, including safety, in that 
ervice. Dr. BUR INN, Parliamentary Secretary to the 
3oard of Trade, replied : New instructions regarding the 
leck manning of foreign-going ships have been in force 
ince July last. Revised instructions as to annual loan 
ine surveys are under consideration by the Merchant 
shipping Advisory Committee, and new draft instructions 
s to crew accommodation will shortly be submitted to 
hat committee. Discussions are proceeding with the 
lassification societies and the industry in regard to the 
teps to be taken to implement the recommendations of 
he Steering Gear Committee. As an interim measure 
letter drawing the attention of owners of cargo ships 
o the special measures which the Board of Trade con- 
ider ought to be taken in regard to steering gear, hatch 
overing arrangements, and annual loan line surveys 
as been sent to the shipowners’ organisations and has 
een circulated by them to shipowners concerned. 

Sir Francis FREMANTLE: What action has been taken 
1 regard to the health provisions which have been sug- 
ested and urged upon the Board of Trade for at least 
0 years and nothing done? Has anything been done 
ith regard to the messing and health services required 
or the men ?—-Dr. BURGIN : A great deal has been done, 
ut obviously that is entirely a different question from 
he one on the Paper. 


Medical Diary 
SOCIETIES 


OYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TUESDAY, Nov. 10th. 


Therapeutics and Pharmacology, and Urology. 5 P.M. Dr. 
M. L. Rosenheim, Dr. W. W. Payne eae Dr. A. G. 
Signy), Mr. E. W. Riches, and Mr. A. Cubitt : 


Man Mr. Clifford ee will also speak. 


Urin age Antiseptics (including Sodium and e 
delate). 
Psychiatry. 8.30 P.M. Dr. A. Ross: Medicine and 


Science. (Presidential adan) 
FRIDAY. 
Clinical. 5.30 P.M. (Cases at 4.30 P.M.) Dr. E. A. 
Cockayne: 1. Myositis Ossificans Progressiva. Dr. 


M. B. Ray: 2. Nodular Rheumatism. Mr. D. C. L. 
Fitzwiliams: 3. A Series of Cases of Partial Amputa- 
tion of the Breast for Early Carcinoma. 
Ophthalmology. 8.30 P.M. (Cases at 8 P.M.) Mr. A. 
＋ A Case of Cranio-facial Dysostosis. Mr. 
cal Study of 54 Cases of Occlusion 
of the Central Artery of the Retina and its Branches. 
Dr. Frances Richman (New Orne Heemorrhages in 
une Fundi of the New-born. Mr. T. M. Tyrell: Tubercle 
the Free Border of the Iris. 
EDICAL. SOCIETY OF LONDON, 11, Chandos-street, W. 
MONDAY, Nov. 9th.—8.30 P.M., Mr. Bowdler Henry: 
ZEtiology and Treatment of Impacted Wisdom Tooth. 
IDON JE IOR HOSPITAL MEDICAL SOCIETY, 
T Green, 
ä Nov. 12th.— 3.30 P. M., Clinical Cases. 4.45 P. M., 
Leon Jona: Obscure Kidney Pain—Physio- 
logical al Investigation and Indications for Treatment. 
TARMACEUTICAL SOCIETY, 17, Bloomsbury-square, W. C. 
ARE DAY, Nov. 10th.—8. 30 P.M., Dr. Donal 
ustrial Toxicology of To-day. 
OCHEMIOAL SOCIETY. 
FRIDAY, Nov. 13th.—5 P.M. (Physiology Institute. N ewport- 
road, Cardiff), Short Communications and Demon- 
strations. 


Hunter: 


PADDINGTON MEDICAL SOCIETY. 
TUESDAY, Nov. 10th.—9 P.M. (Great Western Royal 
Hotel, W.), Dr. Pearse Williams: Some Common 
Difficulties of Infant F Feeding during the First Year. 
WEST KENT MEDICO-CHIRURGICAL SOCIETY 
FRIDAY, Nov. 13th.—8.45 P. Mx. (Miller General Hospital, 
Greenwich) Mr. Pope Carlton: The Part which can 
Jayed by Rectal Examination in the Di agnosis 
urgical Conditions. 
SOUTH-WEST LONDON MEDICAL SOCIETY. 
WEDNESDAY, Nov. 11th.—9 125 M. (Bolin gbroke Hospital, 
Wandsworth Common), Mr. Blundell Bankart: Frac- 
tures of the Neck of the Femur 
NORTH LONDON MEDICAL AND CHIRURGICAL 
SOCIETY, Royal Northern Hospital, Holloway-road, N. 
AY, Nov. 13th.—9.15 P. M., Clinical Eve 
MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY. 
THURSDAY, Nov. 12th.—8.30 P. M. ar Chandos-street, W.), 
Symposium on Mental Health dhood and Adoles- 
55 o. 1. Dr. Joyce Partridge: The Management 
Early Infancy, 
HARVELEN SOCIET 
FRIDAY, Nov. Lath — 8. 30 P. M. (Hospi 
Great Ormond- street, W. C.), Cli 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall 
Mall East, S.W. 

TUESDAY, Nov. 10th.—5 P.M., Dr. J. Rolleston: The 
History of the Acute . (Second Fitz- 
Patrick Lecture.) 

THURSDAY.—5 P. M., Dr. R. R. Trail: Recent Aids to the 
e of ” Pulmonary Tuberculosis. (Mitchell 

sah to cal TARY INSTITUTE, 90, Buckingham Palace- 
roa 

TUESDAY, Nov. 10th.—5.30 P.M., Lt.-Col. Gerald Leighton : 
The Supervision of the Nation’s Food-supply. (Ben- 
jamin Ward Richardson Lecture.) 

INSTITUTE OF HYGIENE, 28, Portland-place, W 

WEDNESDAY, Nov. 11th —3.30 P. M., Dr. Alan Moncrieff : 
Children’s Health in Winter 

BRITISH POSTGRADUATE MEDIGAL SCHOOL, Ducane- 
roa 

MONDAY, Nov. 9th.—2.15 P.M., Dr. Duncan White: Radio- 
logical Demonstration. 

TUESDAY.—2 P.M., Prof. E. H. Kettle, F.R.S.: Patho- 
logical Demonstration. 4.30 P.M., Dr. H. Yellowlees : 
Psychological Medicine. 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical; 2.30 P.M., clinical and pathological con- 
erence (surgical). 4.30 P.M., Prof. S. P. Bedson, 

R. S.: Virus Diseases. 
THURSDAY.—2.15 P.M., 0 ores vo obstetrics. 3.30 P.M., 
Hæmorrhage of Late Preg- 


Mr. Eardley Hollan 
nancy 

FRIDAY. 22. 15 P.M., Department of Gynecology: Pathological. 
Demonstration. 2.30 P. M.) Prof. John Fraser: Acute 
Surgical Infections of Bone. 

Daily, 10 A. M. to 4 P. M., medical clinics, surgical clinics 
a . obstetrical and gyn ecological clinics or 


INSTITUTE ‘OF "MEDICAL PSYCHOLOGY, Malet-place, 
MONDAY, Nov. 9th.—3 P. M., POL Millais Culpin 


tal for Sick Children, 
cal Meeting. 


Sex 
Aberrations. 4.30 P.M. ey Dr. H. V. Dicks: Deli ee 
end its Psychological Treatment. 5.45 P. 11025 A. 


Hadfleld: General Discussion and Ques 
WEST LONDON HOSPITAL POS T- GRADUATE COLLEGE, 
Hammersmith, 

MONDAY, Nov. gth.— 10 a. M., skin clinic. 11 A.M., surgical 
wards. 2 P. M., operations, surgical and gynecological 
wards, medical, pe ps and gynecological clinics. 

TUESDAY.—10 A. M., medical wards. A.M., surgical 
warde, 2 P.M., operations, medical, surgical, and throat 
clinics 

WEDNESDAY.—10 A. M., children’s ward and clinic. 11 A. M., 
medical wards. 2 P. u., gynecological operations, 
medical, surgical, and eye clinics. 

THURSDAY.—10 A. M., neurological 
clinics. Noon, fracture clinic. 2 P. M. „ Operations, 
medical, surgical genito- urinary, and eye clinics. 
4.15 P. M., venereal diseases. 

FRIDAY.—10 A. M., medical wards, skin clinic. Noon, 
lecture on treatment. 2 P. M. „ Operations, medical, 
surgical, and throat clinics. 4.15 P. M., Dr. Hugh 
Gordon: Treatment of Skin Diseases. 

SATURDAY.—10 A. M., children’s and surgical clinics. 
medical wards. 

The Jecture ana 4.15 P.M. is open to all medical practitioners 


out f 
FELLOWSHIP OF MEDICINE AND POST- QRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, 

MONDAY, Nov. 9th, to SuNDAY, ov. 15th. 8 JOHN’S 
HOSPITAL, Leicester-square, W. C., afternoon course in 
dermatology. —StT. PETER’S HOSPITAL, Henrietta- 
street, W.C., all-day course in urology. —ROYAL 
WATERLOO HOSPITAL, Waterloo-road, S. E., all-day 
course in medicine, surgery, and gynecology. — 
PRINCESS BEATRICE HOSPITAL, Richmond -road, S. W., 

’ Sat. and Sun., course in general surgery. 
a FOR SICK CHILDREN, Great Ormond-street, 


WEDNESDAY, Nov. 11t-h.—2 P. M., Dr. Wilfrid Sheldon: 
The Prematuro Infant. 3 P. M., Dr. W. W. Payne: 
Metabolism of Endogenous and Exogenous Rickets. 

Out- parong clinics daily at 10 A.M., and ward visits at 

P.M 


and gynæcological 


11 A. M., 


+ 
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N SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


TUESDAY, Nov. 10th.—5 P. M., Dr. H. MacCormac: NMalig · 
nant Growths of the Skin. 
WEDNESDAY.—5 P.M., Dr. I. Muende: Histopathology of 


Chronic Granuloma 
e —5 P. M., r. H h Gordon: Outaneous Affec- 
tions due to Sunlight. Chesterfield Lectures. ) 
NATIONAL HOSPITAL, Queen-square, W.C. 
MONDAY, Nov. 9th — 3.30 P. M., Mr. Leslie Paton: Optio 


Atro phy. 
TUESDAY. —3.30 P.M. * Dr: Oa ley : Aphasia and Apraxia. 
WEDNESDAY. —3.30 son: Unical 


Demonstration 
THURSDAY.—3.30 P.M., Dr. Purdon Martin: 


ST. PAUL'S “HOSPITAL, peor a ae W. o: 
WEDNESDAY, Nov. 11th.—4.30 P.M., 


HAMP 
HOSPIT 
WEDNESDAY, Nov. 11th.—4 P. M., Mr. W. H. Ogilvie: 
cal Diagnosis. 
HOSPITAL, W. 
THURSDAY, Nov. 12th.—5 P. M., Dr. G. O. Barber: Ethics 
and Other Problems. (General Practice 
CENTRAL LONDON THROAT, NOSE, 
HOSPITAL, Gray’s Inn-road, W.C. 


satel Nov. 13th.—4 P.M., Mr. N. Asherson: The Treat- 
t of Chronic Otorrhea 
ST. J HN tIS AND INSTITUTE OF PHYSICAL 
I E, 42, Ranelagh-road, S.W. 

AY, Nov. 13th.—4.3 , Mr. A. G. 1 Fisher : 

he Patholo of the 7 Diseas 
SOUTH-WEST T-GRADUATE ASSOCIATION 8 
W. Lith —4 P.M. (St. James’s Hospital, 


Dr. H. eron : ome 
Bons in Infancy and their 


Treatm 
MANCHESTER F ROYAL INFIRMARY. 
TUESDAY, Nov. W 15 P. M., Mr. A. Graham Bryce: 
Pulmonary Neopl 
FRIDA A 15 Par; Pr. T. H. Oliver: 


Medical Cas 
ANCOATS ‘HOSPITAL, Manchester. 
n Nov. 12th .— 4.15 P.M., Dr. Reid: Self-inflicted 


Tines 
MANCHESTER HOSPITAL FOR CONSUMPTION, Deans- 
e Wursmspas Nov. 11th.—4. 30 P.M., Dr. Vernon Smith: 


LEEDS GE INFIRMARY. 
TUESDAY, Nov. 10th.—3.30 P.M., Mr. Pyrah : Demonstra- 
tion of Surg cal Cases. 
LEEDS PUBLIC D PENSARY. 
WEDNI DAT, Nov. 11tif.—4 P.M., Dr. H. H. Moll: Pleurisy, 
with special reference to Treatment. 
GLASGOW POST-GRADUATE MEDICAL e 
WEDNESDAY, Nov. 11th. —4. 15 P.M. (R Infirmary) 
Dr. A. Muir Crawford: The Olini aal Manites tations o 
l daia thelr Diagnosis and 1 


Appointments 


Hant, F. D., M. B. Edin. has been appointed Medical Registrar 
ane the "Royal N orthern | mm Hospital, London. 
F. D. Camb. Eng., Assistant Surgeon to 
me Mike Royal London Gpnchalmie Hospital. 


London 55 Hospital. The following appointments 


are announce 
BURNHAM, CECIL,. M. B., F. R. O. S. Edin., Hon. Consulting 


Surgeon 


Demonstration of 


POWER, — M.S. Lond., F. R. C. S. Eng., Hon. Assistant 


Surgeon ; and 
PEARSON, THOMAS, M. R. C. S. Eng., D. O. M. S., Hon. Consulting 
Surgeon for Diseases of the Eye. 


V acancies 
For further information refer to the advertisement columns 


al. 
Birmingham City.—Res. Asst. M. O. £400. 
Birmingham, Selly Oak Hospital.—Jon. M.0.’s, each at rate of 


£20 
Boli broke Hospital, Wandsworth Com „ S.W.—Hon. 
hysician Dermatologist. pers ig 
Also Asst. to Cancer 


en on 6, 400 Sen. d 2300 Fes 8 vel 

Researc ep an ectively. 
British P Postgraduate Medical School, ee . — First 
Asst. in 9 bee Dept a £300-2£500 
Coventry and "Hospital. Nes. H.S. and R 
H. S. to Aural and O hth. Dept., each at ete of £125. 
Eastbourne, Royal Eye Hospital, Pevensey-road.—H.S., £100. 
Eastcote, N Ki. Vincent's Orthopedic Hospital. Regis - 


Essex Count Council. —Ophthalmic S., £75 
Evelina Hospital for Sick Children, i Bridge-road, S.E.— 
H. S., at rate of £120. 


The Cranial 
Nerves. 
FRIDAY.—3.30 P. M., Dr. Bernard Hart: Psychopathology 


AND EAR 


i} 


Gloucestershire County Council. M. O. 

5 oyal Infirmary, 25 Oa P. HP, 8 125 rate of £150. 
Nes. HS. at rate of £150. tere ig 

Hastings, Royal ast Sussex Hospital.—Sen. H.S., at rate d 


A or ee Be PTS Vics, Bonja 
or . ion a iseases o 
S.W.—Asst. Res. M. O., at rate of £150. 


Regs., 
Children. Great Ormond-stree, 
and Res. H. 8., each at rate 

of £100. Also Ta Anæsthetist Reg., at rate of £150. 

Hove General Hospital.— Hon. Surgeon. 

Huddersfield Royal Infirmary.—H.S. to Eye, Ear, and Obstet 
Dept., at rate of £150. 

Indian Medical Service.—Commissions. 

Infants Hospital, Vincent-square, Westminster.—Hon. Oh 
Assts. to Out-patients’ Dept. Also H. P., at rate of £100. 

Ipswich Mental Hospital.—Jun. Asst. M. O., 2350. 

Kent Education Committee. M. O. (Ophthalmic), £700. 

Lancaster Royal Infirmary.—Jun. H.S., at rate of £130. 

Tine e (Kesteven) County Council. sst. County MOH, 


5 
; tiene Royal Children’s Hospital, Myrtle-street.—Med. Beg. 


Tutor, 15 rate of £75. 
London H ospital, E.—Med. and Surg. First Asst. neem each 


London Jewish Hospital, Stepney Green, E.—Out-patient 
£125. Res. M and H.P., at rate of 2160. Also 
and Cas. O., at 9229 of £1 00. 

Manchester Royal Eye Hospital.—Jun. H. S., £120. 

Margate Royal Sea- . Hospital. H. S., at rate of £200. 

Middlesex Hospital, W.—First Officer, £650. Second Omar, 
2625. Two Jun. M.O. ’s, each £300, for Radiotherapy 
Dept. Also Physician. 

Middlesex Hospital and Medical School, W.—Two Surial 

strarships and one Obstet. and Gynec. Registrarship, 


£300. 
Miller General Hospital, Green road, S.E.—Cas. 0 
of 8150. Also two H.P.’s and H. S., each at rate 1 00. 
Newport, Isle of lone County Mental Hospital. —Temp. M. 0, 


at rate of 8 
Northwood, Middlesex, Mount Vernon Hospital.—H8., £150. 
Paddington Green Children’s Hospital, W.—Hon. Surgeon to Eat, 
Nose, and Throat Dept. Also Hon. Phys. to Out-patia 
Plymouth, ince of Wales’s Hospital, Greenbank-roat— 
Surg. O. and H.S., at rate of £225 and £120 respectirdy, 


‘Prince of Wales's General Hospital, N.—Hon. Clin. Asste. 


Spec. Depts. 
ETRA „ ° Hon: Abst. Eh aaa for Children, ‘St. Quintix- 
on 8 ysi 
Queen G nue Miza Maternity Hospital Ma lebone-road, N.. 
Res. Anæsthetist Ag kate of £100. Hes. Anmethetlst su 
geet Res. M. G., at rate of £90. 4130 Asst. Res. MO. 
at rate o 
Mary’s Hospital for the Bast End, E.—Hon. Asst. Phy 
oian for, Children’s D pi, 
l, Surrey, Royal Earlswood Institution.—Jun. Asst. M0, 


at rate of £250. 
Richmond, Surrey, Royal Hospital._— Jun. H. S., at rate of £100. 


‘Royal Cancer Hospital, 8 75 W .—H.S. , at rate of £10. 


Royal Naval Medical Service. M. O 
St. Bartholomew’s Hospital, E. —Chiet Asst. in X Ray Dist: 
' nostic Dept., £500. 
St. John’s Hospital, Lewisham, S.E.—Res. aren, Ohio E00. p 
St. Mary’s Hospital for Women and lee scl B- 
Res. H.S., at rate of £155. Also Hon. Op Anu 
St. Peter’s Hospital for Stone, Henricita-street. 
Salisbury General Infirmary. E. P. „ at rate of 12125 
Salration Army Mothers’ Hospital, Lower 
. M.O., 8150. Also Jun. Res. M. O. Kon root, ff 
Sheffield, , Jessop Hospital for Women.—Two H. J. 8, each at rit 
Sheffield, Jessop Hospital for Women, Firth Auxiliary, Norton 
M. O., at rate of £150. 
Sheela ‘University. Dent. of Bacteriology. —Jun. Asst. Bacterle 
logist and Demonstrator, £300 
South h Mi imms, Clare Hall County Sanatorium.—Res. Asst. M. 
Stoke-on-Trent, 215 5 Staffordshire Royal Infirmary—HS. 8 
ra 
Surrey County Council.—Deputy County M. O. H., £1350. 
Sutton, owon and Cheam Hospital. D. 
Tunbridge Kent and Sussex Hospital.—H.P., Sen. H8 
57 1 to Speo. Depts., and H. S. and Cas. O., each at ret 
ve O are Hospital, Harylebone- road, Vi- 
H. S. d Jun. H. S., at rate of £150 and 4400 ser 
Eels. 
General Hospital Harlesden-road, N.W.—Hon. G 
Assts. to Medical L Dept. 
Wolverhampton and Counties Eye Infirmary —15 
The Chief Inspector of Factories announces vacancies for Ont 
Fac tory 5 Surgeons at Lavenham (Suffolk) * 
Hungerford (Berks 


UNWANTED INDICES to “THe LANCET. AI 
reader who has an unbound copy not in use of 
index for any of the years 1932, 1933, 1934 (Vol! 
and II.), and 1935 (Vol. I.) would greatly oblig 
by posting the same to the Editor of Taz Lac 
7, Adam-street, Adelphi, London, W.C.2. 
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NOTES, COMMENTS, AND ABSTRACTS 


SAINTS AND MARTYRS * 


By DONALD HUNTER, M. D., F. R. C. P. 
PHYSICIAN TO THE LONDON HOSPITAL 


“All history, says Mr. Henry Ford, is bunk.” 
In one who has contributed so materially to the 
naking of the history of our times, such an attitude 
ndicates a becoming modesty. In us as members 
f the medical profession it would be boorish and 
mgrateful. Sir St Clair Thomson (1933) once remarked 
hat we have more need to-day than in any previous 
ge to agree with Andrew Lang that the little 
resent must not be allowed wholly to elbow the 
reat past out of view.“ And a man must indeed be 
mreceptive who can read of the sources of our art 
vithout absorbing something of the culture and high 
thical standards which have ever distinguished its 
reatest exponents. It has been said that the history 
f medicine is more than history, it is medicine itself. 
che fundamental principles of any science can only 
e studied through the historical approach, and the 
tudy of the history of medicine remains a most 
erfect method of approaching the medical problems 
f to-day. My subject on this occasion is no more 
han a collection of anecdotes from the lives of 
cientists and medical men, who are distinguished 
y having met dangers and often death for the sake 
f their work. Some, like Lavoisier, died because 
hey upheld the claims of science against politicians. 
thers, like Newton, made great discoveries in the 
ace of poverty and worse obstacles. Many, like 
toger Bacon, Bernard Pallissey, Copernicus, Servetus, 
Hordano Bruno, and Galileo, suffered persecution 
or their heretical views. Many again have taken 
isks and paid the penalty with their valuable lives. 

For the love of 5 and the joy of discovery 
he man of science faces the difficulties of his every- 
ay work and gives no thought to the dangers. 

ing an epidemic of cholera in Paris in 1865, 
asteur for a time undertook the study of the disease 
bove the cholera ward of a hospital. Henri Saint 
laire Deville once said to him, Studies of that 
ort require much courage.” What about duty?“ 
aid Pasteur simply (Gregory, 1917). 


Toxic Gases 


Our knowledge of the physiological effects of toxic 
ases owes much to the self-sacrifice of the scientific 
orker. Their study naturally led to the deaths of 
loneer workers. 

Arseniuretied hydrogen was discovered in 1775 
y Scheele. Its toxicity remained unknown until 
815 when Gehlen, a Munich chemist, in the course 
f some researches, “inspired a small portion, and 
t the termination of one hour was seized with con- 
nued vomiting, shivering, and weakness, which 
creased until the ninth day, when he died.“ 
a 1920 Dr. K. C. Schierbeck, of Copenhagen, died 
‘om arseniuretted hydrogen poisoning during studies 
ade in collaboration with Dr. C. Lundsgaard on 
% mixture of air in the lungs with hydrogen. Usually 
e hydrogen was prepared from hydrochloric acid 
nd zinc which were both arsenic free. As a further 
recaution the gas was washed by passing it through 
dtassium permanganate, and a sample was tested 
r arsenic by Marsh’s method (Lundsgaard and 
chierbeck, 1923). Towards the end of the experi- 
ents the workers ran short of arsenic-free hydro- 
loric acid and Dr. Schierbeck himself was imprudent 
ough not only to make use of ordinary laboratory 
ydrochloric acid in the preparation of the hydrogen 
it also to neglect to wash the gas and to test a sample 
r arsenic. The evening on which the experiments 
ere made he had fever, diarrhœa, and copper- 


* Abridged from an address delivered to former students of the 
mdon Hospital on Oct. 14th. | 


coloured jaundice. The urine was red-brown and 
contained albumin and hemoglobin. The jaundice 
porre, and within a few days vomiting occurred, 
he liver became palpable, and the hæmoglobin fell 
from 46 per cent. to 31 per cent. His general condi- 
tion became rapidly worse, dyspnoea was noticed, 
hy ep of urine supervened and he died on the 
ninth day after the accident. 

Nitrous oxide.—In 1906, while house surgeon to 
the Manchester Royal „ Dr. S. R. Wilson 
discovered mule-spinner's cancer. He noticed that 
the patients admitted with cancer of the scrotum were 
not chimney-sweeps but mule-spinners. So struck 
was he by the fact that in 1910 he wrote an essay 
on the subject. This was submitted for a scholar- 
ship, but was only published twelve years later. 
In 1927 at the age of 46 he died from an overdose 
of nitrous oxide while conducting researches into the 
border state between anzsthesia and consciousness. 

Hydrogen cyanide.—During the late war Barcroft 
entered unprotected a chamber of hydrogen cyanide 
gas and remained there until the two dogs accom- 
panying him had died, in order to prove that dogs 
were more susceptible to this substance than man. 

Hydrofluoric acid.—In the middle of the nineteenth 
century many chemists attempted the isolation of 
fluorine from hydrofluoric acid, and more than one 
paia with his life for handling too frequently one of 
he most dangerous of known chemical substances. 
The danger arises from the volatility and extremel 
corrosive nature of the vapour of the anhydrous acid. 
Even when highly diluted with air it causes an 
intolerable prickling and burning sensation in the 
nose, mouth, and eyes. If inhaled it attacks the 
larynx and trachea, giving rise to burning pain behind 
the sternum, cough, expectoration, and even hæmo- 

tysis. Unless handled with extreme care it may get 
under the finger-nails causing great pain, and if a 
drop comes in contact with the skin it has a caustic 
effect producing 5 and painful ulceration. 

Ib is said that G. Knox during his early experiments 
on the electrolysis of the acid lost permanently the 
use of his voice, and that T. Knox nearly died of its 
effect (Louyet, 1846). Humphry Davy wrote that 
he had suffered much from the dangerous effects of 
hydrofluoric acid, and it is said that he abandoned his 
attempts to isolate fluorine because of the risk in- 
volved. P. Louyet, who continued the researches of 
the Knox brothers, described how his own health 
deteriorated from using the acid, and how it caused 
him to suffer from cough and hemoptysis. According 
to Debray (1886) the death of Louyet was a result 
of his work but no medical details are available. In 
1869 J. Nicklés died from the effects of accidentally 
inhaling the vapour of concentrated hydrofluoric 
acid (Gore, 1869). 

In spite of these deaths the search for the fourth 
halogen went forward. In 1886 H. Moissan isolated 
the element fluorine during the electrolysis of a 
solution of potassium fluoride in anhydrous hydro- 
fluoric acid, and in an apparatus made wholly of 
platinum. In this way was solved one of the most 
difficult problems in modern chemistry. 


Infections 


Doctors and nurses are, of course, liable to direct 
infection from patients suffering from hoid, 
diphtheria, and streptococcal sore-throat, as also to 
septicemia from puncture wounds and primary 
chancre of the finger. Under certain circumstances 
oy may become infected by anthrax, typhus, or 
plague. 7 

In the year 1900 the President of the United States 
Spon a commission of five, with Walter Reed 
at its head, to carry out investigations in Cuba with 
the object of discovering the cause of yellow fever. 
Believing that the mosquito theory could only be 
tested by actual experiment on the human subject, 
one of the members of the commission, Lazear, 
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permitted himself to be bitten by a mosquito which 
had previously bitten a person ering from yellow 
fever, with the result that he contracted the disease 
and died within a few days. The plain record of his 
sacrifice is inscribed upon, a tablet erected to his 
memory: With more than the courage and devotion 
of the soldier he risked and lost his life to show how 
a fearful pestilence is communicated and how its 
ravages may be prevented. 

Similarly in Para in 1901 Walter Myers lost his 
life from yellow fever following an experimental 
mosquito bite. It is said that the French engineer 
who attempted to cut the canal through the isthmus 
of Panama lost a human life from yellow fever for 
every cubic yard excavated. When the canal 
zone came under control of the United States, an 
army of sanitary officers attacked the mosquito and 
abolished it. Thus, not only was a great engineering 
enterprise made possible but yellow fever was practi- 
cally stamped out. — | 

Investigations into the cause of sleeping-sickness 
led to the death of an army officer called Tulloch 
in 1907.. This happened in Uganda from the bite of 
the tsetse fly which has destroyed millions of human 
beings in Central Africa. l 

Laboratory infections have been recorded in men 
working with Bacillus mallei, B. pestis, meningo- 
coccus, Brucella ‚melitensis, Br. abortus, Bacterium 
:- tularense, and the viruses of psittacosis, yellow fever, 
Rift Valley fever, and louping-ill. In 1909 T. O. 
Parkinson, working with pneumonic plague at the 
Elstree branch of the Lister Institute, inhaled the 
organism and died. Thirty years ago in a laboratory 
at Ozernowitz, a man was centrifuging a glanders 
suspension when the centrifuge broke, scattering the 
culture. Four people were infected and three died; 
it seems that the man responsible for the centrifuging 
was the one who recovered. In 1918 F. N. Thorborg 
died of meningococcal meningitis while employed 


in the manufacture of antimeningococcal serum in 


the State Serum Institute of Copenhagen. In the 
recent world outbreak of psittacosis many bacterio- 
logists and laboratory attendants were infected 
while handling the virus or infected birds. 

Louping-ill is a malady of sheep endemic in some 
areas of Scotland. Since the virus was first isolated 
in 1928 no fewer than four laboratory workers have 
developed symptoms varying from a mild attack of 
what was called influenza to a definite encephalitis 
with headache, vomiting, delirium, ‘tremor, and 
lethargy (Rivers, 1934). In the experimental study 
of Rift Valley fever there has been a high incidence 
of the disease among laboratory workers, 16 cases 
having already been reported (Francis, 1935). 

The death of W. Brebner in 1932 léd directly to 
the discovery of a new neurotropic virus. He was 
29 years of age and was engaged in experi- 
mental work on poliomyelitis in New York. He 
was bitten slightly on the hand by an apparently 
healthy monkey and a vesicular lesion accompanied 
by some lymphangitis appeared at the site of trauma. 
Thirteen days later he developed an ascending myelitis 
to which he succumbed on the eighteenth day. His 
heroic death is recorded in the cold language of a 
scientific communication in which he is referred to as 
the human case; thus, in subsequent discussions 
the virus isolated from spleen, brain, and cord of 
the human case will be called the B virus (Sabin 
and Wright, 1934). The Brebner virus has since 
been responsible for another case of ascending myelitis 
in a laboratory attendant accustomed to handling 
monkeys. : 

Since the introduction of the rhesus monkey in the 
study of yellow fever by the American Commission 
in West Africa, various laboratory workers have 
acquired the disease, not through the agency of 
infected mosquitoes, but by direct contamination with 
infective blood or tissues. Until 1928 investigations 
on yellow fever were invariably conducted in countries 
where it was endemic, and for this reason when 
members of the medical, laboratory, and nursing 
staff developed the disease, infection was attributed 


as a matter of course to the bite of the natural vector, 
Aédes argenteus (Stegomyia fasciata). The tragic 
deaths of Guillet, Adrian Stokes, William Young, 
and Noguchi on the West Coast of Africa dramatically 
directed attention to the dangers of direct infection, 

As a result of the death of Adrian Stokes, who had 
not been working with infected mosquitoes for several 
months, the passage of the virus through the skin 
of monkeys was investigated. It was shown thit 
yellow fever resulted if infected blood was merely 
rubbed on the normal intact skin of the abdomen of 
Macacus rhesus. These experimental results did not 
determine whether the virus was capable of penetrat- 
ing the normal unimpaired human. skin of the hands, 
which is thicker and denser in texture than that 
of the monkey. In the case of Adrian Stokes several 
abrasions were recorded as being present, but thre 
cases have since been published which illustrate 
the important fact that in man the virus of yellow 
fever is capable of penetrating the intact skin of the 

d ey 


S. 

These three patients were laboratory workers in 
London who became directly infected: with a Brazilian 
strain of yellow fever (Low and Fairley, 1931). The 
first was a youth aged 17 who became infected 
handling Macacus rhesus in a laboratory wher 
experimental investigations on yellow fever -wer 
in progress. The second, a man of 28, estimated the 
bilirubin and urea on ‘specimens of blood which 
had been collected from the first patient and set 
from the ward to the laboratory. Both these ma 
recovered. The third, a laboratory technician, aged 


21, had performed a blood count on the second patient 


and for this purpose had collected the blood himseli. 
After an incubation period of ten days he became 
severely ill with yellow fever, and in spite of the us 
of convalescent serum he died on the fifth day of the 
illness. These events emphasise the danger of routine 
blood examinations in cases of yellow fever durmg 
the first four days of the illness and probably also in 
the incubation period. In all cases where yellow 
fever is suspected gloves should always be worn when 
blood is taken. 3 , 

In addition to those mentioned above, the following 
lost their lives in investigating the diseases w 
which their names are associated: D. A. Carmo 
(verrugas), T. Carbone and A. MacFadyen (Malts 
fever), J. E. Dutton (African relapsing fever), H. T. 
Ricketts, von Prowazek, and A: W. Bacot (typhus), 
T. B. McClintick (Rocky Mountain fever), and W. 8. 
Pirie (kala-azar). 3 


Injuries from X Rays 


Within three months of the announcement by 
Röntgen. of the discovery of X rays it became know 
that T. A. Edison and W. J. Morton had suffered 
from conjunctivitis after some hours of expost? 
to irradiation. Within a year erythema, swelling 
and necrosis of the skin, alopecia, and chronic radio 
dermatitis were reported. 

The first death to be recognised as due to the action 
of X rays occurred as recently as 1914 in a. radiologist 
Tiraboschi of Bergamo. He had worked for ! 
years with X rays and had taken no precaution. 
For several years he had had a radiodermatitis 
his face. In the last three years of his life he lost 
his strength and became pale. Finally he bled from 
the gums and autopsy revealed aplastic anem 
together with atrophy of the testes: (Faber, 19%) 
In 1922 Ledoux-Lebard estimated that a Hund 
radiologists had died from malignant disease due 
their occupation. Deaths, among radiologists e 
to X rays before the importance of adequate pY 
tection was realised, ortunately still occur. 
far the victims have been research workers, radio 
logists, laboratory assistants, technicians, and nar% 

In March, 1899, Dr. J. Weldon, of Willimantic 
Connecticut, exposed himself for an X ray pidu 
of the hip-joint for 45 minutes with the Crookes tube 
but 5 in. from the skin of the groin. A most inti a 
burn resulted, necessitating a severe operation £ 
producing a disability for a year and a half (Cassidy 


THE LANCET] 


NOTES, COMMENTS, AND ABSTRACTS 


[Nov. 7, 1936 1133 


1900). The clinical aspects of chronic X ray dermatitis 
in radiologists were described in 1904 by F. Hall- 
Edwards, himself an unfortunate victim of the disease. 

Multiple squamous-celled carcinoma of the skin is 
well known as an ultimate effect of X irradiation but 
occasionally multiple basal-celled carcinoma occurs. 
O’Donovan (1927) has recorded such a case in which 
the trunk of a radiographer was affected. This man 
learned the arts of radiography and photography in 
Dr. Sequeira’s department at the London Hospital. 
In his early professional days, from 1902 onwards, 
he made a constant practice of demonstrating his 
heart to students and visitors. It is interesting to 
record that his photographic work has achieved much 
recognition and has provided clinical illustrations for 
the published works of London Hospital men over 
many years. 

Constitutional symptoms became prominent only 
after the introduction of deep X ray therapy, in which 
massive doses of deep penetrating rays were given. 
In 1923 A. E. Barclay gave the following description 
f his own symptoms. After 12 years’ work and 
much screen examination with inadequate protection 
during the war, he began to have painless attacks 
of profuse diarrhœa, at first without other symptoms 
but later attended by initial malaise, nausea, vomiting, 
and on a few occasions by the passage of intestinal 
casts. Eventually it became necessary for him to 
zive up work and the symptoms then ceased after 
three weeks. Return to work was followed by an 
attack 20 days later, and on eight occasions such an 
nterval of 18-20 days was definitely established. 
He then adopted the most efficient means of protection 
mown, a lead apron to cover the abdomen, and 
remained free from further attacks. 

As long ago as 1905 unsuspected sterility was found 
n 18 Toon who had for various periods been 
xposed to X rays (Brown and Osgood). As acute 
legenerative changes are known to follow vigorous 
radiation in almost all the organs of the body, 
he development of chronic fibrosis is to be anticipated 
s a further result. In two of the famous radio- 
ogists who died from X ray injuries, Tiraboschi and 
Nordentoft, anropar revealed fibrous atrophy of the 
estes (Faber, 1923). 

ges in the blood in X ray workers were early 
oted and have been extensively studied. The 
ymphocytes are first increased in number by small 
loses of X rays, then diminished. The red cells 
lso may be increased at first, but anæmia sets in 
ater and may attain a very extreme degree. In 
vases that recover the anzemia is slower to disappear 
han is the leucopenia. Tiraboschi died of a profound 
inemia evidently aplastic in character (Faber, 1923). 

In addition to those whose names have already been 
nentioned the following have lost their lives as a 
esult of their work with X rays: R. Blackall, E. E. 
Wilson, J. Young, W. Hillier, I. Bruce, H. Fowler, 
I. K. Kassabian, E. W. Caldwell, W. J. Dodd, C. L. 
goard, C. M. Dally, Spence, Lyster, Perrie, Riddell, 


Walsham, A. Leray, Infroit, Radiguet, and Albers- 


Schönberg. 


Injuries from Radio-Active Substances 


Though medical practice is now almost safe so 
ar as X irradiation is concerned, matters are very 
lifferent in the case of radium. There is no doubt 
hat many people here and in other countries too are 
ffected by handling radium, mostly by the gamma 
ays. Their penetrating power is so great that it is 
ot practicable to protect completely those who handle 

ium, In the case of people who carry radium 
bout, the weight of lead they can bear to carry only 
artly protects them. The surgeon handling radium 
lso is ill-protected. In the case of a man using 
20 mg. of radium for treatment of carcinoma of the 
ervix uteri, repeated three times, protection is 


ery difficult, for each time he has to handle the 


adium closely and carefully (Russ, 1935). 

A few pathetic deaths have occurred in New Jersey 
tom the use of radio-active substances in the luminous 
aint applied to the figures of clocks and watches. 


Dr. S. A. von Sochocky, research chemist and 
technical director of the company in which the New 
Jersey cases occurred, died of aplastic anæmia in 
1928 (Martland, 1929). The luminous paint used 
by the girls in the factory was made according to a, 
formula which he had worked out. From 1913 
to 1921 he personally extracted about 30 grammes 
of radium from the ore and was exposed continually 
to heavy penetrative radiation. He was exposed also 
to the inhalation of radio-active dust in the crystallis- 
ing laboratory and on four occasions to explosions 
of tubes containing high concentrations of radium 
and mesothorium. He had an extensive radium 
dermatitis of the fingers of both hands and later 
developed necrosis of the jaw with buccal lesions. 
In 1925 he devised methods of measuring the amounts 
of radio-activity in the bones at autopsy. At this 
time he tested his own expired air and found larger 
amounts of emanation than in any of the factory 
girls examined. He thus realised the hopelessness 
of his own condition, but was stoical to the end. 
He was in a fair state of health and able to do his work 
until August, 1928, when he became weak, pale, and 
dyspneic. Blood examination showed red cells 
1,720,000 per c.mm., hæmoglobin 28 per cent., white 
cells 4000 per c.mm., with polymorphs 48 per cent. 
Later the white cell count dropped below 2000 with 
scarcely any granular cells. The blood-platelets 
dropped to less than 40,000 per c.mm. Ultimately 
he was kept alive by 13 blood transfusions varying 
from 450 to 900 c.cm., and given every fourth day. 
Except for a fine purpuric eruption over the 
extremities which appeared in crops, there was no 
bleeding until the last. He died a horrible death, 
with hemoptysis, hematuria, retinal hæmorrhages, 
and terminal broncho-pneumonia. Autopsy showed 
radio-active deposits in the lungs, the portal of 
entry having evidently been the respiratory tract. 


Conclusion 


The world to-day is too busy applauding suc- 
cessful military commanders, popular orators and 
authors to recognise that all its material advance has 
been achieved by men of science. In the arts of 
sculpture and architecture, in literature, and in 
philosophy, the position gained by Greece two 
thousand years ago remains the standard of excellence 
for the modern; but the last fifty years have seen 
more additions to natural knowledge than all the 
ages before them, and the result has been advance 
not only in material welfare and comfort, but also in 
intellectual development. The present era will be 
remembered in future history not for its art, its 
literature, or its drama, but for its science. 
Pasteur, in the course of an address of thanks to 
the French Academy of Sciences in the theatre of 
the Sorbonne on his seventieth birthday (Dec. 27th, 
1892), described himself as a man whose invincible 
belief is that Science and Peace will triumph over 
Ignorance and War, that nations will unite, not to 
destroy, but to build, and that the future will belong 
to those who will have done most for suffering 
humanity.” 
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NEW PREPARATIONS 


“ COLLOSOL ” BRAND COMPOUND HALIBUT OIL 
OINTMENT is recommended as “soothing, anti- 
septic, anti-pruritic.” It is made by the Crookes 
Laboratories (British Colloids Ltd.), Park Royal, 
London, N.W.10, and their object is to provide 
vitamin A in a form in which its supposed regenera- 
tive or healing effect on skin cells can be conveniently 
utilised. The ointment, besides 500 international 
units of vitamin A per gramme, contains Collosol 
kaolin (to absorb toxins), resorcin, and oil of white 
birch. The many conditions considered likely to 
benefit from it include bedsores, dermatitis, impetigo, 
intertrigo, seborrhcea, urticaria, wounds and burns 
(especially in the granulation stage), and excoriation 
due to irritating discharges. 

PERANDREN (Testosterone Propionate).—The manu- 
facturers, Messrs. Ciba Ltd. (40, Southwark-street, 
S. . 1) describe this preparation as the first synthetic 
chemically pure testicular hormone, and they state 
that 1 mg. corresponds in activity to about 50 inter- 
national units as defined by last year’s International 
Conference for the Standardisation of Sex Hormones, 
In Tae LANCET of Sept. 19th A. S. Parkes gave 
reasons for thinking that testosterone given as acetate 
or propionate ‘‘ becomes slowly but continuously 
available to the animal so that the loss by excretion 
and destruction is very much less than when free 
hormone alone is administered.” His results, he 
said, ‘‘indicate that the propionate of testosterone 
is much the most active male hormone compound so 
far known. It is, in fact, a most remarkable sub- 
stance, which should be invaluable for clinical pur- 
poses where daily administration is inconvenient or 
even impossible.” Messrs. Ciba point out that little 
has yet been written about the clinical application 
of their product, and that much remains to be done 
to define its extraordinarily complex and numerous 
indications.“ These are the same as for the natural 
hormone, and it is suggested that Perandren may 
be tried, for example, in cases of testicular insuff- 
ciency (with physical or psychical loss of function), 
disturbance in sexual development, and affections 
of the prostate (especially hypertrophy) in the early 


stages. It is put up in ampoules of 1˙1 c. m. (1:0 c. em. 


==5 mg. in sterile oily solution). 

PLANACRINE ANTISEPTIC LOZENGES contain a 
mixture of 2 :.8-diamino-10-methy]l-acridinium chloride 
and diamino-acridine, and are flavoured with liquorice. 
They are said to be strongly bactericidal, yet free 
from irritating effects on mucous membranes. The 
are intended for disinfection of the mouth and throat, 
and for treatment of ulcerative or inflammatory 
conditions. In simple sore-throat, tonsillitis, naso- 
pharyngitis, gingivitis, and stomatitis, these lozenges 
combat the infection and relieve pain without an 
analgesic.” The makers are Pharmaceutical Specialities 
(May and Baker) Ltd., Dagenham, Essex. 


The Boots PURE DRUG Company, Lro. (Notting- 
ham), have issued a revised edition of their booklet 
on the use of Insulin-Boots in the treatment of 
diabetes. It gives a brief account of the history and 

roperties of insulin, the preparation and standardisa- 

ion of their own product, and the management of 
diabetes. It includes a su of R. D. 
Lawrence’s line-ration diet scheme, notes on the 
technique of injection and on necessary tests, and a 
bibliography. Copies may be had from the wholesale 
and export department. | ö 
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THE ROMANCE OF LONDON 


IN the last sentence of his most recent book! 
Mr. Thompson remarks that romance still exists in 
the London of to-day as it did centuries ago, and 


he has done much himself to make the romance of 


London accessible to those who have not the tim 
to frequent libraries and old bookshops. One reason 
why marriage was so much more a lottery in early 
-eighteenth century England than it is now was the 
lack of some social medium for the introduction of 
one sex to the other. The chapters on Gentlemen seek- 
ing wives and Ladies seeking husbands are both 
enlighteningand amusing. There is naturally in most 
of Mr. Thompson’s books some evidence of his clos 
association with medicine as hon. curator of a section 
of the greatest of all medical museums. Chapter XVII. 
on the Pox-doctors illustrates the prevalence a 
venereal diseases among all classes at the end of the 
seventeenth century, and there is an advertisement 
of “a glorious spagyrick medicine to be had of 
“your old friend Dr. Case who faithfully cures the 
Grand P „ who had the same way with him as 


the much more modern quack. Now that this kind 


of advertisement has been banished from the public 
press one can look at the old (and more artistic) 


version of it with less of a qualm. Readers will be 


grateful to Mr. Thompson for so telling a picture of 
social life in bygone London. The only trouble 
about the book is that the delightful map of old 
London on the end papers, around which the text 
centres, is so creased as to make it difficult to follow. 


= IODINE AND GorrRE.—In the first leading article 
tof our last issue the seventh sentence should read: 
Both von Fellenberg and Lunde showed that the 
urinary excretion of iodine was much diminished 
adults living in a district with a high incidence of 
goitre. 

In the notice of the London Medical Exhibition in 
THE LANCET of Oct. 24th (p. 1011) the names of two 
products shown by Bengue and Co., Ltd.—Permyasz 
and Panbiol—were misspelt. 


1 Love, Marriage, and Romance in Old London. 


y C. J. 
Thompson. London: Heath Cranton Ltd. 1936. Pp. 
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Births, Marriages, and Deaths 


BIRTHS 
GrRay.—On Oct. 21st, at Hayling Island, the wife of Dr. J. D. 
Gray, of a son. 
—On Oct. 31st, at Bentinck- street, W., the wife 
of Dr. S. D. Mitchell, of Burntwood-lane, S.W., of a son. 
MARRIAGES 
Harvey—IrRvine.—On Oct. 23rd, at Cadeleigh, Devon, Dr. 
Hubert Gosling Harvey to Gwendolen Margaret, daughte 


of the late Dr. and Mrs. R. J. Irving, of Chelt 
SHIPMAN—S. at Simla, India, Capt. Robert 


MITH.—On Oct. 10th, 
Trafford Shipman, R. A. M. O., to Elizabeth, eldest 
X of Sir James Smith, of Eastbourne. 


DEATHS 


CROMBIE.—On Oct. 29th, at Farnham, John Francis Crombie, 
D. S. O., T. D., M.D. Edin., D. P. H., Lt. Col. R. A. M. O. (T.). 

JOHNSTONE.—On Oct. 29th, at Alfreton, Derbyshire, Thomas 
Johnstone, M.A., M.D. Edin. 

MARTIN.—On Oct. 28th, Thomas Muirhead Martin, M.D. Edin, 
of Bickenhall Mansions and Harley-street, W. 

ROBERTS.—On Oct. 28th, at Portsmouth, Arthur Hamilton 
Stewart Roberts, M.D. Dub., aged 65. 

SMITH.—On Oct. 27th, after an operation, Frank Campbd 
n iss Lond., M. R. C. S. Eng., of Eltham- road, Les, 
age : 


N.B.—A fee of 78. 6d. is charged for the insertion of Notices d 
Births, Marriages, and Deaths 


GIFTS To Hospiraus.—Mr. Alexander G. Maclean 
has given £10,000 to the Royal Victoria Hospital, 
Bournemouth, the same sum to the Hampstead General 
and North-West London Hospital, and £5000 to the Cottage 
Hospital at Letchworth. 
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ADDRESSES AND ORIGINAL ARTICLES 


DEATH IN ADDISON’S DISEASE * 
(FUNCTIONAL RENAL FAILURE) 


By C. JIMENEZ-D14z, M.D. 
PROFESSOR OF MEDICINE IN THE UNIVERSITY OF MADRID 


THE disease resulting from adrenal insufficiency, 
which was first described by Addison, occurs with 
great frequency in Spain. It is a matter for legitimate 
conjecture whether there may be in Spain certain 
constitutional peculiarities related to the predominance 
of dark-skinned individuals, the frequency with which 
hypotonic and hyperpigmentated persons are 
encountered suggesting the possibility of a constitu- 
tional hypoplasia of the suprarenals. It is this which 
first attracted my attention to the various mechanisms 
associated with this disease and led to the choice of 
this subject for the present study. 

Death in Addison's disease may be occasioned by 
intercurrent disease, but more frequently a series of 
progressive symptoms appears, corresponding directly 
to the diminution of suprarenal secretion, which 
becomes steadily worse and leads to a true supra- 
renal death. This presents itself sometimes as a 
clinical picture of simple coma, sometimes in an 
abdominal form, and sometimes as a convulsive 
delirium ; but the mechanism is in all cases the same. 
By the use of active extracts of the suprarenal cortex 
it has been possible to keep alive adrenalectomised 
animals and to create in them, by using various doses 
of the extract, the different syndromes of adrenal 
insufficiency, and so to study the metabolic characters 
of each of these; in this way it has been possible to 
learn the details of progressive adrenal insufficiency 
right up to death and to compare the symptoms 
with those revealed by the study of Addison’s disease. 

We know to-day that in these cases disturbance 
of carbohydrate metabolism is not the primary 
cause of death. Numerous studies by myself and 
other workers have established this. On the other 
hand there are two factors to which the utmost 
importance has been attributed :— 

(1) Dehydration or diminution of the volume of the 
plasma, and 

(2) Diminution in the sodium-content of the blood, a 
hypothesis which has led recently to the belief that the 
cortical hormone is the regulator of the blood-sodium. 


Each of these disturbances has been considered 
to be the principal factor, although since the work 
of Loeb and his collaborators, and Harrop and his 
followers, there is more and more general accord 
in favour of the second hypothesis. 


The Acid-base Equilibrium 


The basis of my personal conception of the 
mechanism involved was the study of the acid-base 
equilibrium of the blood, and was established before 
the authorities quoted above had demonstrated the 
importance of sodium loss. It has been far too little 
recognised that in all grave cases of Addison’s disease 
a marked acidosis occurs. 

One case of death from acidosis I have published 1; 
Marañón and Morros 5 have collected their cases of 
diminution of the alkali reserve in Addison’s disease, 
noting how frequent this is; Swingle and Pfiffner “ 
have recorded low figures for the alkali reserve in 
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eight out of ten cases studied during crises. All the 
cases which have come under my own observation 
in coma have exhibited this diminution of alkali 
reserve, sometimes only during the last days, but more 
frequently arising gradually. 

Is this acidosis the cause of death? A dogmatic 
reply is difficult. If we ask whether this is a true 
acidemia we must reply in the negative, because, even 
if the alkali reserve falls, the pH, measured electrically, 
varies, in our cases, very little from the normal; 
it is indeed doubtful whether acidosis is the direct 
cause of death in any disease unless there are gross 
deviations in pH. I recently saw a case of nephritis 
with a pH of 7-03 without any grave symptoms; 
the probability is rather that the state of acidosis 
is the physical sign of some profound disturbance 
which is of primordial importance. 

Are we justified in believing that in Addison’s 
disease the lowering of the alkali reserve is some- 
thing more than a coincidence and has it some deeper 
significance ? Such an acidosis might be due to: 
(1) over-production of acid, (2) a disorder of the acid- 
base regulating mechanism following dehydration, 
(3) renal insufficiency. Let us examine these three 
mechanisms separately. 


OVER-PRODUCTION OF ACID 


It has been noted that there may be an excessive 
production of ketone bodies in certain cases. I have 
observed this once and Swingle and Pfiffner have 
also done so. But such cases have been examples of 
inanition following prolonged vomiting, starvation, 
&o.; without such factors I, like Harrop, have not 
observed it. One cannot therefore attribute the 
coma or the acidosis of Addison’s disease to ketosis. 
In these very cases the lowering of the alkali reserve 
had been noted before the apparition of ketosis; 
I have also noticed an over-production of lactic 
acid in Addison’s disease; although Swingle and 
Pfiffner“ and Thaddea “ have quoted normal figures 
for lactic acid, Diaz-Rubio and others ê in our institute 
have noted very high figures during periods of adrenal 
decompensation. At first this led us to believe that 
accumulation of lactic acid might be the cause of the 
acidosis, but this is clearly impossible. When the 
total organic acid in the urine in Addison’s disease 
is estimated one finds sometimes a slight increase 
and sometimes a more marked increase; it is certain 
that, apart from lactic acid, other acids of unknown 
origin accumulate in Addison’s disease. It is quite 
evident from these and other facts that if there is 
some over-production of acid there must be other 
factors of greater importance. 


DEHYDRATION 


In my earlier studies I believed that the acidosis 
of Addison’s disease was the result of dehydration. 
Marriott has noted that in various anhydremic 


‘states a type of acidosis appears which is the result 


of the necessity for economising water and eliminating 
various active molecules, Sodium bicarbonate is 
broken up because its anion is eliminated by the 
respiration and its kation combines with acid. In 
such experiments one notes a great diminution in the 
formation of ammonia which we explain as being due 
to the necessity of the blood to eliminate sodium in 
order to protect its osmotic properties. 

Examples are given in the papers cited in the 
references, In all the cases which we have been able 
to study during a crisis the formation of NH, was 
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extremely feeble in spite of extreme acidosis. In 
another observation I was able to establish that there 
are two fundamental facts in Addison’s disease— 
the loss of sodium and the diminution in the produc- 
tion of aminonia. At this stage of my inquiries the 
train of reasoning appeared to me to be as follows. 

Adrenal insufficiency gives rise to the dehydration 
which had been noted in animal experiments by 
Stewart, Picot-Estrada, and others; this gives rise, 
as a defence mechanism, to a loss of sodium from the 
plasma and a failure of formation of ammonia, and, 
in consequence, to a progressive acidosis, which was 
increased by the over-production of lactic acid, 
sometimes by the production of ketone bodies, and 

ossibly by other unknown acids. 

In my medical institute in Madrid we have carried 
out certain studies in order to test the various rele- 
vant points. Particularly as regards the existence 
of dehydration, which appears to be demonstrated 
by measuring the water-content of whole blood, we 
reached the conclusion that the method is inexact. 
Blood is composed of one very watery element, the 
plasma (90-92 per cent. of water), according to the 
observations of myself, Bielschowsky, and Mifién,* 
and a second less watery element, the corpuscles, 
60 to 68 per cent. in weight. In consequence every 
time that the relation of plasma and corpuscles 
varies, the total water-content of the blood should 
change. When the total of corpuscles increases the 
total content of the blood in water will be lessened 
in spite of the fact that corpuscles and plasma retain 
their respective natural degree of hydration. From 
this it follows that it is indispensable to measure 
both the water in the plasma and that in the corpuscles 
most carefully and by an exact technique which we 
have published in the above-mentioned studies. By 
this method we have studied the blood in several 
examples of Addison’s disease, the results being given 
in Table I., in which it may be noted that in reality 


TABLE I 
Distribution of Water in the Blood in Addison’s Disease 


Percentage of water in— 
Observation. 
Total blood. Plasma. Corpuscles 

P. S. 79°93 90°84 66°84 
R.M. .. 78-91 90°31 65°24 
S. O. 8 80-94 91°52 68-25 
E. D. 83°01 90°16 za 

G. S. 80-42 91-93 

Normal 78°81 90-92 65°68 


there is no dehydration either of the plasma or of 
the corpuscles. Dehydration is, therefore not a reality 
amongst the clinical phenomena of Addison’s disease, 
and in consequence it cannot be the originating cause 
of the phenomena which we are now considering. 
Further, in the studies of Loeb and Harrop, one may 
note polyuria accompanying the very commencement 
of the sodium-loss which confirms that there is not 
à true lack of water. The two essential facts, sodium- 
loss and diminution of ammonia, must therefore 
have some other origin. It is this conclusion which 
has led me to give special attention to the problem 
of the formation of ammonia. 


AMMONIA-FORMATION 


In a series of cases we have made a careful study 
of this subject and of the question of acid-base 
equilibrium. 

One case was studied over a long period with 
particular reference to the relation ammonia/total 
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acidity and the formula of Gamble; these methods 
reveal the intensity of sodium-saving by ammonia- 
formation. Results are illustrated in Table II. and 
in Fig. 1, the latter showing the evolution of the 
deficiency during the course of the disease. 

It therefore 
becomes estab- 
lished that the 
patient suffer- 
ing from Addi- 
son’s disease 
suffers from an 
increasing loss 
of the faculty 
of ammonia- 
production, 
side by side 
with a pro- 
gressive loss 
of sodium from 
the plasma. 
This failure of 


Organic 


formation (for 


FIG. 1. —- Evolution of the values given by 
me the essen- 


Gamble’s formula (Bal.)and NH, di 
by total acidity (Rel.) during the down- 


tial fact upon ward course of a patient with Addison’s 
which every- disease. 
thing else 


depends) has been observed by others but not 
sufficiently appreciated. Thus it is noted in the 
observations of Pfiffner, and, more recently, Loeb, 
Atchley, and Stahl“ state that ammonia-formation 
is feeble and particularly defective during periods 
of exacerbation. Since the kidney is the organ where 
ammonia-formation takes place, and since at autopsy 
one does not find any renal lesion to explain the 
failure so similar to that which one finds in cases of 
grave nephritis, it seems that the only explanation 
is that some functional renal insufficiency must 
exist. However, before endeavouring to find out by 
what mechanism such a thing can be produced let 
us seek to discover which is the primary error, sodium- 
loss or defective ammonia-formation. 

Recent experimental work has demonstrated that 
the removal of the suprarenal glands sets up a series 
of disturbances in the salt and water balance of the 
organism of which the principal are (a) an increased 
elimination of sodium by the urine with diminution 
of that element in the plasma; (ö) a progressive 
increase in the nitrogenous bodies in the blood ; and 
(o) a diminution in the volume of the plasma with 
considerable loss of water from the organism as a 
whole. Various authors have believed that each of 
these disturbances was the most important and 
that the others were secondary. Thus, Swingle and 
Pfiffner stated in 1933 that the principal function 
of the suprarenal cortex was the regulation of the 
blood volume, Whatever may be the ultimate 
truth, the favourite view, thanks to the work of 
Loeb ° and Harrop 10 and his collaborators, is that the 
principal disturbance is the loss of sodium. Accord- 
ing to this school the function of the suprarenal 
cortex is to retain sodium in the organism, and the 
moment this function is stopped the sodium ion is 
excreted in excess. It appears certain that the 
sodium loss cannot be explained by primary loss of 
water. For example, in various types of polyuria 
there is no diminution in the sodium level of the 
plasma, and in Addison’s disease the absolute loss 
of sodium is greater than that of chlorine or of water. 
At the outset, when the sodium loss is most rapid, 
there is a polyuria but the concentration of sodium 
in the urine is increased. It would therefore seem 
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TABLE II.—ANALYSES OF BLOOD AND URINE IN CASES OF ADDISON’S DISEASE 


ood health. 


5 Cases in 
mild adrenal insufficiency. 


(5) Cases wit 
Rel. = NH. Total Acid. 


Blood. 
Subject 
: pH. pH. OO. 
G. S. 5 “% 7°33 ° 5°35 zó 
bod b 7:40 : 5:17 ee 
„ (d) é 7-40 we 5:08 be 
” (d) 7°30 bs 4°88 ee 
R. L. (a) 7°41 61:3 6°59 11°5 
„ (5) 7°39 45-8 5°46 ale 
M. I. (a) 7°37 52-6 6°90 1-73 
P. S. (a) 7°55 47°9 5:78 3°43 
E. D. G. (b) 7°31 39-9 5:05 ee 
85 (d) 7°30 36 · 6 5°38 és 
R. Z. aca 61-1 5°46 2°30 
E. O. c) 26-1 5-24 6-05 
„ (c 27°5 ona 2:04 


probable that the two losses are independent of one 
another, or, rather, that the kidney requires to 
eliminate an increased amount of water in order to 
get rid of the sodium. 

The administration of sodium has an exceedingly 
favourable effect upon decapsulated animals, as it 
has upon sufferers from Addison’s disease, even 
though such medication is not enough to keep them 
indefinitely alive if one does not simultaneously 
administer active cortical extract. In any case by 
giving sodium and cortical extract the condition of 


the animal is greatly improved and all the symptome 


of insufficiency can disappear, but without the volume 


of the plasma.ceasing to diminish unless the neces- 


sary quantity of water is administered ; which proves 
that the symptoms of adrenal insufficiency are not 
due to mere diminution in the volume of the plasma. 


Experimental Study 


It is important to determine as exactly as possible 
the cause of the sodium loss. To confirm our clinical 
observations we have undertaken an experimental 
study. In the first place we have studied the respira- 
tion and ammonia-formation by the kidney in 
Warburg’s apparatus in the presence of a substratum 
of amino-acids, comparing the behaviour of normal 
kidney with that of the kidneys of cats which had 
been subjected to decapsulation. These observations, 
which are being carried on in our Institute of Research 
by Barreda, Ochoa, and Villasante, are not yet 
complete, but the results at present obtained appear 
to confirm our clinical observations (Table III.). 

There is some functional defect of the kidney, but 
how can this be explained in the absence of any 
renal lesion? It must not be forgotten that the 
kidney is an organ which consumes more oxygen 
than other organs, and that its oxygen consumption 
is much greater than what would be expected from 
its mass. We do not yet know what are the primi- 
tive substances employed by the kidney as a source 
of energy, but it is probable that they are partly in 
the nature of carbohydrates. 

Hemingway and Phelp believe that one-third of 
the oxygen consumed by the kidney comes from the 
combustion of carbohydrate. The studies of Ferrari 
and Hoeber point in the same direction; it would 
seem to be a carbohydrate system without any useful 
anaerobic phase. The inhibitory effect of iodoacetic 
acid on renal secretion nevertheless demonstrates the 
probability that hexoses: are esterified. 

As long ago as 1916 Marshall and Davies, who 
observed nitrogenous retention in Addison’s disease, 


Bal. = Gamble’s balance. 


(c) Cases with marked insufficiency. 
(d) Grave cases. 


All figures are expressed. in mille-equivalents. 


Urine. 
( 

Bicarb. | Org. acid. | NH. | Totalacid.| Rel. Bal. 
T fe 47-1 22 · 5 2˙09 14-8 
si 39-8 26-1 31:9 0°81 37:7 
Bs at 15 ·5 40-4 0°38 19°5 
a 71˙2 15˙1 40°4 0°37 16-6 

8:73 ‘a 26-3 9-9 264 30 ˙2 
ey ee 22°4 15 ·9 1-40 28-6 
1:48 ss 9-2 4˙1 2˙22 19-4 
1:10 26-3 25:9 13-2 1-96 379 
ee e 23-5 36-6 0-64 e@ 
ee e 59 30°6 0°19 ee 
0°45 73-0 2°4 28:0 0:08 29°8 
‘ss 62°2 9˙4 28 ·5 0°33 ih 
0°75 69°5 25°9 37°6 0-68 40-0 
0°55 82-0 61-0 43°5 1-10 55 ·0 


believed that the suprarenals produced some sub- 
stance necessary for the regulation of renal function, 
and that the latter became disturbed when this 
substance was lacking It is also very important to 
remember that diminished suprarenal secretion pro- 
duces certain effects on muscles, others on the kidney, 
and others, as has recently been shown by Versar 
and Laszt, on intestinal absorption, and that similar 
effects can be produced by the administration of 


TABLE III . 
Respiration and Deamination by the Kidney of the Cat 
“ in vitro”? e: 
(Substrate: d-1. alanine, M/50) 
(A) NORMAL 
Qo, QNE, Qamino-N 
No. 
Sans. Avec. Sans. Avec. Sans. | Avec 
l(a) | — 46 10.9 0-0 7-39 
b) — 46 —11·8 0-0 7°15 
2 (a) —10˙1 — 23-6 0°8 11-70 
b) —10°5 —34°5 1'8 7°60 
3 (a) ee —10:1 0:0 10:01 
(b) sa So 0-0 4'82 ae 0 
4 (a) is —10°8 0-0 6°45 ne oe 
(5) — 41 —15˙3 0»5 5'14 1:239 | —10°10 
(B) ADRENALECTOMISED 
1 (a) zí —11˙2 0:92 4°13 si ai 
b) — 3:93) —10°5 Sige Lis 3°33 0˙0 — 2°77 
2 (a) — 9°50! —19°5 0:0 1°54 ae aa 
b) 828 E 0:0 3-94 
Average Normal oe 7°53 
QNH, | Adrenalectomised .. 3-23 


20. = cubic millimetres of oxygen evolved per milligramme 
dry tissue per hour. 

NH. and Q amino-N are the ammonia and amino-acid 
nitrogen production respectively, expressed in similar units. 

“Sans” and Avec refer to the absence or presence of 
alanine. 


iodoacetic acid; this substance inhibits the absorp- 
tion of fat in a manner similar to that seen after 
adrenalectomy, and that adrenalectomy produces a 
muscular asthenia arising, according to Kuczinsky 


and Nachmanson, from the same mechanism which 


produced the type of muscular contraction seen after 
impregnation with iodoacetic acid. 

Is it not logical to suppose that the suprarenal 
cortex exercises its influence on a general chemical 
process of primordial importance to the organism 
in a manner exactly opposite to that of iodoacetic 
acid? It is on this hypothesis that I suggest, as a 
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description of the state in which a perfectly healthy 

kidney, with a normal blood-supply, becomes incapaci- 
tated from fulfilling its function owing to a dis- 
turbance of utilisation renal asthenia.” We have 
particularly studied the intensity of hydrolysis of a 


w S 
oO = 


Hydrol. per cent. 
N” 
O 


ph 5 90 95 
FIG. 2.—Renal phosphatase (Ph. average values) in (a) adrenalec- 
tomised cats, (b) an adrenalectomised cat subsequently found 
to have an accessory suprarenal, and (c) normal cats. 


phosphohexose ester by normal kidneys and by those 
of decapsulated animals. The remarkable difference 
is seen in Fig. 2. 7 

In brief, my belief is that the action exercised by 
the suprarenal gland on the elimination of the sodium 
ion is as follows—the cortical secretion acts upon the 
metabolism of the kidney as upon other organs, 
and any shortage of this secretion produces a defect 
in the liberation of that energy necessary for ammonia 
formation, by which the bases of the plasma are 
saved, and sodium in particular. 


Other Evidence of Renal Insufficiency 


The conception of renal asthenia or functional 
renal insufficiency of metabolic origin is certainly 
of some importance in other diseases; one imme- 
diately conceives that it may play a part in diabetes. 
It is clear that in the final stage of diabetic coma renal 
insufficiency plays a part which is shown not only 
by occasional retention of nitrogen, &c., but also in 
the diminution of the metabolic activity of the kidney ; 
Snapper and Grunbaum, who demonstrated the rôle 
of the kidney in the destruction of keto-acids, believe 
that such insufficiency may be a very important 
fact. S 

‘Further than this, I have myself observed in many 
cases of diabetes, in the terminal period, that the 
formation of ammonia, previously satisfactory, ceases 
to occur in a degree sufficient to bring about the 
elimination of the acid excess associated with sodium 
retention. In such cases the loss of base is augmented 
and the necessary consequences follow. The lowering 
of the plasma-sodium in severe cases of diabetes and 
the beneficent effect of the administration of intra- 
venous saline in such circumstances are well-known 
facts. | 

Insulin and cortical extract are the two hormones 
which have greatest effect on carbohydrate meta- 
bolism ; it seems logical that the same effect of 
„renal asthenia” should be observed in insulin 
insufficiency as is found in Addison’s disease. Work- 
ing with Parra I made the following clinical experi- 
ment: in a case of severe diabetes, well controlled 
by diet and insulin, we diminished the insulin little 
by little whilst simultaneously increasing the keto- 
genic elements of the food; the immediate result 
was the lowering of the relation of ammonia to total 
acidity with increased elimination of sodium in the 
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urine and diminution of this substance in the plasms, 
potassium being increased (Fig. 3). 

From what has been said above it would seem that 
renal insufficiency may occur through disturbane 
of the internal metabolism of the kidney with a lack 
of ammonia-formation and a consequent low of 
sodium from the plasma. This is equivalent to what 
normally happens in conditions of acidosis, but! 
believe that the pathogenic effect is not dus to 


acidosis but is a specific effect of the diminutin 


of the plasma-sodium. The consequences of this fal 
in the sodium-content of the blood are extremely 
interesting; if it is true, as Gamble has demon- 
strated, that the concentration of base in the plasms 
is constant, the fall of sodium must bring about s 
parallel loss of water in the serum and in the ext 
cellular fluids, and simultaneously a loss of intr 
cellular water which will carry potassium with it. 
Even if one believes with Peters that the cellular 
membrane is impermeable to potassium this msy 
only be true in the normal state, because in patho- 
logical conditions it seems, according ‘to the work 
of Darow and others, that such a loss of water and 
potassium from the intracellular tissues is possible. 
Such a loss is accompanied by cellular destruction 
producing an increase in urea and other nitrogenow 
bodies; this is demonstrated by the investigation 
of MoCance on the effects of sodium deprivation. 
My own view is that this increase of nitrogen is more 
due to cellular 7 


destruction 
than to a 
diminution in 
“urea clear- 
ance.” 

In chronic 
renal disease 


there are two 
phases in 
the downward 
path towards 
terminal uræ- 
mia. A first 
phase with 
slow retention 
but with 
slight effect 
upon the 
general condi- 
tion of the 
body, and a 
second grave 
phase in which 
nitrogen reten- 
tion is progres- 
sive and irre- 


FIG. 3.—Ammonia formation and elimins- 
tion of bases in a diabetic after with 
drawal of insulin. 


addition to the 
increase in 
urea and 
creatinine in the blood there is retention of indican 
and aromatic bodies, with ionic disturbance ; inerease 
in potassium and diminution in sodium. 

We know to-day that renal acidosis, marked by 
diminution of the alkali reserve, is due to defective 
ammonia-formation. Krebs has shown the same 
thing experimentally by the method of Warburg. 
The second progressive and irremedial phase of 
uremia is accompanied by anæmia, wasting, an 
asthenia, or, in other words, by a hyper-destruction | 
or ‘‘ plasmolysis,” to employ the phrase of Senator. 
It is clearly of great importance to endeavour t0 
arrest the progress from the first to the second phat, 
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and this may be accomplished if we understand the 
mechanism of the change which I believe to be as 
follows: 

(1) Lack of ammonia-formation by the diseased kidney. 

(2) Loss of sodium, in consequence of the lack of 
ammonia. 

(3) Tissue autolysis through loss of sodium. 


The process is therefore the same as that which 
occurs in Addison’s disease or in terminal diabetes, 
with the sole difference that the failure of ammonia- 
formation is due to renal destruction in Bright’s 
disease, whereas in diabetes it is due to a metabolic 
defect by which the utilisation of oxygen and ammonia- 
formation become difficult for the kidney. 


Conclusion 


The thesis which I have put forward naturally 
requires further confirmation and much study; my 
sole desire to-day is to underline the importance of 
certain factors in the evolution of the so-called 
uremic states, whether organic or functional, and to 
emphasise that amongst them occurs one which I 
call “uræmia of metabolic origin,” not previously 
described, but, in my opinion, of great importance 
on account of the light it throws upon the progressive 


and fatal evolution of Addison’s disease, diabetes, 


and certain other diseases. 
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SOME TUMOURS AND ULCERS OF 
THE PALATE AND FAUCES * 


By WALTER Howartu, M. B. Camb., F. R. C. S. Eng. 


SURGEON TO THE EAR, NOSE AND THROAT DEPARTMENT, 
ST. THOMAS’S HOSPITAL 


THE subject of tumours of the palate is one in 
which I have long been interested, and in the course 
of twenty-five years I have dealt with a considerable 
variety of them, Tumours in this situation have com- 
manded scant attention from surgeons since Stephen 
Paget published a paper about them fifty years ago, 
although sporadic cases have been reported and 
discussed. As far as I can ascertain from the 
literature, this country has provided more cases 
than any other country of Europe, or America. 
Palatal tumours are not so uncommon as is often 
supposed, but are rare enough to be thought worthy 
of record, and it is surprising what a large variety 
may be met with. 

As far back as 1877 J. F. Cohnheim put forward 
an ingenious theory that the main source of origin 
for tumours consists in certain relics of fœtal tissues 
which, owing to their being superfluous or to their 
development being arrested, have never reached 
maturity but have remained quiescent in the midst 
of better developed tissues. The point at which the 
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fault in development first arises is probably some 
early period of embryonic life when more cells are 
being produced than are needed for the formation 
of the part and a quantity of cells remain unused ; 
of insignificant dimensions perhaps, but, on account 
of the embryonic nature of the cells, with great 
powers of proliferation. The region with which 
we are dealing is one which lends support to 
Cohnheim’s theory, as it is one in which relics of 
foetal tissue may be expected, for the palate is formed 
by a complicated folding in of foetal structures. 


Non-Malignant Tumours 
THE MIXED PAROTID TUMOUR 


It would not be possible to discuss in detail every 
variety of tumour that is met with. I will pass 
over the small papillomata and fibromata that are 
so commonly seen attached to the surface of the 
palate or faucial pillars and begin with that interest- 
ing tumour which is commonly known as the mixed ” 
or mixed parotid’? tumour, owing to its close 
resemblance to those curious tumours’ which 
occasionally appear in that gland. These are by 
far the most common tumours that occur in the 
substance of the palate, and at least 150 have. been 
recorded, The method of origin of these tumours, 
in the parotid as well as in the palate (for clinically 
as well as histologically they present the same 
characteristics) has given rise to controversy. They 
used to be called myxoendotheliomata, although 
some considered that a carcinomatous element was 
present in some of them, but a number of different 
names have been applied to them. Most authors, 
following R. M. Fry, have now discarded the idea 
of their originating either from (1) the endothelium 
of lymphatic vessels, or (2) embryonic cells which have 
remained dormant, or (3) embryonic gland tissue, 
and believe that they are epithelial in origin and 
arise from fully developed glandular tissue. This 
was held by E. Krompecher as far back as 1900, who 
stressed their epithelial origin with peculiar mucoid 
and cartilaginous metaplasia. A. Fraser and, later, 
Fry have shown that the cartilaginous appear- 
ance in certain areas is merely due to a fibrillar con- 
densation of the myxomatous tissue, with a resulting 
pseudo-capsular arrangement round the cells. 

These tumours are for the most part very slow 
growing, and it is not uncommon for them to be 
present for many years before discovery. They 
cause no pain but attention is generally drawn to 
them while still small on account of some discomfort 
in mastication or interference with a denture. They 
are usually encapsulated and are generally regarded 
as comparatively benign in character. This, how- 
ever, is not always the case and, particularly if the 
capsule is ruptured through trauma or if an incomplete 
operation is performed, the growth invades the tissue 
surrounding it, undergoes malignant changes, and may 
give rise to metastasis. Surgical treatment is as a 
rule simple as they shell out readily and if the entire 
capsule is removed cure is usually effected. In all 
operations inside the mouth I prefer the diathermic 
knife to the scalpel. 


Recently I met with an exceptionally large example of 
these mixed tumours. Although it had apparently been 
present for several years and had progressed very slowly, 
it was thought to be malignant. The hard palate was 
involved as well as the soft, but there was no infiltration ; 
the tumour was quite smooth and the mucosa over it 
intact. I removed it with the diathermic knife and 
found that while it had eroded much of the hard palate 
in the places where this had occurred the bone was smooth: 
and firm. og | ‘ 
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Another patient was sent to me in 1928. by the. late 
Sir Percy Sargent. with the history that twenty-two years 
previously he had removed a typical mixed tumour from 
the right parotid gland and there was now a lump in the 
palate. I found a small, smooth tumour about the size 
of a pigeon's egg in the right side of the soft palate; the 


margins of the growth were ill-defined and it was not 


freely movable. At the operation the main part of the 
growth shelled out easily but the deeper part was firmly 
attached along the border of the internal pterygoid plate, 
leaving on removal a rough surface. I placed four one- 
milligramme radium needles in the deeper part of the 
wound and left them in for five days. Healing took place 
and the palate remained normal. Microscopical examina- 
tion showed a typical’ mixed parotid tumour. Two years 
later the patient returned with á lump in the right parotid 
region and J found a firm nodular tumour the size of a 
walnut. On removal it presented the same microscopical 
appearance as that of the tumour removed from the 
_ palate. It is interesting that so long a time as twenty- 
two years ‘should ‘have elapsed between ‘the original 
parotid tumour and the palatal one, and that the recur- 
rence in the parotid should have taken place so soon after: 
the removal of the palatal tumour.’ It may be that the 
deeper part of the palatal growth was directly continuous 
with the parotid region and that the radium—rather a 
small dose—whilst destroying the tumour cells in. the 
region of the pterygoid plate, stimulated ‘those that were 
more deeply situated. a „ Sea 

_. HEMANGEIOMA AND HÆMANGEIOFIBROMA 
These are rare tumours in the palate, but it is 

advisable to consider the possibility of their occurrence, 
das in two cases that | know of an incision was made 

in the belief that a peritonsillar abscess was being 
dealt with, with almost ‘fatal results. In vascular 
tumours diathermy is particularly valuable. In 
one case I saw in 1913 after it had been incised the 
patient was almost -moribund from hæmorrhage. 
As the growth felt very firm and seemed to infiltrate 
the palate a sarcomatous condition was suspected. 
The operation for removal was a severe one as it 
was before the days ef electro-surgery and necessitated. 
an external approach as well as one through the 
palate. The external carotid was tied and a block 
dissection of glands was made, but there was no 
evidence of malignancy and the growth was found to 
be a hemangeiofibroma. The patient is still alive 
‘and well after twenty-three years. ae 

oan _ FATTY TUMOURS 

I. have seen only one fatty tumour in the palate 
A. Alagna, in describing twenty years ago a unique 
case of lipoma myxomatosum, came across only four 
cases of palatal lipoma. A few other cases have since 
been recorded ‘but the ‘number is still very small. 
My case resembled one reported by Mr. Herbert Tilley 
in 1919 in that it pushed the tonsil downwards. 
There was also a swelling in the submaxillary region 
which I decided to remove for biopsy, but when I 
cut down on it I found it continuous with the palatal 
tumour, ‘Rapid section and staining in the theatre 
showed: it, to be a'fibrolipoma.: I proceeded with the 
removal of the growth through a Kocher’s incision 
and, by extending the dissection from outside, was 
able to identify the pterygoid plates and shell out the 
whole growth, including the palatal portion, without 
making any wound in: the- palate. The tumour. was 
of considerable size, ‘botryform in appearance, and 
seemed to be encapsulated. The boy is alive and 
well after six years. Wise gaat a 

! $ ADENOMA AND ADENOCARCINOMA +3 
. Adenoma is represented in my series: by ‘only: one 
case. seen seventeen years ago. 


embedded in the soft palate. There was no infiltration 


The tumour’ was 


and the growth, which was encapsulated, was easily 
removed with the diathermic knife. 
Adenocarcinoma is still rarer. G. Finder, in an 
exhaustive study of the literature, found only 
six cases recorded, My only case was a woman of 74 
sent to me in 1929 with a history of a tumour noticed 
only two months previously. It was firmly fixed 
in the hard and soft palate, and the mucosa over it, 
which was intact, showed numerous dilated vessels, 
I thought it was an adenoma, but when removed with 
the diathermic knife it presented the structure of an 
adenocarcinoma arising from the mucous glands, 
The patient remained well for four years and then 
noticed a further lump in the side of the palate. 
I removed this, along with the surrounding portion 
of the palate, and there has been no further recurrence, 
This type of tumour appears to grow slowly. 
T OsrTROMATA Te 
These have been ‘occasionally described in the 
palate: G. Horsley, in America, has given a good 
account of a case with an illustration. This 
occurred. almost in the midline and was definitely 
nodular and larger posteriorly than in front. It was 
covered with intact mucosa and was removed without 
difficulty. with gougé and bone forceps with an area 
of healthy bone around it. In structure it was a 
typical osteoma.. I have not found any record of 
a similar case. Many years ago I had under my care 
a small boy with a hard-oval bony swelling under the 
mucosa of the hard. palate in the midline. It was 
quite ismooth and was said to have been present for 
many ‘years. I exhibited’the case and it proved to 
be an example of “torus palatinus,” an anatomical 
peculiarity first described. by Rickman Godlee, 
consisting essentially of a projection downwards of the 
diploe covered. over by compact bone. In one case 
I have since seen the swelling was not symmetrical, 
but presented an extra lobe on one side. This might 
have been regarded as osteoma, but I recall that in 
the examination of nearly three thousand skulls 
Godlee did not find a single example of true osteoma. 


. Malignant Tumours ` 
All the tumours so far mentioned have been solid 
tumours in the substance of the palate with no 
ulcerated” surface. Ini malignant. disease of the 
palate we are usually confronted with an ulcerating 
tumour or a raised plaque with a varying amount of 
infiltration around. But in one type of epithelioma 
there is a diffuse shallow ulceration with a serpiginous 
outline and little or no infiltration at the edge. This 
resembles tuberculous ulceration; it is not very 
painful and.the malignant nature is often not suspected 
until a piece has been removed for microscopical 
examination. The superficial invasion of a wide 
area and the fact that different portions shaw varied 
characteristics is typical. The malignancy is of 
high degree and both the cases with which I have had 
to deal did badly after excision. Growths of the 
tonsil tend to spread either upwards into the palate 
or downwards into the base of the tongue. Although 
tumours in this region may present similar olinical 
ppearances, it is seldom if ever possible to estimate 
the chances of a successful result. . 


box RkaTINx 1 

The method I employ for the treatment of these 
cases is excision of the growth and ‘surrounding 
tissues in one piece with the diathermic. knife. I 
have employed this method consistently since 1916 
hut lay no claim’ to priority as I believe that Mr. 
Norman Patterson employed a somewhat similar 
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method before me and he refers? to a case of Mr. 
Lambert Lack’s in 1913. As I have evolved a 
particular technique a few words about it may not be 
out of place. In dealing with palatal and faucial 
tumours it is of extreme importance to be well wide 
of the apparent growth, as the lymphatic anasto- 
mosis in the palate is very free. 

For this reason I begin the incision on the other side 
of the uvula, carry it up through the soft palate and 
deepen it until the whole substance of the soft palate is 
cut through and the edge of the hard palate is reached. 
The incision is then turned outwards along the edge of 
the hard palate to the hamular process. The shining 
tendinous fibres of the internal pterygoid muscle can 
always be recognised and the incision is carried along 
this muscle until the alveolar border is reached just above 
the mylohyoid ridge. The incision is then carried across 
the floor of the mouth, the exact point depending on the 
extent forward of the growth. As the incision is deepened 
in this situation the lingual nerve is seen and troublesome 
bleeding may occur from branches of the lingual artery 
which have to be picked up and tied. The incision is then 
carried into the substance of the tongue towards the 
middle line and then backwards through the tongue 
musculature to turn outwards behind the posterior faucial 
pillars. The growth and surrounding healthy tissue is 
thus removed in one piece. 
the raw surface it is easily stopped with the diathermic 
button or by applying an artery forceps and touching this 
with the spark. A large pack of gauze impregnated with 
bismuth subgallate and paraffin is held in position in the 
cavity with a couple of stitches and removed the following 
day. The wound heals under a very dirty-looking slough 
which separates in about a fortnight. 


There are many advantages to be gained from 
diathermic excision. The absence of bleeding gives 
a remarkably clear field. The depth of penetration 
of the spark ensures the destruction of a wider area of 
tissue than that removed, and the risk of distributing 
cancer cells in the wound is less than with scalpel 
and forceps. 

During the years 1916-31, I have dealt with 61 
cases of malignant disease of the palate and fauces. 
Of these, 15 (25 per cent.) were alive more than five 
years after operation. Of the remaining cases no 
less than 22 died within the first year (36 per cent.) ; 
whilst the remaining 24 (39 per cent.) lived for periods 
varying from one year to four years. Of the 15 cases 
that passed the five-year period, 1 is alive nineteen 
years after the operation, 1 survived for fifteen years, 
and the rest between five and ten years. These figures 
may not seem very satisfactory, but it must be 
remembered that the cases were not selected in any 
way; many were regarded as hopelessly inoperable 
in the ordinary way, and many were complicated 
by malignant glands in the neck which necessitated 
block dissection on one or both sides. Gland involve- 
ment probably affects the prognosis adversely by 
more than 50 per cent. 


OTHER METHODS OF TREATMENT 


Various forms of radiation have been employed 
during the past decade with an increasing degree of 
success, and with the improvement in the technique 
of radium application, mainly due to E. G. Berven of 
Stockholm, some striking results have been obtained. 
In this country the local application of radium and 
the application of a 5-gramme radium bomb externally 
has been in use for too short a time to estimate its 
ultimate value. The results so far are promising, and 
it will be interesting to see how the common squamous- 
celled carcinoma responds to radiation. Striking 
successes in other countries have been obtained in the 
epidermoid carcinoma described by Regaud and 
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Schmincke under the name of lympho-epithelioma. 
This may arise from modified epithelium overlying 
lymphoid structures in the tonsils or pharynx, may 
occur in young subjects as well as in old, grows slowly 
but tends to produce early metastases in the neck 
and elsewhere, and shows a marked primary response 
to radiation. Ewing, in America, recently analysed 
200 cases of malignant disease in the region of the 
tonsil and found that only 4 per cent. were lympho- 
epithelioma, whereas 72 per cent. were squamous- 
celled carcinoma. There is no single example of 
lympho-epithelioma in my 61 cases, and this is 
also the case in the series of 51 cases recently described 
by Mr. Norman Patterson. This apparently racial 
variation in the type of malignant tumour shows 
how. difficult it is to make com pansona; 


Ulcers 


Pəssing over the massive infiltrations and ulcera- 
tion associated with tertiary syphilis and Vincent’s 
angina I will consider briefly those cases in which 
a shallow superficial ulceration is the predominant 
feature, as it is these cases which so often give risé 
to difficulty in diagnosis. We have all been brought 
up to keep the possibility. of cancer, syphilis, and 
tubercle in the forefront of our minds—with the 
streptococcus, Vincent’s angina, moulds, and fungi 
as accessory to the main issue. I have already 
mentioned the form of carcinoma in which diffuse 
shallow ulceration is the main feature. Syphilis 
in the palate and fauces manifests itself in the same 


protean way as is the case elsewhere and the lesions 


may resemble, though never quite exactly, those 
caused by other agents. Tuberculosis of the fauces is 
almost invariably seen in patients who are in the last 
stages of pulmonary tuberculosis. It is agonisingly 
painful and rapidly progressive ; but occasionally 
cases are seen in which there is a local manifestation 
without any obvious lung disease. 


One such case came under my notice a few years ago. 
There was a shallow ulcer extending from the upper part 
of the tonsil on to the palate which was almost painless. 
Sections from it showed giant-celled systems and tubercle 
bacilli. There was no trace of lung involvement, either 
clinically or by X ray examination. I decided to excise 
the ulcer and this was done with the diathermic knife 
under local anesthesia. Healing took place and there 
was no further local manifestation, but within a year the 
patient was dead from rapidly progressive pulmonary 
tuberculosis. 


The more chronic form of tuberculosis that we call 


lupus provides many cases of shallow ulceration in the 


fauces and usually responds to treatment satis- 
factorily, but there are intermediate forms which, 
for want of a better term, we may call “‘lupoid ” 
which often resist treatment and show a tendency 
to relapse. 

A recital of the various activities of the strepto coccus 
would lead me too far afield. I will just remark 
how very chronic and resistant to treatment some 
streptococcal infections may be, more particularly 
those that are due to S. viridans. 


‘s Precancerous Epitheliomatosis ”’ 


There is only one other form of shallow ulcera- 
tion which is of considerable significance and may 
have wide implications. It is the condition that I 
described eighteen months ago under the designation 
“ precancerous epitheliomatosis.” I believe this to 
be a definite entity. In the early stages there is a 
diffuse shallow ulceration with raised whitish plaques 
and a milky pellicle covering the outer zone. In 
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some cases there are multiple papulo-squamous 
eroded tumour-like lesions, whilst occasionally they 
may take the form of flat plateau-like cellular infiltra- 
tions of papillomatous form. The true significance 
may not be appreciated apart from the definite 
histological picture, first pointed out to me by Dr. Philip 
Panton, as very similar to that described by Bowen 
of Boston in two oases of dermatosis with chronic 
atypical epithelial proliferation. The main clinical 
feature is the chronicity of the process; it is not 
uncommon for fifteen or twenty years to elapse before 
definitely malignant changes supervene. 
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The first case that came under my notice was sent to 
me in 1920 by Sir Cuthbert Wallace. The side of the 
tongue was involved as well as the palate and fauces. 
The microscopical sections showed no sign of malignancy 
and the Wassermann reaction was negative. Light 
diathermic cauterisation over the whole surface caused 
complete disappearance of the lesion, but from time to 
time they reappeared, often in slightly different situations, 
the intervals being sometimes as much as three years. 
Frequent biopsies revealed no evidence of malignancy 
but diathermic cauterisation was beginning to be less 
effective in destroying the lesions. It is only within the 
last few months that the condition has become definitely 
clinically malignant, sixteen years after the original 
appearance, and in addition the patient has developed a 
carcinoma of the rectum. ö 


The second case had had this condition for more than 
two years before I saw him and after various forms of 
local treatment had produced no improvement, The 
Wassermann and Sachs-Georgi reactions were negative. 
I was struck with the close resemblance to the original 
appearance of the previous case, more particularly by the. 
white patches of desquamating epithelium and the 
papillomatous condition in other parts. Removal of a 
piece showed on section a similar histological resemblance, 
almost identical with that seen in the precancerous 
dermatosis of Bowen. The epithelium is greatly thickened, 
the thickening consisting of great elongation and broaden- 
ing of its interpapillary processes, the epithelium between 
those processes being thin. There is a layer of necrosed 
keratinised epithelium on the surface, infiltrated with 
inflammatory cells and masses of micro-organisms. The 
keratinised epithelium is continued down in the centres of 
many of the downgrowing epithelial processes. There are 
small groups of large stratum granulosum cells. The 
cells of the stratum Malpighii vary considerably in size. 
In the cytoplasm many of them are eosiniphilous hyaline 
bodies. Such a body frequently fills a cell, the nucleus 
being flattened at its periphery. The basal cells of the 
epidermis are in places several layers thick. They vary in 
size and general appearance and often have irregularly 
shaped hyperchromatic nuclei. These features are con- 
spicuous in a portion of less thickened epithelium at this 
end of the section. The subepithelial connective tissue is 
fibrotic and contains areas of dense infiltration with 
lymphocytes, plasma cells, and eosiniphil leucocytes. 
This case was treated with light diathermic cauterisation 
and the lesions, for the most part, disappeared. The 
papillomatous part was the most resistant to treatment, 
but when last seen there was no definite histological 
evidence of malignant change. : 


The third case occurred in a doctor who had observed 
the peculiar whitish patch on his right faucial pillar and 
uvula for more than two years. As it was not painful 
and caused no discomfort he did not bother about it. 
When he began to have severe pain in the ear on swallowing 
advice was sought, and as a result of biopsy he w 
assured that the condition was non-malignant. . 

Biopsy also showed the same histological picture as in 
the two previous cases. Light diathermic cauterisation 
was undertaken and the lesion disappeared rapidly. At 
the operation I found a small patch of ulceration extending 
behind the posterior faucial pillar near the Eustachian 
tube; it was doubtless this portion which gave rise to the 
pain on swallowing. Eighteen months later the patient 
came back with a small recurrence on the palate; a small 
piece which was removed showed the same histological 
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picture. Light diathermic cauterisation again caused 
rapid healing of the ulcer and there has been no return, 
but this is only six months ago. When I last. saw him it 
was impossible to see that any ulceration of the palate 
had been present. 


If these cases show, as I believe they do, that a 
definite precancerous condition can and does exist in 
the palate and fauces, repeated microscopical examina- 
tion in atypical and slowly progressive ulcers that 
are not infrequently met with might result in more 
definite diagnosis and the application of a more 
efficient form of treatment. 


A NEW METHOD OF TREATMENT IN 
HAMOPHILIA 
By W. A. TIP ERLET, M.Sc., M. B. Sheff. 
A. E. NAISsH, M. D. Camb., F. R. C. P. Lond. 


LATELY PROFESSOR OF MEDICINE, UNIVERSITY OF 
` SHEFFIELD ; AND 


G. A. CLARK, M.D. Durh. 
PROFESSOR OF PHYSIOLOGY, UNIVERSITY OF SHEFFIELD 


THe literature dealing with hemophilia and its 
treatment is voluminous and contradictory and 
clearly shows that up to the present no therapeutic 
measure has been discovered which can counteract 
all the manifestations of the disease. It is only when 
hemorrhage occurs on an easily accessible surface 
that treatment can be applied with any reasonable 
hope of cutting short the duration of bleeding, and 
in these cases the most satisfactory remedy has 
probably been viper venom. 1! But any method of 
local treatment necessitates considerable attention 
and not a little ingenuity in maintaining plugs, 
dressings, and appliances in position, and obviously 
it is useless in the prevention of those internal hæmor- 
rhages which produce so much disability and defor- 
mity in this disease; nor can reliance be placed on 
local treatment where injuries are extensive, or 
where major surgical interference is indicated for 
intercurrent disease. In these cases it is necessary 
to have a remedy which, given orally or parenterally, 
will change the blood as a whole so that the clotting- 
time is reduced and a firm clot is formed at the site 
of vascular damage. Claims to fulfil this réle have 
been made from time to time for a great number and 
variety of substances, but they have never been 
upheld by all who have investigated them. 

Doubtless the tendency of hemophilia to spon- 
taneous exacerbation and remission is responsible 
for much of the conflicting evidence. Treatment by 
ovarian extract, originated in 1904,? has had some 
degree of success in the hands of Carol Birch,* but its 
efficacy has since been denied.“ In 1929 Pickering 
advocated the use of liver in the diet of hæmophilios, 
but the value of this remedy too has been chal- 
longed,” although recent work s may revive interest 
in it. Macfarlane lately summed up the situation 
(perhaps a little too severely) by saying: No 
prophylactic treatment of hemophilia, however, 
has met with any success.“ 


The Material now on Trial 


In the course of investigations unconnected with 
hemophilia, one of us (W. A. T.) found that if egg- 
white was incubated at 37° C. for several days in the 
presence of potassium bromide it was possible to 
extract from the mixture a substance whose addition 
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to blood in vitro under certain conditions led to the 
formation of a clear structureless gel which did not 
shrink like the ordinary blood-clot. It was found 
further that this substance, when injected intra- 
venously into cats (either decerebrated or suitably 
anesthetised), reduced the clotting-time of the 


blood, and that very large amounts could be given 


intravenously without producing any signs of intra- 
vascular clotting. This led to the idea that the 
substance might be useful in hemophilia. It appeared 
not to be toxic, so far as could be judged from animal 
experiments, but in order to determine this with 
more certainty W. A. T. repeatedly had intravenous 
injections himself at varying intervals of time. He 
noted no ill effects whatever. 

The methods of preparing the material and the 
tests of its efficiency have since undergone gradual 
modification. There have been many difficulties 
and disappointments, but work we have done since 
the greater part of this paper was completed suggests 
that a much simpler mode of production is possible. 
Preliminary observations with derivatives of mucic 
acid have yielded promising results, and one of these 
preparations has been used for the later injections 
in some of the clinical cases recorded below, where 
it is referred to as M.A. in the column headed Injec- 
tion.” It is not yet possible, however, to assess the 
value of this line of attack on the problem. 

Apart from mucic acid derivatives, the material 
used in the cases described in this paper has been 
prepared by one or other of the two following methods. 
That prepared by the first method gives the usual 
protein reactions and gradually loses its activity 
in the course of three or four days; no signs of 
protein shock have been observed with this prepara- 
tion when it has been given to patients, with the 
possible exception of Case 12. By the second method 
a more stable preparation is obtained which gives 
no protein reactions; this has latterly supplanted 
the material made by the first method. 


Method 1.—Potassium bromide (40-0 g.) is thoroughly 
mixed with egg-white (200 c.cm.) and the mixture incubated 
at 37°C. for three days; 200c.cm. of distilled water is 
added and then six volumes of 98 per cent. alcohol. The 
mixture is filtered and from the filtrate the active material 
is precipitated by adding an equal volume of acetone ; 
this precipitate is dissolved in water and dialysed till 
free from potassium bromide, dried in vacuo at 60°C. 
and dissolved in 0-9 per cent. potassium chloride for 
injection. 

Method 2.—The acetone precipitate obtained in the 
first method is warmed at 70° C. for fifteen minutes with 
20 per cent. nitric acid, neutralised with potassium 
hydroxide, concentrated in vacuo at 70°C. to one- 
twentieth of the volume; 98 per cent. alcohol is then 
added to the original volume, and the precipitated 
potassium nitrate is filtered off. The filtrate is again 
concentrated in vacuo at 70°C. to one-twentieth of its 
volume, a mixture of equal parts of alcohol and ether is 
added until no more yellow precipitate is formed and the 
resulting clear solution is concentrated till free from alcohol 
and ether. This leaves a cloudy solution which is allowed 
to stand for 24 hours; it is then filtered and the active 
material is crystallised from the resultant filtrate by further 
concentration. For clinical purposes the purification 
of the substance has not, so far, been carried past this 
point. The fact that no accurate quantitative method 
of estimating potency is yet available has made difficult 
the purification or identification of the active material. 


Evidence of Efficacy 


Up to the present the only tests of potency, apart 
from observations on patients, have been effects on 
the clotting-times of (1) cats, (2) normal volunteers, 
and. (3) hemophilic volunteers. In cats the clotting- 


time is apt to be affected by the anxsthetic adminis- 
tered, and even when a decerebrated preparation is 
used the results are liable to be disturbed by various 
attendant circumstances; detailed observations on 
this aspect of the problem will be published later. 
In normal persons the fall in olotting-time is less 
than in a hemophilic, and for quantitative purposes 
is of little value. The chief test of efficiency is the 
effect on the clotting-time of the patient himself or 
a hemophilic volunteer who has not had a recent 
dose; but at the best such observations give only a 
rough indication of potency. In the Tables of clot- 
ting-times recorded below the dosage has been 
expressed in milligrammes. This means milligrammes 
of a dried end-product of one or other batch of 
material, and is not meant to indicate any definite 
quantity of active substance. | 

In view of this uncertainty about the size of dose 
it is not possible to make any definite statement 
about the length of time that a single injection will 
protect a patient from hæmarthrosis or control an 
external hemorrhage. Judging by such results as 
have so far been obtained, it seems likely that the 
spontaneous fluctuations of the disease affect this 
action considerably. Speaking in general terms a 
single adequate dose will protect from hæmarthrosis 
for a period varying from 4 days to 4 weeks, but will 
only control external bleeding for 4-24 hours. Much 
depends, however, on the word adequate, and we 
have reason to believe that a dose which is adequate 
for a patient in a good period may be inadequate 
when he is in a bad period. In other words, the size 
of injection has to be controlled in each patient by 
observation on his clotting-time before and after 
injection. There seems to be no tendency to intra- 
vascular clotting however large the dose. It has in 
a few cases been possible, by obtaining a series of 
clotting-time estimations at intervals after an injec- 
tion, to predict fairly closely when the next hæmar- 
throsis or bruise will occur. After its initial fall the 
clotting-time rises at first slowly and then more 
rapidly. At this latter juncture an internal hemor- 
rhage is imminent. In different patients there seems 
to be only a poor correlation between clotting-time 
and bleeding tendency, but if the foregoing observa- 
tions turn out to be representative it may be possible 
to regulate intervals of dosage by such serial 
estimations. , 

The clotting-times were taken by a modification 
of the Dale and Laidlaw method. 


A tube 46cm. long and 3mm. internal diameter is 
closed at one end with a small plug of plasticene or dental 
wax and a lead shot of 2 mm. diameter is put into it. 
Blood is drawn from a vein by means of a syringe and the 
tube filled completely to the exclusion of all air bubbles. 
The open end is then closed either with the finger or with 
plasticene and repeatedly inverted at a constant rate 
so that the shot falls backwards and forwards in the 
tube. | 


All observations were made at room temperature, 
and in any one patient the estimations before and 
after injection were carried out in the same place 
and under identical conditions. Clotting-times were 
measured from the time when blood began to flow 
into the syringe to the time when the shot ceased to 
fall when the tube was inverted. The clotting-times 
by this method are longer than when the smaller 
tube is used, and the differences between normal 
and hemophilic persons are much wider. We think 
it important to use a method in which the shot is 
not stopped by a few strands of fibrin, for in hemo- 
philia bleeding often continues through an imperfect 
clot. 
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The following are clotting-times taken by this 
method from 11 normal persons :— 


W. e. 4 mins. H. e. ee § 25 mins. 

S. “ss 45 „ Squire „ 45 „ 

F. M., jun. 5 1 Timperley .. 45 „ (Ist test 
F. M., sen. 6 5 5 4:0 „ (2nd „ 
M. 4°75 „ Naish 5°5 „ (Ist „ 
T. 55 „ 5 5 ·5 „ (2nd „ 
P. 3°5 ” e „ 


Irrefutable proof of benefit in a disease so remark- 
ably fluctuant as hemophilia is difficult to obtain, 
and the natural tendency of both doctor and patient 
is to err on the optimistic side. Periods of natural 
remission are bound to coincide sometimes with the 
administration of a hypothetical remedy, and only 
critical observation of a large number of cases will 
correct fallacies of premature deduction. No more 
claim is made at present than that favourable results 
have been obtained in those cases where it has been 
possible to keep patients steadily under treatment 
for a long period, and critically to compare their 
condition both before and after treatment. It is 
obvious that testing on a much larger scale and for 
a longer time will be necessary to establish the limits 
of the new remedy. 

In order, however, to make our tests of efficiency 
more exacting, patients were in all cases encouraged 
to carry out those actions which previous experience 
had told them were likely to bring on painful joint 
swellings. For instance the man who had previously 
found that wielding a four-pound hammer for 15 con- 
secutive minutes would almost always bring on a 
week’s disability of the right elbow was, while under 
treatment, set to use a similar hammer for much 
longer periods (Case 6); and a boy (Case 4) of fifteen 
who had used crutches for many years, because 
bearing his weight on uneven ground was liable to 
cause one or other ankle to swell, was persuaded 
to jump from chairs, kick footballs, and run freely 
over all sorts of uneven ground. Patients were also 
encouraged not to spare themselves the knocks and 
cuts which by habit they had avoided. 

Some patients would respond readily to such 
encouragements, but with others ingrained caution 
prevented the full application of our instructions. 

In addition to these practical tests, it was thought 
desirable to carry out the more stringent test of dental 
extraction in certain cases where sepsis, decay, or 
undue retention of primary teeth made it otherwise 
advisable. In 11 tooth extractions in four patients 
no wool or plug of any description was used. Alto- 
gether 24 teeth have been extracted from six patients, 
and in only one case has it been necessary to resort 
to any adjuvant such as the local application of snake 
venom, or giving a blood transfusion (Case 7). The 
extraction of 5 teeth in this case was a very severe 
test and, moreover, it was realised after the event 
that certain errors in technique had been committed, 
details of which are given below. The hemorrhage 
was by far the largest we have encountered, but it 
does not appear to have alarmed the patient unduly 
because he subsequently made arrangements to have 
2 more teeth extracted. Unfortunately his wife’s 
illness necessitated his returning to London before 
this could be done. These tests by means of dental 
extraction have been most instructive, for by obser- 
vation of the surface of the gum and the stoppage 
of bleeding it hab been possible to judge the rate of 
the action of the substance when given by either 
intravenous or intramuscular route; and also the 
length of time that a single dose remains effective. 
These observations tend to show that injection by 
the venous route begins to act rapidly (in some 
5-15 minutes) but that the length of time during 
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which a single dose retains its efficacy varies with 
the patient and his particular state at the time. 
The dose required to check oozing from the tom 
gums and to effect early healing of the tooth sockets 
is in general much larger than that required to ward 
off hemarthrosis or bruising, and it has to be repeated 
at shorter intervals. 

Another interesting observation which tends to 
demonstrate the efficacy of the injections is the fact 
that sometimes venepuncture, with a tourniquet in 
position above, before the administration of the first 
injection, or intramuscular puncture for the purpose 
of giving a first injection, is followed by the appear- 
ance of a superficial or deep hematoma of many 
inches’ diameter; whereas similar manipulations, 
when the patient is under the influence of an adequate 
dose, cause no bruise. One patient who had his first 
four injections on four successive days showed a 
succession of diminishing hemorrhages. After the 
first puncture of the right triceps there was a large 
deep hematoma extending almost from shoulder to 
wrist; the next puncture into the left triceps pro- 
duced a hematoma of about 1 in. diameter, the third 
one of a centimetre, and the fourth no visible effects 
(Case 7). The influence of intercurrent infection, 
with a rise in temperature, in promoting a recurrence 
of bleeding in Case 5 is of interest, and the apparent 
control of temperature fluctuations by injections in 
Case 8 may not be without significance, although 
there has been no further chance of investigating 
this. i 

It must be emphasised that no claim is made to 
cure hæmophilia by the treatment suggested, but 
merely to control hemorrhage and ameliorate the 
general condition during exacerbations of the disease 
and during minor operative procedures ; in order to 
do this adequately repeated injections are necessary. 
Reference to the cases described below will show that 
widely varying amounts of material have been used 
to control hemorrhage, and it is recognised that 
the quantities used in Case 4 were excessive; 
but on the other hand it is clearly shown that large 
doses may be given with impunity and with no fear 
of damage to veins or of intravascular clotting. 
There has so far been no evidence of a negative 
phase succeeding a course of injections, but this 
possibility must be borne in mind, although difficult 
to establish conclusively in view of the recognised 
fluctuant nature of the affection. 

In the treatment of Case 7 certain errors of judg- 
ment were made, from which we have learnt much. 
First, the absolute necessity of a physiological test 
is apparent. Secondly, it is now realised that recur- 
rence of the bleeding state may in some patients be 
so rapid that it is essential to have a large stock of 
injection material in hand, and to anticipate rather 
than wait for the recurrence if the patient is to be 
kept in first-class condition. Particularly is this so 
in the night when a few hours’ bleeding may easily 
occur without attracting much attention. In this 
connexion we think it advisable that dental extrac- 
tion should be carried out as early as possible in the 
morning so that the period of recurrence may be 
carefully noted before the day staff goes off. Thirdly, 
it emphasises the fact, which we had already appre- 
ciated to some extent, that the doses required to 
control external bleeding are larger and more frequent 
than those for internal bleeding. 


Description of Cases 


The following thirteen cases are not a selected 
group, but comprise all that have so far been 
treated by us. 
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Case 1.—Aged 37. (Access by courtesy of Dr. J. 
Clark and of Dr. J. O’Callaghan.) Admitted C.G.H.* 
on March 7th, 1936; discharged on April lst and treated 
since discharge. He is an orphan knowing little about his 


relations, and no family history of hemophilia has been 


obtained. When 18 months old, after a cut on his fore- 
head, he bled for three weeks. After this he was in and 
out of hospital throughout his childhood. He estimates 
that he has been in the 8.R.H. between 40 and 50 times 
for swollen joints or external bleeding, and that his school 
attendances added together did not total more than 
‘1 year out of the usual 8. During childhood and adoles- 
cence he had repeated joint swellings and subcutaneous 
hemorrhages, either spontaneous or following slight 
injury, and there has rarely been an interval of two weeks 
without some manifestation of the disease. Bleeding 
from the gums has also been troublesome. Some slight 
improvement has been observed since the age of 20. 
He was employed during the war but lost more than half 
his working hours from disability, and he has not worked 
since. 

On admission he was very pale; right elbow swollen 


and painful; hæmatomata over left wrist and middle 


finger and over right thigh. Dysphagia and pain in 
neck, with purple swelling of post-pharyngeal wall. Left 
ankle nearly ankylosed ; movements very severely curtailed 
5 ankle and both knees, slightly impaired in left 
elbow. 

Before treatment blood withdrawn from a vein gave no 
clot up to 72 hours in the tube used, and it was never 
possible to get any measure of clotting-time. 

Treatment began on March 12th when 25 mg. was given 
intravenously. Subsequent injections are tabulated below. 
Improvement was definite and rapid; bleeding from the 
gums ceased and there have been no more joint swellings 
or pain. On April 3rd the proximal phalanges of his 
left hand were crushed by a door so severely he thought 
they were broken, but the subsequent bruise was 
insignificant. He has also had three or four cuts on the 
hand, which would previously have bled for a day or two 
but which have not bled for more than a few minutes. 
Between April 5th and 26th injections were deliberately 
withheld and observations made on clotting-time; these 
are given below. On the 26th a bruise 3 in. by 1 in. 
appeared on the forearm and injections were begun again ; 
with this exception no hæmatomata have appeared since 
treatment began. 


Injeo- Injec- 
Clotting- tions Clotting- tions 
Date. time (mg. Date time (mg. 
(mins.). intra - (mins.) intra- 
venously). venously) 
Mar. 12 No clot. — Apr. 6 5 
72 hrs. n 10 8 Injec- 
12 — . 25 » 18 23 tions 
(7 P.M.) „ 24 35 with- 
Mar. 12. 10 = » 26 100 held 
» 16 „ 18 — (10 A. M.) 
„ 17 = 20 r. 26 — 10 
(11.40 A. Mu.) (12 noon) 
3 Apr. 26868 8 — 
Mar. 17 43 ee (3 P M ) 
(2.40 P.M.) Apr. 27 14 = 
Mar. 18 . 2 ha saa 
» 28 16 
sae 16 = » 29 18 — 
7 24 : 10 100 : 9 12 2e 
” ° 7 May 5 22 — 
» H 14 75 Oct. 5 45 30 
» 30 11% = » 15 47 30 M.A. 
Apr. 5 15. — „ 16 19 — 
» 5 * — 10 p 19 e 27 TES 


M.A. = mucic acid derivative. 


As there was evidence of sepsis at the roots of several 
teeth it was decided to attempt the removal of the worst. 
On May 23rd at 10 a.m. he was given 40 mg. intravenously 
and fifteen minutes later |2 was extracted. There was no 
immediate bleeding, but during his midday meal the socket 
bled for five minutes and about 1 oz. further was lost 
during the night. Injections of 40 mg. were repeated 
on May 24th and 25th. Bleeding ceased completely on 
the 25th and the total loss was estimated at 2-30z. On 


In these notes the following abbreviations are used: 
R. I. S. = Royal Infirmary, Sheffield. 
S.R.H. = Sheffield Royal Hospital. 
C.G.H. = City General Hospital, Sheffield. 
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June 2nd at 10 a.m. 10 mg. was given intravenously and |3, 
was extracted. Another dose of 10 mg. was given at 
9 P. x. Bleeding had completely ceased within twenty- 
four hours and the total loss was estimated at loz. On 
June 5th at 11 a.m. 50 mg. was injected and 21 was 
extracted. Oozing occurred for the first six hours after 
extraction but none subsequently. Two more doses 
of 25mg. each were given within the first twenty-four 
hours. On June 10th a small piece of alveolar bone was 
found broken off in the socket. This was extracted after 
a further injection and there was a little intermittent 
hemorrhage during the next three days. No packing was 
placed in the socket after any of these three extractions. 
The clotting-time of this patient before the first injection 
was the longest of which we have any record. 


CasE 2.—Aged 31. (Access by courtesy of Dr. O. C. 
Hudson.) One brother, aged 14, died in 1911 from bleeding 
after small wound of cheek. Another brother is a hæmo- 
philic (Case 3). From the age of 2 years there have been 
painful swellings of joints, all limb joints having been 
involved at one time or another. The duration and 
severity of recurrences varied with general condition and 
the patient had good periods lasting 3-6 months 
in which joint attacks were mild and lasted only 12-24 
hours; in “ bad” periods the attacks lasted 4-14 days 
with intervals of about a fortnight. In April, 1936, he 
was getting towards the end of one of the worst periods 
he had ever experienced. There is the typical history 
of recurrent hematomata, and severe bleeding following 
minor injuries. Lifting heavy weights caused deep 
hemorrhage into muscles. His school attendances totalled 
about 3 years of the normal 8. No improvement has been 
observed in adult life, except that there has been less 
bleeding from the gums. With his brother (Case 3) 
he has carried on a boot repairing business, but is liable 
to be off work for long periods. 

He has medium pallor; the lower limbs are somewhat 
wasted. Movements of knees limited to about 30°; 
right foot fixed in position of plantar flexion and inversion. 


Injec- Injec- 
Clotting- tions Clotting- tions 
Date. time (mg. Date. time (mg. 
(mihs.). intra- (mins.). intra- 
venously). venously) 
Apr. 17 30 ee — July 7 ee — 20 
„ 18 27 — (40 ming. later) 
27 19 29 — July 8 e o 17 ee — 
p 20 32 ZEE 3 15 ee 30 ee — 
n 23 40 —— ” 15 oe — ee 20 
„ 23 — 10 „ 16 18 — 
9 23 ee 14 ° — ” 20 20 
(2 hrs. later) (8 P.M.) 
Apr. 26 . 211 0 — July 20 — e 25 
” 2 31 0 — 9 P. M.) 
May 3 40 — uly 20 10 — 
” — 10 (9.20 P.M.) . 
later) ct. 5 65 .. — 
y 4 22 „ 6 - 65 . 30 M. A. 
June 30 35 kee ” 7 20 oe — 
p 30 oe ay 30 ” 15 40 ee 30 M.A. 
” 30 ee 14 oe = ” 16 oe 18 oe — 
2 hrs. later) » 19 27 «2 = 
July 1 ee 19 ee — » 24 oe 40 oe 30 M. A. 
July 7 ee 30 ee 5 75 25 eo 23 ee i 


Clotting-times were found to be about 30 mins. and 
injections were begun on April 23rd and given sub- 
sequently as shown below. Since that date there has been 
such complete immunity from symptoms as he has never 
before experienced. There have not been joint attacks 
of the mild variety which used to occur even in good 
periods. Heavy or prolonged muscular work has pro- 
duced no deep swellings, and shaving cuts clot at once. 
Early in August he sustained a cut on the palmar surface 
of the right hand lin. long and } in. deep. This bled 
for five minutes only. (Previously in a good period, 
such a cut would have bled for 3-4 days, even if bandaged 
and splinted. The scar of this cut is visible and sub- 
stantiates his account of it.) On June 19th two upper 
canines were extracted. An hour before extraction the 
clotting-time was 33 mins. which is about his normal 
average without injection. An intravenous injection “of 
35 mg. of the substance was then given which reduced 
the clotting-time to 10 mins. Two hours after extraction 
there was a clot about the size of a pea in each socket and 
after this no further bleeding occurred. 

v3 
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On. Oct. 20th he dropped a cobbler’s last (4 Ib.) from a 
height of about 4 feet on his second right toe and crushed 
the nail; next day the toe was swollen but no discolouration 
was visible. On the following day the nail was pulled 
off and there was no more bleeding than would be expected 
from such a raw surface in a normal person. 
the wound was healing and there had been no vedas’ 


‘bleeding. 


CASH 3.—Aged 38 (eee Case 2). (Access by courtesy 
of Dr. Hudson.) This man seems to have suffered from 
a milder form of the disease than his brother and his 
working capacity has been considerably greater. He 
‘has learnt to avoid joint swellings by careful movement ; 
‘twists or jolts invariably cause some degree of swelling 

in a joint, which begins by a feeling of tightness and heat 
coming on suddenly in the affected part. Good” 
periods have lasted 2 or 3 years, bad periods about 
8 months. Occasionally there have been periods of rectal 
bleeding ; he had a severe hemorrhage in the alimentary 
tract in 1929, but has never been in danger of his life. 
As a child he. ‘only lost a total school time of about 1 year 


out of the usual 8, but during late adolescence he was 


frequently. incapacitated by epistaxis and lost working 
time in later years. 

Treatment was begun on April 20th. Prior to this, 
observations on clotting-time never showed it to have a 
-value less than 40 mins. Like his brother he has experienced 
during treatment complete immunity from unfavourable 
symptoms, such as never before. 
of tightness or heat in his joints; he can walk better and 
carry on his work with a greater feeling of confidence. 
He has often hit his left hand with the hammer so as to 
-hurt himself without producing a bruise, and on one 
occasion, July 30th, he banged his right elbow heavily on 
the sewing machine without any joint trouble following. 
On July 24th he cut his right thumb and blood spurted 
from the wound. After applying a bandage he resumed 
-work immediately and in two days removed the bandage. 
(Previously such a wound would have necessitated loss 
of a week’s work.) 


Injec- Injec 
. Clotting- tions oe tions 
Date. time (mg. Date. tim mg. 
(mins.). intra- (mins. ). intra- 
venously). venously). 
Apr. 15. +o. 60 „„ — Apr. 27 — ee 23 . — 
E T % May 3 .. 40 10 
” 18 oe 43 5 * 4 -i 18 a 
” 19 40 . ee — Oct. 5 ? 63 N 30 M. A. 
n 20 . 45 5 ” 6 18 ee — 
» 21 30 — „ 15 33 . 30 M. A. 
” 23 ‘ee 35 ee — ” 16 ee 16 ee —— i 
» 26 ae 47 ** 10 ; 9 19 ee 24 5 


In this man certain teeth needed to be extracted because 
of sepsis and between June 18th and July 2nd a total of 
.6 were extracted under the influence of protective injec- 
tions. On the 18th an upper canine was extracted after 
25 mg. had been given and all bleeding had ceased within 
twelve hours. On the 24th an upper incisor was extracted 
‘after 45 mg.; one teaspoonful loss in first 12 hours and 


afterwards only a few drops. On the 29th two lower central 


incisors were extracted after 10mg.; slight bleeding 
for 36 hours. Finally on July 2nd two lower lateral incisors 
were extracted after 50 mg.; apical artery in one spurting 
after extraction. Bleeding ceased in ten minutes and 
there was no more until nearly three days later (July 5th) 
when it started again rather profusely and was only 
finally ‘checked on the evening of the 7th after four 
injections: Each injection was followed by almost 
‘immediate cessation, but recurrence took place some 
12 hours later. 


. CASE 4 Aged 15. Admitted to nursing-home from 
May 24th to June 14th by the courtesy of Dr. Hugh Ashby 
and Dr. G. B. Macgregor of Manchester. One brother is 
normal. A maternal uncle was a bleeder and died of 
bowel hemorrhage aged 14. The. patient has had frequent 
bruising from early infancy. - Any thoughtless lifting of 
him causes a painful deep swelling in the muscles of the 
trunk. Even lying in bed has, caused pain and inability 
to straighten the back. Swelling and pain in joints 
began at the age of 4 and these attacks have subsequently 
been more frequent; walking on uneven ground produces 
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joint attacks and he has used crutches for some years; he 
goes to a private school where he. has a special chair. 
Has had intestinal and renal bleeding; there was an attack 
of hematuria for ten days previous to admission. He has 


been carefully shielded from injury but small cuts have 


bled profusely and on one occasion a blood transfusion 
was nece Milk teeth have been carefully preserved 
to prevent danger of hemorrhage. 

e lower limbs are much wasted and there is limitation 
of movement in left knee. Considerable hematuria. 

His clotting-time on May 24th was 26 mins. At 3 PaL 
he was given an injection of 10 mg. intravenously and at 
5 f. M. the clotting-time was 12 mins. Intravenous or 
intramuscular injections were repeated at suitable intervals 
‘and he has been gradually trained, first to walk without 


‘crutches, and then. to jump off chairs, then to kick a 


football and to run over uneven.ground in the garden of 
the nursing-home. The muscles of his legs were weak 
from disuse, but being a boy of adventurous spirit he was 
quickly trained to these exercisés. One of us (A. E. N.) 
saw him slip badly over a grating in the path and. twist 
his leg, without any hemarthrosis occurring. 

Six carefully filled temporary teeth were preventing the 
satisfactory eruption of the permanent dentition. His 
parents wished to have these removed if possible. Pre- 
paratory to extraction an intramuscular injection of 


10 mg. was given on qune 2nd and repeated on the 3rd. 


On the 4th his clotting-time was five mins. and A was 
removed. Further injections of 10mg. were given on 
June 5th, 6th, 7th, and 8th. During these four days a 
clot kept forming in the socket, and by the time 12-24 
hours had elapsed each clot was ‘sufficiently big to incom- 
mode him for taking his meals and talking. It was then 
removed and another clot.slowly formed. By June 8th 
all bleeding had ceased. The total loss was estimated 
at about 20z. The clotting-time was kept between 5 and 
8 mins. during the period June 4th to 8th. No packing 
was used in the socket. 

After his return home to Manchester he was 
intramuscular injections by his medical attendant, Dr. 
Macgregor, at fortnightly intervals, and indulged im all 
forms of activity. About the middle of J uly it was 
reported that he had a slight swelling of the left knee. 
Owing to calls on the material produced .and difficulties 
in manufacture it was not convenient to readmit him 
then and Dr. Macgregor was advised to give him an 
injection every week, which seemed to keep him from 
further trouble. On Sept. 13th he was readmitted (five 
days after his last injection by Dr. Macgregor). His 
clotting-time was taken on four successive days and was 


found to be rising rapidly. 


en 1815 = 232 mins. Sept. 16th 70 mins. 
15th = 50 „ „ ith = 120 , 
It was 1 that he was now in a “ bad” period due to 
a natural fluctuation and that stronger and more frequent 
injections would be necessary to render him immune. 
On Sept. 30th a bruise appeared on leg. A course p: treat- 


8 . i ec- 
2 otting- tions otting- tions 
Date. time (mg. Date time (mg. 
.). intra- (mins.). intra- 

. Vvenously). venously). 

Sept. 30 ee 30 0 15 Oct. 12 — ee on M.A. 
„ 22 30. — » 13.. 15 49 2 
9 25 a — eo 10 ” 14 — eo 30 m 
” 27 * 23 oe — n 19 e 40 * 40 . » 
Oct. 1. a) 45 ge TS oe 39 20. — 5 ee 30 0 
” 4 . — e» 20 ” 21 — 50 E 
” 5 * 30 ae 20 M.A. 77 23 — ee 30 » 
* 6 a 28 ee 26 ” n” 25 — ea 20 8 
„ ee a „ 36 6 .. 6 2 
” 8 0 28 oe 20 ” ” 29 oo ~e 40 = 
” 9 0 28 ee 20 r ” 320 3 * 50 = 
” 11 e 18 e 31. — ef 60 æ 

æ Intramuscular inj ection. 


ment was therefore carried out as shown below and on 
Oct. 13th, after a preliminary injection intravenously 


of 50 mg., l4, was extracted. There was slight oozing. 


for about 30 mins. and again later in the afternoon, but 
this ceased: after a further injection of 30mg. at 5 P.. 
On Oct. 14th a small clot over the socket separated but 
later re-formed; 30mg.. was given intravenously and 
no further bleeding occurred. 


THE LANCET] 


DRS. TIMPERLEY AND NAISH AND PROF. CLARK: HAJMOPHILIA 


[Nov. 14, 1936 1147 


On Oct. 19th the clotting-time was 40 mins., but after 
40 mg. intravenously I was extracted. This was followed 
by slight oozing, but a clot soon formed and there was no 
further bleeding. On the 29th F was extracted after 
40 mg. intravenously ; no bleeding occurred but a large 
clot had formed next day suggesting oozing below clotted 
surface. is was removed, 50 mg. was given intra- 
venously and a small clot rapidly re-formed, but on Oct. 3 Ist 
this had grown to inconvenient size and was removed; 
another injection of 50 mg. was given and there has been 
no further bleeding. 


Cask 5.—Aged 43. Grandfather known as hæmophilic; 
died from hemorrhage after fall at age of 44. Youngest 
brother died 1930 from Hodgkin's disease. Swollen 
joints after slight falls. Severe hemorrhage from wound 
in mouth at 6 years; ill for 6 weeks. Tooth extracted 
at 16 years; bled for 4 days. Tooth extraction at 23 
years followed by blood transfusion. History of repeated 
joint swellings and pain, and prolonged hemorrhage 
from minor cuts. Had heard from Case 4 of treatment 
and came to have four teeth extracted. 

Sept. 22nd: Clotting-time 12 mins. Sept. 23rd: 
Clotting-time 11 mins, 

Sept. 24th : Clotting-time 15 mins. at 11 a.m. Injection 
50 mg. (5 c. om.) intravenously at 11.30a.m. At 4 P. u. 
clotting-time 4 mins. 

Sept. 25th : Clotting-time 6 mins. at 11 a.m. Injection 
50 mg. (5 c. em.) at noon. At 2 P. M. [4:5 extracted under 
gas. At 10 P. xx. 10 mg. given intravenously. 

Sept. 26th: Total loss of blood since extraction about 
2 0z.; 10 A. x., 50 mg. intravenously; 11 P. u., 20 mg. 
intravenously. No bleeding during day. 

Sept. 27th: 10 A. M., clot size of tip of thumb over sockets 
removed; 50 mg. intravenously. Slight oozing occurred 
but stopped after further injection at midday. 

Sept. 28th : Clotting-time 12 mins; no further bleeding 
occurred. Sept. 29th: Drove 30 miles by car. 

Oct. 5th: 50mg. intravenously 11 a.m. [8 extracted 
under gas 3P.m. No bleeding. Patient up and about 
and had normal meals. 

Oct. 8th: 50mg. intravenously 11 a.m. 4] extracted 
under gas 2 P.M. No bleeding. 

Oct. 9th : 50 mg. intravenously. No bleeding; sockets 
all dry. Patient had kept a wool plug in the sockets 4] 
and Ig but this was merely stained with blood; he had 
normal meals and was not in bed. 

Oct. 10th: 50 mg. intravenously. Drove home to 
Manchester. Oct. 12th: “A little bleeding”; Dr. 
Macgregor gave 50mg. intravenously which checked 


Oct. 14th: Caught a chill when fishing; temp. 101° F. 
Bleeding began from . Drove home 50 miles. Oct. 15th : 
Dr. Macgregor gave 50mg intravenously. Oct. 16th: 
Temp. normal ; firm clot in socket. 

This patient has volunteered the information that 
cute when shaving have not been troublesome since treat- 
ment began; before treatment such cuts necessitated 
changing collar two or three times. 


CasE 6.—Aged 29. Admitted S. R. H. on May 12th 
by the ‘courtesy of Dr. Dorothy Hare of the Royal Free 
Hospital, London. Patient is the third of six children 
of whom the four elder are males. The eldest died at 
2 years, cause unknown. ‘The second was a known bleeder 
and died at 14 from a pin-prick in the mouth. His 
youngest brother, aged 20, is a bleeder but rather less 
severely than the patient, and he has managed to retain 
employment so far. One male nephew died at 10 days 
old of unknown cause. 

Since the age of 2 has had painful swellings of various 
limb joints at intervals of a week to two months, arising 
spontaneously or after slight injuries. Using a 4 lb. 
hammer for 16 consecutive minutes causes a week’s 
disability of the right elbow. Often bleeds from nose and 
gums and has been unable to brush his teeth; has to be 


extremely careful when shaving. About 8 months ago 


had gastric hemorrhage and hematuria and during this 
attack had four blood transfusions in the Royal Free 
Hospital. Had recurrence of gastric hemorrhage about 
6 weeks ago. 

Has marked wasting of muscles of all limbs and consider- 
able limitation of movement in most joints. The first 


injection was given on May 16th, followed by others on the 
22nd and 30th; since his return to London the treatment 
has been continued. During treatment he was urged. 
to carry out exercises and gradually his immunity from 
joint swelling gave him confidence so that during his stay. 
in hospital he was able to use the four-pound hammer for 
periods of 40 mins. without mishap. After his discharge 
on June 4th he did no work for 4 weeks, but has been 
cobbling since. He has used the hammer regularly for 
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periods of half an hour at a time without harm to the 
right elbow, but on three occasions the left shoulder, which 
is liable to a severe jar if the hammer mis-strikes, has been 
disabled for a period of three days each time. This is the 
joint previously liable to mishaps when lying on it in bed. 
He has had several minor cuts while shaving which have 
not bled as they always used to do. He says he has 
greatly improved in general health and all joints except 
the left shoulder have been freer and less painful than 


before. 


Cash 7.—Aged 39. Admitted to S. R. H. on July 2nd 
by courtesy of Dr. R. G. Macfarlane of St. Bart. s Hospital. 
Youngest of family of seven. Out of three brothers, two 
have been bleeders. At 2 years bled for three to four 
weeks from cut lip. From 7 to 14 years went through a 
bad period of joint trouble and as an average attended 
school only two weeks out of every seven; ankles, knees, 
elbows, and shoulders mainly affected. From 12 years 
periodic hemorrhage from kidneys began which has lasted 
till now. This has usually recurred about once every two 
years and lasted about two months. When 24 years old 
he bled from kidney continuously for nine months. At 
17 had severe affection of right knee and was laid up for 
three months; this joint then became permanently 
fixed in a semi-flexed position. At 36 extremely severe 
internal bleeding; vomited two pints of blood; nearly 
died; blood transfusion. At 37 occasional fits (about 
a all). (A hemophilic brother started fits at 25 years 
old.) 

Rather melancholic; general nutrition fair; muscles 
of limbs considerably wasted. Limitation of movement 
gross in right knee, moderate in both elbows and slight 
in wrists and ankles; other joints show crepitations. In 
the right knee the patella is dislocated outside the external 
condyle and there is gross distortion of bone position. 
He is able to walk with the aid of crutch or stick. 

Many teeth were decayed and had been giving trouble 
and it was decided to remove 5 of them after a series of 
prophylactic injections. The first injection into the right 
triceps produced a large deep hematoma, the swelling 


extending almost from shoulder to wrist and under the 


annular ligament to the dorsum of the hand. A similar 
injection next day into the left triceps caused a hematoma 
of about lin. diameter, while two further injections on 
succeeding days were followed, the one by a bruise about 
lcm. in diameter, the other by no obvious swelling or 
discolouration. On July 16th an injection of 20mg, 
was given and 5 teeth extracted. During the rest of that 
day bleeding was inconsiderable but during the night and 
the following day the hemorrhage increased, and could 
not be checked by intravenous injections. The material 
used for these was from a fresh stock whose activity had 
not been tested on cats and it was found subsequently to 
be inert. (Demand for the substance at this time was so 
great that facilities for production were taxed to their 
utmost, although batches in various stages of preparation 
were always available.) Bleeding was temporarily 
decreased by 10 mg. of a previous batch and a fresh stock 
prepared hurriedly. This latter, however, through haste 
in preparation contained some potassium nitrate which 
caused sufficient pain on injection intramuscularly for the 
patient to refuse further injections. On July 20th his 
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hæmoglobin had fallen from 94 per cent. to 62 per cent. 
and his pulse-rate had risen to 120. It was therefore 
considered advisable to apply viper venom locally. Despite 
this local treatment there was further loss of blood, but 
& purified batch of material being now available the 
hemorrhage was stopped by intravenous injections 
given each day. After each intravenous injection the 
bleeding stopped for several hours. On July 23rd all 
bleeding ceased except for a recurrence of oozing from 
one socket. A blood transfusion of 500 c. om. was given 
for the treatment of the anemia and subsequent recovery 
was uneventful. 


CasE 8..—Aged 12. (Access by courtesy of Mr. T. B. 
Mouat.) Admitted R.I.S. on Jan. 24th. First cousin 
(Case 12) is a bleeder. No other bleeder known in the 
family. Recognised as a bleeder from infancy. First 
serious bleeding at 10 months old. Has been on five 
separate occasions in R. I. S. and on one occasion in the 
S.R.H. for severe bleeding, blood transfusions being 


Chart showing daily temperature range in Case 8. Figures at top indicate dosage in mg. 


found necessary three. times. Epistaxis has been very 
frequent since 1 year old and gum bleeding not 
uncommon, Various joints have been swollen and on 
one occasion there was intestinal hemorrhage. 

He was admitted to the R. I. S. on Jan. 24th for a fracture 


in the middle of the right thigh which had followed a fall 


while playing. There was a large hematoma high up on 
the inner aspect of the thigh which was apparently an 
extension from hemorrhage near the site of the fracture. 
An extension apparatus was applied. His condition 
began to deteriorate and it gradually became evident 
that the hematoma had become infected. He had one 
blood transfusion on Feb. 18th. On March 4th the 
hematoma was incised and began to discharge a mixture 
of blood and pus from a sinus. A pure growth of hemo- 
lytic streptococci was obtained from the discharge. The 
extension apparatus had to be discontinued. With the 
progress of the infection the temperature gradually 
became higher and more continuous. For the first nine 
days after admission there were only three brief rises with 


a maximum of 100° F. From Feb. 3rd to 14th it was more 


continuously raised but still not above 100-2°. After 
this for the next twenty-four days from Feb. 14th to 
March 8th it had a much higher range, reaching a point 
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between 101° and 103-8° on every day except two. (See 
Figure.) l 

On March 8th at 7.30 P.M. an injection of 40 mg. of the 
substance was given intravenously. The temperature 
immediately fell to a lower level (maximum 100-2°) and 
continued slowly falling till March 19th when it had been 
normal for three days. Bleeding from the hematoma 
sinus had ceased on March 10th and there was a gradual 


improvement. in his general condition. An injection of 
10mg. was followed by cessation of bleeding, but not 
by a satisfactory fall‘ of temperature, so another 10 mg. 
was given on March 23rd and again on the 25th. The 
temperature remained normal for six days up to the 20th. 
Another injection on the 30th was followed by twelve days 
of normal temperature and subsequently there were only 
two slight rises. The extension apparatus was replaced 
on April 8th and the progress of the patient has been 
steadily towards complete recovery. On July 26th the 
patient extracted a milk tooth and the subsequent bleeding 
stained two handkerchiefs. He has had injections from 
time to time since his discharge from hospital and now 
appears in good health. 


CasE 9.—Aged 21. Treated as an out-patient. Has 
history of joint swellings beginning at the age of 5 years; 
hematomata follow slight injury. The disease has shown 
& rhythm with 4-6 weeks’ intervals between periods of 
disability lasting 10-14 days. At 8 years four loos 
milk teeth extracted; bled for 3 
weeks and nearly died. Up to 15 years 
attacks used to prevent walking for 
a large part of the year, but since 
then has only lost about s quarter 
of his working time. = 


A small, thin man with 
sallow complexion. Shows great 
caution in his movements and is 
afraid of being handled. 

As this patient was not at the time 
complaining of any serious symptoms 
and was actually working at his usual 
employment he was utilised mainly to 
test the effect of injections on his 
; clotting-time. The first venepuncture 
with tourniquet was followed by a hematoma measuring 


about 8 in. by 5 in. with its centre at about the point ol 


puncture. After the first injection further manipulations 
of the same nature were no longer followed by hmmate- 
mata. While under the influence of the injection with 8 
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low clotting-time he was encouraged to subject himself 
to the sort of knocks or jolts which experience had taught 
him would bring on bruises or joint swellings. He was 
not a very good subject in this respect as he was naturally 
timid and we cannot state from observation that there 
was any obvious improvement on his former condition. 


On one occasion during the course of treatment the left. 


elbow became slightly stiff five days after the last injection 
had been given. From April 3rd to May. 5th he was 
deliberately: kept without an injection and at the end of 
that period when the clotting-time was rising steeply two 
hæmatomata appeared and the gums began to bleed. 
He has volunteered the statement that his capacity for 
walking has been 50 per cent. better since the injections 
have been started. 


Case 10.—Aged 16. Admitted to S. R. H. on July 7th 
by courtesy of Dr. A. G. Ogilvie, Newcastle-on-Tyne 
Royal Infirmary. Two maternal uncles hæmopbilio; two 
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brothers and two sisters normal. At 2 years bled from 
cut lip for two days; since then frequent swellings of 
ankle- and knee-joints. Occasional epistaxis. His school 
attendance has been about two-thirds of the maximum. 
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Pale undersized boy; looks some three years below 
his age. The only joints noticeably affected are the knees. 
The muscles of the right lower limb are markedly wasted 
and those of the left slightly. Hæmoglobin 70 per cent., 
with 5,000,000 red blood-cells and 5500 white blood-cells ; 
anisocytosis and poikilocytosis present. 

This boy was admitted during a period when he was 
ion or well and no striking change in condition 
was noted. 


Case 11.—Aged 13. Admitted to S. R. H. on July 7th 
by the courtesy of Dr. Ogilvie of Newcastle-on-Tyne. 
Youngest of five of whom three were males. Eldest 
brother bled to death after dental extraction; the other 
brother normal. One male cousin died of bleeding. At 
2 years had two blood transfusions for bleeding from 
mouth. Somewhat later a cut of right hand caused bleed- 
ing for some weeks. No external bleeding lately except 
oozing from the gums, which has been more or less con- 
tinuous for years. Regular recurrent swelling of joints. 
Usually two months’ interval between each attack. Last 
attack in right knee, two weeks ago. A week or two’s 
disability with each attack. 

Thin delicate-looking boy with small chest. Bleeding 
from gums. Numerous bruises of arms and legs. Both 
knees swollen, especially the left; limitation of flexion in 
both and some limitation of extension in the left. Consider- 
880 limitation of movement in the right elbow and left 

o. 

The first injection into the right triceps caused consider- 

able deep hematoma. He remained well while in S.R.H. 
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After his return to Newcastle he was given two injections 
weekly by Dr. Ogilvie. Three days after the second 
injection he had a severe deep hemorrhage. This is the 
only case in which this has occurred. We are inclined to 
attribute it to the non-keeping quality of the substance 
prepared by the first method given. It may of course 
have been due to a severe fluctuation in the disease. The 
parents did not wish further treatment. 


Case 12.— Aged 9 years. First cousin of Case 8. At 
8 months bled severely after injury to ear. During early 
childhood often had severe headache. At 7 years after a 
dental extraction was found next morning in a bed 
“saturated with blood; admitted to S. R. H. and kept in 
for six weeks; blood transfusion; nearly died. At 
8 years ear bled for 14 days; tongue bled after a cut for 
10 days; hzsemorrhage into testicles. Epistaxis lasting a 


week, 
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Clotting- tions Clotting- tions 

Date. time (mg. Date time (mg. 
(mins.). intra- (mins.) intra- 

venously). venously). 
Apr. 5 oe 90 ee — Apr. 14 8 eo * 
L 5 se — ee 15* 59 20 oe 14 se — 
” 6 ee 6 ee — ' 97 29 ee 18 ee 5 
E 8 oe 8 ee — 99 29 ae — aes 20 
(later) 


* Followed by vomiting and shivering. 


He was first under observation on April 5th. He was 
given two injections and his case is quoted only to show the 
effect of the first on his clotting-time. 


Case 13.—Aged 20. Admitted to S. R. H. on July 2nd 
by courtesy of Dr. Macfarlane of St. Bart.’s. Elder 
brother died of a cut at 18 months old; another brother 
died 6 days after birth (cause unknown). History of fre- 
quent hematomata since the age of 5 months. At 7 years 
had hemorrhage into tissues of neck after extraction of 
milk tooth, and was in Chelsea Children’s Hospital for 
3 weeks; given horse serum once a month afterwards. 
From 7 to 14 years lost about a quarter of his school 
attendance time. After age of 15 had frequent joint 
attacks, and was in St. Bart.’s Hospital for 8 weeks 


on one occasion with hemorrhages into left knee, right 
groin, and neck; treated with serum and transfusion. 
Has subsequently had transfusion on three occasions. 
He thinks the disease tends to go in fortnightly cycles, 
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and when the bleeding tendency is present he has a 
craving for sugar and salt, and feels lethargic and tired. 

Fairly good condition; muscles well developed. Able 
to walk some miles. Left elbow is most affected joint. 
Extension is limited by 30°. Right knee flexion is limited 
by about 20°. 

This man was at the time of arrival in such good health 
that we did not observe any objective improvement, but 
the patient himself thought there was improvement after 
the injections. 

Summary 


A description is given of the preparation from egg- 
white of a substance or substances which, on 
intravenous or intramuscular injection, reduces the 
clotting-time of the blood and controls hemorrhage 
in hemophilics. 

This substance, even when injected in large quan- 
tities, has never been found to produce either local 
or general intravascular clotting ; nor does it appear 
to cause any other disability. 

Repeated injections are necessary to control the 
tendency to hemorrhage in hemophilia. 7 

A derivative of mucic acid has been found to have 
similar properties. 


We wish to express our deep sense of gratitude to 
Alderman J. G. Graves of Sheffield, whose generosity 
has made it possible to continue this work. The animals 
used for test purposes were paid for by a grant from the 
Medical Research Council to one of us (G. A. C.). We 
wish also to thank Messrs. J. Naish, B.A., and J. Squire, 
B.A., for their valuable assistance in the preparation of 
material. 
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FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL AssoocraTron.—An afternoon course in venereal 
diseases will be given at the London Lock Hospital 
from Nov. 23rd to Dec. 19th; a course in proctology 
at St. Mark’s Hospital from Nov. 30th to Dec. 4th; 
@ course in thoracic surgery at the Brompton Hospital 
from Dec. 7th to 12th; and an afternoon course in 
dermatology at the Blackfriars Skin Hospital from 
Dec. 7th to 19th. Week-end courses will be held 
as follows: general surgery at the Princess Beatrice 
Hospital (Nov. 14th and 15th); infants’ diseases 
at the Infants Hospital (Nov. 2lst and 22nd); chest 
diseases at the Brompton Hospital (Nov. 28th and 29th). 
A clinical and pathological course for M.R.C.P. candi- 
dates will take place at the National Temperance Hospital 
on Tuesdays and Thursdays, at 8 P.M., from Nov. 24th to 
Dec. 10th. 


1150 LANOET] MR. J. W. RIDDOCH: ANAL FISSURE : | [Nov. 14, 1936 


ANAL FISSURE 
By J. W. Rippocs, M.C., M.B., F.R.C.S. Edin. 


HON. SURGEON TO THE MIDLAND HOSPITAL, BIRMINGHAM 


‘THOUGH anal fissure is a simple condition, which 
can be successfully dealt with by a variety of methods, 
a glance through articles on the subject does not 
show that unanimity in regard to its cause, its 
chronicity, and the rationale of its cure that one might 
expect. 

The explanation of its cause most often encountered 
is the time-honoured one originated by Ball—namely, 
a tearing down of one of the anal valves by a scybalous 
mass, the torn valve forming the well-known sentinel 
pile. Very often, however, no such pile is present. 
This theory has been modified by the suggestion that 
a small submucous fistula follows a slight tear in the 
region of an anal valve, and that the resulting infection 
burrows downwards in the subcutaneous tissue of the 
pecten, thus forming a small blind internal fistula, 
the overlying skin of which later gives way.. A more 
recent view is that fissure is associated, at least in 
the great majority of cases, with a “pecten band,“ 
which is torn by an unusually hard scybalous mass 
and some writers state that in the operative treat- 
ment of fissure this band should be looked for and 
divided. 2 Lea 

The chronicity is usually ascribed to spasm of the 
anal muscles, though in old-standing cases the 
excessive production of fibrous tissue due to infection 
and to repeated tearing alternating with attempts 
at healing is said to play apart. The lack of drainage 
mentioned by some writers suggests that infection is 
a contributory factor. | 

Before these matters are discussed, it will be 
necessary to consider some points in the anatomy 
of the anal canal. 

ANATOMY 


A careful study of the musculature of the anal 
canal has been reported by Milligan and Morgan, 
and I have confirmed the points relevant to this 
discussion. 


Int. Sph.---~-- 
Long. musc.---- 4: 
Pect. ſine- 
- Super f. Ext. Sph. >: 
Incl. Inter musc. Sept. 
D svbcot. Ext. Sph.-—— 


FIG. 1.—A. Lateral section of the anal canal. B. Section 
through the region of the posterior commissure. 


The canal is about l}in. long. The upper two-thirds, 
which is lined by mucous membrane, need not concern us 
here; it is surrounded by resilient muscle, and is easily 
dilatable. The lower third, or }in., of the canal is lined 
by skin, which is thinner than that found in most other 
parts of the body. The junction of the skin and mucous 
membrane is marked by the anal valves, which, from their 
resemblance to the teeth of a comb, give it the name of 
pectinate line, The skin below this, for a distance varying 
from 3 to 9 mm.,? is smooth, and has been given the name 
of the pecten.” Immediately below the pecten the skin 
is firmly attached to a tendinous ring, called by Milligan 


and Morgan the anal intermuscular septum.” This 
ring separates the internal sphincter muscle above from 
the subcutaneous portion of the external sphincter below, 
and into it is inserted the fibrous prolongation of the 
longitudinal muscle of the anal canal, from which, in fact, 
it is derived (Figs. 1 a and B). Below the ring the skin 
again becomes loose and thrown into longitudinal folds, 
overlying the subcutaneous external sphincter. 

Outside the ring lie the fibres of the superficial external 


‘sphincter, and these, unlike the fibres of the deep and 


subcutaneous portions of ; 
the external sphincter, have Anterior 
an elliptical disposition. 
They arise in front from 
the central point of the 
perineum and pass back- 
wards to be inserted into 
the coccyx and to the 
anococcygeal raphe passing 
forward from it. In front 
they form a wide angle 
while behind, except for a 
few fibres which encircle 
the bowel, they come 
together at an acute angle 
(Fig. 2). This superficial 
sphincter is the only muscle 


lying ou the 1 posterior 

ring, an e support i 

gives to the ring under "or of anal intermusoular 
conditions of overstretching septum. 


will be least efficient in 
front and behind, and this lack of support will be greatest 
posteriorly (Fig. 1 B). 

0 , PATHOGENESIS ` 


The part of the anal canal surrounded by the anal 
intermuscular septum, consisting as it does mainly of 
fibrous tissue, is characterised by rigidity, and, as 
mentioned above, is relatively poorly supported 
by musele behind, and to a less extent in front. It 
is a matter of ordinary clinical experience that normal 
anal canals vary. in diameter in different people; 
if a canal is on the narrow side and has to deal with 
the passage of unduly large and hard scybalex, the 
part most likely to suffer damage is the most rigid 
part, and this part is most likely to sustain injury 
where it has least support. It is suggested that 
traumata of this nature occur and lead to small 
extravasations of blood and the formation of fibrous 
tissue with subsequent contraction. It is at least 
possible that in the earlier stages the damage is sub- 
cutaneous, but sooner or later a ridge of fibrous tissue 
forms, usually behind, or much more rarely in front, 
and rupture of this ridge by a hard fecal mass is 
likely to result. In this way a fissure is formed. The 
great majority of fissures are well known to lie 
posteriorly. Of 67 cases, 63 were posterior, 3 anterior, 
and 1 was on the left side. When these changes are 
pronounced and occur in front as well as behind, the 
whole septal ring is.contracted and forms a definite 
stricture. In such a condition there may be no 
fissure when the patient keeps the stools in a semi- 
fluid state by the continual taking of aperients. 

Miles s had a different explanation for ‘non-trau- 
matic strictures of the anal canal. He stated that 
the fibrous tissue was laid down under the pecten, 
and that it was the result of chronic venous congestion 
due to long-standing hemorrhoids or possibly to 
chronic constipation of the rectaltype. This explana- 
tion, however, is not altogether satisfactory. Cases 
of hemorrhoids of 20 or 30 years history are frequently 
seen without any pecten band being present; and, 
as admitted by Abel,“ the pecten band may exist 
to a marked degree without any other pathological 
condition being found in the rectum or anal canal.” 
In a figure in Abel’s article a pecten band is 
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illustrated, but it is shown to lie, not on the pecten 
area, but immediately below the internal sphincter 
in the line of the anal intermuscular septum. The 
same author also ascribes its presence in some cases 
to long-continued spasm, but does not indicate the 
cause of the spasm. 

Only in very advanced cases is there a definite 
ring of fibrous tissue; in the great majority con- 
tracture occurs only in the posterior commissure. 
This is what is usually found in cases of fissure, and 
it is interesting to note that both Miles and Abel 
recommend division of the pecten band in the right 
posterior segment. On the other hand, where a 
complete ring of fibrous tissue is encountered—as a 
result, for example, of previous operation in this 
region—several sections of this ring may be necessary 
at different points in its circumference to obtain 
satisfactory dilatation of the canal. 


CLINICAL FEATURES 


If the above theory of the causation of anal fissure 
is accepted, the various features of the condition can 
be readily explained. When a fissure is small it is 
seen to lie just above the subcutaneous sphincter, 
and though its upper part may encroach on the 
pecten, its centre is opposite the septal ring. The 
floor consists of fibrous tissue formed in attempts at 
repair, and laid down in a transverse direction in 
response to stress; like fibrous tissue elsewhere, 
it is poorly supplied with blood-vessels, and has no 
granulations. At the upper and lower limits of the 
fissure the vascularity of the tissues is less interfered 
with, and from these areas more active attempts at 
repair take place. Skin grows from these situations 
over the fissure, but is detached from its floor by the 
opening up of the lesion during defecation, though 
still remaining attached at the ends. The loosened 
flaps become completely epithelialised by the growth 
of skin round their deep surfaces, and this results in 
the little tags which are often seen at the upper 
and lower ends of the lesion. Sometimes a tiny 
blind internal fistula is found to extend into the 
lower tag. This has been regarded as the remains 
of a fistula which was the original cause of the fissure, 
but can more reasonably be ascribed to the healing 
process being partially successful, the edges of the 
lower tag having retained an anchorage at the edges 
of the fissure at its lower end. 

The sentinel pile is exactly like any other external 
pile to be found at any part of the anal outlet, whether 
a fissure is present or not. I have seen one fissure 
where there lay exposed in its lower part a recently 
thrombosed vem. Fibrosis in the tissues immediately 
surrounding the fissure will involve the neighbouring 

veins, and extra strain will be liable to tear a vein 
and cause thrombosis ; this clotting is likely to spread 
downwards to a variable extent, causing an ordinary 
thrombosed external pile or hematoma ani, the 
end-result being a tag of skin. 


CHRONICITY 


The well-known tendency to persistence of anal 
fissure can be ascribed to two factors. First, there 
is the narrowing of the anal canal at the septal ring, 
which is only wide enough for its physiological 
purpose when the fissure is fully opened out. Any 
healing-in of the fissure is immediately followed by 
strain on the ring. Secondly, the poorness of the 
blood-supply prevents the formation of good granula- 
tion tissue, and if this is formed at all, it is liable to 
be rubbed off by the stools. Hilton,® discussing 
the treatment of fissure, has stated that the motion 
should be kept soft and pulpy, so that the sphincter 
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may not be too widely opened during defæcation, 
nor the ulcer exposed to the friction of a large or hard 
motion.” 

Spasm of the sphincters no doubt plays some part, 
inasmuch as the friction between the motion and the 
raw surface of the fissure is increased, but certainly 
is not a decisive factor. It can be completely got 
rid of by the repeated injection of anesthetic solutions 
for periods of weeks or months, and yet healing may 
not take place. All fissures do not have that exquisite 
tenderness and resultant spasm usually referred to in 
text-books, and occasionally a fissure having the 
typical appearance of a chronic lesion is met with 
where pain and tenderness are negligible, and spasm 
is completely absent. In such cases attempts at 
healing have ceased, and the fibrous tissue has 
developed to such an extent in the base of the fissure 
as to withstand any overstretching of the canal. 
A balance has been struck. 


TREATMENT 


Healing of a fissure can be obtained by: 

(1) Avoiding overstretching of the canal either by 
widening the canal at the septal ring so that there is ample 
room for the motions to pass; or by regulating the stools 
so that they are soft and do not stretch the canal unduly. 

(2) Stimulating healing by the application of irritant 
substances to the surface of the fissure, or injecting them 
below its surface, thus increasing the blood-supply. 

A combination of methods may of course be 
employed. 

Conservative measures.—The simplest treatment is 
to keep the motions very soft with liquid paraffin 
or mild aperients. This is automatically adopted 
by the patient when symptoms of a fissure appear, 
and no doubt many fissures heal in this way without 
coming under the care of a medical man. Fissures 
which are not very indurated are sometimes seen to 
heal during the injection treatment of hemorrhoids, 
during which time the state of the motions claims a 
good deal of the patient’s attention. In older books 
much is said about the use and composition of 
enemata, the net result being the avoidance of anal 
distension. The application of caustics used also 
to be discussed a good deal, the object of which was 
to destroy sensitive nerve-endings and to coagulate 
the floor of the ulcer. Their chief action was, no 
doubt, to increase the blood-supply by their irritant 
action and so promote vigorous granulation tissue, 
which would be less likely to be swept away by the 
stools. These measures, however, have always been 
regarded as only partially successful, and are not 
stressed in modern teaching. 

Operative treatment.—The operative measures 
advised for the treatment of fissure all involve, by 
design or accident, solution of continuity of the ring 
of tissue forming the anal intermuscular septum. 
“ Stretching the sphincter, which means stretching 
the anal canal, obviously does this. So do excision 
of the fissure and division of its floor. Division of 

“ the sphincter is recommended by some authors, 
though what is meant by the sphincter ” is usually 
left rather vague. If all three parts of the external 
sphincter were divided, no doubt the fissure would 
heal, but incontinence would follow. Illustrations 
usually suggest that what is divided is the sub- 
cutaneous portion of the external sphincter and the 
fissure itself, and so the septal rmg. On the other 
hand, some writers state that division of the sphincter 
is unnecessary, and should never be done, only the 
fissure itself being subjected to the knife. Any of 
these methods will result in the healing of a fissure, 
and all involve section of the fibrous tissue in the 
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neighbourhood of the lesion, and restoration of the 
dilatability of the lower part of the anal canal by 
division of the intermuscular septal ring. 

Injection treatment.—The injection of oily solutions 
of anesthetics, containing a percentage of alcohol, 
was introduced in America by Yeomans in 1927, 
and later Gabriel “ in this country reported results 
following the use of a similar solution known as 
A. B. A.“ Gabriel found the method good for recent 
fissures, and in more chronic ones obtained healing 
in a considerable proportion of cases. More 
recently, Morgan,’ using a modified solution of his 
own, claimed good results in recent fissures only. 

In my series of 45 cases that were treated with 
A.B.A., 18 healed after one injection and 4 after 
two treatments ; in 14 cases the notes are incomplete, 
but most of these completed a course of injections 
for hemorrhoids and were discharged, so that it can 
be presumed that in most, if not all, the fissure healed. 
Thus it is probably safe to say that healing ocourred 
in 60 per cent. or more of cases. The important 
point, however, is that many cases do not heal in 
spite of repeated injections. One such may be 
quoted. l 

A male, aged 36, reported with a posterior fissure on 
May 19th, 1932, when 4c.cm. of A. B. A. were injected. 
He was seen at intervals, and on three other occasions the 
fissure was injected, the last injection being given in 
September. During most of this time the lesion was 
painless but it refused to heal and was later excised. 

Angesthetio solutions were introduced owing to the 
belief that spasm was the factor interfering with 
healing, but this view can hardly be accepted, for, 
if it were true, injection treatment would result in the 
healing of all cases. The oil and alcohol both act 
a8 irritants when injected into the tissues, and set up 
a reactionary fibrosis under the fissure which prevents 
its being overstretched at each act of defecation. 
A hyperemia is also brought about, and this favours 
the repair of the lesion by the encouragement of the 
growth of granulations which are so characteristic 
of a fissure which is in process of healing as opposed 
to one which is not. The fibrosis resulting from 
injections produces a certain degree of narrowing of 
the anal canal. This is liable to be inconvenient 
and may give rise to symptoms. In some cases the 
tissues at the site of the healed fissure remain rather 
weak and liable to break down again under strain, 
and pain on defecation may persist, though the 
fissure has healed. 


One patient, for example, received 3$c.cm. of A. B. A. 
and the fissure healed. Four months later she still had 
pain after the bowels moved, and examination showed 
the fissure still healed but the anal canal was narrowed. 
She was admitted for operation, and when the anus was 
manually dilated, a split appeared at the site of the 
fissure. 


That the healing is unsatisfactory in a percentage of 
cases is also shown by the fact that some tenderness 
may persist, although the fissure has become 
epithelialised. The conclusion arrived at is that 
though the injection treatment of fissure may be 
useful in selected cases, it is not an ideal method of 
treatment. 

Details of technique. The essential result to be aimed 
at in treatment is a widening of the anal canal at the 
level of the fissure, and this is most easily attained 
by division through its base of all fibrous tissue at 
that point. This involves section of the anal inter- 
muscular septal ring. The procedure is simple and 
can be carried out single-handed in the consulting- 
room or out-patient department. The fissure is 
presumed to be in the usual posterior position. 
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The patient lies on his left side with the knees drawn 
up and a local anzsthetic is injected through a puncture 
1 in. behind the anus into the tissues beneath the fissure, 
care being taken that complete analgesia is obtained. The 
anoscope shown in Fig. 3 is then gently introduced with 
the handle pointing backwards. This instrument“ is 
a modification of Lockhart- 
Mummery’s, the window being 
wider and the handle reversed. The 
lesion is put on the stretch in the 
window of the anoscope, and with 
the handle held in the left hand, 
the right is free to divide the fissure. 
The division is carried out with a 
tenotome or narrow-bladed scalpel 
till no strands of fibrous tissue can 
be felt with the finger, and when it 
is completed the increase in diameter 
of the anus is striking. Bleeding 
from the wound can be controlled 
by touching the surface with the 
silver nitrate stick, and a little 
vaselined wool is applied before the anoscope is with - 
drawn. Where a sentinel pile is present, it is better 
snipped off before the fissure is treated, as it is apt to 
obscure the view. 

The post-operative reaction varies a good deal. The 
unimaginative type of patient carries on with his work 
the following day, while the highly strung individual 
may require the better part of a week before he can take 
up his duties. After the analgesia has worn off pain is 
apt to be troublesome for 12 to 48 hours and morphia 
may be required the first night. Percainal applied at 
frequent intervals is of benefit. The pain can be largely 
prevented by injecting a few c. em. of anzsthetic oil 
round the wound, but I ain not convinced that the increased 
fibrosis caused thereby is altogether desirable. When the 
pain has subsided some discomfort is felt on defsecation 
for a few days, but after that, though the wound may 
take several weeks to heal completely, the anal canal 
ceases to intrude on the patient’s consciousness. During 
healing the daily application of carbolic acid oimtment 
or some similar preparation is all that is required, and 
the injection treatment of concomitant hemorrhoids can 
be undertaken without anything more than slight 
discomfort. 


The healing process takes place more by the ingrowth 
of skin from the edges than by adhesion of the sides 
by granulation fibrosis, and permanent widening of the 
canal is an end-result. Patients will often say that 
defecation which, apart from the pain of the fissure, 
has been a cause of trouble and discomfort for many 
years becomes an easily accomplished act. 

Even if the fissure is one of the uncommon variety 
that is relatively painless it is probably wise to treat it, 
as any chronic ulcerative process is liable to undergo 
neoplastic change, and the common site of fissure- 
in-ano is significant in view of the statement of 
Ward and Smith, s that carcinoma of the anal canal 
“ commonly arises . . . somewhere in the posterior 
half of the anal margin.“ 


I wish to express my indebtedness to Dr. W. Whitelaw 
for putting at my disposal his post-mortem material 
at Dudley-road Hospital. 


FIG. 3. 
The anoscope. 
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OF 


THE determination of the amount of albumin in 
urine, C.S.F., and other body fluids is a matter of 
clinical, as well as laboratory interest. Of the several 
quantitative methods which have been proposed 
(Esbach,! Exton,? Van Slyke,’ and others, the turbi- 
dometric procedure of Kingsbury and Clark‘ is 
probably the most convenient. This method can be 
applied to C.S.F. and other body fluids as well as 
to urine, and has been in use, with modifications in 
the apparatus required, in the laboratories of the 
British Postgraduate Medical School for some time. 
The procedure is very simple, and can be used with 
equal success by laboratory workers and general 
practitioners. 

The principle of the method consists in comparing 
the turbidity in a set of permanent standards with 
that produced when a standard amount of sulpho- 
salicylic acid is added to a measured amount of the 
albuminous fluid. The standards consist of a per- 
manent suspension of formazin in gelatin. They 
have been standardised in this laboratory by reference 
to the turbidity produced with sulphosalicylic acid 
in a solution of crystalline horse-serum albumin, a 
diluted human serum whose protein content was 
established by Kjeldahl, and a solution of crystalline 
albumin isolated from the urine of an orthostatic 
albuminuric. | 

The Method.—Add 3 c.cm. of 3 per cent. sulphosalicylic 
acid to 1 c. em. of urine, C. S. F., or other albuminous body 
fluid, in a small test tube, and compare the turbidity after 

5 minutes with that in the standards. If the degree of 
turbidity is too great for comparison make a suitable 
dilution of the fluid with water, and repeat the test. 

Preparation of the Standards.—The gelatin is clarified 
as follows: 65 grammes of pure gelatin are dissolved at 
about 90° C. in 500 c. em. of water. The white of one 
egg, in approximately twice its volume of water, is vigor - 
ously stirred into the solution. The mixture is heated, 
with continual stirring, on a boiling water-bath for 1 hour. 
It is then filtered through a large coarse paper in a heated 
funnel. The clear slightly yellow filtrate is kept liquid 
at about 50°C. for the preparation of the standards 
described below. 

The formazin is prepared as follows: 25 c.cm. of an 
aqueous solution (10 g. per 100 c.cm.) of hexamine (hexa- 
methylene tetramine) are added to 25 c.cm. of a solution 
(1 g. per 100 c. cm. in water) of hydrazine sulphate. The 
mixture is stoppered, shaken, and left at room tempera- 
ture for at least 15 hours. The resulting precipitate of 
formazin is carefully mixed by gentle shaking until it is 
evenly dispersed throughout the liquid. 

14-5 c. em. of the suspension are added to 100 c. em. of 
gelatin together with 0-3 c.cm. of 40 per cent. formalde- 
hyde to ensure permanent setting. Such a gelatin 
suspension of formazin has been found to be equivalent 
to a concentration of serum albumin (precipitated with 
sulphosalicylic acid under the conditions described above) 
of 100 mg. per 100 c. em. The gelatin suspension is now 
diluted with clarified gelatin (containing 0:3 c. em. of 40 per 
cent. formaldehyde per 100 c.cm.) to give standards corre- 
sponding to other albumin concentrations. The following 


NOTES 


mixtures of gelatin and formazin-gelatin suspension are 
made in small tubes of uniform bore (7:5 by 1 em.). 


C. em. of Value in 


gelatin- 
formazin. 
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When cold, the tubes are stoppered with corks cut 
level with the top of the tube. The stoppered ends 
are then dipped in molten paraffin wax and allowed 
to cool. The standards may be checked against 
serum solutions standardised by nitrogen deter- 
minations. They should be mounted in a wooden 
rack painted black. Comparison is best made by 
viewing them against a strip of white cardboard 
with a transverse black line fastened to the rack. 

Arrangements have now been made with Messrs. 
Gallenkamp and Co., London, to manufacture these 
standards. Sample sets have been checked against 
_those prepared in this laboratory and against albumin 
solutions of known strength. 
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FATAL POISONING BY SODIUM NITRITE 
By T. A. C. McQuiston, M.B. Belf. 


RESIDENT MEDICAL OFFIOER, MUNICIPAL HOSPITAL, 
LINTHORPE, MIDDLESBROUGH 


AS poisoning by sodium nitrite is rare, and as I 
have not been able to trace any record of fatal 
poisoning by it in this country, I have been prompted 
to contribute a few notes on three cases which recently 
came under my observation. 


On the afternoon of Sunday, May 3lst, 1936, I was 
called to see a family who had suddenly taken ill after 
the midday meal. The affected members were a man, 
aged 45, his wife, aged 43, and her daughter, aged 5. 
When I reached the house both the man and his wife 
were dead, and the child had been removed to hospital. 
I was told by neighbours who occupied adjacent rooms 
that the family had complained of abdominal pains imme- 
diately after the meal, that they had vomited, and their 
faces went blue.” External examination suggested 
that both adults had been dead about an hour (which 
would. be within an hour after partaking of their meal), 
The lips were rather oyanosed; there were particles of 
cabbage and food about the mouth, but the buccal mucous 
membrane showed no signs of corrosion. The only vomited 
matter which was obtainable I was told was that of the 
child. When taken ill the mother had told her neighbour 
that another daughter, who was at Sunday school, was 
not to have her share of the meal which was being kept 
in the oven. 

The child, I was informed, was moribund on arrival at 
hospital. She had a stomach lavage, and stimulants, 
but died about half an hour after admission. 

I subsequently performed post-mortem examinations 
on all three victims. As might be expected from the 
sudden death the pathological changes were slight. The 
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cesophagus in each case was normal in appearance. There 


was brownish discoloration at the anterior aspect of the 
pyloric end of the stomachs of the woman and child. 
On opening the stomachs the mucosa was found to be 
cedematous and injected, as was also the lining of the 
duodenum and upper ileum. The brain, kidneys, and 
other organs were rather congested. 

The following observations were subsequently made. 
The dinner consisted of meat, potatoes, cabbage, Yorkshire 


pudding, rhubarb tart and custard. A salt cellar on the table 


contained an upper layer of a salt of a faint yellow colour 
and a lower layer of white salt similar in appearance to 
prepared table salt. A basin was found containing about 
4 oz. of salt similar in appearance to that of the upper layer 
in the salt cellar. The contents of the basin and the 
upper layer in the salt cellar were found to be sodium 
nitrite of commercial purity containing 98 per cent. of 
the pure salt. The composition of the lower layer in the 
salt cellar corresponded to that of prepared table salt 
containing 98-2 per cent. of sodium chloride. 

The following amounts of nitrites as sodium nitrite 
were found in organs, &c., examined. 


Sodium nitrite. 
Man’s stomach ; rae 4:275 grammes 
Woman's stomach . .. 1284 5 
Child’s stomach (washed out before l 
death) ; š SA .. 0-005 8 


Child’s vomſt . 1.047 „ 
The unconsumed portions of the foodstuffs forming the 


meal contained the following percentages of nitrites as 
sodium nitrite. 


Sodium nitrite 

Yorkshire pudding 4°50 per cent 
Potatoes ze sa 0:75 b 
Cabbage se 9 5 ons 6-50 » 
Joint of meat (outer layer) 0°15 = 

7 (interior) 0.015 5 
Rhubarb tart .. a Nil. 
Custard aie 0-015 „ 


It was impossible to form a definite idea of the 
quantity of sodium nitrite taken by any of the three 
persons, since unfortunately neither the vomit of 
the man, nor of the woman, nor the contents of 
the child’s stomach previous to washing out were 
obtainable for examination ; but the quantity must 
have been appreciably in excess of the amounts 
subsequently recovered from the stomachs. No 
definite evidence could be obtained as to the origin 
of the sodium nitrite, but the man had access 
to the sodium nitrite plant of a factory at which he 
was employed. 


My thanks are due to Mr. A. Scholes, of the Public 
Analysts’ Laboratory, Middlesbrough, for the results of 
his chemical analysis of the various specimens submitted 
to him. 


MEDICAL SOCIETIES 


ROYAL SOCIETY OF MEDICINE 


SECTION OF LARYNGOLOGY 


A MEETING of this section took place on Nov. 6th, 
Mr. LIONEL CoLLEDGE, the president, occupying the 
chair. 


Tuberculosis of the Larynx Simulating Cancer 


Dr. A. HAUrANT (Paris) submitted a contribution 
on unusual forms of tuberculosis of the larynx, and 
the manner in which they could simulate laryngeal 
cancer. He showed slides of cases of laryngeal 
epithelioma which were at first diagnosed as tuber- 
culous disease of that part, but the biopsy showed 
them to be cancer. One case showed a unilateral 
lesion of the subglottic area, with the cords almost 
fixed, and an extension on to the surface of the 
anterior arytenoid. There were vegetations along 
the edge of the cord. Another slide showed a median 
subglottic cancer, with an expanding ventricle 
descending below the thyroid border. One case 
showed a pre-arytenoid lesion, with cord fixation, 
and X rays revealed fibrosis of the lungs. The 
biopsy left no doubt that it was epithelioma. 

On the other hand, he showed slides of a case of 
tuberculous tumour of verrucose form on the ventricle, 
closely simulating in appearance carcinoma of the 
larynx. He urged that, whatever the appearance 
in the larynx and the apparent certainty of diagnosis, 
a careful pulmonary examination should always be 
made. Provocative X ray therapy was dangerous, 
and should be ventured on only with caution. 

Dr. N. RH. BLEGVAD (Copenhagen) opening a 
discussion on the problem of 


Early Laryngeal Tuberculosis 


said it was not his purpose to enter into the differen- 
tial diagnosis of tuberole of the larynx from cancer, 
‘syphilis, and lupus. Thirty years ago tuberculosis 
of the larynx was most widespread among men, but, 
as Sir StClair Thomson had pointed out, men and 
women were now affected about equally, probably 
because the modes of life of the two sexes were now 


more closely approximated. It was particularly 
important to make the diagnosis of laryngeal tuber- 
culosis as early as possible, as the sooner the treat- 
ment was begun the greater were the chances of cure. 
In many text-books it was stated that people suffer- 
ing from phthisis were especially susceptible to laryn- 
geal tuberculosis, but Dr. Blegvad knew of no evidence 
in support of this, and it was contrary to his own 
experience. Most of the phthisical patients he had 
seen had told him they had never even been hoarse, 
and certainly they had not had acute laryngitis. 


In cases of laryngeal tubercle the disease at once 


manifested itself as such. Sir StClair Thomson had 
included among the symptoms which should give 
rise to suspicion of laryngeal tuberculosis, catarrh 
or congestion, limited to one part of the larynx, last- 
ing for some time; thickness and congestion of one 
arytenoid or one ary-epiglottic fold; paresis of the 
muscles of abduction. There were six other cha 

which should arouse suspicion: (1) An isolated red- 
ness of one of the vocal cords. This, however, might 
mean cancer in an early stage, or a remnant of catarrh ; 
but if it was seen in a phthisical patient it was safe 
to regard it as tuberculous. If the redness disap- 
peared when silence and simple treatment were 
enjoined one could not tell whether it had been 
tuberculous or not. (2) Prolapse of the ventricle of 
Morgagni was an almost certain sign of laryngeal 
tubercle. This prolapse might be the only evident 
affection of the larynx. It was accompanied by 
redness and swelling along the border of the vocal 
cords. This prolapse largely disappeared on phona- 
tion. Often tubercle bacilli were recoverable from 
the ventricle of Morgagni. Further suspicious signs 
were (3) a swelling and redness of the posterior ends 
of the vocal cords, (4) swelling of the lower ends 
of the vocal cords, and (5) infiltration of the inter- 
arytenoid region. The last suspicious sign to which 
he drew attention was one he had only noted in the 
past year—namely, (6) the appearance of a little red 
cushion below the commissure on the anterior wall 
of the trachea. In these early examinations of the 
patient it was important, but often difficult, to induce 
the patient to breathe quite calmly. For the examina- 
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tion of the inter-arytenoid region he strongly advo- 
cated the use of the posterior wall mirror of ter 
Kuile, a specimen of which he exhibited. 

Dr. Blegvad’s experience had been derived from 
two large Copenhagen institutions, one of them a 
sanatorium. Between 1916 and 1934, 1773 patients 
with typical laryngeal tuberculosis had been treated 
in the hospital; 404 of them could not be afterwards 
traced. Of the remaining 1369, 399 (or 29-1 per cent.) 
were clinically cured, 139 (10:2 per cent.) were 
improved, and 831 (60:7 per cent.) had remained clini- 
cally unchanged. In a large proportion of the patients 
who came in with hemoptysis, fearing tuberculosis, 
the blood was found to be coming from the nose ; 
in such cases there was usually no blood in the 
trachea. Why some people got the disease and 
others did not was, he thought, largely a question 
of personal immunity. He personally had been 
sitting in front of and examining tuberculous patients 
for twenty years, seeing quite 40 a day, but had 
never had a trace of tubercle. At his hospital it 
was a rule not to engage nurses who were Pirquet- 
negative. He believed in both a local and a general 
immunity. In only 17 of 921 patients with cured 
tuberculosis had the tubercle bacillus not been found— 
i.e., there were 98 per cent. of positives. The general 
treatment carried out in his institutions had been 
universal light baths. Of 179 patients so treated, 
66 were cured. This treatment in many cases was 
supplemented by such measures as diathermy and 
local surgery. 

Dr. L. S. T. BURRELL dealt with laryngeal tuber- 
culosis in its relation to disease in the lungs, as he 
met with it in his work as a physician. Of the con- 
sumptives who because of hoarseness or laryngeal 
difficulty were sent to have a laryngeal examination, 
one-third were returned as not tuberculous. Those 
always did well, and following them up he did not 
find a greater incidence of tuberculous laryngitis in 
those who had this preliminary hoarseness than among 
others. When he first joined the staff at Brompton 
tuberculous laryngitis was looked upon with extreme 
gravity; it was still a grave disease, but a slight 
degree of laryngitis was not regarded as affecting 
prognosis. Recently he had been impressed by 
seeing patients with extensive laryngitis who made a 
complete recovery. A tuberculous larynx responded 
very well to artificial pneumothorax, and would also 
respond to other collapse methods, such as thoraco- 
plasty. When it was possible to perform a complete 
collapse of the lung it was exceptional for tuber- 
culous laryngitis to continue. If a larynx became 
definitely worse in spite of medical treatment of the 
chest, the outlook was practically hopeless; but if 
the laryngitis improved there was a very good chance 
that the patient would recover. It was his experi- 
ence that nearly always blood which was coughed 
up came from the lungs, not from the throat. In his 
view smoking was most injurious to the patient with 

early laryngitis. In pulmonary cases, sputum was 
passing over the larynx in large quantities, yet many 
patients, even with advanced phthisis and others 
with tuberculous enteritis, escaped tuberculous laryn- 
gitis. He wondered whether some patients caused 
injury to the larynx by coughing and other strain and 
so made easy its infection. 

Sir S tCLam THOMSON questioned whether the 
title of the discussion meant the early appearance of 
tubercle in the larynx, or early manifestations of 
laryngeal tubercle in cases of phthisis. It was cer- 
tainly a problem why it was generally impossible 
to find the tubercle bacillus in the larynx, and why 
some cases of tuberculous laryngitis had neyer had 
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tubercle bacilli in their sputum or indeed any 
sputum at all. Another problem concerned the 


lupoid and the clinically typical tuberculous lesion. 


Two larynxes might present almost identical 
appearances ; but while in one the result would be 
almost certain death, the other disease was of the 
lupoid variety, a form which was of slow. progress 
and was usually curable. The lupoid form, however, 
would change into the definitely tuberculous one if 


it was neglected. Treatment entailed prompt sana- 


torium routine, voice rest, and, in certain cases, 
local application of the galvanocautery. Equally 
important was the general treatment of the patient, 
with all the modern methods of collapse therapy. 
Sir StClair said he had published a comparative 
study, showing the greater proportion of cures after 
artificial pneumothorax, and he was engaged in 
studying this with other methods which were now 
employed surgically to bring the lung to rest. He 
agreed with Dr. Burrell that abstinence from tobacco 
was most important. Even in the patients who 
might recover while they continued to smoke, recovery 


was assisted by quite 25 per cent. by giving up 


smoking. Early diagnosis was sometimes easy, 
sometimes difficult. Much depended on the trained 
eye of the laryngologist; with a long practice in 
this department tuberculosis had almost vanished 
from general clinics at hospitals, and was relatively 
rarely met with in consulting-rooms. . A single inspec- 
tion did not always suffice; examination should be 
made in a well-darkened room. The condition of 
the larynx changed from day to day, this change 
depending much on coughing, pyrexia, and even 
fatigue. Not only should the movements of the cord 
be noted, but as complete a view as possible should 
be obtained; it was almost impossible to see a 
completely invaded inter-arytenoid region. 
Mr. F. C. ORMEROD assumed that the discussion 
was concerned with a not very advanced disease of 
the larynx; perhaps it might be restricted to the 
first group of Aschoff's classification—i.e., that of 
infiltration, with or without edema. He had examined 
the notes of all the cases of that type seen at Brompton 
Hospital during 1934, in particular reference to the 
condition of the lungs. There were 65 such cases, 
and the tuberculous lesion was on the cords in 41 
(one cord in 20, both cords in 21), on ventricular 
bands in 9, arytenoid processes in 2, inter-arytenoid 
space in 9, epiglottis in 1, and internal tensor paresis 
in 3. Fifty of these 65 cases showed tubercle bacilli in 
the sputum; in 4 tubercle bacilli were absent, and 
in 1] there was no record of them. It was clear, there- 
fore, that slight involvement of the larynx did not 
mean only a slight amount of disease in the chest. 
The progress of the laryngeal disease did tend, how- 
ever, to run parallel with that of the chest djsease. 
In occasional cases, on the contrary, a larynx was seen 
to improve although the patient was going steadily 
downhill. Of the 65 cases referred to, 12 had phthisis 
in both lungs, 53 had phthisis in one lung; 4 had 
cavities in both lungs, 28 had cavities in one lung; 
9 had infected tonsils, 6 had nasal obstruction. In 
cases of early involvement of the larynx it was usual 
to find fairly advanced lung disease. In these tuber- 
culous cases sinus disease was comparatively uncom- 
mon. In patients who were going generally downhill 
one could not expect to bring about any improve- 
ment in the laryngeal condition; but in patients 
doing well, the larynx improved too. The treatment 
of early laryngeal disease seemed to rest largely with 
the physician, but the patient must be on silence 
and have applications of the galvanocautery. 
Aschoff's classification was as follows: (1) infiltration, 
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with or without jedema; (2) ulceration; (3) peri- 
chondritis ; (4) tumour formation (granulomatous 
and pachydermatous). Mr. Ormerod commented 
on the seriousness of inter-arytenoid infiltra- 
tion. Of 9 cases in which this was present 4 died, 
4 became worse, and the other was in statu quo. 
Mr. J. D. McLAGGAN said that the first essential 
in the treatment of a tuberculous lesion in any part 
of the body was to put the part at rest. There would 


be no benefit until the cough had been controlled; 


therefore a start must be made by drying up the 
sputum, and controlling the cough, which was done 
by routine sanatorium treatment, reinforced by 
artificial pneumothorax, phrenic avulsion, and thora- 
coplasty. In most cases as the lung condition 
responded to treatment, so also did the laryngeal 
condition. Sometimes local treatment was fatiguing 
and distressing to the patient, and when that was so 
the physician must forbid it. Before cauterisation 
was undertaken in any case the physician must be 
consulted, and there must be absence of night- 
sweats and increase of temperature, and the general 
condition must have been stable for some weeks. 
If doubt existed there must be no cauterisation. 
The objects of local treatment were threefold : 
(1) to reduce the discomfort of the laryngeal lesion ; 
(2) to attempt a cure; (3) to relieve pain. The 
silence enjoined must be complete, but not unless 
there was hope of the patient getting better. Cauteri- 
sation with the actual cautery he regarded as a very 
valuable aid; indolent ulcers responded well to 
this. He did not like the cautery if the laryngeal 
lesion was active. 

Dr. W. JoBSON Horne said that many years ago 
he published, in the Journal of Laryngology, a sum- 
mary of the research he had carried out, when he 
had the run of the dead-house at a hospital and 
examined the larynx of every case which had died with 
tuberculosis of the lung and no clinical evidence of 
laryngeal damage. The larynx was carefully micro- 
scoped, and in several cases he found evidence of 
the disease in the inter-arytenoid region; he also 
found a definite myositis of the inter-arytenoid muscle. 
The earliest clinical evidence of laryngeal trouble— 
he might almost say of pulmonary trouble—was not 
hoarseness but weakness of voice. Histories care- 
fully taken would often reveal that what the patient 
noticed first was not only dysphonia but at times 
aphonia. He often found tubercle bacilli in the 
ventricle of Morgagni post mortem when the larynx 
showed no evidence of disease. He agreed that 
hemoptysis did not come from the larynx. Laryn- 
geal tubercle did not occur until there was a cavity 
in the lung. In children one did not see laryngeal 
tuberculosis, unless ulceration extended into the 
base of the lung. If a case of laryngeal tuberculosis 
was treated in a sanatorium and the lungs put right, 
the larynx would take care of itself. 


SECTION OF PSYCHIATRY 


On Nov. 10th Dr. T. A. Ross delivered to this 
section his presidential address on ) 


Medicine and Science 


Dr. Ross referred to the widespread desire among 
the members of the medical profession, and not least 
among psychiatrists, that their work should be 
deemed to be scientific. It behoved them sometimes 
to pause and consider how far it was possible, or 
indeed desirable, for it to be scientific. In certain 
aspects of medicine science was urgently needed, but 
that did not necessarily apply to all aspects. Two 


things had to be considered ; (1) what was meant by 
science, (2) what did doctors imagine themselves to 
be, what was their function, what were they aiming at. 


WHAT IS SCIENCE? 


Science was said to aim at the power of prevision 
based on quantitative knowledge. It provided 
formuls summarising the maximum number of past 
phenomena in the simplest, most concise, and most 
frugal manner possible, enabling the sequence of 
future phenomena to be foretold with the maximum 
economy of thought. Accepting these brave words, 
with which no one ought to want to quarrel,” Dr. 
Ross proceeded to discuss whether this promise of a 
tool of immeasurable value, a servant beyond price, 
was really being fulfilled. The deification of science 
had begun in the middle of last century, when it 
was hoped that it was going to make this world at 
long last a place fit to live in. It had not done s, 
because certain other factors not amenable to 
scientific method had been forgotten or overlooked. 
It was necessary to recognise what belonged to the 
category of science. The observations on which 
scientific formule rest must be demonstrable to 
others. They must permit of discrimination to 
ascertain that no personal bias has entered in, and 
therefore there must be no appeal to authority a 
an argument whether a statement is true or false. 
The observations must lend themselves or give 
promise that they would lend themselves to quanti- 
tative results. Causes must not be multiplied except 
by necessity, and yet the formulations must be 
comprehensive enough to cover the phenomena. 
There must be constant reference from the formula- 
tions back to the observable phenomena to check 
the former; and there were other postulates. In 
‘order to show how far eminent scientists had followed 
these rules which they themselves laid down, Dr. 
Ross traced the history of one branch of science, 
astronomy, from Copernicus, through Kepler, Tycho 
Brahe, Galileo, and Newton, up to modern times, 
showing how the fathers of modern science broke 
one of their own important rules, because on the 
whole they felt more comfortable in the new view, 
because they liked it better than the old one, because 
it enabled them to get on more easily with ther 
investigations. To him this seemed important. The 
value of a theory depended not on its perfection but 
only on whether it enabled workers to get on with 
their investigations. The question of it being quite 
true belonged indeed rather to philosophy than to 
science. The later history of science—e.g., of physi 
and biology—furnished many similar examples. 
was doubtful whether at any time the rules had been 
or even should have been followed by the greatest 
scientists. Dr. Ross went on to examine the rules 
themselves to ascertain whether they were indeed 
good rules. One was that the methods of observation 
should be public, that is, repeatable by someone 
with similar training so that the results could be 
checked. This suggested at once the question 
whether psychological investigation conducted as it 
was, with the subject and investigator alone together, 
could be of value. This method, essential to psycho- 
analysis, was often attacked. A biased observer 
was said to be exercising suggestive influence over 
an enslaved subject, and of course got the results 
he wished. In most laboratories as well as i 
analytical consulting-rooms, however, this wa 
common practice. Pavlov’s directions for the tech- 
nique of observing dogs insisted on a privacy 80 
complete that it must be the envy of every psycho- 
analyst. Publicity was ensured for both these kinds 
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of workers in exactly the same way. It was open to 
anyone to build a laboratory or to arrange a con- 
sulting-room exactly as described. Some who had 
done the latter and followed Freud’s technique had 
differed from certain of his findings, but Dr. Ross 
did not think that any had doubted his basic views 
of displacement, condensation, repression, and a 
dynamic unconscious. An investigator like Bartlett, 
not specially interested in psycho-analysis—who also 
saw his subjects in private—had shown how all 
remembering was charged with accretions, which had 
nothing to do with the thing to be remembered, but 
had to do with the interests of the subject. At the 
time of remembering, Bartlett’s subjects had no 
notion that they were doing anything but reproduce 
what they had been asked to remember, no inkling 
that they were introducing their own interests and 
prejudices. The picture Bartlett gave suggested that 
their unconscious was seething with ideas ready to 
escape into consciousness on the slightest provocation 
or on none, in season or out of season. And if this 
was so, it was possible to understand the tension 
caused by ideas which are not acceptable to con- 
sciousness, and therefore kept in a state of repression. 
It was difficult to understand how certain people 
could sit down day after day with patients and let 
them talk, and yet remain unconvinced that there 
is a repressed unconscious, and how anyone escaped 
observing it working in himself. 

It had been said that this idea of an active uncon- 
scious arose from animistic longings on the part of 
those who believed in it. It gave them a continuum 
from an event or a perception to its recall, and that 
continuum was nothing more or less than a soul— 
the sin of animism. But every one of us had an 
inescapable feeling that the continuum exists. The 
fact of an unconscious mind, if it were a fact, 
explained nothing about it. It was accepted by 
some for exactly the same reason that the strange 
Copernican system was accepted by Kepler, the 
reason that it was found to be of use in daily work. 
Dr. Ross gave in detail an example from his practice, 
one of many examples of cases. in which the theory 
of the unconscious had helped him in his work. 
Privacy was essential, since the fear of condemnation 
by the herd was one of the reasons for self-condemna- 
tion. If a member of the herd was found who listened 
quietly without criticism and condemned nothing, 
the weight of reason for self-condemnation was 
lessened ; the reason for repression was lessened. It 
was only the psychotically depressed who wanted to 
condemn themselves, the neurotic wanted an excuse. 
Public observation could not be the method of 
psychology as it could be on astronomy or 
chemistry. The observations could not be demon- 
strated before a class; but they were public in 
the sense that anyone with a little practice could 
repeat them. 

The defect of the rule about authoritarianism was 
that it was an impossible one, human nature being 
what it is. Quantitative results, again, were not 
possible in a psychology which was to be of thera- 
peutic value. It might be possible to measure intelli- 
gence, but things of even more importance than 
intelligence, such as hate, greed, ambition, sense of 
humour, fear, and the like, could never be measured; 
such things could nevertheless be investigated objec- 
tively. Measurement was of course a good thing; but 
Measurement was not the only method of being 
exact. For much of medicine logic and not measure- 
ment would suffice. It was not necessary to bother 
too much about the rules for scientific inquiry. 
They were quite good rules but one must have 
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conceptions. If these covered most of the phenomena 
this was as much as could be expected. Dr. Ross, 
looking back on his own experience, said that when 
he was young he believed in a condition called nervous 
exhaustion. The Weir Mitchell system of treatment 
seemed to meet it, and he was able to help quite a 
number of people. Then as he went on the number 
of facts not covered by the theory seemed very 
many, and he went on working without a conception 
and helped very few people. Then Dejerine with 
his conception of current pre-occupations seemed to 
cover most of the phenomena and Dr. Ross was again 
able to be useful. Then there were many examples 
which his conceptions did not cover; the conception 
of repression into an unconscious covered more, and 
seemed not to clash with but to supplement Dejerine ; 
and now he could work happily, as he could not 
when he had lost faith in Weir Mitchell, and not yet 
got anything else. 

Some still thought it might have been better if 
there had been no psychological awakening; they 
advocated a neurological approach to psychiatry. 
It was difficult to have patience with the cry for a 
neurological approach when people who had never 
dared to tell their story for fear of condemnation or 
mockery were in great misery and could be 
helped. For them a knowledge of social and 
domestic conditions was more important than neuro- 
logy, and here the general practitioner would be the 
person best fitted to understand, if he were not 
discouraged by being told that psychotherapy is 
beyond him. He knew far more than anyone else 
about the anxieties, jealousies, and hates which go 
on in every household, and he had learned how to 
approach people humanly. If doctors refused to use 
“ unscientific ° approaches there are plenty of the laity 
eager to take up the task. But the symptoms of 
neurosis were so like those of physically determined 
disease that the person who handles these patients 
ought to have had a medical training. 


WHAT DOCTORS SHOULD BE 


There remained the question what doctors were 
aiming at. Dr. Ross's view was that primarily their 
business was to take full care of the sick and to 
look after them very much as good nurses looked 
after children. The really good children’s nurse, who 
was of course often the mother, was often the only 
person who helped children to develop courage, self- 
reliance, truthfulness, and all other desirable qualities ; 
in fact she was the first psychotherapist whom the 
children came across. Nearly all patients had made 
some regression to childhood or had remained fixed 
in states of absence of self-confidence, manifest or 
latent. And this high-sounding name of psycho- 
therapy meant merely that those practising it should 
continue the good work which the nurse started long 
before, or begin it if she had failed to do so. It was 
also right to aim at increasing knowledge, but this 
could seldom be done with anything like respect for 
scientific rules—e.g., controls. Science was certainly 
necessary in medicine, but the demand for absolute 
certainty before views were published would never 
lead anywhere. Conceptions must cover a large part 
of the phenomena to be studied if they were to be 
useful; they would not cover all. But it was 
essential for progress that conceptions, even if 
imperfect, should be framed. Knowledge was useless 
unless combined with wisdom. Dr. Ross urged the 
profession to show more wisdom before the world 
and to display not the differences but the large body 
of psychological knowledge about which all were 


agreed. 
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SECTIONS OF THERAPEUTICS AND 
PHARMACOLOGY AND UROLOGY 


A COMBINED meeting of these two sections was 
held on Nov. 10th when Dr. D. C. HARE, president 
of the section of therapeutics and pharmacology, 
took the chair. | 

Dr. M. L. ROSENHEIM opened a discussion on 


Urinary Antiseptics (including Sodium and 
Ammonium Mandelate) 


He defined a urinary antiseptic as a drug given 
internally to render the urine bactericidal, in this 
way excluding drugs used for lavage and local applica- 
tion from the discussion. In no other branch of 
therapeutics, he said, had chemotherapy attracted 
so much attention, for urine was the ideal medium 
for laboratory experiment. Innumerable urinary 
antiseptics were in existence, each backed by some, 
though often slight, laboratory work and by much, 
often uncritical, clinical trial. The ideal antiseptic 
had not yet been found. Drugs had been given by 
the mouth in cases of urinary infection with three 
objects: to render the urine either (1) more alkaline, 
or (2) more acid, or (3) bactericidal apart from its 
reaction. Drugs which acted by altering the acidity 
could only be bactericidal if the urinary pH fell 
outside the limits pH 4-6—-5-0 and 9-2-9-6. Between 
these values B. coli would grow satisfactorily in 
vitro. It was impossible to render a urine sufficiently 
alkaline to be bactericidal, and potassium citrate 
could not be regarded as a urinary antiseptic. Its 
undoubted value in acute febrile cases was not due to 
any bactericidal action. Provided a kidney was 
functioning properly it could excrete a urine of a 
H as low as 4:7 and theoretically such a urine 
should be sterile. In practice it was now generally 
accepted that acidifying agents by themselves were 
unable to cure urinary infection. The only effective 
acidifying agents were ammonium salts. Mineral 
acids given by the mouth had long been regarded as 
ineffective ; acid sodium phosphate had been con- 
vincingly shown to be of little value. Ammonium 
chloride, ammonium nitrate, and acid ammonium 
phosphate were the salts most commonly used. 

The acclamation which greeted the introduction 
of the ketogenic diet indicated only too well the 
dissatisfaction felt with available urinary anti- 
septics. The diet produced excellent results, and 
it was soon found to act in virtue of some specific 
substance present in the urine of the patients; this 
substance was levo B-hydroxybutyric acid. When 
given by the mouth this acid was completely oxidised 
unless the person was in a state of ketosis. In search- 
ing for another acid with similar action Dr. Rosenheim 
had tried eight nearly related acids. Several of 
these had active bactericidal powers but mandelic 
acid was the only effective one clinically. It was 
only active in acid urine. In carrying out treatment 
with mandelic acid the urine had to be acid with a 
pH of 5-3 or less, which was shown by its giving a 
pink colour with methyl-red. No uncomplicated 
case of urinary infection should be accepted as being 
a failure with the treatment unless the urine had 
reached this acidity. Ammonium mandelate now 
replaced the original dosage by sodium mandelate 
and ammonium chloride and the fluid intake of the 
patient was usually restricted to about two pints a day. 

Both sodium and ammonium mandelate differed 
from the ideal in four main points. In the presence 
of renal failure, the acidifying salts had a cumulative 
effect, producing a considerable degree of acidosis ; 
the treatment was therefore contra-indicated in the 


presence of a raised blood-urea. The treatment 
was only effective in acid urine. It had consequently 
no effect on organisms which split urea and thus kept 
the urine alkaline. In acute febrile cases, again, 
rather than use mandelic acid, he thought it better 
to reduce the temperature with alkalis first. Mandelio 
therapy demanded careful supervision. If some 
proprietary preparation were ordered to be taken 
four times a day and the patient not seen for a 
fortnight mandelic acid might fall into disrepute. 

Mr. E. W. RICEES (London) recalled a meeting of 
the two sections to discuss the same subject seven 
years ago. The discussion had been admittedly 
disappointing because they then had no effective 
urinary antiseptic. The introduction of mandelic 
acid was a great advance. He grouped the cases of 
urinary infection met with in surgical practice into 
those requiring no operative treatment and into 
pre- and post-operative cases. Those of the first 
group, consisting mainly of cases of pyelitis and 
cystitis, were by common consent treated by mandelic 
acid in the chronic stages but considerable difference 
of opinion existed about the treatment of the acute 
cases. He had only had opportunity to try mandelic 
acid in a few fulminating cases, but so far he had not 
regretted doing so. He cited a case which had failed 
to respond to alkalis for a fortnight but had achieved 
a normal temperature in two days of mandelio acid 
therapy. He still preferred to start acute cases with 
alkalis. He had succeeded in sterilising the urine 
in a case of enlarged prostate before operation, but 
he did not think it desirable to attempt this in cases 
of stone, diverticulum, or new growth of the bladder 
or urethral stricture. The failure of mandelic acid 
to procure sterilisation of the upper uri tract 
was often an indication of another lesion. Complete 
cure after an operation could often be expedited by 
mandelic acid, but where the bladder had been opened 
the infection was sometimes very resistant to treat- 
ment. He had tried proprietary preparations but 
now, in view of their high cost, used ammonium 
mandelate put up by the hospital dispensary. The 
presence of gross pus was a cause of failure in treat- 
ment. In those cases which failed to respond after 
two weeks’ treatment a full urological investigation 
was necessary. : 

Mr. A. W. CUBITT (London) spoke of the numerical 
results obtained in a series of 51 cases. Summarising 
these results he said that pure B. coli infections without 
gross lesions were sterilised in 96 per cent. of the 
cases; pure B. coli infections even with an obstructive 
lesion gave surprisingly good results but were more 
prone to recur. Mandelic acid had a definite though 
less marked sterilising effect on organisms other than 
B. coli. Recurrences occurred mainly in the very 
chronic cases of B. coli infections without organio 
lesion and in cases which had or had had an obstructive 
lesion. He considered failure of sterilisation to be 
an indication for a thorough investigation. 

Dr. W. W. PAYNE (London) described the results 
obtained at the Hospital for Sick Children, Great 
Ormond-street. The cases had ranged in age from 
six months to twelve years. He was only taking into 
account those patients who were definitely infected 
and not acutely febrile. His one criterion of success 
had been sterile urine; the possibility of subsequent 
relapse had not been included. Unless a certain 
acidity was attained the cases were not considered 
to have been satisfactorily treated. Three methods 
of treatment had been used : (1) ketogenic diet, which 
had its drawbacks (one child had even taken to eating 
paper); (2) hexamine had been given in doses of 
about 30 grains a day on an average; (3) mandelio 
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acid, sodium and ammonium mandelate. Two 
prescriptions had been in common use :— 
Mistura ammonii mandelatis— 

B Ammonium mandelate 26 grs. 
Liquid extract of W 5 minims 
Elixir of gluside . 1/5 „ 
Water to : 1 drachm 

Mistura acidi on 

R Ammonium phosphate 85 74 grs. 
Liquid extract of 1 i ws és 5 minims 
Acid syrup .. os : „ 1 
Water to s4 1 dracbm 


From his experience, ot had concluded that much 
better results might be obtained with hexamine 
if the pH of the urine were carefully watched, results 
not quite so good as those obtained with mandelic 
acid but sufficient to warrant the use of hexamine, 
especially when the cost of mandelic acid was borne 
in mind. The complications were never severe 
enough to stop treatment, but pyrexial attacks seemed 
to be more common during treatment by any of the 
methods. As other speakers had said, B. proteus 
infections were difficult to clear up, nevertheless 
he had had two successes, one with hexamine and one 
with the ketogenic diet; none with mandelic acid. 
The commonest causes of failure among the satis- 
factorily treated cases had been anatomical lesions, 
B. proteus infection and relapses, probably from 
reinfection. Most of those unsatisfactorily treated 
were under one year of age; some vomited their 
medicine, some maintained acid urines in spite of 
swallowing their dose. Some cases although unsatis- 
factorily treated from the chemical point of view had 
been cured ; possibly some were spontaneous cures, 
others might have been due to the urine being acid 
only at some periods in the day but failing at others 
and so giving an unsatisfactory result when the urine 
was bulked for twenty-four hours. 

Dr. A. G. Siany asked that only cases known to be 
infected should be included in figures of treatment 
results. One observation of an infected urine found 
to be sterile three days later did not constitute a 
eure. Children had to be looked after from the intes- 
tinal point of view or they rapidly reinfected themselves. 

Dr. E. P. POULTON agreed with Dr. Payne that 
the results with acid urine where the pH was properly 
watched justified further trial of hexamine. He 
had tried ammonium chloride and salol. 

Mr. CLIFFORD Morson had had 41 apparent cures 
among 50 cases of primary colon bacilluria treated 
with mandelic acid, and 7 among 9 cases of pyelitis 
in pregnancy, the tenth case not enduring the treat- 
ment. He was satisfied that mandelic acid treat- 
ment would effect a cure in all cases of B. coli pyelo- 
nephritis in which no permanent damage had been 
done to the kidneys. When fibrotic changes occurred 
in the renal parenchyma, either as the result of long- 
continued inflammation or back pressure from 
obstruction in the ureter or urethra, there was no 
prospect of sterilisation of the urine with any drug 
in use to-day. Mandelic acid might do further harm 
in such cases. 

Mr. A. Dickson Wricut asked whether Dr. 
Rosenheim had come across deafness as a result 
of mandelic acid therapy. 

Mr. BERNARD J. WARD said that for twenty-five 
years he had felt the lack of adequate treatment for 
urinary infections and so had naturally been sceptical 
when he heard of Dr. Rosenheim’s results. He had 
since become enthusiastic. 

Mr. J. EVERIDGE mentioned that intravenous 
injections of Cylotropin, composed of hexamine 
sodium salicylate and caffeine sodium salicylate, 
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were valuable in treatment of acute infections of the 
upper urinary tract. 

Dr. HARE asked how long should elapse between 
the last dose of mandelic acid and the final specimen 
of urine in order to be sure that sterilisation had been 
achieved. 

Mr. OGIER WARD mentioned an obstinate case 
which had not cleared up mih mandelic acid 
treatment. 

Dr. ROSENHEIM, in reply, said that several patients 
had complained of buzzing and one of deafness ; 
the symptoms had not been permanent. He usually 
allowed three days between the last dose and the 
taking of the specimen. 


LONDON ASSOCIATION OF MEDICAL 
WOMEN’S FEDERATION 


Ar a meeting held on Oct. 27th Miss E. C. Lewis, 
F.R.C.S., gave her presidential address on the treat- 
ment of 

Minor Lesions of the Rectum 


She had chosen these lesions as her subject, she said, 
because they sometimes present difficulties to the 
practitioner, not so much in diagnosis as in the selec- 
tion of the type of treatment which is most likely 
to yield a good result in any particular case. She 
began with hemorrhoids—not only the most common 
of the diseases of the rectum but often the primary 
cause of other disturbances. She indicated the 
three classical symptoms of uncomplicated piles— 
pain and bleeding on defecation, and prolapse—and 
the usual division into external hemorrhoids and 
internal ones of first, second, or third degree. Exami- 
nation by inspection, digital palpation, and a procto- 
scope was required, and the possibility of a carcinoma 
should not be ignored. Treatment was prophylactic, 
palliative, or surgical. The patient with a tendency 
to hemorrhoids should avoid constipation, straining 
at stool, and overmuch standing. Regular laxatives 
were not injurious, but salts should be avoided as 
they produce a watery motion with a rather explosive 
action followed by straining. Palliative treatment 
consisted of the use of very soft lavatory paper, 
alternate hot and cold sponging, ointments either 
stimulating or sedative, and one or other of the 
medicated pessaries such as Haesa, Anusol, or even 
plain glycerin. Of the two types of surgical treat- 
ment, injections and operations, the first should 
always be employed if possible, but was not.applicable 
in much more than 50 per cent. of the cases. Symp- 
toms. of uncomplicated piles of the first and second 
degrees, if the cases were carefully chosen, would 
nearly always be notably relieved. The medium most 
generally used was a 5 per cent. solution of carbolic 
acid in almond oil plus 2 grains of menthol to the 
ounce. Miss Lewis discussed the method of injection 
which could be repeated every week for 6 weeks, 
with a shorter course 6 months later if required. 
If the patient was not relieved, and this is rare, she 
proceeded with caution to operation. It was neces- 
sary to guard against doing too much to this region 
for fear of overdoing the fibrous tissue formation. 
A fibrous stricture could develop very rapidly, and 
it was a contingency to be borne in mind. The 
cases for operative treatment included those of intero- 
external piles, those with a great deal.of thickening, 
and those with fibrous tags or an indurated fissure 
which would not heal. The method recommended 
was transfixion and ligature. Miss Lewis's practice 
was to leave a 4 grain morphia suppository in the 
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rectum and run in some sterile vaseline; she did 
not put a tube into the rectum as the discomfort 
caused more than offset any advantage. The patient 
started hot baths the next day, and kept the bowels 
confined for at least four days, after which an aperient 
was given and a small warm olive oil enema. Before 
the patient went home a finger should be passed, 
and the anus gently dilated to prevent any risk of 
stricture formation. In piles complicated by inflam- 
mation, swelling, and prolapse, no surgical treat- 
ment should be undertaken until the inflammation 
had entirely subsided. The patient should be con- 
fined to bed and an attempt made, but not persisted 
in if unsuccessful, to reduce the piles, perhaps after 
an injection of Protocaine into the sphincter region. 
Hot sitzbaths might help, and hot fomentations or 
antiphlogistine should be applied locally. A throm- 
bosed external pile could be incised after an injection 
of novocain, the clot turned out, and redundant skin 
excised. External piles could be removed under local 
anesthesia. 

For fissure palliative treatment with ointments 
and bathing rarely sufficed. To obtain relaxation 
of the spasmodic contraction of the sphincter which 
prevents the fissure from draining and renders it 
inaccessible, an injection of A. B. A. (Anesthesin 3, 
benzyl alcohol 5, and ether 10 in 100 parts of olive 
oil) should be given in a large bore needle following 
a small novocain infiltration if wished. The A. B. A. 
injection was given } inch behind, at the sides and 
deep to the fissure. It should give relief from pain 
for about a week during which time the fissure was 
dressed daily and usually healed. If it did not heal 
at its base, or if there was a marked sentinel tag, it 
was best to excise the whole fissure, together with a 
strip of skin running outwards from it, and to allow 
the gap to heal up without suture. The anal sphincter 
should be well stretched at the same time, and the 
patient should remain in bed for ten to fourteen days. 

Prolapse of the rectum associated with severe 
hemorrhoids would disappear with them. The 
treatment of true simple prolapse depended on the 
condition of the sphincter. If this was divided the 
treatment was repair of the sphincter, probably 
combined with a plastic operation to create some 
support for the lower end of the rectum. Sundry 
operations had been devised for the cure of prolapse 
where the sphincter is intact. Miss Lewis gave an 
account of the injection methods of Gabriel and 
Swinford Edwards which she had used with benefit 
in a few cases. This treatment was a combination of 
intra- and perirectal injections carried out at one 
sitting. The treatment was not ambulatory; the 
patient remained in bed for about a fortnight. In 
the after-care the bowels were kept confined as 
after an operation for piles, but the patient should 
begin at once on a course of voluntary contractions 
of the anal and perirectal muscles, namely, twelve 
contractions t.d.s. In cases of prolapse in children, 
if training, mild aperients, and general tonic treat- 
ment did not suffice, a small operation could be per- 
formed, consisting of making linear stripes with a 
thermocautery in the mucosa above the anal canal, 
either 3 or 4, about + inch wide. The object was 
to fix the mucosa to the underlying tissues by a 
scar. The child should be kept in bed for two or 
three weeks and not permitted to strain. 

A fistula, although much less distressing to the 
patient than a fissure, was more difficult to treat. 
It was essential to lay open the whole of the track 
and to excise as much of the fibrous tissue as possible. 
If the track was a branching one this might entail 
quite an extensive operation as failure would result 
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from leaving a portion of the track unopened ; this 
was because of the indurated walls which would 
not fall together and allow the channel to close up. 
In the after-treatment it was of the first importance 
to keep the cavity open and allow it to granulate up 
from the bottom ; otherwise the fistula would re-form. 
If the internal orifice was situated above the level 
of the sphincter the latter might have to be divided, 
but, even if there were multiple openings, this muscle 
must never be cut at more than one point if subse- 
quent incontinence was to be avoided. In view of 
this danger it might even be wisest to perform a 
two-stage operation, exposing the sphincter at the 
first, but not actually dividing it until the second. 


ASSOCIATION OF INDUSTRIAL MEDICAL 
OFFICERS 


Ar a quarterly meeting of this association held 
in the London School of Hygiene and Tropical 
Medicine on Oct. 30th under the chairmanship of 
Dr. N. HOWARD MUMMERY, papers were read by 
Dr. H. E. Collier on the education of medical ‘practi- 
tioners for industry, and by Dr. G. P. Crowden on 
post-graduate training in the practice of preventive 
medicine in industry. 

Dr. COLLIER discussed the present methods of 
teaching employed in the department of industrial 
hygiene and medicine of Birmingham University, 
and: outlined his personal views regarding future 
developments. He spoke of the functions which 
medical practitioners had to perform in and for 
industry, and arising from that the kind of special 
medical education that, in his opinion, was required 
adequately to fit medical practitioners to perform such 
functions. 

Dr. CROWDEN suggested that much of the training 
for the D.P.H. course held at the London School of 
Hygiene was of value to the industrial medical officer. 
He described how at present such training was carried 
out, and showed the importance of the industrial 
aspect of the school’s work. In particular he dis- 
cussed the subject of physiology as applied to hygiene 
and industry, mentioning the daily cycle of life— 
activity—fatigue->recovery—and showing how the 
various factors concerned in this cycle affected the 
health and working capacity of the industrial worker. 
These factors were (a) activity factor, mental and 
muscular; (b) environmental factor—e.g., tempera- 
ture, humidity, atmospheric pressure, air move- 
ment, air change, radiation, noise, vibration, illumina- 
tion, atmospheric pollution, dust; (e) time factor, 
duration of work spell, rate and rhythm ; (d) indi- 
vidual factor—e.g., individual make-up and physique, 
nutrition, personal hygiene, economic circumstances, 
responsibilities, family, clothing, home environment. 

Practical demonstrations were given as follows: 

Dr. Crowden: (1) The Control of Radiant Heat. 
Properties of metallic and non-metallic surfaces. The use 
of metallic faced materials for the protection of workers 
against intense radiant heat and against cold, and for 
building purposes, &c., in hot or cold climates. (2) 
Apparatus for the application of artificial respiration by 
tilting, hip slings for the transport of casualties on stretchers 
in mine galleys or difficult situations. (3) Apparatus for 
studying problems of muscular work. Dr. T. Bedford: 
Instrumental measurement of warmth and comfort 
conditions in factories. Mr. T. C. Angus: (1) The Light- 
ing of Factories and Workshops. (2) Jet fan device for 
local ventilation. (3) Methods of dust estimation and 
dust control in certain dusty trades. Dr. Crowden: 
(1) The effect of noise on acuity of hearing. Ear stops for 
the protection of workers in noisy trades. (2) Charts and 
diagrams showing the effect of vibration on the worker. 
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REVIEWS AND NOTICES OF BOOKS. 


The Adrenals 


By ARTHUR GROLLMAN, Ph.D., M.D., Associate 
Professor of Pharmacology and Experimental 
Therapeutics, Johns Hopkins University. London : 
Bailliére, Tindall and Cox. 1936. Pp. 410. 
228. 6d. 


THE presentation of a satisfactory survey from all 
aspects of any one of the endocrine glands has now 
become a formidable task. Prof. Grollman has devoted 
considerable time and labour to experimental research 
on various physiological problems connected with 
this subject, the separation and assay of cortical 
hormone and its administration in adrenal insuffi- 
ciency. The chapters dealing with these aspects of 
the adrenals are very able and it is doubtless for these 
that the book will most be valued. The arrangement 
of the subject matter, however, is in places unsatis- 
factory and the text bears evidence of undue haste 
or inadequate revision. Thus morbid histology, 
under the title of “pathological changes in the 
microscopic appearance of the adrenals ” is dismissed 
in a somewhat hazy sketch occupying little more 
than two pages (pp. 54-56); but later on we find 
(pp. 356-366) a chapter headed Other Pathological 
Abnormalities of the Adrenals (which chapter inci- 
dentally is quoted in the table of contents as Other 
Diseases of the Adrenals), and there are separate 
chapters dealing one with Addison’s disease and the 
other with tumours of the adrenals. In retrospect 
the ground has been covered, but all sense of cohesion 
in this important side of the subject has been lost. 
The author uses the term chromaphil' instead of 
“chromaffin ” in connexion with the adrenal medulla ; 
although the former term was introduced four 
years before the latter, its perpetuation is not 
desirable because of possible confusion with the terms 
“chromophil’? and ‘“‘chromophobe,’”? which are 
widely used in describing the cells of the anterior 
lobe of the pituitary. An erroneous description of 
the naked-eye appearance of the medulla of the 
normal human gland is given on p. 23: in fresh 
specimens it is greyish-white and not ‘“‘ dark- 
brownish ” as here stated. 

A new conception, which will probably attract 
considerable attention and merits careful examina. 
tion, is the distinction by Grollman of two types of 
cortical tissue. One is the cortex proper, as seen in 
the adult human gland, which produces the hormone 
cortin. Distinct from this, and not normally seen 
in the adult gland, is what Grollman calls the andro- 
genic tissue, represented by the foetal cortex of man, 
which rapidly undergoes involution after birth, and 
also by the so-called X-zone in mice, which dis- 
appears in the female at the inception of pregnancy. 
It is suggested that it is this androgenic tissue, 
which is defined on p. xii. of the preface as that 
portion of the adrenal which in certain pathological 
conditions gives rise to disorders of the reproductive 
system, is responsible for the hypertrophy of the 
adrenals in examples of Cushing’s syndrome and also 
forms those cortical tumours that are associated 
with the syndrome. This conception has the merit of 
explaining why some cortical tumours appear to give 
rise to the syndrome whilst others fail to do so, and 
also separates the functions of the adult cortex 
proper from those of the reproductive organs. But 
it is not easy to see why the foetal cortex should be 
supposed to consist of this hypothetical androgenic 
tissue and much work will be needed to set this theory 


2 


on a firm basis. The magnificent bibliography 
of 704 references in this work will be widely 
appreciated. 


Years of Endurance 


By Surgeon Rear-Admiral Jon R. Murr, M. B., 
F. R. C. S., R. N. London: Philip Allan and Co., Ltd. 
1936. Pp. 292. 128. 6d. 


HERE are the experiences of a fleet-surgeon on 
board H.M.S. Tiger during the first years of the 
Great War. The story, starting with mobilisation 
and the preparation of a temporary hospital on shore, 
moves in a crescendo of interest through the Scar- 
borough raid, the Dogger, and Jutland to a truly 
breathless climax in the description of the work of 
the M. O. during a naval action. Even in a modern 
battleship the M. O.'s action station, the lineal 
descendant of the old cockpit of Nelson’s day,” is 
only 25 ft. in diameter and divided into four com- 
partments, each partly occupied by ammunition- 
hoists. ‘‘ There are light, water, and air; but as all 
three are artificially supplied we may, at any moment, 
lose any, or.all, of them.” Casualties must not 
interfere with the ship’s fighting efficiency and, with 
a ship’s company of 1300, it is not difficult to imagine 
what a shambles may exist in a place of this size if 
casualties are heavy. The author describes how, 
whilst attempting what emergency surgery he could 
in these circumstances, the ship, struck by the tidal 
wave caused by the sinking of H.M.S. Queen Mary, 
heeled over at such an angle that the patient began 
to slide off the operating-table. ‘‘ Good-bye, Muir,” 
was the calm observation of the paymaster-in-chief 
who was assisting at the operation. Slowly, however, 
the ship regained an even keel and the operation 
proceeded. Though occasionally bitter towards the 
Admiralty, the press, and the public, the author is 
loyal to his superiors, taking no sides in the Jellicoe- 
Beatty controversy which, he maintains, was begun 
by ill-informed persons outside the service. It is 
inspiring to read, in this splendid book, the adventures 
of a man who has been, through the mill and who can 
write of them with so much skill and so little 
melodrama. 


A Textbook of Gynecology 


Fourth edition. By James Youne, D.S.O., M.D., 

-F. R. C. S. E., F.C.0.G., Professor of Obstetrics and 
Gynecology, University of London; Director of 
Obstetrical and Gynzcological Unit, British Post- 
graduate Medical School. London: A. and C. 
Black. 1936. Pp. 417. 16s. 


ALTHOUGH but three years have elapsed since the 
publication of the third edition of this well-known 
book, a fourth edition has been necessitated by the 
advance in our knowledge of the physiology of 
menstruation and of its practical application. The 
opportunity has been taken to bring the work 
thoroughly up to date also in other respects. Prof. 
Young has succeeded, by means of a clear exposition 
and numerous illustrations, in placing before his 
readers a concise and interesting description of the 
somewhat involved hormonal control of the menstrual 
loss, in so far as it is understood to-day. In the 
section on treatment of the disorders of menstruation 
no strong advocacy of endocrine therapy is put. 
forward. The author indicates the type of case 
that may be expected to benefit from such treatment, 
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and states the success or failure that has attended 
his own efforts. 

An excellent section is that devoted to pain in 
gynecology. Attention is directed to the fact that 
backache in women may well be caused by disorders 
other than those of the pelvic organs. In the past 
too much stress has been laid on this one cause, and 
the suggestion that 60 to 70 per cent. of all cases of 
~ backache are cured by treatment of the pelvic disease 
is almost certainly too optimistic. The causes, 
significance, and pathology of uterine displacements 
and prolapse are carefully explained. In regard to 
the treatment of prolapse, we believe that the author 
might press the claim for operative repair, as distinct 
from the pessary régime, rather more forcibly, and 
at the same time discard such procedures as vaginal 
hysterectomy and the interposition operation as 
methods for the cure of prolapse. The account of the 
pathology and treatment of new growths of the 
organs of generation is clear and concise; we note 
the mention in this volume of such rare neoplasms as 
the Brenner tumour, the arrhenoblastoma, and the 
diogerminonia. 

One defect this excellent text-book shares with 
most other recent publications on gynecology is the 
almost complete neglect of the psychological aspect 
of the subject, which is more and more coming to 
be recognised as an important one. We look forward 
to the time when students will be trained to appre- 
ciate the emotional significance attached not only to 
childbirth but to its anticipation and its aftermath, 
and when a sound text-book on gynecology will be 
permeated by this outlook. Admittedly at present 
what the student wants is a sound and reliable 
description of lesions and symptoms, their recognition, 
and their treatment and that is here provided in 
concise terms. | 


The American Medical Profession 1783 to 1850 
By HENRY BuRNELL SHAFER, Ph.D. New York: 

Columbia University Press; London: P. S. King 
and Son, Ltd. 1936. Pp. 271. 14s. 7d. 

Tu1s book is virtually a history of American 
medicine during the transition period from medieval 
magic to modern scientific method. The formal study 
of medicine began in the College of Philadelphia 
where, in 1765, the Pennsylvania Medical School was 
organised as a branch of the College by Drs. William 
Shippen, jun., and John Morgan. -Morgan’s proposed 
curriculum, which was not adopted till 1849, was 
„to begin with anatomy; then what I have called 
medical natural History, viz., The Materia Medica 
and Botany ;: Chymistry should follow; the Insti- 
tutes come next; and the Study of Practice should 
compleat, the. work.“ Prior to 1800, the apprentice 
system of medical education was the rule and there 
were only four medical schools. During the next 
50 years, though many new schools came into being, 
much of the teaching was still haphazard, traditional, 
and based on superstition. In the early part of the 
nineteenth century the general treatment of fever 
consisted first in depletion by blood-letting, purga- 
tion, sweating, diuresis, and emetics. If the patient 
survived he was subsequently rebuilt by “‘ tonics,” 
the chief of which was mercury. Sympathy goes 
out to the unhappy patient who, in 1843, was dosed 
with 60 grains of calomel. No wonder he com- 
pared his sensations to one packed full of beans.” 
Another patient, one W. G., was rebuilt with 
mercury; he took sixty-four grains by the mouth, 
2040 by clyster, and thirty-six hundred grains of 
triturated mercury were carefully rubbed into his arms 
and thighs in five days, amounting in the whole to 
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5704 grains, and the cure was astonishingly rapid.” 
Astonishingly is the word. With so exhaustive 3 
bibliography and index, it may be questioned whether 
so many footnotes were necessary; they doubtless 
serve the cause of accuracy but distract from the 
smoothness of the narrative. Nevertheless the book 
is extremely interesting and compact. with informa- 
tion. To the medical historian it will be a valuable 
work of reference. 7 


Quarterly Journal of Medicine 


IN the October issue (Vol. V., No. 20) Ronald V. 
Christie and C. A. McIntosh report on lung volume 
and respiratory exchange after pneumothotax. They 
have followed over a period of two months the changes 
in total capacity, functional residual air, and residual 
air in two cases of pulmonary tuberculosis under- 
going artificial pneumothorax treatment. On an 
average, they find, only about 30 per cent. of the 
air introduced is accommodated by collapse of the 
lung, the rest being probably spent in e ment 
of the thoracic ca They found evidence of expan- 
sion of the contralateral lung and discuss its signif- 
cance in relation to emphysema. They confirm the 
absence of any direct correlation between the diminu - 
tion in vital capacity, the amount of collapse, and 
the absence of any significant impairment of hamo- 
respiratory exchange after therapeutic pneumothorax. 

Eldon M. Boyd and W. Ford Connell have studied 
the blood lipids in thyroid disease in order to discover 
whether there is any thyroid control over the con- 
centration of plasma and red blood-cell lipid values, 
and whether any of the lipids would serve better 
than cholesterol as a laboratory guide of the effect 
of treatment. They used oxidative micromethods in 
fifteen cases under treatment, and found that in 
hyperthyroidism plasma lipoids are all decreased by 
about a third, but that there was no consistent 
increase in hypothyroidism. As thyroid function 
increased plasma lipids decreased in the relative order! 
neutral fat > cholesterol esters >free cholesterol > 
phospholipid ; the reverse took place with decreased 
thyroid function. 

A. Brian Taylor and A. G. W. Whitfield analyse 
81 cases of subarachnoid hemorrhage occurring as 
medical emergencies in two general hospitals in 
Birmingham over a period of 11 years. They 
suggest that the cautious use of lumbar puncture is 
of the utmost therapeutic value, with the 
replacement of the cerebro-spinal fluid by air as a 
helpful adjunct. 

A posthumous paper by Sir Archibald Garrod 
describes the further progress of three cases of con- 
genital porphyrinuria reported in the same journal 
in 1926. The present condition of each case is given 
in detail and this is followed by a commentary on 
the special features of this rare disease.—Henry 
Moore, W. R. O’Farrell, J. A. Geraghty, J. Murray 
Hayden, and M. A. Moriarty give a detailed account 
of ten cases of idopathic steatorrhcea (Gee-Thaysen 
disease), the youngest patient being 19 and the 
oldest 63.—Th. F. Bloem, J. Groen, and C. Postma 
relate five cases of Gaucher’s disease in which certain 
clinical manifestations were present which have not 
been adequately mentioned before—namely, sym- 
metrical pigmentation of leaden hue on the legs, 
malar flush, myopia, definite evidence of hereditary 
transmission, and certain chemical data about the 
lipoids of the blood-serum. 7 

The proceedings of the Association of Physicians 
of Great Britain and Ireland at their thirtieth annual 
general meeting are briefly reported, and an account 
is given of the early history of the Association and 
of the journal. | 


RaAMSBOTTOM COTTAGE HosprraL.—Lieut.-Colonel 
A. T. Porritt, a former high sheriff of Lancashire, and Mrs. 
Porritt have given £7500 to cover the cost of a children’s 
ward and an operating theatre at this hospital. 
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RENAL ASTHENIA 


JH function of the kidneys,” says the thirty- 

third edition of a standard handbook of physiology, 
“is to separate the urinary constituents from the 
blood.“ So much attention has been given to this 
excretory function of the kidney, and so much time 
has been spent on the elucidation of its mechanism, 
that another function of the kidneys is liable to 
be overlooked. The kidney does in fact perform 
work of a metabolic nature which is of the highest 
importance to the body. The manufacture of 
ammonia is the best known example of this function; 
exactly how it is performed is not yet clear, but 
it has long been understood by physiologists that 
in some manner the renal epithelium obtains 
ammonia either from urea or from amino-acids, 
and that this is passed into the blood stream 
in order to neutralise any excess of acid-radical 
that may be present. The control thus exercised 
by the kidney is of vital importance ; it is one of 
the chief mechanisms by which the reaction of the 
blood is maintained almost constant, and it is the 
mechanism by which the plasma is spared from 
giving up valuable bases at times when the blood 
becomes impregnated with acids. It is further 
known that a phosphatase can be isolated from the 
kidney and it is possible that it is by means of this 
enzyme that the kidney carries out the function 
which has just been described. 


In our present issue Prof. JIXMENEZ-DIAZ of 
Madrid discusses the mechanism by which death 
is produced in Addison’s disease. Until recently 
our knowledge of the outstanding phenomena .of 
this condition was practically limited to what 
had been taught by Addison and his successors : 
the pigmentation, the progressive weakness, the 
attacks of ‘vomiting and diarrhea, the steady fall 
in blood pressure, and the destruction of the 
suprarenal glands found at autopsy. More recently 
attention has been drawn to the loss of sodium 
via the urine which occurs in this disease, with 
diminution of the sodium in the blood and a slight 
increase in the potassium. Typical findings were 
published earlier in the year by E. N. ALLOTT 
in our own columns! MARINE and BAUMANN 
had shown that the life of adrenalectomised 
animals could be prolonged by administration of 
common salt, and Lors had found this treatment 
applicable to human beings. Subsequent clinical 
observation has shown that salt is of the highest 
value in prolonging life although, during crises, 
cortical extract is usually essential. On the other 
hand neither of these measures can really be claimed 
to be more than palliative. No convincing explana- 


3 THE LANOET, 1936, i., 1406. 


RENAL ASTHENIA 


[wov. 14,1936 1163 


tion of this biochemical peculiarity has hitherto 
been put forward, but JIMENEZ-D14z now suggests 
that the sodium loss is, in reality, the direct result 
of the failure of the kidney to carry out its normal 
function of supplying ammonia to the blood. With 
the brilliant logic of the Latin mind he examines 
the various possible explanations; rejecting in 
turn dehydration and other current theories, he 
brings forward evidence to show that ammonia 
production becomes defective in all severe and 
terminal cases of Addison’s disease, and he suggests 
that there is present a renal asthenia, closely 
comparable with the asthenia which affects the 
muscles and the alimentary canal in these cases, 
and closely related to the effect produced in an 
experimental animal by the administration of 
iodoacetic acid. He is careful not to exaggerate 
his claim, and to insist that further proof of his 
theory is required; but in his medical institute 
he has, with the aid of his fellow workers, been 
able to obtain evidence, partly by the aid of 
WARBURG’S methods and partly by animal experi- 
ments, which lend strong support to his hypothesis. 


Expressed in a sentence the thesis of JIMENEZ- 
Daz is as follows. The kidney of the patient 
suffering from Addison’s disease is, through lack 
of cortical hormone, rendered asthenic and incap- 
able of producing ammonia; there is a constant 
call on the sodium of the blood which is excreted 
for the purpose of maintaining acid-base equili- 
brium ; the extracellular sodium in turn becomes 
depleted and potassium is withdrawn from the 
living cells bringing about cellular destruction, an 
increase of endogenous nitrogen, and ultimately 
death. It is further suggested that this functional 
disturbance of the metabolic activity of the kidney 
finds its parallel in patients with severe and 
uncontrolled diabetes, and that in cases of terminal 
Bright’s disease in which there is gross organic 
destruction of the kidneys its counterpart can be 
demonstrated as an effect of an organic lesion. 
The thesis would seem to be one worthy of the 
closest examination, for if this hypothesis proves 
to be correct it should have a wide bearing upon 
medical problems of the highest importance. 
Many of our readers will draw another conclusion 
from this thesis ; they will find in it evidence of the 
technical yet imaginative research which has been 
pursued in recent years at the University of 
Madrid, 


A NEW BISMUTH PREPARATION 


In the history of antisyphilitic treatment the 
introduction of bismuth, as a result of SAZERAO 
and LEvaprri’s experiments fifteen years ago, has 
led to changes secondary in importance only to 
those that followed the introduction of salvarsan 
and its derivatives. The bismuth preparations 
have now taken a place high in the scale of thera- 
peutic efficiency, largely replacing the mercurials 
and proving only less treponemicidal than the 
arsphenamines. Most of them can be given in 
large doses by the intramuscular route without 
toxic effect on the majority of patients ; but there 
can be no doubt that many of those put before 
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the medical profession have been inadequately 
tested for therapeutic potency, while some have 
little or no curative value. In the case of the 
arsphenamines small differences in methods of 
synthesis may lead to extreme toxicity, and the 
careful tests regarded as essential include estimates 
of trypanocidal power that afford some guide to 
therapeutic potency. In this country all new 
preparations of the arsphenamine group are tested 
clinically under the auspices of the Therapeutic 
Trials Committee of the Medical Research Council 
before they are issued for general use. On the 
other hand, the practitioner has no means of 
estimating the value of the various bismuth 
preparations and must choose from a bewildering 
variety. It is now recognised that a high content 
of elemental bismuth is not a useful index of the 
potency of such products, and that various other 
factors, including rate of absorption and ability 
to penetrate, must be taken into consideration. 
TYTLER BURKE,’ endeavouring to overcome such 
difficulties, has recommended an ingenious method 
of estimating the relative values of the various 
antisyphilitic remedies by which a chemothera- 
peutic index is obtained for each of them by 
dividing the maximum tolerated dose by the 
minimum curative dose in the experimental rabbit. 
In this way he has evolved an efficiency scale in 
which the bismuth preparations, and other acces- 
sory medicaments, are rated in proportion to 
arsphenamine, the drug of choice: the doses of 
all available drugs have their therapeutic unit 
values, which provide a reasonably accurate guide 
to their relative efficiency. But this scheme, 
which appears to provide a method of restoring 
order out of chaos, has not been generally adopted. 


Of the various bismuth preparations the suspen- 
sions of the metal and of its insoluble salts have 
been most widely used. They are slowly absorbed 
and are believed to maintain a steady therapeutic 
attack that supplements the action of the rapidly 
absorbed and rapidly eliminated arsenicals. The 
water-soluble bismuth preparations are quickly 
absorbed and excreted in such quantity by the 
kidney that they are apt to cause nephritis. Inter- 
mediate in rate of absorption are the fat-soluble 
products which LEvaprri considers to be the most 
effective and which in BUBRRE's efficiency scale 
are ranked above the others. It is, therefore, 
interesting to have THURMON’S ? report on a new 
fat-soluble salt, bismuth ethyl camphorate, that 
has been carefully tested in his clinic during the 
past eighteen months. This preparation contains 
about 23°5 per cent. of elemental bismuth and its 
solution contains 40 mg. of the metal in the recom- 
mended dose of 1 c.cm.—a relatively low bismuth 
content. Experiments in rats showed the drug 
to compare favourably as regards toxicity with 
other fat-soluble preparations in general use, and 
it was applied to 230 out of a total of 1800 patients 
under active treatment for syphilis, providing 
ample opportunity for detailed comparison. In all, 
2444 intramuscular injections of the drug were 


2 Burke, E. T.: Brit. Med. Jour., 1931, i., 306. 
* Thurmon, F. M.: New Eng. Jour. Med., 1936, cv., 315. 
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given. Of the 230 patients, 55 were in the primary 
and secondary stages of syphilis, 154 suffered from 
tertiary and late syphilis (including 71 without 
symptoms or signs, in whom the diagnosis was 
based on positive serum tests alone), and 21 were 
congenital syphilitics. The continuous alternating 
method of treatment was adopted and the patients 
with early syphilis received six weeks’ intensive 
medication with arsphenamine followed by twelve 
weekly injections of bismuth ethyl camphorate, 
which constituted one course of treatment. This 
course was repeated at least twice. In cases of 
longer standing the treatment began with twelve 
weekly injections of the bismuth preparation and 
was usually followed by a course of arsphenamine 
injections, or, in the case of neurosyphilitics, by 
arsamide. In a few patients who were 
intolerant of the arsenicals and of mercury, the 
bismuth was used alone for considerable periods 
—in one case for as long as twenty-nine weeks— 
and in others, with indications for more intensive 
therapy, heavier dosage was employed. Bismuth 
ethyl camphorate proved very efficacious in its 
action both on visible lesions and on serological 
tests. In the earlier manifestations of syphilis 
there were no clinical or serological relapses during 
the administration of this drug after the preliminary 
course of arsphenamine. In the later manifesta- 
tions, where the bismuth was used first, the 
response to treatment was prompt and in some 
cases remarkable. Occasional bugbear cases, 
which had proved resistant to or intolerant of 
other forms of treatment, responded well to this 
preparation. THURMON claims that the effect of 
bismuth ethyl camphorate in producing serological 
changes is one of the strongest points in favour 
of its use, but both as regards local pain or dis- 
comfort and more general toxic effects it compared 
very favourably with the standard insoluble 
bismuth salt—bismuth salicylate, suspended in 
oil—which was in routine use on other patients 
in the clinic. | 
These findings are particularly interesting as 
introducing a valuable preparation and as setting 
a useful standard for the clinical trial and 
assessment of new antisyphilitic remedies. 


THE CARDIAC ASPECT OF SURGICAL RISK 


THE problems which arise when operation is 
required by a patient who suffers also from cardio- 
vascular disease are never simple. Nor can they 
be satisfactorily solved by any formula or any 
opinion based merely on statistical and theoretical 
evidence. Each case must be faced on its own 
merits. There can be little help in the knowledge 
that a surgeon found that seventy-five patients, 
who underwent operation in similar circumstances 
to those now present, recovered, if the practi- 
tioner can see no reason to place a patient among 
the seventy-five rather than among the other 
unlucky twenty-five. Similarly the formulated 
guides for determining the operative risk of every 
patient according to an equation worked out 
regarding blood pressure—the formula and rule of 
BARACH and of Moots—cannot be relied on except 
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as giving a generalised probability. Even the 
excellent breath-holding test of myocardial effi- 
ciency is, according to KimscHNER,'’ not to be 
trusted. These tests, he says, give little or 
no indication as to the capacity of the heart to 
withstand operative procedures.” The only safe 
guide is a complete judgment which embraces the 
mental and physical qualities of the patient as 
well as his definite organic troubles, and the 
prognosis for him if no operation is performed, 
as well as an estimate of the probable result, 
immediate and remote, of performing it. 
Sometimes the problem is simplified by the 
extreme nature of one or other of the factors 
which enter into it. The surgical state, for example, 
which calls for operation may be such that it can 
be said with certainty, ‘“‘ This man will die shortly 
if he is not relieved.” This certainty must then 
be weighed against the probability of the patient 
dying on the table from the combined effect of 


operation and anzsthetic. In holding the scales. 


the anesthetist’s help should be called in on 
occasions of this kind, for not only will the imme- 
diate outcome rest largely on how well he does 
his part, but also, if the worst occurs, it is more 
than likely to be attributed to the anesthetic. 
Yet so far as the anzsthetic is concerned it is 
remarkable how comparatively innocuous cardio- 
vascular troubles are, and it is rarely indeed that 
the anæsthetist will seek to veto an operation 
which the surgeon wishes to perform on a patient 
suffering from heart disease. This is not because 
the effects of general anzsthetics on the heart can 
be disregarded. On the contrary, recent cardio- 
graphic investigations of the heart? show plainly 
that no less than 75 per cent. of subjects under 
anesthesia show some type of arrhythmia; but 
the normal heart is more affected than the abnormal. 
Moreover, the subjects of cardiovascular affections 
stand the induction of anaesthesia particularly 
well, because impaired circulation is accompanied 
by muscular development below the normal, and 
these subjects are little liable to the excitement 
and spasm which constitute a prime danger in 
narcosis. But the comparative immunity from 
risk of these patients does not extend to those 
who have myocardial defect. Here is the real 
peril, for a heart may be, through its muscular 
degeneration, ill-fitted to withstand the extra 
strain of any operation, and yet may have given 
but little evidence beforehand of its imperfection. 
These are the patients whose true state will only 
be revealed by searching preliminary examina- 
tion, both verbal and physical. Fortunately, 
modern improvements in anxsthetic practice have 
reduced. the risks in this class of patient, for it 
was they who provided the principal source of 
fatalities under chloroform. 

Whether to operate or not on the patient suffer- 
ing from Graves’s disease is often a difficult ques- 
tion. These subjects offer some of the worst risks 
which the surgeon is called on to undertake but, 
on the other hand, in few conditions is a successful 

M.: Operative Surgery. Philadelphia: J. B. 
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operation so completely satisfying. Generally the 
patient is a woman who, if relie ved, has still many 
years of happy life before her, and the disability 
from which she is rescued is most. distressing. 
But there is one respect in which the thyrotoxic 
patient is peculiar. Generally, when assessing the 
risk of operation, the worse the heart the more 
chary will the surgeon be of interfering. Faced 
with a patient suffering from thyrotoxicosis the 
surgeon has to take a different view, for the opera- 
tion ‘is designed to relieve the heart condition 
itself, and it is often safer for a patient thus affected 
to face operation than avoid it. As has been 
written, It is commonly believed that when 
the heart is seriously affected an operation should 
be delayed. In general this view is unwise and 
unsafe ; the affection of the heart is another reason 
for thyroidectomy.” For these patients, also, 
modern anesthetic technique has greatly improved 
the chance of safe operation; the risk is very 
different from what it was before premedication 
and non-toxic gases were at the surgeon’s disposal. 
Valvular disease of itself, if fully compensated, 
has long ceased to be regarded as adding much to 
the operative risk, except in the eyes of the general 
public to whom heart disease spells inevitable 
disaster at operation. Most irregularities of cardiac 
action and extrasystole are regarded with equani- 
mity by surgeon and anesthetist, although their 
presence should lead to careful examination, includ- 
ing electrocardiography. Generally the symptom of 
heart disease which is of most import from the 
surgical standpoint is shortness of breath. When 
this is present risk is always increased, and especi- 
ally if the operation or anesthetic involves any 
element of asphyxia. Advanced arterio-sclerosis 
is often associated with other physical qualities 
which render the subject an unfavourable one for 
operation. In the presence of these the surgeon 
will commonly recommend operation only when 
this is needed as a life-saving measure. How 
successful it may be even in highly unfavourable 
conditions of the patients’ cardiovascular systems 
is well illustrated by three histories recently 
recorded.4 It might almost equally well be said 
of cardiovascular conditions as it was of head 
injuries, that none is slight enough to be ignored 
nor serious enough to be despaired of. It is also 
clear that correct judgment of the risk of operating 
on a patient suffering from heart disease requires 
the collaboration of physician and surgeon. The 
latter can scarcely be expected to estimate the 
kind or duration of life which the patient’s cardiac 
condition will allow him to lead if no operation 
is performed. Yet this consideration must obvi- 
ously affect the decision, and, on the other hand, 
the physician is less well qualified than the surgeon 
to judge the immediate risks of operation. On 
this point in many instances the experienced 
anesthetist should also be consulted, for what 
he will give and how he will give it may play the 
dominating part in ensuring the success of the 
operation and a smooth recovery from it. 


Thomson, A. P.: Birmingham Med. Rev., September, 1936, 
Proc. Staff Meetings Mayo Clinic, Sept. 30th, 1936. 
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ANNOTATIONS 


LORD NUFFIELD’S BENEFACTION 


Some further details of the terms of Lord Nuffield’s 
benefaction to the University of Oxford 1 are set out 
in the decree to be presented at the meeting of Con- 
gregation on Nov. 24th. The gift is to take the form 
of an annuity of £192,307 payable half yearly for 
six and a half years on conditions laid down in a 
deed of covenant and trust. There are to be ten 
trustees, including the regius professor of medicine, 
two persons appointed by the governors of the Rad- 
cliffe Infirmary, and one person appointed by the 
committee of the Wingfield-Morris Orthopedic Hos- 
pital. The committee responsible for preparing, and 
as need arises for modifying, a scheme for the develop- 
ment of the school of medicine, including the Nuffield 
School for Medical Research, is to be composed of 
the vice-chancellor, the regius professor of medicine 
(who is to receive the sum of £300 per annum as a 
special allowance in respect of his activities in the 
development of the scheme), the four Nuffield pro- 
fessors of clinical medicine, surgery, obstetrics and 
gynecology, and anesthetics (to be appointed as 
soon as practicable,” each at a salary of £2000 a 
year); three persons appointed by the board of the 
faculty of medicine, and persons appointed by the 
authorities of the Radcliffe Infirmary (2), and the 
Wingfield-Morris Hospital (1). The regulations sug- 
gested for the Nuffield professors include provisions 
to ensure their residence in Oxford for 40 weeks in 
the year, except that they may be granted such leave 
of absence for purposes of study as the committee 
may determine. They are not to engage in private 
practice but may under conditions approved by the 
committee receive fees from patients attended in 
the hospitals associated with the school. They shall 
retire at 60 unless the visitatorial board of the univer- 
sity grant an extension not exceeding five years. 


TROPICAL TYPHUS 


OF late years fevers of the typhus group have 
been recorded from most parts of the world. It is 
surprising therefore that few references—and none 
of them conclusive—are to be found regarding these 
diseases in West Africa, though their existence has 
been established in the north, south, and east of the 
continent. A note from the Sir Alfred Jones Research 
Laboratory by Dr. Gordon and Dr. Davey ? fills the 
gap by recording three cases in Sierra Leone, all in 
Africans, in which the clinical and serological observa- 
tions make the diagnosis certain. 

It may be remarked, however, that tropical 
typhus,” though it has gained currency, is an undesir- 
able designation. Both in India and Malaya it covers 
at least two distinct rickettsia infections, one, the 
“ shop typhus ” of Malaya, serologically identical with 
the historical exanthematic typhus, the other, sero- 
logically and in certain respects clinically distinct, 
the “scrub typhus” of Malaya and the tropical 
typhus described by Megaw in the Kumaon Hills of 
India. Tropical typhus, in fact, means simply 
rickettsia infection in man in the tropics, and cer- 
tainly includes two and probably more diseases, 
each differing in the animal species forming its 
natural reservoir and in the insect vector responsible 
for its transmission to man. A primary indication 
for these differences is the varying serological response 
to the different types of proteus X. The serum of 


a 
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the sufferer from classical typhus (louse-transmitted 
and with man as possibly the sole reservoir) agglu- 
tinates to the highest titre the type X 19, while that 
of scrub typhus (mite-transmitted and with rodents 
probably the reservoir) hardly agglutinates X 19 but 
agglutinates strongly the type X K. The explanation 
of the undoubted association of different types of 
proteus X agglutination with different rickettsias is 
still obscure. Felix has always maintained that the 
connexion of proteus and rickettsia is direct, in spite 
of the inability of proteus bacteria to produce the 
disease. The suggestion is that each is a stage in the 
life-cycle of a micro-organismal entity. Certainly the 
increasing evidence that different types of proteus 
identify infections with different rickettsias sero- 
logically is difficult to interpret in any other way. 
It is of interest that, of the three cases in Gordon and 
Davey’s report, one is serologically divergent from 
the other two, the serum of the former agglutinating 
best the type X 2, while the sera of the latter agglu- 


tinate best the type X 19. No doubt the authors 


of this preliminary report have in mind further 
investigation to account for the divergence. One of 
the first and most obvious steps would be to search 
for types of proteus specifically associated with the 
rickettsia infections occurring locally. 


REGIONAL ILEITIS (CROHN’S DISEASE) 


In 1932 Crohn and his associates, 1 under the name 
of ‘‘ regional ileitis, a pathologic and clinical entity,” 
described 14 cases of a chronic inflammatory con- 
dition of the ileum causing diarrhea, intestinal 
obstruction, and fistula. This and other observations 
on Crohn's disease were reviewed in our columns 
last February by Dr. R. F. Barbour and Dr. A. B. 
Stokes, and a fairly typical example was described 
in our issue of Oct. 24th by Dr. Herta Schwabacher. 
The condition is chiefly seen in young adults and 
occurs in at least four different clinical types: in 
the first there are symptoms of acute abdominal 
disease, indistinguishable from acute appendicitis ; 
the second resembles other varieties of ulcerative 
enteritis, giving rise to diarrhea, colicky abdominal 
pain, and slight fever; the third is the commonest, 
its main feature being intestinal obstruction; while 
the last is distinguished by persistent fistule between 
the abdominal wall and the gut, often following 
operation. The physical signs are characteristic, the 
most constant findings being a mass in the right iliac 
region, fistula formation, emaciation and ansemia, 
the scar of a previous appendicectomy, and evidence 
of intestinal obstruction. In addition Kantor * has 
described certain radiological signs, the most important 
of which are dilatation of the ileum above the lesion 
and a narrow string-like shadow of the opaque 
emulsion in the stenosed lumen of the affected gut. 
The pathological lesion is a non-specific granulo- 
matous infiltration of the terminal ileum, associated 
with ulceration of the mucosa, stenosis of the lumen, 
and fistule ; foreign body giant-cells are often found. 
The etiology remains uncertain, but it seems likely 
that the ulceration of the ileum is secondary to granu- 


lomatous infiltration of its wall. Tuberculosis was 


carefully excluded by Crohn in all his cases, but he 
found no other cause. The relationship between 
Crohn’s disease and so-called ileocecal tuberculosis 
calls for immediate investigation, and the only satis- 


1 Crohn, B. B., Ginzburg, L., and Oppenheimer, G. D.: Jour. 
Amer. Med. Assoc., 1932, xcix., 1323. 
Kantor, J. L.: Ibid., 1934, ciii., 2016. 
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factory means of settling the problem is guinea-pig 
inoculation of material from every case operated 
upon, the histological picture being an uncertain 
criterion. 

The treatment of Crohn’s disease is generally 
admitted to be surgical. The three main possibilities 
are to short-circuit the lesion, to resect it, and to 
short-circuit it first and resect it later. Crohn 
originally advocated resection, but admitted that 
he had not had much experience of simple short- 
circuit in these cases. If a short-circuit was made he 
thought it should be combined with exclusion of the 
lesion. Mixter® also prefers resection but says the 
mortality is high and it may have to be done in 
more than one stage. Meyer and Rosi‘ suggest a 
practical compromise as follows: Since a short- 
circuiting operation is less risky than a resection, 
it may be that a two-stage resection for cases of 
regional ileitis is the best plan. If the symptoms 
disappear after the short-circuiting, no further 
surgery is required; but if they persist or grow 
progressively worse, resection is clearly necessary. 


NITRITE POISONING 


FATAL poisoning by nitrites is exceedingly rare, 
and for this reason it is useful to have Dr. McQuiston’s 
observations on three cases at Middlesbrough (see 
p. 1153). The victims of this accident died from 
poisoning by sodium nitrite; not long ago a death 
from potassium nitrite was reported from Madras. 
The experimental toxicology of the subject rests 
largely upon the studies made by Dossin.“ It is 
noteworthy that the Middlesbrough cases went 
blue.” The cyanosis confirms the point made by 
Solis-Cohen and Githens’ that the dangerously 
toxic action of the nitrites lies in their destruction 
of hemoglobin. Their action upon plain muscle is 
the basis of their therapeutic value. Hence there is 
little danger from the use of these substances in 
treatment, because the formation of methemoglobin 
from therapeutic doses is negligible. 


INTERNAL DECOMPRESSION 


ABOUT a fifth of all intracranial tumours are of the 
type of glioma known as spongioblastoma (glio- 
blastoma) multiforme. It infiltrates the brain rapidly, 
is soft in consistency, and has a rich supply of thin- 
walled blood-vessels. Post mortem the cut surface 
of the tumour displays a great variety of colours, due 
to recent and old hemorrhages and areas of necrosis. 
However drastic, surgery never eradicates such a 
neoplasm; in fact, the survival period is seldom 
longer than six months, though irradiation has some- 
times seemed to give temporary benefit. It is not 
surprising that many neuro-surgeons feel justified 
in refusing operation where the pathological diagnosis 
of such a tumour can be made with reasonable 
certainty. In a proportion of cases, however, its 
nature can only be ascertained by histological 
examination of fragments obtained at craniotomy— 
an examination preferably performed while the surgeon 
waits. What is then the procedure of choice? If 
operation is concluded as soon as the diagnosis has 
been made the patient is likely to die in a day or so 
from hemorrhage into the tumour or from cerebral 

* Mixter, D. C.: Ann. of Surg., 1935, cii., 674. 
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edema. To avoid this it has been customary to 
perform a wide decompression, with or without an 
extensive removal of the tumour. To this McKenzie 
of Toronto now suggests! an alternative which he 
aptly terms internal decompression.” A large 
mass of the tumour and overlying brain is removed 
so as to create a wide cavity, no attempt being made 
to reach the boundary of the tumour; after careful 
hemostasis the dura is sewn up completely and the 
bone flap fixed tightly in place; and in this way 
any decompression, as commonly understood, is 
avoided. Results are satisfactory, inasmuch as the 
remaining short period of life can be spent usefully, 
with a minimum of physical disability, for symptoms 
and signs may at times retrogress remarkably. As 
the tumour grows, it fills up the space provided, 
without there being any disfiguring bulge from an 
external decompression. Moreover, it is stated that 
death, when it comes, is mercifully rapid; so that the 
patient escapes the lingering state of paralysis and 
semi-coma which too often follows a sub-temporal 
decompression. 


THYROIDECTOMY AND THE HEART 


WHEN total thyroidectomy is performed for angina 
pectoris, the relief of pain appears before there has 
been any appreciable fall in the basal metabolic rate. 
This early therapeutic effect has been attributed 
on the one hand to the severance of sympathetic 
nerves in the neck, and on the other to a reduced 
sensitiveness to, or diminished production of, 
adrenaline. Some clinical experiments bearing on 
this problem have been made by Bérard, Cutler, and 
Pijoan, 2 who observed the consequences of insulin 
injections in ten patients who had had total thyroid- 
ectomy for angina. In the normal person it was found 
that 25 units of insulin given intravenously caused an 
average maximum fall in blood-sugar of 50 mg. per 
100 c.cm., and at the same time an elevation of blood 
pressure, averaging 30mm. systolic and 12mm. 
diastolic. In the patients subjected to thyroidectomy, 
on the other hand, a similar injection led to little or 
no rise in blood pressure, though the blood-sugar fell 
as it did in the normals. The transient hypertension 
provoked in normal subjects by artificial hypo- 
glycemia is interpreted as due to compensatory 
hypersecretion of adrenaline, whose object is to 
establish a normal blood-sugar level, while the failure 
of this hypertensive reaction after thyroidectomy 
suggests a deficiency of adrenaline action. The 
therapeutic results of the operation had been good in 
all but one of the ten patients investigated, and it 
was noted that in this one alone the insulin injection 
produced a distinct rise in arterial tension and also 
precipitated an anginal attack. Hypoglycemia was 
induced by the same method in two other groups— 
patients with hypertension liable to hypertensive 
crises, and patients with Addison’s disease. In the 
former the increase in tension was abnormally great, 
while in the latter it was negligible. These results 
are held to confirm the view that the suprarenal is 
essentially concerned in this reaction, and Bérard 
and his co-workers conclude that the value of 
thyroidectomy depends far more on an altered thyro- 
suprarenal mechanism than on a reduction in the 
metabolic rate. 

To know more about the cardiac changes associ- 
ated with severe myxcedema has become increasingly 
important since therapeutic hypothyroidism was 
introduced, and while it has been generally accepted 


542 McKenzie, K. G.: Arch. Neurol. and Psychiat., 1936, xxxvi., 
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that the heart enlarges in this disease—it may 


shrink under appropriate treatment—the patho- 


logy of the enlargement has remained obscure. 
By way of experiment Webster and Cooke * removed 
the thyroids of adult rabbits and examined them 
5-7 months later. when they had developed signs 
of myxedema, confirmed by estimation of blood 
cholesterol. The hearts of these animals were found 
to weigh less than those of normal controls, but the 
fluid content of the heart muscle was greater (82 per 
cent. compared with 76 per cent for the controls). 
Microscopically, the myxœdematous heart muscle 
showed reduction in the number of fibres, edema, and 
disappearance of the perinuclear sarcoplasm. While 
these results are interesting it cannot, however, 
be assumed that similar cardiac changes occur in the 
human subject with a diseased heart after removal 
of the thyroid. Therapeutic myxedema is much 


milder than that of the experiments, and the 


relief of circulatory symptoms that is commonly 
experienced suggests that the myocardial change 
is probably towards normal rather than otherwise. 


THE PUBLIC HEALTH ACT, 1936 


THE Minister of Health has sent out a circular 
(No. 1576) to local authorities to encourage them to 
study the huge consolidating Act which was passed 
last July and which takes effect on Oct. Ist, 1937. 
He attempts no coniplete survey of its 347 sections 
which occupy some 200 pages of the statute bock. 
So formidable a task was unnecessary since much 
of the new Act merely reproduces the old law. He 
draws attention, however, to certain sections which 
are new. The scope of building by-laws, for 
instance, has been enlarged. Existing by-laws of 
this nature will automatically cease to have effect 
after three years, and all future building by-laws 
will expire ten years after they are made. Another 
new provision is the power given to local authorities 
to make by-laws for control of swimming-baths 
and bathing pools under private management where 
members of the public are admitted on payment. 
For a complete list of all the new features a prolonged 
comparison of the recent Act with the sixty statutes 
which it replaces would be required. The ordinary 
student of public health will probably prefer to 
await the issue of the inevitable new text-books. 


The wave of reforming zeal which produced the 


new code (and also the new consolidating Publio 
Health (London) Act) is not yet spent. It is under- 
stood that the Ministry of Health will now produce 
yet another Act to replace the still unrepealed passages 
in the Public Health Act of 1875 which deal with such 
matters as unsound food, markets, and slaughter- 
houses. This is a laudable step; it is inappropriate 
that our national standards of health should be 
based on an Act which is more than sixty years old. 
Presently the indefatigable committee, which has 
already rewritten so much of the English law of local 
government and public health, will tackle the surviv- 
ing laws about highways, largely based on legislation 
of 1837. Meanwhile the London County Council is 
said to be contemplating the early production of a 
code of local government on the lines of the Local 
Government Act of 1933, most of which was inapplica- 
able to London. And the L.C.C. is also to produce 
an amending Public Health (London) Bill to bring 
London into line with the rest of England where the 
recent Public Health Act has advanced the national 
standard. No sooner, in fact, has London got. its 


Webster, B., and Cooke, C.: Arch. Internal Med., August, 
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new code than it begins at once to tinker with it. 


The truth seems to be that some of our laws are 
nowadays so encrusted with overlapping statutes 
that it is impossible to see the way to amend them 
without first writing them out as an orderly whole. 


SIR HENRY CURTIS-BENNETT 


THe death of Sir Henry Curtis-Bennett has 
removed a figure almost as well known in medical 
circles as in the legal profession. Ever since the 
day when he took silk in 1919, and even before this, 
his name had been associated with important medico- 
legal cases, or criminal cases having a like bearing. 
He gradually succeeded to the great forensic practice 
of Marshall Hall, and in the last few years there has 
been practically no case of medico-legal importance 
with which he was not associated. 

We owe the following tribute to W. H. W. 
B. T.” who write: As an advoca 
Henry Curtis-Bennett could: be suave in manner, 
stern or humorous in turn, and all without upsptting 
his witnesses or imperilling the issue for his clients. 
He figured in many famous medico-legal cases mn the 
last twenty years, and always put his case fairly, 
even when placing his client’s interests in a }good 
light. He was perhaps at his best in motör-car 
cases, where the question arose of the defendant being 
under the influence of alcohol: His critical survey of 
the tests for drunkenness always aroused amusement, 


and even merriment in court, often to the advantage 


of his client, and he was a leading advocate in licensing 


cases. He was a great favourite as an after-dinner 


speaker and seemed to have an inexhaustible supply 


of good stories, many of them deliberately told against 


himself. He had for many years been one of the 
principal guests at the annual Buckston Browne 
banquet of the Harveian Society of London. The 
loss is great, his place difficult to fill, and he will be 


sadly missed, not only by his family and the members 


of the Bar but by scores of medical men who were 
fortunate enough to be numbered among his friends 
and acquaintances.”’ 3 


AND SOME WOULD EAT THAT WANT IT 


ACQUISITION by purchase is a tortuous phrase for 


buying, and at a public meeting held in London 
by the Committee against Malnutrition on Nov. 5th 
it was suggested by the speakers that our system of 
distributing food to the nation is as inefficient as the 
phrase. Dr. Maitland Radford, medical officer of 
health for St. Pancras, said that to-day few of us 


were hunters, farmers, or fishers; we had to buy all 


our food and the importance of our system had 
therefore been increased. He appealed for an official 
scale of nutrition to be set up similar to the scale 
of overcrowding. Dr. T. O. Garland, medical officer 
for Carreras Ltd., maintained that the medical 
profession to-day knew how to improve the nation’s 
dietary, but were not being allowed to use their 
knowledge to the best advantage. He gave the 
audience sound advice as to how to convert ther 
ostrich-like friends to the fact that malnutrition 
does exist and that it is due.to poverty. Mr. Harold 
Macmillan, M.P., who was in the chair, considered 
the abandonment of restrictions.on production and 
the distribution of plenty as essentials. He supported 
Dr. Radford’s suggestion of a nutrition scale and 
proposed further that a National Food Council should 
be set up, representative not only of producers, but 
also of consumers and scientific workers, to formulate 


a national food policy. At thé beginning of the 
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meeting Dr. Edith Summerskill had introduced the 
nutrition films of the Gas Light and Coke Co. Mr. F. 
Le Gros Clark, secretary of the committee, also spoke 
briefly describing its work and appealing for support. 
He may be addressed at 19c, Eagle-street, W.C.1. 


MEMORIAL -TO SIR WALTER FLETCHER 


A PporTRAIT-BUST of the late Sir Walter Morley 
Fletcher was unveiled on Wednesday afternoon at 
the National Institute for Medical Research, in the 
library of which the bust will be permanently 


placed. The 


bust is the 
work of Miss 
Dora Clarke 


scribers to the 


have secured 
from her a dig- 
_nified likeness 
of the great 
organiser who 
was the first 
secretary of 
the Medical 
Research 
Council, a 
post which he 
held for nine- 
teen years. 
The subscrip- 
tions to the 
fund amounted. 
to over £2300 
and, after the 
cost of the 


personal 


memorial has been met, the money will be used 
in the construction of the Walter Fletcher memorial 
laboratory, at the farm laboratories of the National 
Institute at Mill Hill where research work in nutrition 
will be carried on. 


OBSERVATION OR EXPERIMENT ? 


In the latest number of The Fight against Disease 
the Research Defence Society usefully republishes a 
large part of the evidence given by Lord Justice 
Fletcher Moulton before the Royal Commission on 
Vivisection in 1907. Few men were better qualified 
to judge the merits of scientific’ investigation or to 
analyse the value of research. To him the real issue 
was whether curative science should be observational 
or experimental. With observation progress was slow. 
Experiment brought rapid advance and free range. 
Experiment was like cross-examination ; the specific 
question could be put to nature and she would 
answer. She does not care what the questioner 
meant to ask; she answers what he actually does ask. 
The Lord Justice took as a typical example the com- 
municability of consumption. Observation must 
lingeringly watch the disease running through a 
family or prevalent in a particular place; heredity, 
climate, or soil may suggest predisposition and may 
multiply the causes of uncertainty. Experiment 
puts the actual question. Half a dozen guinea-pigs 
placed in the wards of a consumption hospital are 
found to be tuberculous; half a dozen other guinea- 
pigs placed in another hospital in, the same con- 
ditions of temperature are found to be free. The 
instance may be over-simplified; it involves no 
cutting of animals, but its trial would presumably 
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plague-stricken ship, with rats on board, arriving in 


and the sub- 
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divide mankind on vivisectionist and anti-vivisec- 


tionist lines. For those who approach these probleme 


on the humanitarian ground of rejecting all experi- 
ment on animals the Lord Justice had another 
‘He asked them to imagine the case of a 


port. One man, with a high sense of responsibility 
and with knowledge of the strong probability that 
rats convey plague, unhesitatingly extirpates the 
rats even though his method may mean their painful 
death by poisoning or asphyxiation. Another man 
cannot bear to see the rats harassed by the relentless 
pursuit; he lets as many as he can escape. The 
consequence may be to communicate plague not 
merely to a town but to a nation ; the prospect is 
one of measureless misery. He has failed to weigh 
the inflicted pain against the mass of preventable 
pain. Lord Justice Fletcher Moulton continued with 
a further hypothesis. Suppose that the killing of 
the rats resulted not in the prevention of plague but 
in the discovery of the antiseptic treatment. The 
antiseptic treatment, we know, put an end to an 
amount of human suffering which can scarcely be 
calculated. Suppose the alternative was not “‘ extir- 
pate the rats or admit the plague but “ extirpate 
the rats or fail to discover the antiseptic treatment.” 
The thoughtful man must answer If I do not inflict 
this pain, I permit an unmeasured amount of pain 
which I could prevent.” The duty is to follow the 
course which produces the minimum total pain ; 
„Whether it is inflicted pain or preventable pain 
which is not prevented,’ said the Lord Justice, 
“is in my opinion one and the same thing.” | 


CARBOHYDRATE DYSPEPSIA 


Coton flatulence is a common complaint and has 
several causes. Formation-of some gas in the intestine 
is a normal process and such gas is a normal stimulus 
to peristalsis. Gas may arise from swallowed air 
passing down from the stomach, or from fermentative 
or putrefactive processes taking place in the intestine. 
In general fermentation leads to acid stools and the 
gas, being mainly carbon dioxide, is relatively odour- 
less; putrefaction, on the other hand, produces 
alkaline stools and the gases are highly offensive. 
When an excess of fermentative gases is formed, 
the fault may lie in one or more directions, and 
these are the subject of an interesting paper by 
Dr. W. H. Owles.“ The theory that an abnormal 
bacterial flora in the intestine is the primary cause, 
or that organisms normally found in the large 
intestine have abnormally spread upwards into the 
small, he regards as unlikely, and he prefers to 
attribute the gas to the fact that carbohydrate which 
should normally be broken down in the small intestine 
reaches the colon in a still fermentable state. In the 
normal stool partially digested starch granules can 
scarcely be discovered, and even in pancreatic disease, 
where pancreatic diastase is likely to be defective, it 
is rare to find excess of starch in the stool without 
also a considerable excess of neutral fat and partially 
digested protein (striated muscle-fibres). Dr. Owles 
concludes that carbohydrate dyspepsia is due to the 
abnormal fermentation of starch in the colon and is 
not primarily attributable to any diastatic enzyme 
deficiency in the pancreas or small intestine. He 
puts down the presence of fermentable carbohydrate 
in the colon to an undue hurry in the small intestine, 
through which its contents reach the bowel before 
starch digestion is complete. To support this con- 
tention he has analysed a number of cases in which 


1Guy’s Hosp. Rep., October, 1936, p. 411. 
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the passage of a barium meal through the small 
‘intestine was unduly rapid, and a further series in 
which an excess of starch was found in the fæces; 
of the latter 130 cases, 52 had radiological evidence 
of either marked or less marked hurry in the 
small intestine. Of 34 patients having an unduly 
fast passage of barium through the small intestine, 
all but two showed an excess of starch in the stools. 
Whether rapid small intestine movement is or is not 
constantly associated with carbohydrate fermenta- 
tion, the cause of such intestinal hurry should of 
course be determined if possible. This may be 
none too easy, but among the possible causes Owles 
mentions the over-use of purgatives, gastro-enteritis, 
and nervous diarrhea. Achlorhydria did not appear 
to be causally related. 


The recognition of carbohydrate fermentation by 
the careful examination of the fæces should at least 
lead to symptomatic treatment in the form of restric- 
tion of starchy foods. It is not unlikely indeed that 
further knowledge will come from the clinical rather 
than the bacteriological side. 


THE HAEMOPOIETIC SUBSTANCE IN LIVER 


FRESH progress in the purification of the blood- 
forming principle of liver has lately been reported 
from England, Sweden, and America. Dr. H. D. 
Dakin (New York), Dr. C. C. Ungley (Newcastle-on- 
Tyne), and Dr. Randolph West (New Tork), 1 working 
in collaboration with Mr. F. H. Carr, D. Sc., of British 
Drug Houses, Ltd., have now isolated a highly purified 
product which they believe to be a peptide or closely 
related to a peptide, possessing many, though not all, 
of the properties of an albumose. Glucosamine, they 
now claim, is not an essential component of the 
active molecule, as was suggested in earlier work. 
They consider that the substance now isolated has 
a molecular size of 2-1 mu and a molecular weight 
greater than 2000 and less than 5000. On hydrolysis 
the peptide yields arginine, leucine, glycine, proline, 
hydroxyproline, aspartic acid, and an acid resembling 
hydroxyglutamic acid. They failed to isolate a 
similarly active hemopoietic principle from either 
kidney or brain, using the same chemical methods. 
This negative result is of no little interest since it is 
usually agreed that whole kidney, taken by mouth, 
is as active as liver, while brain has also some definite 
hemopoietic action. It is possible that brain and 
kidney are sources of Castle’s intrinsic factor; this 
remains to be tested. In this connexion it must be 
remembered that hog’s stomach is effective when 
given by mouth, but no one has yet managed to 
prepare active extracts of stomach by methods 
applicable to liver extraction. It is possible, though 
perhaps unlikely, that liver and other organs contain 
more than one substance effective in Addisonian 
pernicious anemia. Subbarow and Jacobson? claim 
that at least three chemically distinct fractions of 
liver are necessary for an optimum clinical response. 
They identify these as tyrosine, a complex purine, 
and à biuret-positive peptide. The two former are 
not present in the purest preparation made by Dakin 
and his colleagues. Laland and Klem ? have described 
a preparation effective in even smaller amounts 
than that of Dakin; it is acid and bright yellow 
and contains sulphur, whereas that of Dakin is neutral 


.I Dakin, H. D., Ungley, OC. C., and West, R.: Jour. Biol. 
Chem., October, 1936, p. 771. 
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and colourless and contains no sulphur. It is clear 
from these conflicting results that the chemical 
nature the of hemopoietic factor is still obscure. 


THE next session of the General Medical Council 
will open at 2 p.m. on Tuesday, Nov. 24th, under the 
presidency of Sir Norman Walker. 


THE honorary fellowship of the American College 
of Surgeons has been conferred upon Sir James 
Walton, surgeon to the London Hospital, and Dr. 
W. Fletcher Shaw, professor of clinical obstetrics and 
gynecology at the University of Manchester. 


WE regret to learn of the death on Monday last of 
Lieutenant-Colonel Robert Henry Elliot, the honorary 


consulting ophthalmic surgeon to the London Hospital 


for Tropical Diseases. He had retired from the 
Indian Medical Service in 1915 after holding for 
many years the chair of ophthalmic medicine at 
Madras and becoming well known for his work on 
snake-poisoning. 


On Thursday, Dec. 3rd, Mr. Hugh Lett will deliver 
the Bradshaw lecture to the Royal College of Surgeons 
of England, speaking on the early diagnosis and the 
treatment of renal tuberculosis. A week later Dr. 
George W. Corner, professor of anatomy in the 
University of Rochester, will deliver the Thomas 
Vicary lecture. His subject will be Salernitan surgery 
in the twelfth century. Both lectures will be given 
at the college at 5 P.M., and all members of the 
medical profession are invited to attend. 


Dr. R. A. Young made his last ward round at the 
Middlesex Hospital on Friday afternoon, Nov. 6th, 
when he was accompanied by nearly 200 of the present 
and past students. After the round he met his 
colleagues, the house staff and the students in the 
board room, to take leave of them on his retirement 
from hospital duties, although not from the prac- 
tice of his profession. Dr. H. F. Brice-Smith of 
Dorking made a presentation of a silver salver 
inscribed with the signatures of his house physicians 
since the war. Dr. Young has served the hospital 
and school for a period of 44 years, beginning as 
demonstrator of physiology in 1892. He was house 
physician in 1894, warden of the college from 1899- 
1904, assistant physician from 1902-1918, and 
physician from 1918 to the present time. He was 
also lecturer in physiology from 1896-1903, and 
pathologist from 1903-1905. Dr. Lakin now succeeds 
Dr. Young as senior, physician to the hospital. 


MENTION in the King’s Speech of comprehensive 
measures to improve the physical condition of the 
nation has been followed, as our Parliamentary 
columns testify, by remarkable expression of opinion 
in both Houses. Sir Francis Acland expressed delight 
at the prominence given to a campaign for physical 
efficiency, but, he said, unless it was accompanied 
by something on big lines in the way of better nutri- 
tion, it would not get general support. Other speakers 
developed this antithesis in their own way. Mr. 
Griffiths remarked that before they gave the people 
dumb-bells the Government should see that they 
got sufficient food. Lord Horder began an impressive 


‘maiden speech by reminding the Lords that fitness 


for living, for working, or for fighting can never be 
obtained by physical measures, whether educational 
orrecreational, And Lord Dawson, attacking the pro- 
blem at an even earlier stage, pleaded fora compre- 
hensive outlook, taking note of hereditary disa bilities 
and of the necessity for a preventive attitude in 
planning a fit race. 


THE LANOET] 


Nov. 14, 1936 1171 


PROGNOSIS 


A Series of Signed Articles contributed by invitation 


CXX. 
THE PROGNOSIS OF HÆMOCHROMATOSIS' 


THE published records of cases of hemochromatosis 
(bronzed diabetes) show that the commonest cause 
of death (50 per cent.) has been diabetic coma. 
Insulin should be able to prevent this, and has had 
time to show its effect in changing the outlook. 
However, the effect of insulin in prolonging life has, 
to my knowledge, not been emphasised in recent 
publications, and the authoritative book (Sheldon, 
J. H.: Hemochromatosis, London, 1935) mentions 
prognosis and duration with insulin treatment hardly 
at all. The duration of life after diagnosis is still 
given at 184 months. It is suggested by other writers 
that many oases are resistant to insulin and others 
are unduly liable to hypoglycemia. 


NOTE ON TWELVE CASES 


T have now treated a sufficient number of patients 
to show that such a gloomy prognosis is not the 
invariable rule. The progress of 12 well-known 
cases is therefore recorded in the Table, which omits 


3 years since | g 
23 a | Be 
Bo 2. e 8 
29 EE Mode of life. 
H 527 88 
On 38 
pi Ags 
E 

1924 12 44 Pensioner from Navy. 

1927 60 Active professional life. 

1931 28 Active business life and 
mild golf. 

1933 7 56 Plays golf well: 
recently survived 
appendicitis with peri- 
tonitis. 

5 49 | 1930 6 40 Full business life and 

6 | 52 | 1933 3 60 | Business, golf aud 

7 42 | 1934 24 | 70 | Recent tuberculosis. 

8 44 1935 1 80 Fragile; semi-invalid. 

9 75 | 1936 1 30 Retired ; vigorous ; fit. 
DEAD 

10 40 | 1936 6/12 6/12 60 Died: streptococcal 
septicemia from 
throat. 

11 50 1929 6 6 70 Died: cirrhosis, 
ascites and pyo- 
nephrosis. 

12 62 1930 3 3 30 Died: beart failure; 
had ascites. 


2 untraced and 4 doubtful cases. No details of their 
symptoms or pathological lesions in life or death 
are given and only the duration and mode of life is 
shown. All these cases were sent to me as diabetics 
for appropriate treatment, but usually the condition 
of hemochromatosis had not been diagnosed. In 
all, the four classical symptoms—diabetes, enlarged 
liver, pigmentation, and sexual hypoplasia—were 
present. They were all males, and 5 of the 12 are 
private patients and have been kept in excellent 
health by insulin without my ever putting them into 
a hospital or home. | 

The number of these cases is too small to make any 
statistical generalisations on prognosis and duration 


of any value. Of the 12, 9 are alive and in reasonably 
good health. The longest survival, Case 1, seems in 
much the same condition as when first seen 13 years 
ago, and however much iron he has in his tissues 
and his very large liver, has always a mild anzmia. 
There are 6 who have survived more than 5 years 
since their severe diabetes has been treated with 
insulin. Some points will now be mentioned in more 
detail, ö 
SPECIAL OBSERVATIONS 

Insulin Treatment.—Some observers have stated 
that many bronzed diabetics are either resistant to 
insulin or very liable to hypoglycemia. I have 
never found this so. Most require large doses of 
insulin (40-80 units a day in two doses) but this 
is no more than is necessary for severe diabetics of 
long standing. I have had no undue difficulty in 
balancing diet with insulin in hospital nor the patients 
in their home life. The diabetic element has never 
been so mild as to respond to diet alone and ketosis 
has been present before diabetic treatment in all but 
Case 9 (aged 75). 

Liver Changes.—Most of these patients have had 
hard, large irregular livers, often sufficient to make 
them aware of an abdominal swelling. Three have 
felt certain that insulin increased the size of their 
livers, and I have personally confirmed this in two 
cases. Whether this is due to increase in liver size 
from stored glycogen and water is not known, but 
it seems a likely explanation. Tenderness of the 
liver, an infrequent symptom, has been more marked 
with its increased size. 

Weight Changes.—Unlike most middle-aged dia- 
betics after the beginning of insulin treatment there 
is no great and progressive gain in weight. They 
gain a few pounds with removal of dehydration but 
almost never regain normal nutrition and never 
become really fat whatever their diet or insulin. 
The one exception is my oldest patient, aged 75, 
who lost 42 Ib. (20 kg.) in six months with the appear- 
ance of diabetic symptoms, but is rapidly becoming 
obese again on insulin treatment. He is the oldest 
case on record, but the diagnosis of hemochromatosis 
is quite certain and is founded on the four typical 
symptoms and was originally made by Dr. Charles 
Newman, to whom I am indebted for handing over 
the case for treatment. 

Onset of Diabetes. However long standing the 
development of the disease may be, the onset of 
diabetic symptoms—polydipsia, polyuria, wasting, 
&c.—has usually been fairly sudden and produced 
an immediate change in the patient’s health. In 
comparison to ordinary diabetes at this age, the 
diabetes has more quickly presented threatening 
symptoms and rapid and severe ketosis. 

Normality of Life—In 5 cases, an active and 
perfectly normal life has been followed for several 
years, including hard business or professional work 
with such added exercise as golf and riding. One 
(Case 4, aged 65) has recently survived acute appen- 
dicitis with peritonitis, and is now returning to his 
golf. Several others, I feel, are physically capable 
of such lives, but belonging to a lower social stratum 
and having been pensioned or retired, are never put 
on their mettle. 

Causation and Alcokol.— Before I saw them, many 
of these patients had been diagnosed as alcoholic 
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cirrhosis of the liver, but all were at most moderate 


drinkers. Some have insisted on continuing with a 
moderate consumption of alcohol which shows no 
sign of changing their general or liver condition. 
Prognosis.—No one could yet venture on a prog- 
nosis for any particular patient, but it is clear that 
death can be postponed and: activity made normal 
for many years. As Sheldon suggests, it is likely 
that a liver death (cholemia, cirrhosis, and ascites) 
will. replace diabetic coma. As regards the liver, 
I feel that of all forms of cirrhosis—a hard, very large 
liver—this is probably the best. Here no violent 
toxic background is present to kill the liver cells, 
but a slow mechanical cause, the deposition of an 
iron excess. This gives the liver time to hypertrophy 
and regenerate enough new cells to maintain full 
liver function. This can go on adequately for many 


years, how long no one knows. But no immodiately 
gloomy prognosis is justified if the insulin treatment 
is successful. I see no reason to tell these patients 
that they have a fatal disease and think it best, if 
necessary, to say that their diabetes is complicated 
by a large liver. The intelligent ones should never 
‘hear the words ‘‘ bronzed diabetes or “ hemo- 
chromatosis when perusal of the older encyclopædias 
must be unnecessarily depressing. 


SUMMARY 
The mode and duration of life of 12 cases of hemo- 
chromatosis under insulin treatment is recorded. 
It is shown that a life of normal activity may be main. 
tained for several years by this treatment. 
| R. D. LAwRENCE, M.D., F. R. C. P, 
Assistant Physician to King’s College Hospital, London. 


POST-GRADUATE LECTURES 


THE following summary of an address given by 
Mr. Morris at the London Hospital concludes our 
series of abstracts of post-graduate lectures delivered 
at the autumn courses of London teaching schools. 


SURGICAL TREATMENT OF FACIAL 
PARALYSIS 


(MR. W. M. MORRIS) 


I HAVE chosen this subject in view of the progress 
that has been made recently in the United States as 
a result of the experimental work of the late Dr. A. B. 
Duel and Sir Charles Ballance, in New York, starting 
in 1926. The good results of the operation devised 
by them for the grafting of fresh nerve from another 
part of the body, or even from another person of 
the same blood group, to repair an injury of the 
facial nerve, are now generally acknowledged, and 
this work is being carried on in America, since 
Dr. Duel’s death at Easter last, particularly by 
Dr. Thomas Tickle, of the Manhattan Ear, Eye, and 
Nose Hospital, with whom it was my good fortune 
to be associated this summer. 

The commonest cause of facial paralysis is, of 
course, Bell’s palsy, the next common cause being 
injury of the nerve during the operation of mastoid- 
ectomy. There are other, less common, causes, and 
so it is essential that we trace the course of the nerve- 
fibres from the cortex to their distribution to the 
muscles of the face, if we are to be able to localise, 
with any certainty, the position of a lesion causing 
facial paralysis. Surgically, this is of the greatest 
importance, as it is only those lesions which occur 
in the Fallopian aqueduct which can be treated by 
Duel’s method. 

Starting then from the cortex, the motor fibres 
run down to the VIIth nucleus, situated deép in the 
lower portion of the pons, and they emerge as the 
motor root at the lower border of the pons, between 
the olive and the restiform body. Just before the 
motor root leaves the pons, it is joined by fibres from 
the IIIrd nucleus, which supply the following muscles 
—orbicularis palpebrarum, corrugator supercilii, and 
the anterior belly of the occipitofrontalis. Lesions 
occurring, therefore, in the cortex or in the course of 
the fibres to the nucleus or a little beyond, will cause 
paralysis of the muscles of the face (with the exception 
of these three), deafness due to paralysis of the 
stapedius muscle, but no loss of taste in the anterior 
two-thirds of the tongue for bitter and sweet. Neither 


will there be dryness of the mouth as the fibres 

supplying vasodilator impulses to the submaxillary 
and sublingual glands are not involved. The electrical 

reactions will be normal. 

The lesion may be traumatic, embolic, or due to 
new growth and usually entails paralysis of the VIth 
nerve and hemiplegia. Suppose now that the VIth 
nerve paralysis and the hemiplegia have recovered, 
or that the VIIth fibres were alone involved, it can 
be distinguished by the fact that the three muscles 
named escape, and the sensory root is not affected, 
so that taste and salivary secretion are not interfered 
with. 

Proceeding further along the course of the motor 
root, the next point of importance is the internal 
auditory meatus. Up to this point the motor and 
sensory roots are separate. 

Occasionally the nerve is injured in the removal of 
an acoustic tumour. Injury in this portion will give 
a complete facial paralysis and deafness, apart from 
deafness caused by the acoustic tumour, but it may 
not affect the sensory fibres supplying the tongue 
and soft palate. Conversely, the sensory root, which 
is closer to the VIIIth nerve than the motor root 
is, may be injured, and the motor root escape. 

In the internal meatus—that is, up to the geniculate 
ganglion—injury is most commonly due to fracture 
of the base of the skull, and nerves VI., VII., and VIII. 
are usually involved. 

The next important diagnostic site, from the surgical 
point of view, is from the geniculate ganglion to the 
stylomastoid foramen, which is the Fallopian 
aqueduct. The aqueduct is divided surgically into 
two parts, an upper part which runs from the 
geniculate ganglion to the lowest part of the horizontal 
canal of the labyrinth. This portion, about } in. 
long, has a very thin external bony covering, and is 
the commonest site of injury in the operation of 
mastoidectomy. In the course of this upper portion, 
the nerve to stapedius is given off, about in. from 
the geniculate ganglion, and injury above this branch 
will produce deafness, below it will not. In the 
lower portion, between 3 and 4 in. long, of the 
aqueduct, the nerve runs through dense bone, and it 
is in this portion only that Bell’s palsy occurs. 

And here it is essential to give a clear definition 
of what Bell’s palsy is. It is due to inflammation 
of the nerve sheath or the nerve itself, due to toxæmia, 
or congestion due to changes of temperature, occurring 
in the second portion of the aqueduct, whereby nerve 
impulses are obstructed or totally inhibited. 
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The chorda tympani nerve is given off about } in. 
before the stylomastoid foramen, and so a lesion in 
this part of the course of the VIIth nerve can be 
localised by testing the anterior two-thirds of the 
tongue, for bitter and sweet, acid and alkali. Lesions 
of the nerve after it leaves the stylomastoid foramen 
are usually traumatic, during operation or accident, 
or due to new growth of the parotid gland, and are 
easily distinguishable. 

All the tests for deafness in localising the site of the 
lesion are straightforward in cases of Bell’s palsy ; 
but in injury during operation for mastoidectomy, 
there is always the deafness caused by the infection 
of the middle ear. 

What we are considering to-day is the surgical 
treatment of facial paralysis. The old methods of 
anastomosing the distal portion of the nerve with the 
spinal accessory or hypoglossal have been discarded, 
except in injuries to the VIIth, during removal of 
acoustic tumours, &., on account of the associated 
movements. Even in these cases there is the 
possibility of introducing a graft, but so far as my 
knowledge goes this has never yet been attempted. 
Surgical treatment is therefore, for the purposes of 
this lecture, confined to lesions occurring in the 
Fallopian aqueduct, and we will now consider the 
measures which can be taken to restore muscle 
function. 

The most favourable cases are those of Bell’s 
palsy. Here, owing to the inability of the nerve and 
its sheath to expand, as the result of inflammation 
or congestion, the nerve-fibres are constricted in 
this dense bony-walled canal and the nerve impulses 
cannot get through. Deprived of their blood-supply, 
the fibres die from the point of constriction onwards, 
but the nerve sheaths remain. If, therefore, the 
nerve is exposed, and the main outer sheath incised, 
circulation is restored, and eventually the nerve- 
fibres will again grow down their respective sheaths 
and function will be restored. Most cases of Bell’s 
palsy, as you know, recover ; some almost completely, 
others only partially. The difficulty is to know when 
and in which cases to advise operation for decom- 
pression. First, let me say that, if there is com- 
plete occlusion of the aqueduct, faradic response 
will be lost in 48-72 hours. If complete loss of 
faradic response is demonstrated it is advisable to 
continue the tests from time to time for, say, 3-4 
weeks. If at the end of this time there is no response, 
the nerve should be exposed, the sheath incised, and 


the nerve decompressed. If faradic response is only 


partially lost, electrical massage and exercises of 
the facial muscles should be the treatment while 
there is definite improvement. When improvement 
ceases and there is no apparent progress, and there is 
still much disfigurement, epiphora, &c., decompres- 
sion and even an inlaid graft should be advised. 
This need not interfere with the fibres which have 
already started to function. 
In ͤ cases of injury at operation, where faradic 
response is completely lost, the sooner the nerve is 
exposed and the site and extent of the injury ascer- 
tained, the better. The appearance of the nerve in 
these cases is typical. If the nerve is exposed within 
a few days of the injury, there is the obvious section. 
If the case is seen some weeks or months after injury, 
the nerve shows a very definite neuroma above the 
site of injury, and just a thin fibrous-looking sheath 
(which is all it is) distally. This is the type of case 
in which a nerve graft is indicated. 

The graft is conveniently taken from the anterior 
femoral cutaneous nerve. Two or three inches can 
be taken so that one can be assured that there is 
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enough for the gap, some left over in case of accident, 
or even for use in another case. Evidence that 
the graft has taken will not be apparent for 
6-14 months, judged by the movements of the facial 
muscles. But the surgeon may be encouraged earlier 
by the fact that the patient says the face feels dif- 
ferent, there is a feeling of tightness or even of pins 
and needles.” He may lose his epiphora and the 
muscle response to galvanism becomes less sluggish. 


l Facial paralysis 
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These encouraging signs may begin to appear at 
about three months. 

Informed opinion in this country appears to be 
that regeneration of nerve-cells cannot be expected 
after an interval of two years. I can only say that 
one of Dr. Tickle’s cases, with a facial paralysis of 
twenty years’ duration, a Bell’s palsy, showed quite 
marked improvement after the graft operation. 
Another case of the same duration showed no improve- 
ment; but, as he says, it is obviously worth while 
to try, however long the paralysis. No harm will be 
done even if there is no improvement; but in the 
cases which do respond the benefit to the patient is 
almost inestimable—not to speak of the satisfaction 
of the surgeon. 

Finally, it is hopeless to expect complete recovery 
in any but the earliest cases ; so that, the sooner the 
operation for graft or decompression is carried out, 
the better the chance of recovery will be. 

Patients can be taught, and readily learn, to use 
the unaffected side of the face only as much as the 
affected side will move, and a clever patient, with 
even only slight movement on the affected side, 
can disguise the fact that there is any paralysis at 
all, so that only in moments of extreme emotion can 
the disability be detected. 

I am showing you two cases. 


Case 1.—Mrs. A had a complete mastoidectomy (right 
ear) performed by Hunter Tod fifteen years ago. She 
made an uninterrupted recovery and suffered only from 
deafness until April this year. She then complained of 
pain in the ear for three weeks, after which came the 
onset of complete facial paralysis on that side. Examina- 
tion showed the presence of a large cholesteomatous mass, 
and the lesion was demonstrated to be in the dense bony 
portion of the aqueduct. The nerve was exposed, a 
portion about 4 in. excised, and a graft inserted. 
This was on May 15th. I wish you to notice now that 
the natural lines of expression at the angle of the mouth 
are beginning to make their reappearance; there is 
obvious movement of the orbicularis oris when she attempts 
to whistle, to show her teeth, or to smile, there is no 
epiphora, and there is slight faradic response in orbi- 
cularis oris and orbicularis palpebrarum. The mastoid 
incision is completely healed, and I can assure you that 
the cavity is completely epithelialised. She responds 
to the tests for taste correctly two out of three times. 
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Case 2.—Mr. B was admitted to the London Hospital 
in May, 1936, suffering from left lateral sinus thrombosis 
which was successfully dealt with. He had a history of 
twenty years’ otorrhea, and left facial paralysis for a 
month before admission. In August I explored the aque- 
duct and found a mastoid cell actually involving the 
aqueduct, and full of pus and granulations. Above this 
there was a very obvious neuroma, and below the typical 
fibrous-looking sheath. The sheath was incised from a 
point about } in. below the cell right up over the neuroma 
to healthy nerve, and a graft was inserted. It is just 
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over two months since this was done, so no very definite 
result can be expected yet, but the epiphora is obviously 
much better and he is beginning to feel that tightness 
in the face to which I referred before. In the meantime 
he is having faradic massage and does his exercises. 


These are the first two cases on which I have 
adopted Duel’s method, and I hope that those of 
you who have seen them to-day will be here again 
next year when I hope to demonstrate the progress 
they have made. 


SPECIAL ARTICLES 


THE TRAINING OF THE SENSES * 
By R. A. Youna, C. B. E., M.D., B. So., F. R. C. P. 


ONE of the greatest lessons I learnt in the wards 
of the Middlesex Hospital as a clinical clerk and 


house physician was the importance of method and 


routine. These were strongly impressed on me by 
Sir R. Douglas Powell and Sir J. Kingston Fowler. 
If we did not record our physical signs in the classical 
order—inspection, palpation, percussion, and ausculta- 
tion—we were reproved and asked in what way our 
order was an improvement on that established by 
tradition and experience. That is the chief point 
I want to stress this afternoon—viz., the importance 
of method in investigation and concentration in 
considering the diagnosis and treatment. Work 
out your cases methodically, concentrate on each 
problem, and don’t carry the burden of one case into 
the next. Do your best and don’t worry. Worry 
does no good to your patient, and it does harm to 
you, both to your peace of mind and to your efficiency. 

In examining the patient, except in matters of 
emergency, work out a routine for yourself. Medicine 
is alas! not an exact science, but we can try to be 
accurate in our observations. Errors in diagnosis 
are more often due to lack of or error in observation 
than to lack of knowledge. 

Train all your senses. Don’t forget that your 
predecessors had to rely almost entirely on their own 
unaided observations, and that you may be placed 
some time where special tests and radiological 
assistance are unobtainable. While I was preparing 
my remarks on this matter, I chanced upon a lecture 
of my friend Prof. John Ryle,? which I can commend 
to your attention as both informative and amusing. 
This has always been a favourite subject, indeed 
almost a hobby, of mine, and I suspect of all physicians 
concerned in teaching. 

A long lecture could be given on the visual aspects 
of disease. Think for example of the various charac- 
teristic facies, complexions, stances, gaits, tremors, 
and deformities. Conditions like myxedema, Graves’s 
disease, congenital heart disease, and parkinsonism 
can be recognised almost at a distance. A keen 
inspection of the chest and its movements may 
afford most valuable hints as to the side which is 
involved, and reveal fibroid contractions, compensa- 
tory displacements, and deformities. Always test 
the direction of the flow of blood in dilated veins 
coursing over the chest and abdomen. I can recall 
the experience of a candidate, whom I had coached 
for a medicine examination in my younger days, being 
congratulated by the examiner on being the only 
candidate who had carried out this simple procedure 


Part of a farewell clinical lecture, entitled Odds & Ends, 
delivered at the Middlesex Hospital on Nov. 6th. 

1The a History of iseaseo. By John A. Ryle. 
London, 1936, p. 24 


and thus determined whether the deep venous 
obstruction was in the abdomen or the thorax. 

When taking a pulse I always look at the finger- 
ends for clubbing, which suggests careful search for 
pulmonary, cardiac, and hepatic abnormalities, and 
at the nails for transverse ridges as indicating an 
illness in the previous six months. The colour of 
the skin may give most helpful information, as 
in argyrism, Addison's disease, hemochromatosis, 
pellagra, polycythemia, and enterogenous cyanosis. 
Osler’s nodes have on more than one occasion saved 
me from the embarrassing experience of confessing 
my inability to diagnose a case of long-continued 
pyrexia. On one occasion a boy who had returned 
from a holiday camp with severe pyrexia and 
goneralised pains drew my attention to typical 
rheumatic nodules in his fingers and thus established 
his own diagnosis. 

Drug rashes may also be revealing. I remember 
that on one of my rounds, a boy of about 18 was 
brought into my ward in a state of coma, accompanied 
by. a very agitated dental surgeon. He had been 
given a local anesthetic for an extraction and shortly 
afterwards . became rigid and comatose. When 1 
saw him he was cyanosed and unconscious, but his 
pulse though slow was of good volume and his breath- 
ing was slow and normal. Dr. C. E. Lakin, who was 
in my ward at the time, noticed an acneiform eruption 
on the face and the somewhat substandard develop- 
ment of the patient. He suggested that the rash 
might be a bromide acne, and the condition one of 
post-epileptic coma, which proved to be correct. 

The sense of touch is one which we should all develop 
to the utmost. Palpation often gives more informa- 
tion in conditions of pleural disease than any other 
examination, by establishing the position of the cardiac 
impulse and the presence or absence of vocal fremitus. 
My present clinical clerks will recall the interesting 
fremitus we noticed in a case at present in the wards 
with a localised basal effusion, probably from 
endothelioma of the pleura. On tapping lightly over 
the base with the plessor finger and feeling below 
with the palm of the hand, we noticed a peculiar 
tremulous fremitus which reminded me of the 
“hydatid thrill.” It was of great interest to find 
this sign described in THE Lancet by Dr. R. L. 
Pitfield ? of Philadelphia a few days later as a common 
sign of fluid in serous cavities. 

In percussion, the sense of resistance is often as 
informative as the note obtained. A routine palpa- 
tion in the supraclavicular fosse may reveal secondary 
enlargement of glands in obscure conditions in the 
thorax or abdomen, and a similar palpation of the 
skin elsewhere may reveal the swellings of Reckling- 
hausen’s disease, which is often missed in its early 
stages. Abdominal palpation is admittedly difficult, 
but with experience a high degree of accuracy in 
interpretation is often acquired. I have often 
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admired the ability of my surgical colleagues in 

dificult problems of this kind. In this connexion 

I have a very pleasant recollection of three meetings 

with Chevalier Jackson during his visit to this 

country a few years ago. His extraordinary skill 
in developing the use of the bronchoscope is universally 
recognised. His account of his experiments in his 
leisure moments to devise special apparatus and to 

become expert in their use was enthralling, and a 

fine example of the art and craft of medicine and 

surgery. 

The sense of hearing gives information in far more 
ways than in the use of the stethoscope. The stridor 
of laryngeal or tracheal obstruction as opposed to the 
long-drawn expiration with sibilant rhonchi in 
asthma and other forms of small tube bronchial 
obstruction, may be quoted as examples. The brassy 

cough of tracheal or main bronchial obstruction is 

unforgettable. I recall an afternoon when I went 
down after a ward round to the out-patient depart- 
ment to see a case sent up for my opinion. It was 
a middle-aged man with a history of cough and 
expectoration. There were very few. signs except 
these of a markedly emphysematous chest and a 
few rhonchi. By good fortune, just as I was about 
to make a conventional diagnosis of winter cough and 
emphysema, he gave a typical harsh clanging cough. 
An X ray examination at once revealed a large 
aneurysm from which he died in hospital within a 
week. A similar cough nowadays makes us think 
more of a malignant disease of a bronchus or of other 
causes of mediastinal pressure, but aneurysm should 
always be considered. Many other varieties of 
cough could be instanced as typical and helpful in 
diagnosis, such as those of whooping-cough, of 
laryngeal disease, and of pleural irritation. 

Many examples might be adduced of the information 
given by the sense of smell. I recall a typical case of 
renal rickets which was brought to me because of the 
urinous odour of the boy’s breath. The smell of the 
bedclothes or of the patient’s underwear may tell 
you of incontinence, which might not otherwise 
come to your notice. Sir William Osler noted the 
characteristic smell of some cases of typhoid fever 
and quoted Nathan Smith’s description of it as a 
‘“‘semi-cadaverous musty” odour, which I regard 
as a masterpiece of description. The odor 
phthisicus,” though not common, is I think generally 
of evilomen. The smell of acetone in the breath and 
the peculiarly unpleasant smell in bad cases of pyor- 
rhea alveolaris are matters of common observation. 

The sense of taste comes less into use than the others 
in our work. It is, however, worth while sometimes 
to taste the medicines ordered. In the past I have 
found that my attempts to inculcate this on my 
clerks has been more appreciated by the onlookers 

than by the object of the test. 

It has been of great interest to me to watch the 
development and the increasing importance of special 
aids in diagnosis. It must be difficult for some of 
you to conceive of medicine without radiology or 
to think of diagnosis without the help of the clinical 
laboratory. Hematology, cytology, bacteriology, and 
biochemistry now give us priceless help in our work. 
Physiology is nowadays justifying its old name of 
the Institutes of Medicine.” In this develop- 
ment our own Prof. Samson Wright has played no 
inconspicuous part, as the popularity of his well- 
rnown text-book testifies. I yield to no one in my 
ippreciation of the help I receive from all these 
special methods, and I appeal to them whenever it 
s possible. Remember, however, that in private 
sractice it will be necessary for you to be eclectic, 
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if only on grounds of economy. You may have to 
do without them altogether, so this should be a 
stimulus to you to observe as much as you possibly 
can without them and not to rely entirely upon them 
for your diagnosis. I like to make à tentative 
diagnosis on my own observations, and then to 
confirm, modify, or discard it by these special aids. 
In a difficult and prolonged case don't hesitate to 
reconsider your diagnosis, even .when you are con- 
vinced you are correct. Fit your theory to the facts 
and don’t distort your facts to suit your theory. 


MIGRATION INTO AND OUT OF- 
LONDON ie 


TRR post-war period has been signalised by 
extensive movements of population within this 
country. From the industrial regions in the north 
and from Wales the efflux has, been most pronounced. 
So far this process of emigration has not caused an 
actual decline of population in the whole northern 
region, 1 as reflected in the estimated populations 
for 1925 and 1934. In this ten-year period there was, 
in fact, a slight increase of just under 69,000 in a 
region the total population of which exceeds 13 millions. 
Within this area a marked decline has occurred in 
the counties of Durham and Cumberland and a slight 
fall in Northumberland. In Wales and Monmouth, 
on the other hand, there has been in these ten years 
a decline of population amounting to more than 
180,000 persons, mostly in the industrial counties of 
Glamorgan and Monmouth. Appreciation of what 
this means to Wales in terms of migration can be 
reached by adding to this figure the excess of births 
over deaths during the same period, approximately 
127,000, which would have constituted the natural 
increase. Clearly communities which had planned 
their services on the assumption that the previous 
rate of growth would, if not be maintained, at least 
be. affected mainly by the declining birth-rate, are 
hereby faced with serious administrative problems. 
But this is perhaps the least important result of the 
large-scale drift of population, for observers in the 
distressed areas draw attention to the fact that it is 
the best of the young people, physically, intellectually, 
and morally, who are leaving; and that these com- 
munities are, in consequence, becoming progressively 
less capable of helping themselves to find a way out 
of their misfortunes. This movement is partly to 
the prosperous midlands, but mainly toward London. 
It may therefore come as a surprise to those who have 
not studied the figures to find that the population of 
the administrative county of London is not increasing. 
The reverse is the case. For nearly forty years a 
falling birth-rate and emigration have combined to 
reduce steadily the population within the area 
administered by the L.C.C. 

The effect of migration on London’s population is 
dealt with in an illuminating contribution by Mr. C. A. 
Gould, B.Sc., to Sir Frederick Menzies’s latest annual 
report.2 Mr. Gould has attempted to trace London’s 
inward and outward migration by two methods :— 


(a) Since 1841, by comparing the expected number of 
survivors of a given age-group in the life table for each 
a a 8 


the Registrar -General as including 


1 This region is defined b 
Durbam, Northumberland, 


Cheshire, Lancashire, Yorkshire, 
Cumberland, and Westmorland. 

London County Council: Annual Report of the Council, 
1959; vok II; (Part I.): Publio Health. London : P. S. King 
and Son. 1s. 
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census period with the actual number of persons ten years 
older recorded at the next census; and T 

(b) Since 1891, by the use of a formula for estimating the 
net movement in and out of the county during each 
intercensal decennium according to age. 


The former method rather under-estimates the net 
migration, whether in or out, and both are measures 
only of the balance of migration, large movements 
in and out being capable.of masking each other. 
The population statistics given relate throughout 
the period to the area comprising the present 
administrative county, which remains little changed 
since 1899. 

The birth-rate during the period 1841-51 was 31-6 
per 1000. It steadily increased to 35-4 in 1861-71 
and then the fall began which, with a brief interruption 
in the immediate post-war years, has gradually 
brought it to 14-9 in 1931 and 13-3 in 1935. The 
death-rate has fallen continuously from 24-8 in 
1841-51 to 12:3 in 1931 and 11-4 in 1935. The 
population grew rapidly during the first part of the 
period under consideration, from 1,949,277 in 1841 
to 4,536,267 in 1901, the peak being attained about 
1897, since when it has gradually decreased to 
4,397,003 (de facto) in 1931. The process of migra- 
tion which mainly ‘accounts for this fall is revealed 
in the following Table :— 


BALANCE OF MIGRATION, COUNTY OF LONDON— 


1841-1931 
Migra- 
tion: l 
Rate per Outer ring 
Popula- Net 1000 
Inter: tion at migration mea 
censal the begin- dur o ul ~ Po ula- 
period. of popula p Increase 
period perio 4 on en at d 
period. of period | Perio 
1841-61 1,949,277 | +271,728 | +12-9 286,067 + 31,327 
1851-61 2,363,341 | +188,813 | + 7:3 317,394 96,832 
1861-71 2,808,494) +121,162 | + 4:0 414,226 +210,019 
1871-81 3,261,396 | +109,584 | + 3:1 624,245 +312,119 
1881-91 3,830,297 | —114,783 | — 2°8 936,364 | +469,488 
1891-1901 | 4,227,954| —181,932 — 42 1, 405,852 +639,283 
1901-11 4,536,267 | —553,993 | —12°2 | 2,045,135 684,538 
1911-21 4,521,685 | — 322,004 — 7.0 | 2,729,673 266,005 
1921-31 4,484,523] — 330,97 — 76 2,995,678] 7811, 261 
931 4, 397, 00 3 928 a 3,806,939 s% 


8 ° Exoludes 1 war 108008: 5 
Migration in is represen e plus sign. 
Migration out by the minus sign. 


The rate of influx into the county was greatest in 
the first decennium; it fell steadily till, in 1881, 
the process was reversed and by 1901-11 the net 
emigration rate had become almost as high as the 
immigration rate in 1841-51. The rate of outflow 
remained high at 7-6 per 1000 in 1921-31, during 
which period the greatest increase of all in the popula- 
tion of the Outer Ring has occurred. In other words, 
the Outer Ring is being fed partly by the suburban 
exodus of Ldndon’s own population and partly by the 
drift from other parts of the country, more especially 
the distressed areas. 

During the first three decennia there was an inflow 
of children under five; during the first two, of 
children aged 5-15. Until 1901 adolescents and young 
adults of both sexes immigrated in large numbers, 
the greatest number being in 1851-61. At this age 
(15-25) incoming females have always exceeded 
males and even since the influx of males changed to 
an efflux in 1901, young women have continued to 
come in at a greater rate than they have departed. 
Generally speaking, since 1861 children under 15 
and adults over 25 have been moving out, taking 
away from the county that portion of the population 
which presents the greatest administrative problems 
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in the field of education and public health, and 
transferring them to the home counties. 

The problems of London are, of course, of a special 
character, but the process is somewhat similar to 
that which is occurring in most big towns, a migra- 
tion to the suburbs, casting people who are, in effect, 
members of the town community into the net of 
adjacent county and district administration, calling 
for new services in the invaded areas and leaving the 
provision in the deserted towns to be utilised at a 
point moving further and further from saturation. 
The Local Government Act of 1929 has done virtually 
nothing to facilitate the adjustments of boundaries 
for which such a situation calls, and the decisions of 
Parliamentary committees as to local Bills for exten- 
sion of boundaries are so fitful that urban authorities 
hesitate to seek this costly solution of their difficulties. 
In relation to the modern medical services it seems 
irrational that an arbitrary boundary running along 
a street, perhaps through a house, should determine 
a decision that fairly ample provision within easy 
access should be denied to those who happen to be 
on the wrong side of it, and that they should be 
dependent upon accommodation always lagging 
behind the needs of the new overgrowing population 
in the peripheral area. Indeed, the transfer of poor- 
law functions which took place in 1930 is rapidly 
revealing the imperfections of the present local 
government machine, unless it is supplemented by 
a much greater measure of joint action than the 


Act of 1929 seems to have contemplated. 
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Charitable Appeals on a Commission Basis 


DuRING Miss. Jewett’s libel action against the 
publishers of John Bull last week she gave interesting 
information as to the percentages which a charity 
organiser can receive. Appealing for the Disabled 
Officers’ Garden Homes, she obtained 9s. in the 
pound on the amounts collected. She told the court 
that she had originally been engaged as a collector 
for the Royal Veterinary College, receiving from an 
agent 6s. in the pound. Later she was employed 
direct by the College at 5s. She had also worked 
for the Royal Veterinary Clinic, the Queen Charlotte's 
Hospital, and the Cancer Hospital, in each case at 
6s. in the pound. The newspaper article of which 


she complained summed up its comments by saying 


that, if the patrons of charities were willing to permit 
the use of their names on appeals for money which 
enabled professional organisers like the plaintif 
to pocket nearly 50 per cent. of the proceeds, thar 
appeals were not worthy of public support. The 
jury found a verdict in Miss Jewett’s favour, but 
assessed the damages at the derisory figure of one 
farthing. The Lord Chief Justice said that the 
action ought not to have been brought, and he refused 
to award costs. Lord Hewart intervened from time 
to time during the case to ask whether the benevolent 
public, when invited to subscribe, was ever informed 
of the proportion retained by the collector. Counsel 
for the defendants contrasted the system under which 
the plaintiff had organised her charitable appeals 
with the system prescribed for street collections. 
The latter are governed by Home Office regulations 
which forbid any payment being made to the collector 
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by way of reward. When application is made for 


permission to hold a street collection, the applicant — 
has to furnish answers to several questions. 


One 


| 
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question requires the statement of the amounts to be 
paid to anybody connected with the appeal otherwise 
than as a street collector, together with the name 
and address of the recipient. This does not ensure 
that the man in the street knows the amount which 
the promoters will receive for their services. It 
does, however, afford the police an opportunity to 
check possible abuses and to refuse permission where 
confidence has been forfeited. 

The modern elaboration of charitable appeals has 
evolved a technique which may seem to make pro- 
fessional organisation inevitable. Payment of the 
professional collector on the basis of a proportion 
of the sum collected is not necessarily improper. 
A witness from the Charity Organisation Society said 
that he had told Miss Jewett’s employers that a 
commission of 9s. in the pound was extortionate ; 
he had offered to suggest the name of a reputable 
charitable agency which would take no more than 
7} per cent. Asked in cross-examination if there were 
not plenty of charities employing organisers at more 
than 74 per cent., he admitted the fact. He deplored 
the state of the law which permitted people to band 
together and call themselves a charity and to remain 
immune from legal proceedings so long as they devoted 
any fraction of the amount collected to the charity. 
Miss Jewett’s counsel represented her as “a victim 
of the system invented by those busybodies who erect 
unnecessary charities.” The Lord Chief Justice 
said she seemed to be a somewhat hungry victim. 
The case showed that neither fraud nor inefficency 
could be ascribed to the plaintiff, but the evidence 
may have disquieted the potential subscribers to 
charitable causes, 


Responsibility of a Surgeon for His Assistants 


The medico-legal responsibility of a surgeon for the 
actions of other members of the team during an 
operation has been stated with precision in a judgment 
given recently at Wellington in the New Zealand 
Court of Appeal. The case was one in which the 
patient, a married woman, claimed damages against 
a surgeon on account of injuries received in the 
operating theatre of a private hospital in Dunedin in 
October, 1932, through the alleged negligence of a 
hurse in painting part of her body with iodine con- 
taining carbolic acid in solution. The question for 
discrimination was whether the defendant surgeon 
was vicariously liable for the nurse’s negligence. 
The court in its judgment stated that submissions 
made by counsel for the plaintiff would seem to 
impose an intolerable burden upon the surgeon. If 
they were rightly founded they would impose on 
him a legal responsibility for negligence in the 
operating theatre, even though he himself exercised 
all possible care and even though it was wholly 


impossible for him to guard against or prevent damage. 


which actually happened. Under the conditions of 
modern surgery it was impossible for the surgeon to 
do the whole of the work involved in an abdominal 
Operation, as in the present case he would be con- 
sulting, not only his own convenience, but the 
interests of the patient, in following the usual course 
of having work done by what is termed a team.“ 
The operating surgeon, in truth, could only do part 
of the work if the operation was to be completed 
quickly. It was true the surgeon was in complete 
control, but those subject to control were skilled 
collaborators with independent duties and there was no 
delegation of duties in the ordinary sense. He did 
not intend, nor could he be taken to have intended, 
to do the work of others in the team. The defendant 
surgeon was held not to be vicariously liable for 
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negligence found against the nurse and the court 
held that plaintiff was not entitled to recover damages 
against him. 

IRELAND 


(FROM OUR OWN CORRESPONDENT) 


THE IRISH FREE STATE MEDICAL UNION. 


THE first general meeting of the Irish Free State 
Medical Union (I.M.A. and B.M.A.) was held in the 
Royal College of Surgeons on Nov. 5th, Prof. T. G. 
Moorhead presiding. The report of the scrutineers 
of the ballot for election of officers and council was 
read. It was reported that Dr. Conor Maguire, of 
Claremorris, Co. Mayo, had been unanimously elected 
president of the Union, and Dr. Robert J. Rowlette, 
of Dublin, vice-president. Dr. Maguire is one of the 
best known and most respected country practitioners 
in Ireland, and was a member for many years of 
both the Irish Medical Association and the British 
Medical Association. Dr. Rowlette was the last 
president of the Irish Medical Association, and had 
been president of the Leinster branch of the British 
Medical Association. The honorary secretary, Dr. 
J. P. Shanley, was able to report a satisfactory and 
steadily increasing membership, and the finances are 
in a sound position. The progress that has been made 
in establishing the Union is mainly due to the energy 
and labour of Dr. Shanley, who voluntarily undertook 
the duties of secretary when the sudden death of 
the medical secretary, Mr. T. Hennessy, occurred 
at the beginning of the year just as the Union had 
come into existence. 


UNITED STATES OF AMERICA 
(FROM AN OCCASIONAL CORRESPONDENT) 


AMERICAN PUBLIC HEALTH ASSOCIATION 


THE expanding field of public health was the main 
theme of the sixty-fifth meeting of this Association 
held in the humid heat of New Orleans on Oct. 20th 
to 23rd inclusive. Despite the oppressive climate 
the dominant note of the meeting was one of vigour 
and of progress. New life has been infused into the 
public health movement by the millions of dollars 
made available under the Social Security Act. Pro- 
gress has been achieved not only in geographical 
extension of organised: sanitation but also in the 
broadening conception of the province of public 
health. In his address as president-elect of the 
Association Surgeon General Thomas Parran, jun., 
called upon the health officers present to use all 
methods given us by science to organise community 
attacks upon disease.“ Public health in the light of 
present scientific knowledge, he said, goes far beyond 
environmental sanitation. It must necessarily be 
concerned with all factors which make for healthful 
living; the prevention, alleviation, and cure of 
disease by all methods known to science; the pro- 
motion of the physical and mental status of the 
race; the provision of decent housing, healthful 
working conditions; facilities for recreation, food 
adequate in amount and kind for proper nutrition ; 
and a standard of living compatible with normal 
family life and the upbringing of children. The 
provision of better housing, facilities for recreation, 
and of a useful job at a fair wage were, he continued, 
matters which directly affect the public health though 
they had not hitherto been thought of in relation 
to official health work. Other measures of direct 
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concern to the health department, though not neces- 
sarily provided by it, were bedside nursing care, 
medical, dental, and hospital services. 
disease was possible only when adequate treatment 
for that disease is available, and wherever such 
treatment cannot now be obtained the health depart- 
ment cannot escape responsibility for the lack. 
The speaker referred to the codperation in the control 
of pneumonia between the medical profession and 


the New York State department of health, also to 


the pioneer work in cancer control carried on in 
Massachusetts. He did not advocate standardisation 
of health administration. Indeed it is obvious enough 
that in this expanding conception of the province 
of public health no immediate delimitation of its 
responsibilities is possible. 

A scholarly foundation to the newer claims of 
preventive medicine was laid in an address by Prof. 
Henry E. Sigerist of the department of medical 
history in Johns Hopkins University. Tracing the 
development of the concept of prevention through 
the peaks and depressions of medical history he showed 
how for the first time medical science has become 
the servant of the people as a whole rather than of 
any favoured class, and how the organisation of its 
resources is essential to the present task. The demand 
for better housing was echoed by Prof. C. E. A. 
Winslow of Yale, who described housing conditions 
among the poor of this country as worse than those 
among similar classes of any leading Western European 
country. The six million low cost houses that we 
need oannot be supplied by commercial enterprise 
as the affected families have incomes too low to pay 


PANEL AND CONTRACT PRACTICE 


Control of. 


[Nov. 14, 1936 


an economic rent for housing of a minimum standard 
of health or decency. The claims of mental hygiene 
presented at the last meeting were reiterated this 
year. The health commissioner of New York State 
put in a claim for the consideration of accidents as 
a public health problem on the ground that so impor- 
tant a cause of death cannot be ignored by organised 
preventive medicine. 

The dignity of the Association was protected by. 
two important resolutions made by its governing 
council. The first of these was directed against the 
commercial competition of cities seeking the advan- 
tage of playing host to the annual conventions. It 
was determined to partition the United States into 
nine geographic areas. Each year the governing 
council will select two areas from one of which the 
convention city for two years hence will be subse- 
quently selected by recommendation of the com- 
mittee on meetings and publications. The other 
action concerned the commercial exhibits which have 
in recent years given rise in certain cases to severe and 
justifiable criticism. In future years the application 
of accepted standards of commercial probity will 
assure freedom from abuses. 

The Sedgwick memorial medal, awarded annually 
for distinguished service in public health, was pre- 
sented this year to Dr. Frederick F. Russell of the 
Harvard Medical School. The new president-elect 
of the Association is Dr. Arthur T. McCormack, 
health commissioner of the State of Kentucky. The 
health officers section chose as its new president Dr. 
Huntington Williams of Baltimore, and as vice- 
president Dr. George F. Amyot of Vancouver. 


PANEL AND CONTRACT PRACTICE 


Surgery Visitation 


CHESHIRE insurance committee is concerned about 
surgery accommodation and has sent a deputation 
to the Ministry of Health to develop the committee’s 
opinion that it is its duty and responsibility to 
ascertain whether insurance doctors are observing 
the requirement in the terms of service that they 
should provide proper and sufficient surgery and 
waiting-room accommodation for their insured 
patients. The deputation reported that the Minister’s 
view is that until the contrary is proved it must be 
assumed, in the absence of a specific or general 
complaint, that the practitioner is complying with 
his terms of service and is providing the accom- 
modation. There is nothing in the regulations to 
compel a practitioner to answer any inquiry by the 
committee about his accommodation and, further, 
insurance committees have no right of entry for the 
purpose of inspecting surgeries and waiting-rooms of 
doctors. An insurance committee, however, is 
entitled to proceed on a specific complaint by an 
insured person that he has suffered inconvenience or 
personal discomfort owing to inadequacy of accom- 
modation or has not received that privacy in the 
treatment of his case that he considers he was 
entitled to. Further, the committee is entitled to 
investigate any general complaint relating to the 
accommodation of an insurance practitioner whether 
raised by an insured person, a member of the com- 
mittee, or the clerk of the committee. After some 
discussion, in the course of which an approved 
society representative said that during the twenty- 
three years he had been secretary of a society he 
had not received a single complaint about surgery 
accommodation from his members, it was decided to 
invite the panel committee to appoint five repre- 


sentatives to meet five members of the insurance 
committee to examine the position. It will b 
recalled that there are already some areas in which 
panel and insurance committees coöperate in the 
visitation of surgeries. In such areas it has been 
proved that a timely word may prevent a prac- 
titioner from laying himself open to criticism. 


Emergency Night-calls 

The seventeenth annual report of the Ministry of 
Health includes summaries of cases of interest which 
have been the subject of appeal during the past 
year. One of these is unusual in that it does not 
relate to an alleged failure to provide treatment or 
to comply with the medical certification rules. An 
insurance committee’s allocation scheme included a 
provision empowering the allocation committee to 
exempt a practitioner, with or without his applica 
tion, from emergency night-calls to insured persons 
on the lists of other practitioners, when the prat- 


‘titioner resided more than two miles by road from 


his surgery and had no deputy, partner, or assistant 
residing at the surgery. This was to be subject to 
a right of appeal by the practitioner to the Minister 
against an enforced exemption. The distribution 
scheme included a provision providing, in effect, for 
the reduction of the exempted practitioner’s remunera. 
tion by 5 per cent. Two practitioners appealed 
against decisions of the allocation committee exempt: 
ing them from emergency night-calls against their will 

Both practitioners lived more than two miles by rosd 
from their surgeries, and neither had any resident deputy, 
partner, or assistant at his surgery, the surgery of on? 
practitioner being outside (though on the border of) the 
insurance committee’s area and his residence within the 
area, and the residence of the other practitioner outside 
and his surgery within, but both claimed that there w® 
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a quick and efficient service for insured patients at all 
times owing to the presence of caretakers at the surgeries, 
the provision of telephone communication between the 
residences and the surgeries, and the practitioners’ posses- 
sion and use of motor-cars. 

The practitioner whose surgery was outside the com- 
mittee’s area claimed that there had been no doctor in 
residence at the surgery for fifteen years, and that the 
insurance service had not suffered on that account. He 
admitted, however, that he did not receive patients at 
his residence, and that he had received no emergency 
night-calls to other practitioners’ patients for the last 
nine years. 

The practitioner whose residence was outside the 
committee’s area claimed that the committee had given 


him permission to reside outside, subject to the already 
mentioned provision of communication between residence 
and surgery for the purpose of maintaining the efficiency 
of his service. This permission had, however, been given 
prior to the inclusion of the relevant provision in the 
allocation scheme, and the practitioner was unable to 
show that he was giving emergency treatment to patients 
on other practitioners’ lists to any material extent. 


In both cases it was held that the enforced applica- 
tion of the exemption from emergency night-calls to 
other practitioners’ patients was justified, there being 
no sufficient evidence to dispel the presumption that 
the practitioner’s residence so far from his surgery 
diminished the liability to emergency calls at night. 


GRAINS AND SCRUPLES — 


Under this heading appear week by week the unfettered thoughts of doctors in 
various occupations. Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly indecp. | 


FROM A DOCTOR IN RETIREMENT 


II 


Ir is always of interest to observe in what way a 
busy man occupies his spare time. Usually it is the 
man who works hardest and works the longest hours 
who contrives to find time to do other things as a 
relaxation and hobby during the odd hours which 
he has to himself. It is only the lazy, the dull, or 
the stupid man who can find nothing of interest to 
do in his leisure. Once the necessity for occupying 
his mind on his one employment is gone, his mind 
sags and he becomes a burden both to himself and 
to his family and a bore to his friends. 


* W * 


- No professional man works longer hours or works 
harder to earn his living than the country doctor, 
and yet, I maintain, more country doctors occupy 
their leisure in interesting occupations than do the 
members of any other profession. I think I per- 
ceive the reasons for this. First of all, the very 
nature of his work requires the country doctor to 
spend much of his spare time 4t home, for even 
when he has no actual work to do—patients to see, 
books to keep—he still must be at home or near ‘at 
hand in case of a sudden urgent call. This perpetual 
threat of interference with his private life is never 
absent; never day or night can he be free of the 
possible fear that his services may be required. 
Therefore his hobby must be one which he can 
carry on at home or quite near home. Conse- 
quently a great many country doctors—“ the back- 
bone of the profession as the tactful and diplomatic 
consultants style them at medical gatherings—take 
up gardening. And very good gardeners they make. 
Most country doctors have green fingers, as the 
saying is, and can make a plant grow and thrive 
which would wilt and wither in other hands which 
are not: green fingered,” lacking that mysterious 
sympathetic touch which all successful gardeners 
possess. A garden gives the country doctor just that 
form of relaxation and mental occupation which he 
requires. There is exercise in it, but not too violent ; 
it keeps him in the open air, for each season has its 
own particular problems and tasks. What are the 
rewards for gardening? Health, a happy contented 
mind, and a pleasant sensation of successful achieve- 
ment, a lovely garden to surround his home, and 
lovely flowers to adorn his house, and incidentally, 
an absorbing subject to discuss with his patients 
and so distract them from long wearisome recitations 


about their minor symptoms. 


This hobby of gardening is a particularly happy 
choice for a member of our profession for when 
the time comes and he will be able to relinquish 
his practice and go into retirement he will already 
have to hand a pleasant occupation to pass his time 
both usefully and happily. Many professional and 
business men—though not generally doctors—go 
airily into retirement under the false belief that 
from then onwards life will be one long jolly holiday ; 
the doctors anticipate a period of ease, with 
no patients to bother about, no slumber-shattering 
telephone, no tiresome panel committee, no coroner’s 
inquests; and yet how few meet this important 
climacteric prepared for the change; most enter it 
without any definite plan before them as to how they 
will employ their whole-time leisure? But the 
gardening doctor has already provided himself with 
the solution for happy retirement. The only change 
for him will be that henceforward he will be able to 
spend whole days at his favourite pursuit when 
previously he could snatch only an occasional hour 
which at any moment was liable to be filched from him, 


* * * 


Therefore I say to you country doctors who con- 
template retirement, do not bother too much where 
you will live, granted of course that it will be in 
the country, but see that your house has a garden. 
As big a garden as you can afford the money and 
the time to keep up, but do not be tempted to go 
beyond your resources. A small garden well tended 
is far better than a large one you cannot take proper 
care of. Never mind if your new garden is in a 
state of chaos, if nettles, brambles, and docks run 
rampant. So much the better, for it is far more 
fun to make a garden where no garden was before, 
than to become possessor of a spick-and-span one, 
made by someone else—one in which there is little for 
you to do but carry on with what was designed and 
planted by your predecessor. . 


* * * 


These reflections about the why and the wherefore of 
country doctors and their gardens suggest that the 
connexion between doctors and gardens goes back a 
very long way. From the Middle Ages onwards a 
doctor had to be something of a gardener as well as 
a botanist, for his garden was to a large extent what 
his wholesale druggist is to-day. In his garden he 
grew those herbs and various medicinal plants with 
which he concocted his simples or dispensed those 
alarming indiscriminate prescriptions so in favour 
with the Elizabethan physician and apothecary. It 
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always gives me a slight feeling of sadness when 
I walk down that drab and dreary City street Fetter- 
lane to recall that here stood the famous garden of 
the author of the greatest of all English herbals 
John Gerard (1545-1612). There he grew over one 
thousand different herbs as well as many rarities, 
ranging from white thyme to the double-flowered peach. 
His house was only a short walk away in the village 
of Holborn, and Gerard tells in his Herball ” how 
in Gray’s Inn Lane he gathered mallow, shepherd’s 
purse, sweet woodruff, bugle; and Paul’s coloured 
rocket, yarrow, lesser hawkweed, and the curious 
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strawberry-headed trefoil; while on the walls of the 
houses fidurished golden stone crop and wallflowers. 
Gerard must have been a busy man, for besides 
running a large and fashionable practice, he found 
time to write his huge herbal, tend his garden in 
Fetter-lane, superintend the gardens belonging to 
Lord Burleigh in the Strand and at Theobalds in 
Hertfordshire, and act as an examiner of candidates 
for the admission to the freedom of the Barber- 
Surgeons’ Company. How fortunate it is that old 
John Gerard never saw or never dreamed of the 
horror which now covers his fair garden. 


‘PUBLIC HEALTH 


Bacteriological Tests for Graded Milk 


A MEMORANDUM ! just issued by the Ministry of 
Health sets out the procedure to be adopted under 
the Milk (Special Designation) Order, 1936, for the 
collection of samples, their transport and storage, and 
the laboratory technique of the various tests. The 
memorandum leaves nothing to chance manipulation 
or to varying practice, for every procedure is set 
out in minute detail. This applies to sampling and 
transmission of samples just as much as to laboratory 
tests. The different laboratory methods described 
are for the methylene-blue test, the coliform test, 
and the plate-count test, this last being still required 
for tuberculin-tested milk (pasteurised) and for 
pasteurised milk. 

The methylene-blue test in its old form has been 
shown to be very unreliable, but the present modified 
test is advanced as a great improvement and capable 
of yielding results in actual practical working superior 
to other procedures. To yield these results it has to 
be carried out with precision and under closely 
specified conditions. These include the use of 
standard methylene-blue tablets, a reliable water- 
bath with dark interior and capable of regulation 
between 37°C. and 38°C., special precautions as 
regards glassware and the usage of pipettes, detailed 
instructions as to mixing the milk and adding the 
methylene-blue, and in particular regular inversion 
and mixing of the contents. It is obvious that the 
reliability of this test for the particular purposes 
indicated will largely depend upon attention to these 
minute directions and all bacteriologists should take 
pains only to perform the test under the conditions 
presented. Only with tests so performed will it be 
justifiable to criticise its utility. Another feature of 
the test as now applied, which was often neglected 
in the old test, is the rigid sterility under which it 
is to be performed. | 

Assuming its reliability under these controlled 
conditions, the methylene-blue test will still be 
subject to several limitations. In the first place it 
is essential to inspect and invert the tubes at half- 
hourly intervals and, particularly in small labora- 
tories, this is not very convenient. A more serious 
objection is one voiced by Mrs. L. A. Foot in a letter 
in our issue of Nov. 7th—namely, that the test is 
positive or negative but no more than this. It gives 
no indication of the degree of success or failure so 
that the producer may, by definite quantitative data, 
be encouraged with success or stimulated by failure. 
This is a genuine criticism which can hardly be met, 
since it is inherent in the test. 

The coliform test has been retained and its inclusion 
is received with mixed feelings by bacteriologists. 
On the one hand they welcome the retention of a 


1 Memo. 139/Foods. London: H.M. Stationery Office. 3d. 


test which is definitely useful, but on the other it 
has to be remembered that one primary advantage 
of the methylene-blue test was the saving in glass- 
ware and the time of its cleaning and sterilisation 
and the absence of the cumbersome dilution of the 
milk necessary for bacterial enumerations. With 
the retention of the coliform test some of this extra 
work is still necessary. The position is somewhat 
simplified by the suggestion of the Ministry that it is 
not necessary that every sample should be submitted 
to both tests, and it is probable that such a procedure 
will be widely followed. 

It is still too early to decide whether the modified 
methylene-blue test will in practice give what it 
aims to give, a reliable index showing whether the 
necessary cleanliness in milk production and care of 
the milk subsequently is being practised. Tests such 
as the addition of a little manure to milk and com- 
parison of results with those of the coliform test are 
not really satisfactory. Its utility can only be truly 
assessed by very careful comparisons between inspec- 
tion reports and laboratory findings, and it is to be 
hoped that the test will be subjected to this scrutiny. 


Fumes in a Printing Works 


Last week eight workpeople—six women and two 
men—were taken ill at a printing works in Birmingham 
with the suspicion of fume poisoning. It seems that 
a girl was first affected; she fainted at her work, 
and when another girl went to help her she was 
also overcome with an attack of crying and laughing. 
Next, a boy working at a printing machine became 
sick and fainted. Of the eight persons removed to 
hospital one was detained for the night; five were 
able to resume their work in the morning. The 
symptoms are ascribed to inhalation of carbon 
monoxide from the burner of a stereo-apparatus to 
which access of air was insufficient for complete com- 
bustion. It seems that work was being done that 
day with closed windows and the trouble did not 
begin for three hours when the concentration of 
carbon monoxide must have become considerable. 
Attention to ventilation and to the state of the 
burners should prevent any recurrence of such an 
accident. The question whether a stove of this 
kind should be installed without a flue is for the factory 
department to answer. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
OCT. 3lsT, 1936 
Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0; 
scarlet fever, 2295; diphtheria, 1250; enteric fever, 
18; pneumonia (primary or influenzal), 813; puer- 
(Continued at foot of opposite page) 
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CORRESPONDENCE 


CHRONIC ULCERATIVE COLITIS 
To the Editor of THE LANCET 


Sirn,—Your annotation last week on chronic 
ulcerative colitis shows that, in common with those 
who took part in the discussion at the Royal Society 
of Medicine, you are not inclined to support Bargen’s 
claim as to the rôle of the diplostreptococcus in the 
ætiology of the disease. You state, furthermore, 
that his results from treatment with specific sera 
and vaccines have not been confirmed by others. 

I think that the reason clinicians in this country 
have not been able to obtain the good results reported 
by Bargen is that they have never given his method 
a fair and proper trial, but have been content to fall 
back on bacteriological platitudes such as the state- 
ment that the Bargen organism can be isolated from 
the bowel of healthy persons. I was fortunate in 
being on the staff of the Mayo Clinic when Dr. Bargen 
was ing out his early investigative work, and 
had the opportunity to observe personally the 
tremendous improvement in the outlook in these 
cases after the introduction of treatment by specific 
vaccines. In this country my first chance of trying 
the method came in 1927. 

The patient, a young man of 26, had suffered from very 
severe ulcerative colitis for over three years. He had 
spent about 20 months as an in-patient in two well-known 
institutions which specialised in colon disorders but with- 
out any improvement, though he received slight temporary 
benefit from protein shock injections. After the fourth 
injection of a vaccine of the Bargen diplostreptococcus his 
motions, which varied from 8 to 30 in the 24 hours and 
contained blood and mucus, were reduced to 3 or 4, and 
by the end of a month he was perfectly well, passing one or 

occasionally two motions in the 24 hours, and the motions 
were solid for the first time for over three years. Except 
for a slight remission a year later which responded promptly 
to vaccine treatment, this patient has remained completely 
well since, and has been constantly at his work. 


During the last nine years I have treated in the 
Victoria Infirmary, Glasgow, over 30 cases of 
ulcerative colitis with a vaccine prepared from the 
Bargen organism. The results have been most 
encouraging. The only auxiliary measures employed 
have been a full diet, ferri et ammon. cit., and 
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peral fever, 46; puerperal pyrexia, 127; cerebro- 
spinal fever, 11; acute poliomyelitis, 10; encepha- 
litis lethargica, 8; continued fever, 1 (Preston) ; 
dysentery, 22; ophthalmia neonatorum, 80. No 
case of cholera, plague, or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the London 
Council on Nov. 6th was 3057, which included: Scarlet 

„ eee fevee, 46. mothers (plus. e 
nee halitis * lctharsica, 288 poliomyelitis. 3. St. 
Margaret’s Hospital there were 11 babies (plus 6 mothers) 
with ophthalmia neonatorum. 

Deaths.—In 122 great towns, including London, 
here was no death from small-pox, 1 (O) from enteric 
ever, 5 (O) from measles, 2 (1) from scarlet fever, 
2 (6) from whooping-cough, 45 (6) from diphtheria, 
0 (14) from diarrhoa and enteritis under two years, 
nd 36 (10) from influenza. The figures in paren- 
heses are those for London itself. 

Exeter reported the only fatal case of enteric fever. Bristol 
ad 3 deaths from whooping-cough. Fatal cases of diphtheria 
rere reported from 25 great towns: Liverpool 6, Luton, Bir- 
ungham, and Bristol each 3 
he number of stillbirths notified during the week 
ras 259 (corresponding to a rate of 42 per 1000 total 
irths), including 43 in London. 


occasionally a bismuth preparation. Not all patients 
have responded equally well. Older patients were 
more refractory and were more liable to remissions. 
Again, those patients in whom the diplostreptococcus 
could not be isolated and who had to be treated 
with a stock vaccine did not do so well on the whole 
as those in whom the organism was isolated from the 
floor of the ulcers.. Remissions have not been 
uncommon, but they have all responded to further 
vaccine treatment. I can recall only 3 cases which 
appeared refractory to treatment. I have never 
employed any form of local application to the colon, 
nor has operation been necessary in any case. There 
has been only one death and this occurred in a 
fulminant case, in which the patient died 48 hours 
after admission to hospital before treatment could 
be instituted. I do not think I have been able to 
improve my results in recent years by the use of 
the stock serum which is on the market, and I have 
had no facilities for the preparation of a serum 
from the strains of the organism isolated from patients 
under my care. 

My personal belief is that in most cases of chronic 
ulcerative colitis there is an allergic basis, and that 
the Bargen diplostreptococcus is the chief of the 
secondary invaders. I am not concerned with 
abstract discussion as to whether the vaccine acts 
specifically or by some form of protein shock. That 
after all is only part of the larger problem of the 
mode of action of vaccines in general. The important 
point I wish to emphasise is that in vaccine therapy 
we have a most useful therapeutic measure for the 
control of chronic ulcerative colitis and one which 
is worthy of an extensive trial. If good results can 
be obtained at the Mayo Clinic and also in Scotland, 
there seems no valid reason why they should not 
be obtainable further south. It would appear, 
however, that in the south the attitude towards 
ulcerative colitis is still too tropical,“ and that 
antidysenteric sera, Yatren, colon lavage, and opera- 
tion still occupy too prominent a place in treatment. 

And lastly, it is not conceivable that at the Mayo 
Clinic a form of treatment would be persisted in for 
over twelve years if it had not proved to be the 
most effective measure at present available for the 
control of the disease. 

I am, Sir, yours faithfully, 
Glasgow, Nov. 9th. ROBERT MAILER. 


INJECTION TREATMENT OF HERNIA 
To the Editor of THE LANCET 


SIR, —I have read with interest the annotation on 
this subject in your last issue. I can never under- 
stand why this method of treating hernia has not 
found favour in this country. In the United States, 
where it has long been on trial, the reports are very 
favourable. Some American surgeons in their reports 
give results which are as good or even better 
than those of operation. At the same time I would 
like to urge that injection should not replace opera- 
tion unless there is good reason. The method is 
particularly appropriate for cases which would be 
bad surgical risks and could be treated alternatively 
by injection or for patients who refuse operative 
interference. 

As regards the solutions employed for injections, 
the Americans use many. Unfortunately it is very 
difficult to get these solutions made in this country, 
owing to our pharmacopœia being different. I have, 
therefore, used in my practice a twin or double 
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solution. This consists of equal parts of (a) quinine- 
urethane and (b) lithocaine (lithium salicylate + 
tutocaine). These two solutions when they come in 
contact with each other form a heavy precipitate, 
and when injected into the hernial canal the mixture 


remains localised and sets up an aseptic inflammation, 


the end-result being fibrosis. 
I I notice also that some advocates of this method 
of treating hernia advise starting the injections lower 


than in the inguinal canal, close to the external ring, 


a 


and then injecting higher up towards the internal 
ring on each successive injection. I am not in favour 
of this plan, since in my opinion it is much ‘easier 
to start high up in the inguinal canal and carry on the 
injections lower down the canal towards the external 
ring. ` Tam, Sir, yours faithfully, 

Wimpole-street, W., Nov. 10th. . MAURICE LEE, 

COMMUNAL. RESTAURANTS 

To the Editor of THE LANCET 3 
Sm, The subject of nutrition has been much 
discussed in your journal during the current year; 
is it not desirable that there should be some practical 
application of the knowledge? I believe the only 


way in which changes can be made in the deficiences 


of diet which exist to-day,:on a scale that might 


eventually reach all the people, is by communal 


restaurants for each group of houses or flats. 

This is especially important in housing estates 
for the working class, because one woman cannot 
perform the task of tending a family, cleaning, sewing, 
feeding, and so forth, and also, with expert knowledge 
of food values, buy wisely, and cook so as not to spoil 
the foods. Moreover, if she were capable of doing 
all these things, under present conditions she could 
not overcome the difficulties of buying cheaply in a 
fresh market. Only a direct and skilled link between 
agricultural units and feeding centres, with a trained 
dietitian and cook at each centre, could provide 
what is needed at prices within the possibility of 
working-class families. i l 

If for each 10 or 12 dwellings there were attached a 
laundry, a creche, and a restaurant with 10 or 12 
family tables or alcoves, a free choice of menus 


-planned with expert knowledge might be given, and 
the, children would be catered for at a convenient 


hour, with food suitable to. their age and need. A 
snack bar running in the evening would enable young 


people to entertain their friends in the vicinity of 


home. The head of such a centre would collaborate 


with the nearest agricultural unit to secure the. 


necessary production and direct delivery of fresh 
dairy produce, vegetables, fruit, and meat. 

Scattered gifts of milk or even meals to mothers 
and children, helpful as they are, are not enough. 
The dietary of the whole nation needs to be put on 
a sound basis, which would meet the needs of all 
ages, while retaining the best facilities for family life. 

I am, Sir, yours faithfully, 
FLORENCE E. BARRETT. 

Devonshire-place, W., Nov. 5th. . 


„THE ATIOLOGY OF ACUTE RHEUMATISM ” 
To the Editor of THE LANCET 
SIR, —I hope, though I fear in vain, that Strepto- 
coccus pyogenes ” will not be accepted by the medical 
‘profession as the name for a cause of acute rheumatism 


if this disease is streptococcal. Naturally I believe 
it is a streptococcal disease, but even the old term, 


which will no doubt raise a smile, Diplococcus 


rheumaticus,“ was more accurate and helpful. 
Perhaps I am a pessimist, but it seems to me modern 
medicine, excepting the attempts upon new lines 


such as the virus, only makes the problems more 
difficult by diffuse and confusing nomenclatures, 
and to add “Streptococcus pyogenes as the term 
for a possible cause of a disease generally accepted as 
non-suppurative and very special in its clinical 
features is to increase the chaos. 

I should be interested to hear the opinions of others 
who have recently worked at this problem on broad 
lines—i.e., both clinical and pathological—upon this 
question of Streptococcus pyogenes.” Time ‘has 
been my master, but fifteen years of steady research, 
even if now out, of date, is I believe sufficient exouse 
for this letter. I am, Sir, yours faithfully, . 

Bath, Nov. 9th. l F. JOHN POYNTON. 


ARTIFICIAL. PNEUMOTHORAX 
To the Editor of THE: LANCET : 

SR, —I am sorry to note that in your issue of 
Nov. 7th Dr. F. A. H. Simmonds, writing about my 
recent report on artificial pneumothorax, states 
that whilst the work gives “ a picture of the value of 
pneumothorax treatment in attacking the whole 
problem of tuberculosis in London” it does not 
provide help for the clinician faced with a patient 
apparently suitable for the treatment, who would 
wish to know results in similar cases.“ 

It is true that my findings will not foretell with 
certainty the fate of any individual patient who is to 
be treated by the method, but it is thought that the 
clinician will get some guidance in a general way 
from a study of the report. Thus he will learn that 
in positive sputum patients who underwent complete 
collapse and became sputum negative on discharge 
from residential treatment no less than 90 per cent. 
of the subjects were alive after three years. He will 
learn that, with complete collapse cases in general, 
66 per cent. of the patients were alive after three 
years and that, when the disease was strictly unilateral, 
the percentage survival rose to.77. Again the results 
show that, in incomplete collapse cases, only 50 per 
cent. of the patients survived three years. Many 
other indications were also given as to the value of 
the method in various types of case. It is because 
the results were found to vary so markedly in the 
different groups that it was thought wise to emphasise 
that the original choice of case must be made with the 
utmost care.—I am, Sir, yours faithfully, 

London, Nov. 6th. F. J. BENTLEY. 


THE ROYAL. COLLEGE OF SURGEONS AND 
re ` . ITS MEMBERS `` 
: i To the Editor of THE LANCET 


 §rz,—Onee again at the annual meeting of the Royal 
College of Surgeons to be held on Nov. 19th, amongst 


‘other matters of interest, the question of representa- 


tion of some,members on its council will be discussed. 
It is now 90 years since the charter was obtained 
conferring the entire control.of the College on the 
fellows, then specially created, to the entire exclusion 
of the members, who formed the original electorate 
of the College. From that time till now a continuous 
and vigorous protest has been made year by year 
by the members. For nearly half a cen at 
‘every annual meeting of the College a resolution of 
protest and a request for some representation on 
its council has been carried by a large majority of the 
fellows and members. 

Within the past few years a questionnaire to 
members showed an overwhelming majority of those 
circularised favourable to this resolution. It must 
surely be a unique experience that so persistent, 
moderate, and reasonable a. request, made by three 
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successive generations of members, and supported 
by some of the most eminent of its fellows, and at 
least by two of its presidents, should still remain 
ignored by the Council. The late Lord Moynihan 
was a supporter of this claim, and on the council 
during his presidency a very large number of the 
council, though not a majority, were believed to be 
favourable. Recently questions associated with the 
medical curriculum—osteopathy, chiropody, diplomas 
in dietetics, &c.—were before the council, but no 
member in general practice with first-hand knowledge 
of the problems was present to assist the council and 
represent the views of the general body of members. 

The relations of the council and fellows vis-a-vis 
the members is now a happy and friendly one, and the 
moment eminently suitable for settling this long- 
standing grievance with advantage to the College 
and its fellows and members, and to the profession— 
and indeed to the public at large. 

I am, Sir, yours faithfully, 
Ecoleston-square, S. W., Nov. 8th. REDMOND ROCHE. 


RADIOGRAPHY OF THE HANDS IN CHRONIC 
RHEUMATIC DISEASES 


To the Editor of THE LANCET 


SR. In commenting on our paper in your issue of 
Oct. 17th, Dr. Gilbert Scott expresses doubt about 
the existence of erosion at articular margins in early 
cases of rheumatoid arthritis. We must confess that 
we felt surprise at the frequency with which we 
observed this in spite of its omission from his 
comprehensive book on this subject. 7 

While reproductions of radiograms may fail to 
show up very clearly the fine trabecular outline 
resulting from erosion of the compact bone, the 
description we gave in the text should prevent con- 
fusion with variations in shape and form that may 
be found in the normal hand. We would like to 
point out that although the series of cases which 
we published numbered only 154, in actual fact we 
radiographed the hands in well over 500 cases. We 
limited the number of cases published to those in 
which biochemical investigations had been performed 
in an attempt to correlate the clinical and biochemical 
indings with the radiograms of the hands. 

, We are, Sir, yours faithfully, 
G. R. P. ALDRED-BROWN, 


Bath, Nov. gth. G. D. STEVEN. 


ANZMIAS OF PERNICIOUS TYPE 
To the Editor of THE LANCET 


SIR, — From the paper by Drs. Elman and Marshall 
n your last issue (p. 1094) two interesting points 
merge. First, any form of leukemia (leucosis) 
lay run a permanently or temporarily aleukzmic 
ourse. There is no longer any justification for 
inkus’s statement that the aleukemic form is 
sually lymphatic in type. Secondly, it is quite 
ossible that the nature of the malady would have 
pen recognised in the early stages if the differential 
ucocyte count had included the evaluation of the 
rneth count instead of referring to all the neutrophile 
lis as polymorphs. 

Enumeration of the lobes of the neutrophile cells 
ways shows that some of them are excessively 
bulated in cases of pernicious anemia, and others 
e unusually simple in nuclear configuration. In 
her words, in pernicious anemia, there are shifts 
th to the right and to the left. As a general rule, 
cases of aleukemic myeloid leukemia (aleukæmic 
yelosis), the neutrophiles show a distinct shift to the 
+. So that, although there may be no myelo- 


cytes present, metamyelooytes of various degrees of 
maturity may be found. In the absence of evidence 
of infection, such a blood picture is extremely 
suggestive of aleukæemic myelosis. 

It is usually stated that the early stages of the 
leuksemias have not been recognised, and the explana- 
tion of this may be that they have not been looked for 
by a method capable of revealing them. 

I am, Sir, yours faithfully, 

Park-square West, N.W., Nov. 6th. A. PINEY. 


‘ IDIOPATHIC”? EPILEPSY 
To the Editor of THE LANCET 


SIR, —In your leading article of Nov. 7th referring 
to Dr. Bateman’s record of brain changes in 176 cases 
of epilepsy I do not see any reference to the cerebellum. 
Although no macroscopic lesion can usually be 
detected excepting at times small areas of sclerosis— 
which, by the way, are easily missed if the operator 
wears gloves—an almost constant microscopic lesion 
in epilepsy is a marked atrophic and fuchsinophil 
change in the molecular (synaptic) layer of the 
cerebellar cortex. This is of a patchy nature and 
somewhat similar changes are met with in cases of 
manic-depressive insanity, though these are of a 
lesser degree, more peripheral and more constantly 
associated with a marginal gliosis. These cerebellar 
changes in epilepsy and manic-depressive states 
mainly affect the dendritic or synaptic layer in 
contradistinction to those met with in dementia 
Præcox, which are essentially nuclear. 

I am, Sir, yours faithfally, 
B. H. SHAw, 


Medical Superintendent, County Mental 
Nov. 7th. ospital, Stafford. 


VOLUNTARY HOSPITALS AND THE NEW ACT 
To the Editor of THE LANCET 


Srz,—As the introducer of the Bill which as 
amended became the Voluntary Hospitals (Paying 
Patients) Act, 1936, I have read with interest your 
annotation of Oct. 3 Ist in which you quote Section 2 (2) 
of the Act. l 

The committee of management may charge such patients 
as aforesaid for accommodation and maintenance (in- 
cluding such medical and surgical attendance-and treat- 
ment as is given by the resident staff of the hospital) in 
accordance with such scale of charges as may be specified 
in an order. 

It is not possible for a layman to say how an Act 
of Parliament will be interpreted. But the intention 
of the words in brackets was, not to provide that 
fees should be payable to the resident staff, but to 
make it clear that the control by the Charity Com- 
missioners over the scale of charges would not extend 
to fees paid by the patient to the visiting staff but 
only to charges made by the hospital for accommoda- 
tion and maintenance, including any services rendered 
by the resident staff. 

Your original summary of the section would be 
consistent with this interpretation. 

I am, Sir, yours faithfully, 


Portman-square, W. Nov. 10th. LUKE. 
To the Editor of THE LANCET 
Sm,—Your annotation (Oct. 31st, p. 1051) and 


Mr. Bedwell’s reply (Nov. 7th p. 1123) tempt me 
to ask whether the time is not now ripe to establish 
a London Hospitals Board with plenary powers to 
enforce a more friendly collaboration between council 
and non-aided hospitals. 

Mr. Bedwell’s analogy of Church and Council schools 
seems to be a perfectly fair one. Why should the 
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State be willing to subsidise the medical schools and 
indeed all the colleges of the University of London 
for advancing education, and yet be reluctant to make 
obligatory, instead of optional, the raising of a local 
rate for what, in the opinion of many, is the far more 
important task of improving the health of the nation ? 
It would be easy to elaborate the idea and to make 
constructive proposals, but I must not take up any 
more of your space. ö 

N I am, Sir, yours faithfully, 


The Athenssum, Nov. 10th. A. D. POWER. 


VITAMIN-C DEFICIENCY IN ADDISON’S 
DISEASE. 


To the Editor of ‘Tae LANCET 


Sm,—Dr. H. E. Archer estimated the vitamin-C 
excretion and storage in a woman with Addison’s 
disease who was under my care early this year. 
The results were different from those reported by 
J: F. Wilkinson and C. A. Ashford in your ‘issue of 
Oct. 24th, and it would appear that vitamin-C 
deficiency is not a cardinal symptom of Addison’s 
disease and that it is not intimately associated with 
the pigmentation. The patient was a woman of 
43 with asthenia, nausea, and vomiting, cutaneous 
and mucosal pigmentation,, average blood pressure 
90/60, highest blood-urea 90mg. per 100¢.cm., 
lowest serum sodium 315mg. per 100c.cm. She 
‘made little improvement on treatment with sodium 
chloride but responded well to Cortin injections. The 
estimations of her ascorbic acid excretion were’ made 
a few days after admission to hospital, the ascorbic 
acid being given by mouth :— 


ASCORBIO ACW 


Urin 
Date. Intake output. 
(mg.) (mg.) 
Feb. 21 0 11:39 
„ 24 0 11:8 
» 25 1000 326-0 
» 26 1000 532-0 
» 27 1000 776-0 
» 28 100 20 1˙0 
» 29 . - 100 Not estimated. 
Mar. 1 os ae .. 100 Not estimated. 
99 2 x e ee ee 100 67 5 ' 


In this patient, therefore, storage and excretion of 
vitamin C were within normal limits. l 
i ~ I am, Sir, yours faithfully, | 
. z L. J. Wirts. ` 
St. Bartholomew’s Hospital and College, 1 
London, E. O., Nov. 10th. 


BRITISH MEDIGAL ASSOCIATION 
THE COUNCIL DINNER 


On Tuesday, Nov. 10th, a dinner was given by the 
Council of the British Medical Association in the 
Association House, Dr. E. Kaye Le Fleming presiding. 

After the royal toasts had been drunk Prof. R. M. F. 
Picken, proposing the toast of The Common Health, 
said that though it was to-day widely disputed whether 
health was common or not, historical and numerical 
data seemed to prove that the health of the people 
was not deteriorating. He spoke of the work of the 
Association in setting up committees to consider 
the problems of nutrition and physical fitness, but 
struck a warning note against exaggerating its 
benefits, for disease may attack even a well nourished 
body. The best defence of health was a well trained 
and well utilised medical profession and Prof. Picken 
attached much importance to the proper training of 
medical students in the preventive aspects of medicine. 


BRITISH MEDICAL ASSOCIATION : THE COUNCIL DINNER 


‘bends and jerks that weré wanted: but all thai 


, 
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In coupling Sir Kingsley Wood’s name with the toast 


he thanked him for his courtesy to the profession in 


the past and promised him the continued support 
of the Association in the future: =e 

In reply, Sir Kingsley Wood cited his fellow guest, 
Sir Thomas Barlow, as a good example of what the 
common health should be. He said that Lord 
Nuffield’s munificence had given not only money, but 
courage and inspiration to all who were striving to 
build up our medical services. As a layman he was 
struck by the ever-increasing complexity of medical 
science and in this connexion he stressed. the important 
rôle played by the family physician in the early 
diagnosis of disease, for he was the first line of defence 
and on him rested the duty of the prompt allocation 
of suitable cases to the appropriate quarter for further 
help. In the battle against cancer in particular the 


family physician was in the front of the struggle. 


Referring to the Government’s campaign for a 
Better Britain, he deprecated such headlines in the 
press—which had met his eye—as British People 
to be made fitter by law.“ There could be nọ, mass 
production of national health, it was not only knee- 


to build a healthy mind in a healthy body, an 
wished to assure the Association that the Housi 


campaign and the maternity and child welfare service 


would not be slackened.. The Government planne 
in the future not only to protect the health fof: 
masses by the provision of good sewage and. ales 
water, but also to build up the health of the indis ) 
In a witty speech Sir Farquhar Buzzard pip 
the health of the Guests, whom he.compared for their 
number to the Milky. Way, while he decline} to 
differentiate them as fixed stars or planets, as this 
who held official or political positions could not be 
fixed. Among those to whom he. referred by ‘name 
were the Marquis of Zetland, Sir John Megaw, Lord 
Nuffield, the heads of the Navy, Army, and Air 
Medical Services, and the vice-chancellors of the 
Universities of Oxford and London, and the president 
of the Royal Society. Sir William Bragg, P.R.S., 


ih: 


replying, said that it was nice to meet doctors somè- - 


where else than in their waiting-rooms. He referred 
to the scholarships recently founded by the Royal 


Society for research into the problems of malaria, 


and of nutrition in India. And although a chair- 


attendant in Hyde Park had lately told him that 


“what was wrong with the blinking world was too 
much science,” he still felt sure that in the long run 
pure science always had its application and con- 
Spicuously in the sphere of medicine. Mr. H. L. 
Eason also replied for the Guests and in the course of 
a gay little speech expressed his pleasure that as yet 
there was no sign of Hay dieting among the 
Association. l l 7 

Sir Kingsley Wood proposed a hearty vote of 
thanks to the chairman, and Dr. Le Fleming in reply 
referred to Dr. G. C. Anderson’s coming visit to 
India to inquire, among other things, into the problem 
which has arisen there in connexion with the so-called 


native licentiates who practise alongside the graduates 


from the universities. 
At the close of a highly successful function the 


company stood for the rendering of the National 


Anthem. 


LONDON HomMa@opaTHiIc Hosprran.—The mayor of 
Holborn on Oct. 30th opened the extension to th 
casualty department of this institution. The extension 
has cost £2000. 


THE LANCET] 


[Nov. 14, 1936 1185 


OBITUARY 


SIR ALFRED PERCY BLENKINSOP, K. C. B., 
G. M. G., M. R. G. S. 
MAJOR-GENERAL AND COLONEL COMMANDANT,. R. A. M. o. 


WE announced last week the death of Sir Alfred 
Percy Blenkinsop on Noy. 3rd. The occurrence 
was a sudden one, and the news has been received 
with widespread. regret in the large circle with which 
his official position had brought him in contact as 
well as among an unusual number of personal friends. 

Major-General Sir Alfred Percy Blenkinsop was 
the son of the late Lieut.-Colonel William Blenkinsop, 
and was born in 1865 and educated at King’s School, 
Canterbury,. and University College, London. He 
took the qualifications of the English Conjoint Board 
in 1887 and immediately entered the R.A.M.C., 
where his career was afterwards to become 80 distin- 
guished. He became 
Brevet Lieut.- 
Colonel in 1910 and 
Lieut.-Colonel two 
years later, and was 
for a time Assistant 
Commandant at 
Millbank. His first 
foreign service was 
in Sierra Leone, 
but he saw two 
years’ service in 
the South African 
War and proved 
his qualities by 
obtaining the 
Queen’s medal with 
three clasps and 
the King’s medal 
with two clasps. 


pointed Assistant 
Director of Medical 
Services in India, 
a post which he 
held for two years, but just before the war he was 
called to the War Office in the position of A.D.G. 
Heavy official duties claimed him for the next two 
years, but in 1917 he was relieved of these by selec- 
ion for the important and responsible post of Director 
Í Medical Services in Mesopotamia. He proved a 
ighly successful officer and administrator in difficult 
md often critical circumstances, was mentioned in 
lispatches four times, and received C.M.G. and the 
Jrder of the Crown of Rumania as a Grand Officer 
f the Order. He. retired from the service in 1923 
rhen he received the K.C.B., and was appointed 
onorary physician to the King and Colonel Com- 
andant R.A.M.C. 


We owe to Major-General Sir Guise Guise-Moores 
he following tribute to his brother officer :— 

„The death of ‘ Blenky,’ as he was known through- 
ut the Service, has by its suddenness brought home 
» his many friends in many lands the loss they have 
verally sustained; and to the corps to which he 
as conspicuously identified an abiding sense of 
gret. His recent appearance at the annual dinner 
lied any thought of an abatement of his striding 
gour, or the persistence of his mental powers. 
r Percy, like his brother General Sir Layton 
lenkinsop, out-talled the tallest of men, and his 
esence in any gathering of them at once focused 
tention. 


SIR A. P. BLENKINSOP 
[Photograph by EBiott & Fry 


He was then ap- 


“My first actual contact with him was in the 
pre-war days when he occupied the post of Assistant 
Commandant at the R.A.M. College, Millbank. 
There his dominant personality was always to the 
fore in meeting and solving the varied problems 
incidental to the organisation of a teaching institu- 
tion, and to framing disciplinary measures essential 
for young candidates seeking commissions, who for 
years emancipated from restriction, had perforce 
to fall into ways that could never be ways of gentle- 
ness, and to follow paths that could not always be 
paths of peace. Blenkinsop possessed a code of action— 
conduct typical of his character and upbringing, and 
invariably regulated by the soldierly ae of 
truth and justice. 


„On the termination of his tenure of office at the 
College he left for the East, and when Arthur Sloggett 
became D.M.S. India in 1912, he invited Blenkinsop 
to be his staff officer. India, a land of regrets to so 
many, was never a country whose council took 
cognisance of the needs of the medical services—for 
peace or war. Finance took good care against that, 
and its medical department had not at any period 
of our occupation been modernly or adequately 
equipped, except in 1910-18—but that’s another 
story. Both Sloggett and Blenkinsop, early realising 
this, were glad to quit the country, and it was reserved 
for Babtie later on to meet the slings and arrows 
of misfortune, that in justice finance alone should 
have met. Sloggett was ordered home in 1914 to 
take over the duties of D.G., A.M.S. at the War Office, 
and Blenkinsop accompanying him became his 
A.D.G. There he remained till 1917. Sloggett left 
for France in 1914, and Blenkinsop then came under 
the ægis of Sir Alfred Keogh, who then returned to 
the D.G.’s vacant chair. The two Irishmen soon 
learnt to understand one another in trust and in 
deed, and to his subordinate, Keogh left in its entirety 
the immensity of the provision of the R.A.M.C. 
personnel required for all fronts—a gradually increas- 
ing entity which at end outnumbered the original 
Expeditionary .Force—the old contemptibles. Home- 
coming on occasional leave from France, it was my 
privilege to seek out Blenky in his sanctum. . He 
sat from day to day wrestling with the intricacies of 
figures, numbers, and reinforcements with an enig- 
matic reticence on all things personal and imper- 
sonal, in sheer loyalty to his chief; but at heart, 
with one objective indelibly lined on the tablets of 
his mind—that of freedom to come. He fretted 
under the curb of a sedentary restriction that the 
work at the War Office entailed, and longed to 
ride away under the snaffle—a free man. This was 
his set determination to attain, an obsession as fixed 
as the eyeglass he invariably wore, and so advan- 
tageously used for subjective purposes, as and when 
occasion called for its concentration on the inter- 
viewed or interviewer. The day arrived in the wait- 
ing when patience and perseverance were rewarded, 
and in 1910 Blenkinsop left for the Near East on being 
appointed D.M.S. British Forces in Mesopotamia 
and the Black Sea. Here was freedom with a reality. 


He soon obtained a working knowledge of the climatic 


conditions and the diseases incidental to the country. 
He organised and perfected its hospital, sanitary and 
transportation services, and at the last was justly 
proud of the fact that under his guidance and juris- 
diction the sick-rate and mortality of the troops 


had been greatly reduced. This was fully recog- 


nised and Blenkinsop, with his mission accomplished 
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and his ambition satisfied, returned home to pro- 
motion at the Horse Guards as D.M.S. Eastern Com- 
mand, and eventual retirement with a K.C.B. and the 
easier and less exacting rôle of a colonel commandant 
of the corps. 


“In contemplation, one likes to recall the ‘ Blenky ’ 
of the time when his travelling days were o’er, with 
the repose that the lesser activities of a commandant- 
ship allowed giving him opportunity for intimate 
social contact with his brother officers at the head- 
quarters mess, his home, and elsewhere. 
approached the sere and yellow leaf of life he mellowed 
with it, and gave the impression of one who communed 
with nature, and had thereby learnt the lessons 
reserved for those who seek its mysteries and unques- 
tionably. abide by its teachings. ‘Blenky’ always 
gave of his best, and we who remain are indubitably 
his debtors for a life devoted to the interests of his 
corps and his profession. 


WILLOUGHBY MASON WILLOUGHBY, 
M.D. Camb., D. P. H. 
MEDICAL OFFICER OF HEALTH FOR THE CITY OF LONDON 


Dr. W. M. Willoughby, medical officer of health 
for the City of London, who died in St. Bartholomew’s 
Hospital on Nov. 4th was born in Plymouth in 

1875. He was educated at Plymouth College and 
University College, Bristol, whence he obtained a 
scholarship at Gonville and Caius College, Cambridge. 
He took honours’ in the. natural sciences tripos 
in 1897, and choosing medicine as a career, studied 
at St. Bartholomew’s Hospital and graduated 
M. B., B. Chir. Camb. in 1900. After a short period of 
general practice in a mining district of South Wales 
he entered, in 1901, the publio health service, as 
a boarding medical officer on the staff of the Port 
of London Sanitary 
Authority. A year 
later he obtained 
the diploma in 
public health, and 
in 1904 proceeded 
to the M.D. degree, 
submitting a 
thesis on the Site 
of Pain in Visceral 
Disease from an 
Embryological 
Standpoint, which 
showed the scienti- 


always had. 

In 190 8 
Willoughby was 
appointed medical 
officer in charge 


7 of the Port Sanitary 

DR. WILLOUGHBY © Authority’s isola- 
tion hospital at 

wae Oe" Denton, near 


Gravesend, and in 
1914 he was made deputy M. 0. H. of the Port. During 
this period he gained a wide experience in the diagnosis 
of small-pox and plague and in the prevention of the 
spread of these diseases from infected ships. A great 
variety of infectious diseases came under his care at the 
hospital, but it was probably the cases of enteric 
fever which interested him most. The hospital was 
rarely without at least one such case and in many 
instances the patients were critically ill when they 
were admitted, having had no skilled nursing on 
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board ship. Willoughby devoted the closest personal 
attention to these cases and was remarkably successful 
in his treatment. Also the first special regulations 
for the prevention of the importation of unsound 
food were issued in 1908; there was much to be done 
in the early days and Willoughby would himself take 
a hand in the practical work of meat inspection. 


On the death of Dr. Herbert Williams in 1916 
he was appointed M. O. H. of the Port of London, 
and he took command at a time when, owing to 
war conditions, the responsibilities were unusually 
heavy, but his years of experience enabled him to 
deal successfully with every danger and difficulty 
and an equable temperament helped him through 
a very strenuous period. In 1928 he succeeded 
the late Dr. Howarth as M. O. H. of the City of London. 
In a number of ways the experience he had gained 
in the Port was useful in the City, for he had not 
confined his studies to port sanitary questions. 
He had taken a keen interest in tuberculosis, venereal 
diseases, eugenics, and nutrition, and he brought to 
all his public health problems a ‘keen intellect and a 
trained scientific mind. 


His death is mourned by his widow ; his only son, 
who, a8 an assistant medical officer in the Port of. 
London, is folowing in his father’s footsteps; the 
Corporation of the City of. London who held him in: 
high esteem; his staff, who were devoted to him; 
and his colleagues in the -public health service who 
admired and respected: him. 


„C. F. W.“ writes: “ Willoughby was a" a 
quiet, unassuming man that, despite the important 
position he held, only those who had the. Privilege 
of close association with him had the opportunity to, 
appreciate his learning, his wisdom, and his generosity. 
in thought, word, and deed. By inclination and 
training he was a scientist. In his early days he was. 
devoted to biology, but much work with the mioro- 
scope began to affect his eyes and he took up geology 
to which, in his later years, he devoted: most of his 
leisure and which he thought would make an ideal 
hobby when he retired, providing him with fascinating 
occupation both out of doors and at home. When- 
ever he went away, either on a holiday or to attend 
some public health congress, he would ‘take the 
opportunity to investigate the geology of the district 
and would return with his car loaded with ‘rocks’ 
which he had collected for study at home. But he 
never forgot his biology and it influenced his outlook 
on many public health problems. He held that 
there was a tendency to concentrate on the individual 
to the neglect of the race. Though he deplored this, 


he refrained from the public expression of his views 


because he realised the demands of humanitarianism. 
He was keenly interested in eugenics and in recent 
years he followed closely work on nutrition, which 
he felt was fundamental in the * of preventive 
medicine. 


‘Willoughby carried out all his public health 
duties conscientiously, but he was critical of any 
thing that was not scientifically sound in conception. 
He did not like palliatives and had a contempt for 
mere expediency, nor would he pay lip service to 

stunts.“ If, however, he had occasion to express 
unorthodox views he was most careful not to tread 
on public or private susceptibilities. He had a 
fine sense of the use of words and would employ 
them, not in their colloquial meaning, but with an 
appreciation of their etymology; his writing 
therefore needed close attention which was, however, 
always well repaid. He had a strongly ‘developed 
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artistic sense and at one time he did a good deal of 
painting in water colours. He had a lively sense of 
humour and was invariably courteous and considerate 
towards others; even during his last illness, which 
he endured with unflinching courage and uncomplain- 
ing patience, he would crack a joke with his visitors 

and apologise to his nurses for being so much trouble.’ 
He will be sadly missed by his many friends, but 
nowhere will his loss be more keenly felt than in the 
Guildhall of the City of London.“ 


FRANK CAMPBELL SMITH, M. R. G. S. 


Dr. Campbell Smith died on Oct. 27th, aged 38. 
Since qualifying in 1927 he had spent most of his 
time at the London Hospital where as Freedom 
research fellow he explored various parts of the 
borderland between physical chemistry and medicine. 


We owe the following note to one of his col- 

laborators in this work: “A meeting with Campbell 
Smith was never confined to the common-place. How- 
ever trivial the subject there was always a direct 
personal approach which made the recipient feel 
that for the moment at least there were not just 
two tongues wagging but two people standing above 
the occasion. He was a barbarian refusing to accept 
the civilised conventions ; essentially on the look-out, 
on the attack, in quest, and finding these instincts 
continually baulked by the defensive purpose of 
these conventions. Yet no one could be kinder, 
more gentle, or considerate in circumstances requiring 
these. This directness and clear-sightedness was 
characteristic of his work also. His virtue as a man 
of research was his ability to know with something 
more than his intellect the character of the problem 
that erigaged him. Formal considerations had only 
secondary importance. As a student in his B. So. 
practical examination he pointed out to the examiners 
that a question they had set was impossible to 
answer. They finally had to agree, told him he 
might go, and gave him a “first.” Some might 
have worked through it to show the examiners their 
error; others might have been puzzled at their 
curious results; but to ‘Budge’ Smith what was 
the use of showing that something was wrong when 
he knew it was wrong ?—in an examination. He 
always had a right sense of the occasion. He was a 
pioneer in ultra-violet absorption spectrography 
which, in the hands of others, had been much abused 
and brought to discredit. He realised its power and 
its limitations and never made the mistake of coming 
to unwarranted conclusions. It is now a well- 
established method. 

In later years he seemed to feel more and more 
the restricted attitude of approach to science and its 
interpretations. It may have been because of this 
that he abandoned research and went into general 
practice in the East of London. He was robbed of 
the opportunity of finding himself and others in his 
new endeavour.” 


FRANCIS JOSEPH SADLER, M.D. Oxon., D.P.H. 


Tue death occurred on Saturday last, Nov. 7th, 
in the Barnsley Beckett Hospital, of Dr. Francis 
Joseph Sadler, and by the event a sequence of more 
than a century of medical work in Barnsley is closed. 
Dr. Sadler’s grandfather, Michael Thomas Sadler, 
was a well-known surgeon and social reformer. His 
father, also Michael Thomas Sadler, was a medical 
practitioner in Barnsley, a prominent and successful 
worker in the interests of secondary education in the 
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town, and one of the founders of the Barnsley Beckett 
Hospital. Francis Sadler was educated at Rugby 
and Wadham College, Oxford. From Oxford he 
went for his medical training to St. Bartholomew’s 
Hospital and graduated as M.B., B.Ch. in 1894, 
taking the diploma of D.P.H. in the following year 
and later proceeding to the M.D. degree. After 
holding certain resident appointments he went into 
practice at Barnsley, and, like his father and grand- 
father before him, became a member of the staff 
of the Barnsley Beckett Hospital. For many years 
he was in partnership with Dr. J. H. Fryer. He was 
appointed medical officer of health and school medical 
officer for Barnsley and, at the time of his death, was 
M. O. H. for Barnsley rural district. He was also 
physician to the Kendray Hospital for Infectious 
Diseases, a certifying factory surgeon, and had filled 
the office of president of the Sheffield Medical and 
Chirurgical Society. True to the family tradition, he 
was deeply interested not only in the general health 
but in the social betterment of the community among 
whom he worked. He was president of the Lady 
Harriet Wentworth Charity, a body which represents 
the charity organisation of Barnsley, and was trustee 
to the Cooper Art Gallery at Barnsley, for he had a 
great belief in the good influence which a study of 
art might have on an industrial population. To this 
gallery his brother, Sir Michael Sadler, late master 
of University College, Oxford, recently presented a 
collection of English drawings. Dr. Sadler’s athletic 
enthusiasm was shown by his interest in the Barnsley 
Football Club, of which he was president; such 
interest in athletics was lifelong with him, for at 
Rugby he had been a well-known boy runner, and 
later he represented Oxford as a three-miler. 


Dr. Sadler was 69 years of age at the time of his 
death, which followed on a brief illness. He married 
Miss Helena Tause who predeceased him, and is 
survived by an only daughter. 


INTERNATIONAL CONTROL OF DANGEROUS 
DRUGS 


FURTHER progress has been made towards effective 
international action for the suppression of illicit 
traffic in dangerous narcotic drugs. At the last 
meeting of the Council of the League of Nations a 
Convention and Final Act, drafted by the conference 
which sat at Geneva last June, was reported by 
M. de Vasconcellos, the representative of Portugal. 
He pointed out that the penalties inflicted for offences 
in connexion with the illicit traffic were not suffi- 
ciently severe. He expressed the hope that the 
Convention, which prescribed much heavier penalties, 
would be signed and ratified as soon as possible by 
all participating States. Unfortunately it had 
become known that the United States of America 
took exception to the Convention because no pro- 
vision had been included in it for the criminal 
prosecution of habitual opium- smokers. Apparently 
while there was unanimity in the desire to arrive at 
total abolition of opium-smoking there was a large 
majority averse from the immediate application of 
such policy. It was apprehended that such drastic 
measures would lead to an extension of the illicit 


traffic. 


To the Permanent Central Opium Board has been 
added a representative of Uruguay, M. Abelardo 
Saenz, and the hope was expressed that this appoint- 
ment would promote that fuller coöperation between 
the Board and the Latin-American countries which 
was much to be desired. The Council of the League 
renewed the appointment of Mr. L. A. Lyall (British) 
and Dr. de Myttenaere (Belgian) as assessors to the 
Advisory Committee on Dangerous Drugs. 


* 
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PARLIAMENTARY INTELLIGENCE 


NATIONAL PHYSIQUE 


THE debate on the Address was resumed in the 
House of Commons on Nov. 4th and 6th. 

. A. V. ALEXANDER said the Labour Opposition 
welcomed the Government’s recognition that there 
was a serious deterioration in the physical standard 
of the poopie. There was no better evidence of this 
than the Secretary of State’s action in asking for 
recruits of a lower physical standard than had hitherto 
been required. If they looked at the actual facts 
with regard to nutrition there should be no need to 
urge on the Government the necessity for action. 
In a recent report of the League of Nations it was 
said that ‘‘in the United Kingdom the diet of at 
least 50 per cent. of the population falls short of the 
desirable standard.“ 

That was not a small proportion, and the report 
went on: 


It is estimated that to raise the consumption of this 
low income half of the population merely to the level of 
the next group would require an increase of 16 per cent. 
in the amount of milk consumed, 15 per cent. in that of 
butter, 18 per cent. in eggs, 12 per cent. in meat, as well 
as a 25 per cent. increase of expenditure on fruit and 
vegetable. Even then the diet would leave room for con- 

siderable improvement,” 


Dealing with economic considerations the report 
said : | 

The reduction in retail prices of food has been accom- 
panied by a still greater reduction in income of many 
classes of the population, and this in turn has led to serious 
malnutrition amongst certain classes. 


Again, dealing with some of the more deadly forms of 
disease from which our working class suffered to-day, 
the report said : 


“ Here again, therefore, it is possible that an increase 
in the consumption of protective food, especially by poor 
people, would reduce the incidence and death-rate due 
to this disease. . In general, it would seem that, at 
the very lowest level of income, workers concentrate their 
dietaries on bread and cereals; with the first increases 
above this level, more cheap fats and meats are con- 
sumed; with further increases in income, butter is intro- 
duced into the diet. 


If the Government, he concluded, were not pre- 

ed to deal with the economic purchasing power of 
he people, even inside the present social system, 
they would not be able to make any al 5 progress 
in improving the physical condition of the people. 


PHYSICAL TRAINING 


Sir FRANOIS ACLAND said it was a delightful thing 
to watch the new type of physical training which 
was being given in our schools, and to realise how 
well they were providing on the whole for playing 
fields as well as other methods of physical training. 
But surely it must do harm rather than good to 
give more exercise to those whose feelings of hunger 
it would only intensify, or to those who were being 
so improperly fed that exercise quickly induced 
fatigue. The most obvious and urgent matter was a 
better use of milk in schools. He was delighted to 
see the prominence given in the King’s Speech to 
the campaign for physical efficiency, but unless it 
was accompanied by something on big lines in the 
way of better nutrition it would not get the general 
support which it deserved. He was also glad of the 
phrase about legislation to provide medical care for 
young persons who had left school and entered 
employment. A boy leaving school at 14 and enter- 
ing directly into employment could not get help 
from his approved society for dental service until 
he was 183. That would not do. Our school dental 
service was one of the most valuable health services 
in connexion with education, and in the best counties 


these families were living on less than 2s. 


it was becoming almost a rule that children should 
leave school with their teeth in good condition. 
Then came this gap during a most critical period of 
44 years, when the child was almost passing into the 
adult stage, and during that time he could get no 
help for his teeth from the approved societies, Ther 
was therefore a tendency for these lads to neglect 
their teeth, and by 184 they were so bad that they 
allowed them to get worse, until perhaps some years 
later all of them had to come out. By that time 
real physical harm had been done to the health of 
the young person. He felt sure that the Minister of 
Health would bear that point in mind in the measures 
he proposed to take. 


| CONFLICTING VIEWS 


Mr. GEORGE GRIFFITHS said that at the end of 
last year 8376 miners in this country were Ì 
from nystagmus ; he regretted there was no reference 
to measures for dealing with it. On the question of 
nutrition he quoted the results of a door-to-door 
canvas of 1000 families, many of whom were found 
to be living on less than 2s. per head per week, or 
12d. per meal. 

Examination of the family budget showed that 14 of 

per head per 
week, 52 below 25. 6d. per head, 130 below 3s., 102 below 
3s. 6d., and 88 below 4s. Therefore out of 1000 familie 
386 were spending less than 4s. per head per week. 
Before they gave the people dumb-bells the Govem- 
ment should see that the people got sufficient food. 
There were thousands of children who had hardly 
sufficient strength to break the skin of a rice pudding. 


Mr. WALTER ELLIOT, Secretary of State for Scot- 
land, said the Government believed that the system 
in this country had done as much to improve the 
conditions of the people and as rapidly as any other 
régime which could be mentioned. It was su 
that our people should have more food and a better 
standard of living. Of course, but the Government 
could quote the remarkable fact that when the 
Labour Government were in office one man lost his 
job every minute, day and night, during the whole 
of that time, and they worked up to two men 4 
minute towards the end of the period, whereas 
during the past 12 months of the present Government 
one man every minute had got a new job in this 
country, and 488,000 of those people were still holding 
their jobs at the end of the year. The Government 
considered that those people were more likely to be 
able to purchase the protective foods which Mr. 
Alexander desired them to have than if they wer 
unemployed. That was proved by the fact that the 
consumption of those very foods had gone up enor- 
mously in recent years. Since 1930 the people of 
this country were eating 660,000 cwt. more beef and 
veal, 860,000 cwt. more of mutton and lamb, 3, O00, O00 
cwt. more of sugar, and nearly 3,000,000 cwt. more 
of butter. They were enabled to buy those things 
because more of them were in employment. That 
was the general policy of the Government towards 
all these questions. 

Mr. T. JOHNSTON said he would be disappointed 
if what they got in legislation as a result of the pro- 
mises in the King’s Speech was only something in 
the nature of physical drill for Army service purposes. 
Lord Horder had said it was no good telling Pon 
to drink more milk if they could not get it. ery 
investigator—the League of Nations, Sir John Orr, 
and the rest—proved that anything from 10 per cent. 
upwards of our population was living below the 
British Medical Association’s minimum standard. 
Ninety-six per cent. of school-children had rotten 
teeth, and every medical authority told them thst 
was due to the absence of vitamin A, because of te 
absence of the necessary milk. Ansmia, weaknes, 
and invalidity were testified to by every authority 
of every class and every political colour. They asked | 

| 
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that in a land capable of producing more food and 
more wealth the primary consideration should be 
consumption, human need, and that if nece 
they should increase the money tokens to meet the 
increased productivity of wealth. 
Sir FRANCIS remarked that what 
Mr. Johnston had said about the lack of fitness in 
the population had aroused great sympathy in the 
hearts of hon. Members. As a medical officer of 
health he was bound to admit lack of fitness in the 
population at the present time. But dental caries 
was also prevalent in the well-to-do schools where 
there was no lack of vitamins in the diet; one of 
its main causes was the amount of sugar and sweets 
consumed. Many people, quite apart from politics, 
spoke of a lack of nutrition of the people, as though 
Providence made all men ideal and perfect. It was 
quite right to show what a large hiatus there was 
between existing conditions and the perfection at 
which they aimed, but to imagine that that hiatus 
was due to the iniquities of the Government, or the 
medical profession, or of anybody else, was absurd. 
At the same time the position was, without doubt, 
very serious when they found such a very large 
number of defects in those who came up for any 
j Service, and in particular for the national 
defence. A large amount of ill-health to-day was 
caused by over-eating, or by bad eating and the bad 
choice of food. Hunger to a certain extent was a 
good thing. The medical profession looking into 
these matters were finding it difficult to generalise. 
He was much afraid of money being poured out in 
consequence of agitation as though it was going to 
solve the question. Because of the State provision 
less was provided by bad or careless parents at home. 
The one thing to do was to bring the people back to 
a state where they had employment on proper lines 
in sufficiency so as to be able to buy the things they 
required. The fitness of the people depended very 
largely on the fitness of the children in the school, 
and that depended very largely on the teachers 
understanding how to administer it. A great deal 
of emphasis required to be laid on the teaching of 
physiology as a separate branch. The work of medical 
officers of health brought them into touch with 
healthy life; it was their job to keep people healthy; 
and that side of the profession needed to be encour 
and strengthened, above all in the medical schools, 
by turning out doctors who thought of health rather 
than Of disease as their main function. 


AN OPPOSITION AMENDMENT 


Mr. A. GREENWOOD, on behalf of the Labour 
Opposition, moved the following amendment : 


“ But regret that your Majesty's advisers fail to recog- 
nise that under the existing capitalist system the present 
improvement in trade and industry, largely stimulated 
by the world race in armaments, can only be temporary ; 
that, while making tardy acknowledgment of the deteriora- 
tion ‘in the physical fitness of the nation, due mainly to 
long-continued unemployment, low wages, and conse- 
quent malnutrition, they are continuing to enforce a 
means test which intensifies this deterioration and to 
neglect the problems of those areas which have been 
most severely affected; and that they have no proposals 
for making the fundamental changes in the basis of 
society which are necessary in order to create a Socialist 
commonwealth in which the full resources of the nation 
shall be utilised for the benefit of the community as a 
whole.“ 


This amendment, he said, was put down as a challenge 
to the outworn theories on which the policy of the 
present Government was based. The depressed areas 
were really outward and visible signs of a great, 
fundamental, deep-seated disorder in the economic 


system. There appeared to be a curious reluctance 
on the part of the Government and its supporters to 
admit that there was any such thing as malnutrition. 


If scientists worked out the kind of diet necessary 
to attain physical efficiency, and people had not 
the money to buy the quantity of food, those people 


must suffer sooner or later. It must be plain that 
it was not a case of spending the money badly, or 
of bad cooking; it was the simple stark fact that 
there was not enough money. It was curious that 
this new-found zeal for physical efficiency should 
coincide with the Government’s rearmament- pro- 
gramme. Open spaces, exercises, and gymnasiums 
came a very long way after good food, good clothing, 
and good homes. There would be no improvement 
in the national physique by exercising distorted and 
stunted bodies. Malnutrition existed in this country, 
which was still the richest in the world. Millions 
of people fell below Sir John Orr's standard, not 
because of the poverty of the nation but because of 
the way in which the wealth produced was distri- 
buted. Unless they had increased public control 
they could not use the nation’s resources to the best 
advantage. 


MINISTER OF HEALTH’S REPLY 


Sir Kinestey Woop, Minister of Health, said 
that the whole implication of the amendment, and 
the statements in it, could only be described as 
grotesque and absurd. The amendment alleged 
deterioration, not in certain sections of the com- 
munity or in some part or other of the country, but 
of the physical condition of the country a a whole. 
That was quite untrue. We were not a C3 nation ; 
the reverse was true. Viewed over any period of 
time which enabled just comparisons to be made, 
our national health was improving, not merely 
steadily, but remarkably. 

The recent speech of the Chancellor of the Exchequer 
at Margate pointed to one of the most important 
ways of achieving improvement by urging the vital 
necessity in the interests of the better health and 
happiness of the nation of taking further national 
concerted action in increasing individual fitness 
and general physical development and education. 
That speech had met with an enthusiastic response, 
especially from the younger generation, the volun- 
tary organisations, and the men and women who 
were engaged in social and medical work. One of 
the best signs of the times was the growing appre- 
ciation of the value to the individual] citizen of right 
ways of living, eating, clothing himself, and parti- 
cularly of the increased health and fitness that could 
be obtained for both body and mind from physical 
exercise and education, such as fleld games, swim- 
ming, hiking, and more life in the open air. We were 
living much longer than our forefathers, and we had 
to see to it that these increased years were worth 
19 — by the promotion of health both in spirit and 
in y. 

The problem of nutrition was playing, and must 
play, an increasingly important part in our health 
plans and policy. The questions of what was sound 
nourishment, what constituted a well-balanced diet, 
and how we were to apply in practice our modern 
knowledge of these matters, were engaging the 
attention of many experts throughout the world. 
We had our own expert Advisory Committee dealing 
with this matter, and it was probably one of the 
best committees on nutrition to be found in any 
country. Its members included such men as Sir 
John Orr, Dr. E. Mellanby, Prof. Gowland Hopkins, 
and Prof. E. P. Cathcart, and every effort had been 
made to obtain the best advice possible. This com- 
mittee was going on steadily with its work, parti- 
cularly in relation to enquiries into diet and nutrition. 
A further step has just been taken. The collection 
of family budgets, which was part of the Ministry of 
Labour’s investigation of the cost of living, would 
provide much useful information about diet, The 
Advisory Committee desired a number of quantita- 
tive dietary surveys to be carried out, the cost of 


which would be borne by the Ministry. The milk 


in schools scheme was in operation in schools con- 
taining over 90 per cent. of the elementary school 
population, and in addition large quantities of liquid 
or dried milk were being distributed free or at cheap 
rates to maternity and child welfare centres. It was 
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extraordinary that rather less than half the children 
were at present taking ad vantage of the milk scheme, 
and it was not a matter of poverty. An examination 
was now being made as to the best means of increasing 
the consumption of milk under the schemes now in 
operation. There was no medical divergence of view 
on the value of milk, and when he had received the 
report of the Milk Reorganisation Commission the 
question would be considered of how to extend the 
scope of the milk scheme. 

Malnutrition, said Sir Kingsley, was a word which 
was much used and much abused. One of the best 
tests was to look at the conditions of the children. 
The report of the London County Council’s school 
medical officer for the past year contained the follow- 
ing statement :— 


“ On a careful clinical assessment of the state of the 
children’s nutrition in the routine medical inspection in 
the elementary schools during 1935, 76-9 per cent. of the 
children fell into Class 2 (nutrition normal), a further 
17-4 per cent. were classed 1 (nutrition exceedingly good), 
making 94:3 per cent. whose nutrition was satisfactory. 
The remaining 5-7 per cent., whose nutrition was adjudged 
unsatisfactory, were mainly in Class 3, nutrition sub- 
normal (5°6 per cent.), and only 152 (0-08 per cent.) children 
out of 189,203 examined fell into Class 4 (“ definite 
pathological nutrition ’).” 


Representative schoo] doctors, it was stated in this 
report, who have been interrogated with regard to 


the returns are of opinion that there has been no: 


deterioration in the children’s general condition of 
nutrition. 

It was a matter of surprise that Mr. Greenwood 
had not given testimony that day to the remarkable 
improvement in employment and wages in this 
country, for the aggregate net weekly increase in 
rates of wages was greater in 1935 than in any year 
since 1924. 


The Debate in the Lords 


In the House of Lords on Nov. 10th Lord Mount 
Temple asked the Government what steps they 
proposed to take to improve the physical fitness of 
the youth of the country. 


Lord DAWSON said that it would be wrong to say 
that the nation was deteriorating, but there were 
the seeds of deterioration in our midst. Definite 
warnings had been ignored, and consequently the 
question had become urgent. In our present civilisa- 
tion the death of the unfit was being prevented, but 
we had not planned any active adequate substitute. 
There was only one adequate substitute which was 
to promote fitness on the one hand, and to see to it 
that we took care of the inherently unfit, and pre- 
vented them from vitiating the race. We had to 
plan actively for a fit race, and that must actuate 
all our policy. Why should we not use measures to 
prevent the birth of children who were not wanted, 
who were a misery to themselves, and ‘damaging to 
the race ? The medical profession should be exempted 
from the terms of the ancient law against maiming, 
and its powers of preventive treatment extended to 
such cases where it was asked, and where it was 
right to proceed. 


Lord HORDER said he spoke in supplement to and 

not in substitution of Lord Dawson’s ideal. As one 
who was anxious to avoid delay, he said, Look 
after the accessibility of food and nutrition will 
look after itself.“ The question of food and distri- 
bution was not a matter for one Ministry but several, 
and he would like to see coöperation in this respect 
between the Ministries of Health, Agriculture, and 
Transport, and the Board of Trade. 


Earl DE LA Warr, Parliamentary Secretary for 


the Colonies, said that the Government intended 
to mobilise voluntary effort, plus that of the local 
authorities, and help and encourage them to give 
greater facilities for promoting public health. The 
basis of the scheme would rest on local authorities 
and existing voluntary organisations. 


s 


NOTES ON CURRENT TOPICS 


Voluntary Euthanasia 


IN the House of Lords on Nov. 4th Lord PONSONBY 
presented the Voluntary Euthanasia (Legislation) 
Bill, to regularise in certain conditions the adminis- 
tration of euthanasia to persons desiring it who 
were suffering from illness of a fatal and incurable 
character involving severe pain. 

The Bil was read a first time. 


New Bills Presented 


In the House of Commons on Nov. 6th the follow- 
ing Bills were presented by private Members :— 


Workmen’s Compensation.—Bill to amend the law 
relating to workmen’s compensation.—Mr. Mainwaring. 

Marriage.—Bill to amend the law relating to marriage 
and divorce.—Mr. De la Bére. 

Annual Holiday.—Bill to make provision for an annual 
holiday for employed persons.—Mr. Rowson. 

Offices Regulation.— Bill to regulate offices and the 
employment of young persons therein.—Mr. Ammon. 

Deaf Ohildren (School Attendance).— Bill to lower the 
age of compulsory school attendance in the case of deaf 
children from seven years to five years.—Mr. Duckworth. 

Medical Practitioners’ Communications (Privilege).— 
Bill to provide that certain communications between 
medical practitioners and their patients shall be privileged 
from disclosure in evidence in courts of law. Sir E. 
Graham-Little. 

Coal Mines (Employment of Boys).—Bill to amend the 
law relating to the employment of boys underground in 
coal-mines.—Mr. C. Taylor. l 

Registration and Regulation of O Bill to 
regulate the practice of osteopathy and to presoribe the 
ar a of osteopathic practitioners.—Vice-Admiral 

aylor. 

Prohibition of Vivisection on Dogs (Scotland),—Bill to 
provide for the abolition of vivisection upon dogs.— 
Mr. T. Henderson. 

Employers’ Liability.—Bill to amend the law relating to 
the liability of employers to their workmen for injuries 
caused by the negligence of fellow workmen.—Mr. Potte. 


Scottish Midwives Bill 


In the House of Commons on Nov. 10th Mr. ELLIOT, 
Secretary of State for Scotland, presented the 
Maternity Services (Scotland) Bill to make further 
provision with respect to maternity services in Scot- 
land, to amend the Midwives (Scotland) Act, 1915, 
and to provide for the combination of local authorities 
for certain purposes under the Notification of Births 
5 Act, 1915.—The Bill was read a first 

ime. 


QUESTION TIME 
THURSDAY, NOV. 5TH 


Bronchial Troubles among Textile Workers 


Mr. Ruys Davs asked the Home Secretary if it was 
the intention to set up a committee to inquire and report 
on bronchial troubles among textile workers consequent 
upon the prevalence of dust in card rooms, with a view 
to arriving at a scheme whereby compensation might be 
paid in these cases; and when it was proposed to set up 
such a committee and the probable date it would commence 
to function.— Mr. GEOFFREY LLOYD replied: As pre- 
viously explained, the Workmen’s Compensation Act 
does not appear to be applicable owing to the difficulty 
of distinguishing the cases in which the illness is due to 
the dust, but my right hon. friend is considering the 
setting up of a committee to explore the question whether 
a workable scheme can be devised for providing some 
compensation for cardroom and certain other workers 
disabled by respiratory illness as indicated in the report 
of the Committee on Dust in Cardrooms, and he hopes to 
be able to make an announcement at a very early date. 


Medical Opinions and Workmen’s Compensation 


Captain STRICKLAND asked the Home Secretary whether 
he was aware that in cases of poisoning resultant on 
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industrial occupation the claimant for compensation was 
required, before undergoing official medical examination, 
to indicate in medical terms on an official form the exact 
type of poisoning from which he claimed to be suffering 
and for which he desired to be examined; and whether 
he would consider such alteration of procedure as would 
ensure that claimants should receive the benefit of 
medical opinion before having to fill in the form in such 
technical terms.—Mr. GEOFFREY LLOYD replied: A 
workman who thinks he is suffering from one of the 
scheduled industrial diseases can, and generally does, 
consult his own medical adviser, and in a case of difficulty 
he can apply for assistance to his approved society who 
are in a position to obtain a further medical opinion. 
I have no information before me at present to suggest 
that these arrangements are not sufficient. 


Supervision of Nursing-homes 


Dr. LEECH asked the Minister of Health whether he 
was in collaboration with the London County Council or 
with the metropolitan borough councils, taking suitable 
steps to ensure that the furnishings of rooms in private 
nursing-homes in the metropolitan area were always 
sterilised after the rooms had been vacated by a patient.— 
Sir KInGsLEY Woop replied: The supervision of nursing 
homes in London is the responsibility of the London 
County Council. I will communicate with them on this 
matter and inform my hon. friend of the result. 

Sir Franois FREMANTLE asked the Minister of Health 
if he was aware of nursing-homes still unregistered under 
the 1927 Act; and what steps he was taking to ensure 
the closure of unregistered and the proper conduct of regis- 
tered nursing-homes.—Sir KinastEy Woop replied : 
I will send my hon. friend a copy of the circular which 
I have recently issued to the local supervising authorites 
on this subject. 

Sir F. FREMANTLE: Will action be taken on the side 
of the local authority to remedy the standing anomalies 
that are prevalent, there being thousands of nursing- 
homes that are unregistered, and nursing-homes that are 
registered and not properly supervised ?—Sir K. WOOD: 
The answer is that action will rest with the authorities 
concerned. 


Housing Redevelopment Schemes 


Mr. Davip Apams asked the Minister of Health if he 

would give the names of any local authorities in England 
and Wales which had passed resolutions declaring areas 
to be proposed redevelopment areas under the provisions 
of Section 13 of the Housing Act, 1935; and whether any 
schemes for such areas were now going forward.—Sir 
Kinestey Woop replied: Resolutions declaring areas 
to be proposed redevelopment areas have been passed 
by the borough councils of Liverpool, Norwich, Lowes- 
toft, Bangor, and Croydon, and by the urban district 
council of Brierley Hill. Inquiries have been held in the 
case of Liverpool and Norwich, and the reports of the 
inspectors are under consideration. In the other cases 
procedure has not yet reached the stage at which an 
inquiry can be directed. 
Mr. Hersert WTLTAus asked the Minister of Health 
f he could furnish an estimate of the number of houses 
in England and Wales on March 31st each year since the 
date of the last census.—Sir KinastEy Woop replied : 
The number of structurally separate dwellings in England 
and Wales at the census of 1931 was 9,400,000. Table II. 
of the half-yearly publication on Housing shows the 
number of houses built in each half-year since the census. 
[ have no complete information about the number of 
houses demolished during this period. 


Special Investigation into Maternal Mortality 


Sir Franors FREMANTLE asked the Minister of Health 
f he had received the report of the Committee on Areas 
of High Maternal Mortality; and if he intended to publish 
t.—Sir Kinastey Woop replied: I have not yet received 
his report, but I am hoping that it will be completed by 
he end of the year. I have already promised that the 
eport will be made available to the House, and steps 
vill be taken to give it publicity. 
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Housing in Scotland 


Mr. HERBERT WIILIAMS asked the Secretary of State 
for Scotland if he could furnish an estimate of the number 
of houses in Scotland on March 31st each year since the 
date of the last census.—Mr. WEDDERBURN replied: The 
number of occupied private houses in Scotland at March 31st 
in each of the years 1932 to 1936 is estimated at: 1,155,000, | 
1,169,000, 1,186,000, 1,196,000, and 1,206,000 respec- 
tively. 

MONDAY, NOV. 9TH 
Compensation for Silicosis and Anthracosis 


Mr. James GRIFFITHS asked the Minister of Health the 
number of workmen certified to be disabled by silicosis 
or anthracosis who were in receipt of relief from the public 
assistance committees in the counties of Carmarthen, 
Brecon, Glamorgan, and Monmouth on account of their 
failure to secure compensation under the existing silicosis 
schemes.—Sir KinesLEy Woop replied: I regret that 
the records in my department do not enable this informa- 
tion to be supplied. 


Physical Training of Women and Girls 


Mr. DENVILLE asked the President of the Board of 
Education if he had considered the resolution which was 
passed by the Women’s League of Health and Beauty, 
relative to the physical training of women and girls; and 
had he any statement to make.—Mr. GEOFFREY SHAKE- 
SPEARE, Parliamentary Secretary to the Board of Educa- 
tion, replied : My right hon. friend is much in sympathy 
with the work of this organisation, but he is not at present 
in @ position to make any statement on the matter. 


Health Insurance: Extension of Medical Benefits 


Mr. Rostron Duckworts asked the Minister of Health 
the additional cost of medical benefits under the National 
Health Insurance Acts if these benefits were extended to 
include pathological diagnosis, operations, and electrical, 
ophthalmic, hydropathic, radiant heat, massage, and 
convalescent hospital treatment; and whether he would 
take steps for this cost to be defrayed by any of the 
approved societies.—Sir Kivestey Woop replied: The 
cost of providing all insured persons with the services 
detailed by my hon. friend as part of medical benefit 
under the National Health Insurance Acts would depend 
on the scope and conditions of the services, and I regret 
that I am unable to give any estimate. I would add 
that some of these services are already included within 
the scope of the additional benefits which approved 
societies having a disposable surplus may provide for 
their members, and that societies are in fact devoting 
large sums annually towards the cost of such services. 


MARGARET STREET HOSPITAL FOR DISEASES OF THE 
Cuest.—On Nov. 4th the Marchioness of Titchfield opened 
a new X ray clinic at this hospital in Margaret-street, Caven- 
dish-square, London. Dr. F. Hernaman-Johnson, the 
radiologist in charge, gave an address in which he spoke 
of the necessity for a specialist hospital to be equipped 
for general radiography and radiotherapy. After describ- 
ing the favourable results obtained in the treatment of 
asthma and the help given to patients with chest diseases 
who happened also to have rheumatism, he concluded 
with a reference to the arrangements now made for private 
patients. The class of patient provided for, he said, had 
maximum incomes of £400—£500 a year, and their average 
income was much lower. ‘‘ These patients pay for diag- 
nostic X ray work on a scale identical with that in force 
at King’s College Hospital. The provision of X ray 
treatment for small private fees is, however, I believe a 
special feature of this clinic. These fees are about one- 
quarter of those usually charged in the West End. Patients 
of this type have hitherto had no alternative between 
crippling themselves financially or becoming ordinary 
hospital patients.“ 

The Cavendish-square institution is for out-patients 
only. In-patients are treated at the Fairlight Sanatorium, 
Hastings. 
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MEDICAL NEWS 


University of Oxford 


Dr. Simon Flexner, director of the Rockefeller Institute 
for Medical Research, has been appointed to the George 
Eastman visiting professorship for 1937-39. 


Royal College of Surgeons of Edinburgh : 
At recent examinations of the College the following 
candidates were successful 
L. D. S. R.0.8. EDIN. 


M. A. Macdonald Falke honours), W. G. Carson, G. O. Horne» 
F. S. Frank, Herbert alkenstein, Reuben Green, W. E. E 


oa diom, 
Livingston "Rae . Thomson, Hemi t Lewinsky, Erns 


Stiebel, Dora hirian * J. Hodson, W. G. Clarkson, E. B. 
Mackenzie, S. A. Nicholson, and F. E. Adams. 

J. A. Hudson and A. E. Duvall have passed the examina- 
tion for the higher dental diploma. f 


Royal Faculty of Physicians and Surgeons of 

Glasgow 

At the annual meeting of the faculty on Nov. 2nd the 
following were elected office-bearers for the ensuing year: 
president, Prof. Archibald Young; visitor, Dr. John 
Henderson; hon. treasurer, Mr. J. H. MacDonald; hon. 
librarian, Dr. W. R. Snodgrass; representative to the 
General Medical Council, Mr. G. H. Edington; other 
councillors, Dr. Carstairs Douglas, Mr. A. G. Faulds, Mr. 
John Gracie, Mr. A. J. Hutton, Dr. H. L. G. Leask, Dr. J. 
Souttar Me Kendrick, Dr. R. Barclay Ness, Mr. William J. 
Richard, Mr. John Rowan, and Mr. J. Forbes Webster. 

Dr. Ee Seng Lee R was admitted to the 
fellowship. 


Scottish Conjoint Board 


At recent examinations of the Royal Colleges of Physi- 
cians and Surgeons of Edinburgh, and the Royal Faculty 
of Physicians and Surgeons of Glasgow, the following 
candidates were successful :— 

L. R. O. P., . AND L. R. F. P. & 8. 

3 Bellafiore, H. Berkman, G. H. 


Berry. 
57 < Pemeran, Morris Binder J onn Boyes, Alfred Dreifuss, 


25 enis Fabian Andrew Forgacs, 
red, “Matthew Freed, I. I. Fuchs Bene, Gilbowski, 
g Gitzelter, Arthur dee e Goldberg, 

F. J. rig adorn, D. Gow, Wladim tec, ch, R Hair, 
David Hardy, N. H. Hass, M. L. Herman ert Sakae , 
Harry Kane L. Kenig, W . Nellys „D. P. 
Lowis-Badgett, i Hilma G. C. M. Tjeunetalde: net . Mau. a, D. N. 
Mar i tin, William Mears, Murray Meiselman, 
chel Julius Pomeranze Sigrid M. Prlbr ram, M. M. Ramadan, 


Nicholas Reiter, Her Rosenfeld Caesar 
Herman Samuels, Fach Sang He 
P. B. E. Senewaratne, R L fezel , A. M. L. Smith, A. F. Snyder, 
Orpha M. Speicher, Hans ver: Harold Warren, M. B.D. W and, 
Benjamin iesenfeld, S. n H. H. Winsterstein- 
Gillespie, Rotoli Taba, mak G. H. Yeo 


On Oct. 3lst a ceremonial presentation of dilpomas to 
the licentiates was held for the first time in Scotland at 
the Royal College of Surgeons, Edinburgh, at which 
Prof. W. T. Ritchie, president of the College, and Prof. 
Archibald Young, president of the Royal Faculty of 
Physicians and Surgeons, Glasgow, were present. 


Royal Hospital, Wolverhampton 

Thirty-four beds are to be added to the accommodation 
of this institution. A detached building of four storeys 
is to be built on the southern side of the hospital, which 
will be able to take a further 50 beds in the future. In 
the basement there is to be a swimming pool, and a new 
ward for eight cots and five isolation rooms is to be 
provided. 


Port Regis Preparatory School 

At this preparatory school two scholarships of £100 
each are annually awarded to the sons of medical men. 
The school is at Broadstairs, Kent, and the scholarships 
were recently founded by Sir Milsom Rees. The next 
examination will be held on March 5th, 1937. Candidates 
must be under 9 years of age at the time of competing, 
and the scholarships are normally tenable till the holder 
leaves the school. The holders will be selected at an 
interview in London from among those boys who have 
done best in some simple examination conducted in or 
near their homes. ‘Applications must be addressed to 
the head master, Port Regis School, Broadstairs, from 
whom full particulars may be obtained. The applications 
must be made not later than Feb. 20th, 1937. 


Rummelsburg, 
Hans Jonseter, Da vid Schreiber, , 


New Tuberculosis Hospital, Cardiff 
The Duke of Kent on Nov. 6th opened the new tuber- 
culosis hospital of the Welsh Memorial Association at Sully. 


Royal Society 

The following is a list of those recommended by the 
president and council as office-bearers for the coming year: 
Sir William Bragg, O.M., president; Sir Henry Lyons, 
treasurer; Sir Frank Smith and Prof. A. V. Hill, 
secretaries; and Sir Albert Seward, foreign secretary. 
The 16 fellows nominated for the council include Prof. 
C. R. Harington, Prof. David Keilin, Prof. W. W. C. 
Topley, M. D., and Mr. Wilfred Trotter, M.S. 
King’s College Hospital 

The annual dinner of past and present students of this 
hospital was held at the May Fair Hotel on Oct. 24th. 
Mr. H. A. T. Fairbank was in the chair, and proposed the 
health of the Hospital and Medical School, which was 
responded to by the dean, Dr. J. A. Drake. The chairman’s 
health was proposed by Prof. G. F. Still. 


Victoria Cottage Hospital, Barnet 


The Princess Royal has consented to open this hospital, 
which has been closed for extensions, early in 1937. The 
hospital was founded in 1887 to commemorate the Jubilee 
of Queen Victoria, to provide voluntary hospital facilities 
for the districts of Barnet, East Barnet, Cockfosters, 
Hadley Wood, South Mimms, Arkley, and Totteridge. 
The population is now estimated to be over 50,000, and 
it became imperative to enlarge the hospital by providing 
a separate staff hostel, a children’s ward, and additional 
wards. The extensions will cost about £20,000, of which 
£12,000 has already been collected. 


Edinburgh Royal Infirmary: New Orthopezdic 

Department 

Ward 2 of Edinburgh Royal Infirmary bas been con- 
verted into a department for the treatment of orthopedic 
cases. Sir Thomas Whitson, chairman of the board of 
managers, who opened the ward last week, emphasised 
the need for the coördination of the hospital services in 
the district. He expressed the hope that the opening 
of the ward was but a beginning in the development of 
a new department which would serve tbe south-eastern 
area of Scotland. Hitherto all accident cases have been 
admitted into the general surgical wards in Edinburgh, but 
in view of the need for special after-care it is considered 
that cases of fracture will be more satisfactorily dealt 
with in a special department. 


A Gift from Nepal 


On Oct. 26th Lady Sybil Smith opened at the Wingfield- 
Morris Orthopedic Hospital, Oxford, a ward which is the 
gift of Lieut.-General Krishna Shumshere Jung, the 
Nepalese Minister, and his wife. The ward, which is 
for the treatment of infantile paralysis, has been given 
as a mark of appreciation of the work of Mr. G. R. 
Girdlestone, hon. surgeon to the hospital, who went out to 
India to attend a member of the family. 


Population Investigation Committee 


Under the chairmanship of Prof. A. M. Carr-Saunders, 
whose book on World Population we reviewed on 
Sept. 12th, a committee has been appointed to examine 
the situation created by the decline of the birth-rate in 
this country and the circumstances that have led to it. 
ae members are :— 

Mr. Eardley Holland, F. R. O. P., representing the British 
College of Obstetricians pr- 8. Penrose, representing the 
Medical Research Connell; D. Henderson, in 
the Royal Economic Society ; be Stella Churchill. representing 
the Society of Medical O cers of Health: Sir Charles Cl 
F. R. S., representing the British Population Society : Lord 
Horder, F. R. C. P., Mrs. E. M. Hubback, and Prof. Julian H 
representing the B. Soc i : Mr. Colin Clark; Prof. L. 


Hogben, F. R. S.: N Mr. E. M. H. Lloyd; Mr. 
T non Lady by) W. ams; and Prof. James Young, 


The full-time research secretary will be Mr. D. V. Glass, 
author of The Struggle for Population, and the hon. 
secretary, Dr. C. P. Blacker. Inquiries should be addressed 
to the secretary of the Population Investigation Com- 
mittee, 69, Eccleston-square, London, S. W. I. 
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THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Capt. E. St. G. S. Goodwin to Nelson, and as 
F. M. O. and Specialist in Hygiene. 

Surg. Comdr. J. C. Souter to Drake. 

Surg. Lt. L. Merrill to Scarab. 


ROYAL NAVAL VOLUNTEER RESERVE 


Surg. Lt.-Comdr. D. R. Goodfellow to Courageous. 

Surg. Lt.-Comdr. J. F. Corr transferred from list 2 of 
the Severn Div. to list 2 of the Mersey Div. 

Surg. Lts. K. E. L. Yuill transferred from list 2 of the 
Severn Div. to list 2 of the Sussex Div.; R. H. Long- 
moor promoted to Surg. Lt.-Comdr.; and K. E. O. 
Ringdahl to Pembroke for R. N. B. 

Proby. Surg. Lt. W. S. Parker promoted to Surg. Lt. 

Proby. Surg. Sub-Lt. L. Foster to Ramillies. 

J. L. M. Wood entered as Proby. Surg. Lt. 


ARMY MEDICAL SERVICES 


Col. H. T. Bates, O.B.E., T.D., M.B., Terr. Army, is 
apptd. Hon. Physician to the King, vice Col. L. D. Batley, 
C. B., M. C., T.D., Terr. Army, who bas retired. 

Col. W. R. Reid, D. S. O., retires on ret. pay, and is 
granted the hon. rank of Brig. 

Col. F. A. McCammon, OBE., M. C., late R. A. M. C., 
having attained the age for retirement, is placed on ret. 
pay 

Li. -Col. L. Murphy, D. S. O., from R. A. M. C., to be Col. 


A. McCammon, Assistant Director of Menoni Services 
in Northern Ireland, has been over 30 years in the R.A.M.C., 


Was an ac lieutenant-colonel in France, and . the 
11th Convalescent Depot. Colonel L. Murphy is serving at 
ore, and joined the R.A.M.C. in 1 He was in 


908. 
Mesopotamia, and was three times mentioned in dispatches. 


ROYAL ARMY MEDICAL CORPS 
Maj. H. G. Peake to be Lt.-Col. 


TERRITORIAL ABMY 


Lts. F. N. N. Roberts, J. L. Warner, J. L. Swanston, 
and J. G. Scott to be Capts. 

G. D. Stilwell (late Offr. Cadet, Univ. of Lond. Contgt. 
(Med. Unit), Sen. Div., O.T.C.) to be Lt. 


TERRITORIAL ARMY RESERVE OF OFFICERS 
Capt. W. H. Dowell, from Active List, to be Capt. 


ROYAL AIR FORCE 


Squadron Leader P. B. L. Potter to R.A.F. Hospital, 
Aden, for duty as medical officer. 

Flight Lts. C. G. Harold to Aircraft Park, Lahore, 
India; A. Sheehan to No. 2 (Indian Wing) Station, 
Risalpur, india. 

Dental Branch.—Flying Offrs. C. H. Beamish and E. 
Martin to No. 1 School of Technical Training (Appren- 
tices), Halton; L. C. Bellsham-Revell to Air Armament 
School, Eastchurch ; and A. C. Wilkie to Home Aircraft 
Depét, Henlow. Flight Lt. K. G. Swiss to R. A. F. 
General Hospital, Hinaidi, Iraq. 


INDIAN MEDICAL SERVICE 


Lt.-Col. K. Comyn, R.A.M.C., appointed officiating 
Assistant Director, Eastern Command Headquarters in 
place of Lt.-Col. J. J. D. Roche, who has vacated. 

Majs. to be Lt.-Cols.: J. S. Galvin, A. M. V. Hesterlow, 
and J. R. Kochhar. 

Capt. J. D. Gray resigns his commn. 

Indian Medical Department.—Lt. (Sen. Asst. Surg.) 
C. P. V. Shunker retires, 


COLONIAL MEDICAL SERVICE 


Dr. D. K. Cowan has been appointed Medical Officer, 
Falkland Islands; Miss F. A. Craig, M.B., Ch.B., Dr. T. A. 
Divine, and Dr. A. Marshall have been appointed Medical 
Officers, Malaya; Dr. G. F. Murray, Medical Officer, 
Uganda; and Dr. W. Serle, Medical Officer, West Africa. 
Dr. C. E. Bevan becomes District Medical Officer, Cyprus; 
and Dr. W. J. McClintock, Assistant Director of Medical 
Services, Gold Coast. 


Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TUESDAY, Nov. 17th. 

General Meeting of ‘Fellows. 5.30 P 

Pathology. 8 P.M. for 8.30 P.M. “(Pathological Depart- 

ment, St. Bartholomew’s Hospital, E. O.), Mervyn 

Gordon: 1. Elementary Bodies. G. A. Harrison and 

H. E. Archer: 2. Application to Clinical Pathology of 

(b) the Lovibond 

1 Melanino- 


(a) the Reversion 8 ectroscope, 
8 L. P. Garrod: 3. Bac 
Giant Colonies of S. actinom: 


genicum. A. W. 
Spence: 6 5. Tanibition of Thyrotropic Action. of Pitui- 
-thyrotropic Serum. A. H. T. Robb- 


tary by An 

Smith: 6. 9 mento on the Nature of the Pul- 

monary Alveola and the Alveolar Phagocyte. 

7. Specimens from 8 of Reticulo-sarcoma. 

Bodle Scott and A. H. Robb-Smith: 8. 

Lym] oid Follicular Retienlosis, 9. 

fava-Micheli Disease. R. G. Macfarlane: 10. Exp 

ments on Clot Retraction. 11. Qualitative Changes 

in Blood Proteins after Operation, H. A. Magnus: 

12. Plasmocytoma of Sacrum. 13. Adamantinoma of 

Pituitary. 14. Multiple Necrosis of Spleen. 15. Recent 
Additions to the Museum. G. Hadfield: 16. Uses of 
Polaroid“ in Microscopy. R. Bodley Scott: 17. 
Sternal Puncture Preparations. R. Klaber: 18. 
a Skin Sections. 

THURSD 


Dermatology: 5 P.M. (Cases at 4 P.M.) Dr. H. W. Barber 
and Dr. P. M. F. Bishop: 1. Keratoderma Climac- 
tericum (Haxthausen) Treated with Œstrin. Dr. H. 
Semon: 2. Pseudo-pelade. 3. F Dr. 
P. R. Evans (introduced by Dr. Parkes Weber): 
4. Dermatomyositis. Dr. F. Parkes Weber and Dr. W. 
zrouden . Glomus Tumour (Masson). Dr. 

. Twiston Davies: 6. Lymphangioma. Mr. H. 

7. Loss of Nails in Lichen Planus. Dr. G. 
Bamber: 8. Granuloma Annulare. Dr. R. T. Brain: 
10. Pseudoxanthoma Elas- 

Dr Wigley: 11. Pityriasis Rubra 
Pilaris. Dr. A. D. Me Peters: 12. Angioma Serpi- 


ginos 

Neurology. 8.30 P.M. Dr. D. E. Denny-Brown: The 
Experimental Production of Spasticity. Dr. J. H. 
Hunt: Raynaud’s Phenomenon in Workmen Using 
sige Tools. 


FRID 

Physical Medicine. 5 P.M. Dr. E. P. Cumberbatch and 

r. H. J. Taylor: Short-wave Therapy. Sir Leonard 

Bii F.R.S., and Dr. H. J. ie Ga Demonstration 

of Physiological Action. Dr. G. B. Heald, Dr. Justina 

Wilson, Dr. Albert Eidinow, and Dr. P. Bauwens will 
also speak. 

Obstetrics ana Gynecology. 8 P.M. Prof. E. O. Dodds 
and Dr. Gardiner-Hill: The Present Position of 
Hermongs! in Obstetrics and Gyngecology. r. P. M. F. 
Bishop, Mr. T. N. A. Jeffcoate, and Mr. T. N. MacGregor 
will a JO speak. 

Radiology. 9. 15 P. M. Prof. Hans N The Manage- 
ment of Advanced Malignancies. Dr. N. S. Finzi and 
Dr. J. Struthers Fulton will also speak. 


1 INSTITUTE OF RADIOLOGY, 32, Welbeck- street, 


Medical Section. 
FRI DAT, Nov. 20th.—11 A. M., Visit to the X Ray Depart- 
ment of the Brompton Hospital for Consumption, 
S. 5 P.M., Case Demonstration and Discussion. 


ROYAL ote. OF TROPICAL MEDICINE AND 


. 19th.—8. ra P.M. (Hospital for Tropical 
Dr. G. Carmichael 


Bahr, Major H. C. Brown, 
Dr. N. Hamilton Fairley : Demonstrations. 


ROYAL MICROSCOPICAL SOCIETX 


WEDNESDAY, Nov. 18th. rane 30 F. m nM M. A House, 
Tanie Dok nauan "i i ), Mr F.R. 
and Mr. V. Wel e with Dikra- violet 


Light—a Bimplldestion of Method. 
SOCIETY OF MEDICAL OFFICERS OF HEALTH, 1, Thorn- 
haugh-street, W.C. 
THURSDAY, Nov. 19th.—11 A. u., Annual Conference of the 
Central Council for Health Education. 
TUBEROULOSIS ASSOCIATION. 
F. Oth.—5.15 P.M. (Manson House, 26, Port- 
S. Roodhouse Gloyne: From 
i y of the Disease, 
Past and Present. N Adaren. 8.15 
Mr. G. Mason and Dr. Livingstone: hg 
Treatment of Pulmonary Tuberculosia by Thoraco- 
plasty. 
EUGENICS SOCIETY. 
. Nov. 17th.—5. 15 P. M. 
Society, Burlington House 
The Heredity of the Royal 


Rooms of the Linnean 
Mr. W. T. J. Gun: 
Gaste. 
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HUNTERIAN SOCIETY. 
MONDAY, Nov. 16th.—9 P.M. 
B.C), Dr. G. 


THE LANOET] 


Cutlers’ Hall, Warwick-lane 
Canon Anson, Mr: Gilbert 
„ Killick 


CHELSEA CLINICAL 888 
TUESDAY, Nov. 17th.—8. 30 P.M. (Hotel Rembrandt, 
Thurloe-place, S. W.), Mr. H. J. Barton-Chapple, B.Sc. : 
Television. 
MEDICAL SOCIETY OF LONDON, 11, Chandos- street, W. 
THURSDAY, Nov. 19th.—5 P. M., Sir Robert McCarrison : 
a a in Research. David Lloyd Roberts 
ure. 


‘LECTURES, ADDRESSES, 


UNIVERSITY OF LONDON. 

MonpDay, Nov. 16th.—5 p.m. (University College, W. O.), 
Dr. Phyllis Tookey Kerridge: Physiology of Hearing 
and Speech. (First of four lectures. ) 

OHADWIOK PUBLIC LECTURE. 

FRIDAY, Nov. 20th.—8 P.M. (Town Hall, Gateshead), Mr 
Lionel Pearson, F. R. I. B. A.: Modern Hospital Con- 
struction. 

INSTITUTE OF HYGIENE, 28, Portland-place, W. 

WEDNESDAY, Nov. 18t th.—3.30 P.M. „ Dr. Macdonald 
“Critchley : : Climate and the Nervous System. 

BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane- 
roa 

MONDAY, Nov. 16th.—2.15 P.M., Dr. Duncan White: 
Radiological Demonstration. 2.30 P. M., N R. D. 
Lawrence: Diabetes aon Diseases of P 

Kettle, F. R. S. „ Patholo- 
gical e 


TDESDAY.—2 P. M., Prof. E. H. 

WEDNESDAY.—Noon, clinical and pathological conference 
fon medical). 2.30 P. M., clinical and pathological con- 
shad (surgical). 4.30 P. M., Prof. S. P. Bedson, 

Virus Diseases. 

1 . 30 P. M., Mr. Eardley Holland : Heemorrhage 
of Late Pregnancy. 

2.30 P. M., Prof. 


AY.—2 P. M., operative obstetrics. 
Acute Surgical Infections of Bone. 


DEMONSTRATIONS, &c. 


John Fraser: 
E M; , department of gynæcology, pathological demon- 
stration. 

Daily, 10 A.M. to 4 P.M., medical clinics, surgical clinics or 
operations, obstetrical and syneecological clinics or 


WEST LONDON § HOSPITAL POST-GRADUATE COLLEGE, 


MONDAY Nov. 16th .—10 A.M., skin clinic. 11 A.M., surgical 
wards. 2 P.M., operations, surgical and gynæcological 
wards, medical, surgical, and gynæcological clinics 
4.15 P. M., Mr. Green -Armytage : : Salpingograms in 
‘Diagnosis and Prognosis. 

9 —10 A. M., medical wards. 11 A. M., ba oe 

ards. 2 P.M. „ operations, medical, surgical and 
throat clinics. 

WEDNESDAY.—10. A. M., children’s ward and clinic. 11 A. M., 
Inedical wards. P.M., gyneecological operations, 
medical, surgical, and eye clinics. 

THURSDAY. —10 A.M. „ neurological and gynecological 


i l clinics. . Noon, fracture clinic. 2 P.M., operation, 
medical, surgical, to-urinary, and eye clinics. 
4.15 P.M., venereal diseases. 


FRDAY.—10 A. M., medical wards, skin clinic. Noon, 
lecture on treatment. 2 P.M., operations mo 
surgical, and throat clinics. 4.15 P.M., Mr. 
Batchelor: lecture. 

SATURDAY.—10 A.M., children’s and surgical clinics. 11 A. M., 
medical wards. 

The lectures at 4.15 P.M. are open to all medical practi- 
tioners without fee. 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street,, W. 

Monpay, Nov. 16th, to SUNDAY, Nov. 22nd.—St. Joun’s 
HOSPITAL, Leicester-square, W.C., afternoon course 
in dermatology.—INFANTS HOSPITAL, Vincent-square, 
S.W., Saf. and Sun., course in children’s diseases. 

NATIONAL HOSPITAL, Queen-square, W.O. 

MONDAY, Nov. 16th — 3.30 P. M., Dr. Hinds Howell: The 
Meninges and Cerebro-spinal Fluid. 

TUESDAY.—3.30 P.M., Dr. Critchley : Aphasia, Apraxia, &c. 

Kinni Clinical 


WEDNESDAY. —3.30 P. M., Dr. er Wilson: 
Demonstration. 
e u .30 P.M., Dr. Riddoch: Epilepsy and its 
ariants 
, PEDA .—3.30 P.M., Dr. Purdon Martin: The Oranial 


Out-patient clinic daily at 2 P 


ae SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


TUESDAY, Nov. 17th.—5 P. M., Dr. W. N. Goldsmith: 
Infantile Eczema and Pa ular Urticaria. 
WEDNESDAY.—5 P.M., Dr. I. Muende: Histo ma of 


New Growths of 'the Skin. (Chesterfield lec 
aoe “FOR SIOK CHILDREN Great Grinond otek: 


WEDNESDAY, Nov. 18th.—2 P. My Dr. R. S. Frew: Cosliao 
Disease. 3 P.M., Dr. R. T. Brain: Skin Diseases of 


Infancy. 
Oat parent clinics daily at 10 a.m. and ward visits at 
CENTRAL LONDON e NOSE, AND EAR HOS- 


PITAL, Gray’s Inn-road . 
FRIDAY, Nov. 20th.—4 P.M. A. Lowndes Yates: The 


Treatment of Nasal dt, Mr. 
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SOUTH-WEST LONDON pal Sadr ee ASSOCIATION. 
WEDNESDAY, Nov. 18th.—4 P.M. James’s Hospital 
Ouseley-road, S. W.), Mr. W. O: aisan: Traumatic, 
Surgery. 
5 GENERAL AND NORTH-WEST LONDON 

WEDNESDAY, Nov. 18th.—4 P.M., Dr. T. F. Cotton: Heart 

Failure and its Treatment. 
ST. MARY’S HOSPITAL, W. 

THURSDAY, Nov. 19th.—5 P.M., Dr. G. O. Barber: sy 
ventive Medicine and its Place with the Genera 
Practitioner. (General Practice VII.) 

ST. JOHN CLINIO AND INSTITUTE OF PHYSICAL MEDI. 
O „ Ranelagh-road, S. W. 

FRIDAY, Nov. 20th.—Dr. Cawadias: The Rheumatic 

Diseases n Relation a Endocrine ` and Metabolic 


Disturban 
ST. PAUL’S HOSPITAL, Endell-street, W. O. 
WEDNESDAT, Nov. 18th.—4.30 P. M., Mr. 
Radium in Carcinoma of the Prostate. 
MANCHESTER ROYAL INFIRMARY. 
TUESDAY, Nov. 17th.—4.15 P. M., Dr. William Brockbank : 
Pulmonary Suppuration. 
FRIDAY, Nov. 20th.—4.15 P. M., Mr. J. P. Buckley: Demon · 
stration of Surgical Cases. 
ANCOATS HOSPITAL, Manchester 
THURSDAY, Nov. 19th.—4.15 P.M., Dr. Bailey: Anomalies 
of Menstruation. 
MAN H DONEN HOSPITAL FOR CONSUMPTION, Dean - 
gate. 
s WEDNESDAY, Nov. 18th.—4.30 P.M. Mr. E. S. Burt Hamil- 
ton: Lupus of the Nose and Throat. 
LEEDS GENERAL INFIRMARY. 
- TUESDAY, Nov. 17th.—3.30 P. M., Mr. Black : Exophthalmos. 
LEEDS PUBLIC DISPHN SARL. 
WEDNESDAY, Nov. 18th.—4 P. M., Mr. A. D. Sharp: Demon: 
. stration of Tonsil Removal by Dissection. . 
GLASGOW POST-GRADUATE. MEDICAL ASSOCIATION. 
WEDNESDAY, Nov. 18th.—4.15 P.M. (Royal Hoa for 
Sick Children), Prof. G. B. Fleming: e. Factors 
Influencing Growth and pee in Ea a aud 
00 


Births, Marriages, and Deaths 


BIRTHS 


REWws.—On Oct. 31st, Ned Lyme Regis, the wife of Dr. 
Ronald Andrews, o 

BUROK. —On Oct. 31st, bhan wife. of Dr. Charles Black, of Brighton, 
of a son. 

BUNCOMBE.—On Nov. 3rd, at Norwich, the wife of Dr. G. I. 
Buncombe, of Gorleston, of a da 

GIMBLETT.—On Nov. 4th, at Welbeo -street, the wife of Mr. 
ee les 2 e F. R. O. S. Eng., of Devonshire 
place, 

MooRE.—On hee ath, at Beckenham, the wife of Dr. J. K. 
Moore, of a k auan 

MorRLEY.—On Nov. 5th, at Welbeck-street, W., the wife of 
Dr. Henry Seaward ‘Morley, of Midhurst, Sussex, of 8 800. 

O'REGAN 855 Nov. 7th, st Devonshire-place, W., the wife of 


Regan, of a 
SPooR.—On Nov. 8th, aie the Middlesex 8 
wife of Dr. W. H. Spoor, Downderry, Co Se errs ofe dani 
wae. on Nov. 8th, at Epsom, the wife of Dr. G. Wide 
0 
WILLES -On Oct. 31st, the wife of Surg. Lt.-Commander Charles 
F. Wiles, R.N., retd., of Abbots Leigh, near Bristol, d 
@ son. 
WYLLIE.—On Nov. 3rd, at Bentinck-street, the wife of Dr. 
H. A. Wyllie, of Portland-place, of @ son. 


MARRIAGES 


RIEKIE—SMITH.—On Oct. 31st, at St. Peter's, Vere-strect, 
: London 885 Arthur Riekie to Beatrice Gwendoline 


Smith, F. R 
DEATHS 


BERRY.—On Nov. Ist, at Zurich, Thomas Percival al Berry, M uD, 
Lond., late chief medical officer, G.W.R. 
(Swindon), aged 61. 

BLENEINSOP.—On Nov. 3rd, at Frensham, Surrey, Major 
General Sir Alfred Percy Blenkinsop, K. C. B., OM. 
M. R. C. S. Eng., aged 71. 

ELLIOT. oa Nov. oth, at Barnet, Robert Henry Elliot, MD. 
Lond., F. R. O. S. Eng., D. P. H., ’lieut-colonel, I. M. S. retd. 

HawkEs.—On Nov. 6th at Wallasey, James Leonard Hawks, 
M. B. Manch., M.D. 

MACDONALD. —On Nov. sth. a All Saints’ oepa ETA 
Herman Arthur Macdonald, M.B.E., M.D. Edin., BS 
late of Dover and Birkenhea vd. 

PENMAN.—On Nov. 18. at 3 Bradford, ae 
David Penman B. Glas 

SaADLER.—On Nov. he at Barnaley; Yorkshire, Francis Josepb 
Sadler, M.D. Oxon. „ aged 69. 

EBSTER.—On Nov. 5th, at Toronto, Prof. Albert Edward 
Webster, M. D., M.D.S., LL. B., honorary dean, Faculty d 
Dentistry, University ot Toronto. 

WILLOUGHBY. =‘ Nov. 4th, at 5 Bartholomew’s Hospite 
E. C., W. Willoug bby . Camb., D.P.H., m 
officer of heaith for the 2285 of London. 


N. B.— 4 fee of 7s. 6a. - charged Jor th the insertion af Notices d 
Births, Marriages, and Deaths 
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NOTES, COMMENTS, AND ABSTRACTS 


MEDICAL RELIEF FOR SPAIN 


THE two ambulance units sent to Spain from this 
country are in urgent need of support. Their 
organisers have gone ahead with their work—for 
it clearly cannot wait—and have counted on the 
British public to supply the means. There can be 
few readers of the newspapers who have not felt some 
wish to mitigate the distresses of the Spanish people, 
and we take this opportunity of stating once more 
that subscriptions will be gratefully received by 
the Spanish Medical Aid Committee (24, New Oxford- 
street, London, W.C.1) and by the Scottish Ambulance 
Unit for Spain (5, Cleveden-road, Glasgow). Relief 
funds are also being distributed through the Inter- 
national Red Cross, and money for this purpose may 
be sent to the British Red Cross Society (14, Gros- 
venor-crescent, S.W.). A further appeal reaches 
us from the Catholic Bishops’ Committee for the 
Relief of Spanish Distress. (38, Eccleston-square, 
S. W. I) who have already sent out a motor ambulance 
and lorry with equipment for operations. ‘‘ The 
state of the wounded,” they say, is appalling; 
and we cannot believe that our fellow-countrymen, 
whatever their creed, can be indifferent to the call 
of mercy.” 


A MUSEUM OF ELECTROPATHOLOGY 


THE President of the Austrian State, Wilhelm 
Miklas, presided at the inauguration festival on 
Oct. 29th of Prof. Stefan Jellinek’s museum, and 
those present included medical men from England, 
France, Germany, Czechoslovakia, Poland, Japan, 
and other countries, together with representatives 
of the services and of engineers and workmen. The 
working electricians of Vienna had collected a thousand 
shillings and 55 them to Prof. Jellinek in 
appreciation of his work for their industry. 

The museum, which was briefly described in our 
issue of April 4th last, is original in type, and shows 
the practical application of electropathology to daily 
life. For example, there are models and drawings 
illustrating how treatment should be given to the 
victim of electric shock, how the hygienist should 
prevent such an accident, and how the expert witness 
can judge whether the accident was due to murder, 
suicide, incendiarism, or lightning. For the techno- 
logist and engineer, the problem of the construction 
and danger of the ordinary electrical lamp are 
considered, and electrical conductivity of various 
materials (notably concrete) is set forth. 

The sixteen rooms comprising the museum form 
part of the university, and are more or less under 
its supervision. In 36 years’ work Prof. Jellinek 
has brought together a collection of specimens 
unique and invaluable. A large section is devoted 
to industrial accidents and their treatment, and the 
value of lumbar puncture is emphasised by a model 
showing the needle in situ. Other specimens illus- 
trate his theory of electricity, emphasising its 
mechanicalaction as of prime importance. Not the least 
interesting exhibits, especially from the point of view of 
the medical jurist, are the markings of the electric 
discharge, both on organic substances—such as 
muscle-fibre, in which the presence of electricity was 
proved by a spiral marking—and in inorganic 

material. An example of this latter was an iron 
portion of an aeroplane which formed part of a 
machine which had come down in flames. The 
catastrophe was attributed to the fault of the pilot, 
but the microscope revealed the typical spiral mark- 
ing of the electrical current and the man’s innocence 
was established. 

In addition to the museum rooms, there are also 
a lecture theatre, a medical and technical laboratory, 
and an ambulance room for casualties. One room 


which deserves special attention is that containing 
over a hundred water-colour drawings of specimens, 
and over a hundred articles of everyday life, illus- 
trating what can be termed almost a new science, 
‘‘Spurenkunde der Elektrizität, on which Prof. 
Jellinek lectured before the Royal Society of Edin- 
burgh last July. This collection of thousands of 
specimens (as was said in one of the speeches), form- 
ing as it does part of the cultural work in Vienna 
medical school, is an asset for the whole world.“ 


FRESH AIR INSTEAD OF OXYGEN 


MAKESHIFTS are often more exciting, nearly as 
efficient, and much less expensive than the genuine 
article. J. E. Crewe of Rochester, Minnesota, has 
devised a simple apparatus for supplying patients 
with gently moving outside air as a substitute for 
oxygen when this is not to be had (Jour. Amer. Med. 
Assoc., Oct. 3rd, 1936, p. 1125). It consists essentially 
of a small blower and a length of 2-inch piping. 
electrically operated blower at one fiexible end of 
the pipe is attached to a hole in a board of adjustable 
length which can be fitted snugly beneath a raised 
window. The other flexible end of the pipe can be 
fixed near the patient’s face. The middle portion of 
the pipe, rigid but telescopic, is slung through a 
pulley to the ceiling. The apparatus has proved 
useful for patients in crowded and overheated rooms. 
If electricity is not available to operate the blower, 
the wind or a stream of water can be used instead. 


AN OBSCURE CASE OF VERTIGO 


M. L. J. has under his care an otherwise healthy 
woman of 54 who has intense attacks of vertigo of 
short duration. She has been examined by specialists 
who have been unable to point to the cause of these 
paroxysms. They do not seem due to water retention, 
labyrinthine disease, or Méniére’s disease. There 
are no signs of organic nervous disorder, nor is there 
any neurotic tendency. No septic foci can be found 
and the digestive functions are good. The whole 
range of orthodox remedies have been tried without 
effect. One notable feature of the attacks is that 
they are induced by sudden movement of the head 
or by postural change; attacks have however 
come on in the early morning on waking. Suggestions 
for treatment would be welcomed from any who 
have met with similar cases. 


AN EMANCIPIST 


Many good stories, both factual and fictitious, 
have been written about doctors who have become 
famous or notorious for extra-medical adventures 
or achievements. The hero of “a musical drama 
in three acts recently published 1 is William Redfern, 
assistant surgeon on H.M.S. Standard in 1797, who 
at the age of 19 was found guilty of mutiny and sen- 
tenced by court martial to be shot to death.” His 
only crime was that he had dared to criticise the 
iniquitous conditions of life on the lower deck and, 
in a heated argument with his captain, had expressed 
sympathy with the mutineers of the Nore. His 
sentence was commuted to one of penal servitude 
and, after four years at Dartmoor, he was transported 
at his own request to New South Wales. the 
voyage out on the Minorca he was detailed to assist 
the surgeon, and as a result of good work on Norfolk 
Island and at Sydney he was granted an absolute 
free pardon by the Prince Regent on the recommenda- 
tion of Governor King. As an emancipist, he super- 
intended the work of the hospital at Sydney, developed 
a considerable private practice, and became a person 
of consequence, being granted the first medical 


1The Emancipist. An historical drama in three acts. By 
Major-Gen. John Macquarie Antil, C. B., OC. M. G., and his 
daughter Rose Antill de Warren. Sydney: 1 1 ana Pp. 168 


pon aoa : London: Williams and Norgate Ltd. 
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diploma ever awarded in Australia. The action of 
this play, divided into 13 scenes, opens with the 
ve 5 Redfern and Captain Hawkins, and 
ends ha ppil y with the complete acceptance of the 
emancipist into the best society of New South Wales. 
The plot unfolds well enough but the play is rather 
too long, the last act especially being unduly pro- 
tracted. Much of the dialogue will be perhaps too 
stilted and artless for the modern taste, but the 
story, suitably produced, might make an excellent 
film in the Bounty tradition. 


PHYSIOLOGY AND PATHOLOGY OF WOMAN 


WE are all liable to be asked to recommend books 
on various aspects of physiology and thology 
suitable for the lay public. A clearly written little 
book for the intelligent non-medical woman seeking 
information, accurate but neither technical nor 
profound, about the workings of her own body has 
recently been issued.“ The factors which constitute 
femaleness are described in the opening chapter. 
Menstruation in all its aspects is freely considered. 
The reproductive ap atus, the endocrine system, 
the menopause, steri ity, ovulation, the safe period,” 
leucorrhœa, and genital cancer are other matters 
discussed. The author, who rightly describes himself 
as “an old-fashioned fellow,” is, perhaps, least 
happy in the final chapter` which deals with the sex 
life of woman, and which lacks the candour nowadays 
5 necessary for helpful discussion of this 
subject, 


MISSION HOSPITALS IN CHINA 


THESE institutions are well served by the Institute 
of Hospital Technology at Hankow. The institute 
is under the auspices of the missionary section of the 
Chinese Medical Association, and is housed in the 
Union Hospital at Hankow. Hospitals send students, 
men and women, for six and twelve-month courses in 
laboratory work, pharmacy, anssthesia, and X ray, 
and, after training, these men and women go back 
to their own hospitals equipped to undertake much 
of the work which, in better staffed institutions, 
would be done by fully qualified doctors. The scheme, 
which is a great boon to understaffed hospitals, has 
worked well, and Miss Hilda Waddington, the dean 
and registrar of the institute, reports that 30 mis- 
sionary societies have sent students to the institute 
for training. 


In the notice of the London Medical Exhibition 
in THE LANCET of Oct. 31st (p. 1066) the statement 
that Scott’s Brand Emulsion of cod-liver oil contains 
hyposulphites of lime and soda should of course read 
hypophosphiies of lime and soda. 


UNWANTED INDICES to “THE LANCET.’”’—Any 
reader who has an unbound copy not in use of the 
index for any of the years 1932, 1933, 1934 (Vols. I. 
and II.), and 1935 (Vol. I.) would greatly oblige 
by posting the same to the Editor of THE LANCET, 
7, Adam-street, Adelphi, London, W.C.2. 


1The Woman Asks the Doctor. Emil overs M. D., 
D.Sc. London: Christophers. 1956. . 191. 6s. 
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All Sainte’ Hospital, ig ame West- e, S.E.—Hon. 
Surg. Reg. Also Res. H.S., at Tate of £100. 

Altrincham General Hospitai.—Jun. . S., at rate of 2120. 

Ayr County Council. — Obstetrician, £700. 

Bath, Royal United Hospital. Hes. O., 8150. 

Birmingham General H Surg. O. Also Med. Reg. 
and Res. M.O., £180 and £155 respentively. 

Birmingham, Selly ‘Oak Hospital. Res. Ear, Ne ose, and Throat 

urgeon, £700. Also Jun. M.O.’s, each at rate of £200. 
59 12 e Alexandra Hospital for Sick Children.— H. S., 


al Sussex County Hospital.— H. S. and, Cas. H.S., 

£120 respectively. Also Hon. Med. 1 

Cardiff Royal Infirmary, &c.—Hon. Dermatologist and M. O. to 
V. D. Centre, £250. 

Carlisle, Cumberland Infirmary.—Hon. Surgeon. 


Northwood, Middles 


City h London 5 for Diseases, of the Heart and Lung, 
45 0 ria Park, E.— Res. M. O., 8350. Also H. P., at rate 
o 


ey, Guest Hospital. Hon. Asst. Surgeon to Ear, Nose, and 

oat 

Eastbourne, Royal Eye Hospital, Pevensey-road.—H.S., 8100. 

East Ham Memorial H al, Shrewsbury-road, E.—Hon. Dental 
eure n. Also H.S. to Spec. Depts., and Cas. O., at rate af 

Edgware, Redhill County Hospital. —J un. Res. Asst. M. O., at 


rate of £25 
Elizabeth Garett Anderson Hospital, Huston-road, V. F.—H. p., 
First ane Second H.S., also Obstet. Asst., each at rate 


of £50 

Evelina Hospital for Siek OREHE; Southwark Bridge-road, 8.E.— 
H.S., at rate of £ 

Farringdon General Dispensary. —Hon. Surgeon for Throat, 
Nose, and Ear Clinic. 

Gloucestershire County Council.—M.O., £800 

Gloucestershire Royal Infirmary, dłe éc.—f. P., at rate of £150. 

Guy's Hospital, S. E.— Clin. Asst. to Radiology Dept., £350. 

Halifax C County Borough.—Consultant Obstetrician, 5 gns. and 


Hampelead General and N.W. London Hospital, Haverstock Hil, 
N.W.—Cas. M.O. and Cas. Surg. O. for Out-patient Dept., 
each at rate of £100. 

Hendon Borough.—Asst. M.O.H. and Asst. School M. O., £600. 

Hospital for Sick Children, Great Ormond-street, W.C.— 

200. Res -P. and Res. H. S., each at rate 
100. Also Res. Anresthetist: Reg., at rate of £150. 
Hospital o of F Elizabeth, 60, Grove End-road, NW.— 


Huddersfield Royal Infirmary. —H. 8. to Eye, Ear, and Obstet. 
Dept., at fato of £150. 
Isleworth, West Middlesex ‘County Hospital.—Asst. M. O., £400. 
Lancaster al Infirmary.—Jun. H.S., at rate of 8130. 
Leeds Education Committee.—Asst. School M.O. es ee: 
Homeopathic Hospital, Great Ormond-st . C.— 
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History of Dysentery in Great Britain 


SCATTERED references to dysentery or bloody 
flux are found in the chronicles of the fourteenth, 
fifteenth, and sixteenth centuries. In the early 
part of the seventeenth century spotted fever, bloody 
flux, and small-pox were the prevalent epidemics 
among the rich as well as the poor in England. We 
owe the first olinical description of dysentery in 
England to Sydenham, who observed the epidemics 
which occurred in London in 1669, 1670, and 1671. 
It set in at the beginning of the autumn and declined 
at the approach of winter. The motions were 
frequént, slimy, often streaked with blood, and 
attended with griping. Though not infrequently 
fatal to adults, it was much more so to old men, but 
was remarkably harmless in infants. 

Throughout the eighteenth century there were 
many epidemics in England, the incidence and 
mortality varying greatly from year to year. Mark 
Akenside had more than 130 cases in his ‘wards at 
St. Thomas’s Hospital between 1758 and 1762. 
It attacked the poor more than the rich, children more 
than adults, and convalescents from acute fevers 
and lying-in women were specially liable to be 
affected. 

Sporadic cases continued to appear every autumn 
and to disappear with the frosty weather of November 
and December until 1800, when there was again an 
extensive epidemic in London. The only great 
dysenteric epidemics of the nineteenth century 
followed the hot summers of 1825 and 1826, the 
latter being probably the hottest and driest of the 
century. Throughout the nineteenth century dysen- 
tery continued to be common in asylums, prisons, 
workhouses, and barracks, and occasional small 
epidemics were observed in villages. 

There is no doubt that English dysentery was 
always of the bacillary type. Thus William Baly, 
physician to Milbank Prison, in his Goulstonian 
lecture for 1847 notes that among the many hundreds 
of cases of dysentery he had observed in the prison 
during the previous seven years there was not one 
complicated with hepatic abscess, which was a common 
complication of dysentery in India, where future 
research was to prove that ameebic dysentery, which 
is the more common variety in India, is the only 
form which gives rise to hepatitis. . 

Actual proof of the nature of the British infections 
could not, however, be obtained until the researches 
of Shiga, Kruse, and Flexner between 1898 and 1902 
made it possible to identify the different types of 
dysentery bacilli, and in 1904 Eyre obtained for the 
first time bacteriological evidence that the dysentery 
which occurred in English asylums was caused by 
infection with the B. dysenteriae. In 1912 Nabarro 
isolated the dysentery bacillus from a child who had 
been attending the Great Ormond-street Hospital 
for many years a8 a case of recurrent colitis. Since 
then he and others have found that many cases of 
summer diarrhoea in small children, as well as cases 
> Based on addresses to the epidemiological and infectious 
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diagnosed as chronic colitis, are caused by Flexner's 
bacillus. 

Between 1904 and 1914 hardly a year passed with- 
out the discovery of one or more mild dysentery 
epidemics in towns, villages, and institutions, the 
causal organisms being classified simply as Shiga’s 
or Flexner’s strain of B. dysenteriae. The work of 
Andrewes and Inman, Sonne, and others during the 
war made it possible to classify dysenteric infections 
with much greater accuracy by the use of highly 
specific agglutinating sera. At the present time 
four main types are recognised—Flexner and atypical 
Flexner (Sonne) strains and Shiga and atypical 
Shiga (Schmitz) strains. The first two are relatively 
common, the second two extremely rare in Great 
Britain. 

From 1922 to 1934 between 345 and 924 cases of 
dysentery were notified each year in England and 
Wales (Table I.). Of the 763 casés notified in 1934 
450, with 44 of the 103 deaths, occurred in mental 
hospitals. The infection was almost always due to 
the Flexner or Sonne bacillus. 


TABLE I 
Number of notified cases of dysentery and deaths in England 
and W since it became a notifiable disease on 
March Ist, 1919. (The figures include a comparatively 
small number of cases of amoasbic dysentery. ; 


Year. Cases. Deaths 
1919 440 0 
1920 683 155 
1921 573 98 
1922 538 97 
1923 809 116 
1924 924 133 
1925 783 92 
1926 763 103 


Modern bacteriologioal investigations and the 
olinical records of the past indicate that the dysentery 
of Great Britain must always have been predominantly 
of the Flexner and allied Sonne types, although the 
occurrence in earlier days of occasional outbreaks 
of high mortality makes it probable that Shiga 
infections were not quite as uncommon as now. 


Spread of Infection in Great Britain 


Rural outbreaks.—Modern public health administra- 
tion, though very effective in towns, has not succeeded 
in removing endemic infection from rural districts. 
Turner has related experiences which show how 
small villages in agricultural districts, where flies 
breed freely and sanitary arrangements are primitive, 
may act as natural reservoirs of bacillary dysentery. 
The well from which a family drew their water 
dried up, and water was carried from a neighbouring 
stream in barrels and emptied into the dried-up well. 
Soon afterwards several members of the family 
developed symptoms of acute dysentery and died, 
and Flexner’s bacillus was isolated from their stools. 
Before long he was called to a neighbouring village of 
150 inhabitants to see a man with similar symptoms ; 
in this case Sonne’s bacillus was isolated. Ten other 
cases developed within a week or two. On inquiry 
it was found that nearly every autumn diarrhea, 
often bloody, -went through the village, but the 
inhabitants were so accustomed to it that they did 
not send for a doctor unless somebody was very ill. 

Effect of wars.—From its geographical distribution 
and the absence of hepatic complications, it is certain 
that the dysentery which attacked the British army 
in the Crimea and in the South African War was 
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bacillary. Out of the 30,000 British soldiers who 
fought in the Crimea 7883 suffered from dysentery, 
and of these 2143 died; in the South African War 
there were 1342 deaths among 38,108 cases. 

In the Great War bacillary dysentery first appeared 
in epidemic form at Gallipoli in August, 1915, and 
from 1916 till the end of the war it continued to be a 
serious source of invaliding in Mesopotamia, Salonika, 
and Palestine. A milder form developed in France 
and Flanders in July, 1916, and recurred in the 
autumn of 1917. and 1918. Its incidence varied 
between a maximum of 126 cases per 100,000 on the 
Western front in September, 1916, and 7900 per 
100,000 in Mesopotamia in 1916. Moreover, no less 
than 1 per cent. of all convalescent soldiers returning 
from the Near East, other than those known to have 
had dysentery, were found to be Flexner carriers. 
In the East Shiga and Flexner infections were about 
equally common, but 85 per cent. of cases in the West 
were of the Flexner type. The mortality was low in 
every theatre of the war, the maximum being at 
Gallipoli, but even there it was only 5 per cent. 

It would be natural to expect that the endemic 
dysentery of Great Britain was reinforced by infected 
soldiers after the Crimean, South African, and Great 
Wars. There is good evidence that dysentery did 
increase in England after the Great War (Table I.). 
The importation was mainly of the Flexner type, 
although in the East, the natural home of dysentery, 
Flexner and Shiga strains are about equally prevalent, 
for among the 3 per cent. of all patients who con- 
tracted dysentery and who became chronic carriers the 
proportion of Flexner to Shiga infections was about 
4 to 1. The Shiga carrier almost invariably remains 
a relatively sick man, whereas the Flexner carrier 
is often quite fit, so that the former was likely to be 


recognised and kept under observation until the 


infection had died out, whereas the latter was more 
likely to return home and spread the infection. 
Immediately after the war a few Shiga infections 
were recorded ; now they have almost disappeared. 
Until 1925 the percentage of true Flexner strains 
was about 80, but it has since fallen to about 50, a 
higher proportion of the cases being of the Sonne 
type. The temporary increase of Flexner infections 
was due to a rise in imported cases during the war, 
the present incidence representing mainly the endemic 
disease, in which Flexner and Sonne infections are 
equally common.. . l 

To a much smaller extent the same form of importa- 
tion must continue in times of peace. 
of the past ten years a surprisingly high percentage 
of cases of typical Flexner infection can be traced 
back to someone who has brought the organism from 
overseas. Thus an ex-soldier from the Near East, 
originally infected in 1918, caused a local outbreak in 
England nine years later, and a boy, who over a 
year previously had clinically recovered from dysen- 
tery in Baghdad, started a severe outbreak when he 
joined a school in England. 

Infection from cruises.—Hern (1935) has recently 
drawn attention to the possible spread of bacillary 
dysentery in England as a result of the increasing 
popularity of pleasure cruising. He records the case 
of a patient who developed severe diarrhœa six days 
before the end of a fortnight’s cruise. The day after 
landing Flexner’s dysentery bacillus was isolated 
from the stools, which contained abundant blood and 
pus. In addition to Hern’s patient at least a hundred 
passengers developed diarrhea. The epidemic broke 
out about forty-eight hours after sailing and before 
any port of call had been reached, so that the infection 
presumably was conveyed to the food by a carrier 
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among the staff who had contracted it during an 
earlier cruise. As Hern points out, if we take ten days 
as the normal average period of infectivity, it follows 
that only those cases which occurred in the first two 
days of the epidemic can have been safe neigh- 
bours by the time they reached home; of the rest 
each must have been a potential focus for the start 
of a fresh outbreak in this country.“ 

Hill (1935) relates his experience of another oruise, 
in which after leaving Istambul he and others wer 
laid up with an acute attack of dysentery, which 
confined him to bed till he reached England. A 
friend was taken ill immediately he reached home 
and died from dysentery. 

From our own observations we are inclined to 
think that the most frequent source of infection is 
food taken at ports of call where dysentery is common, 
and we have seen several patients with severe chronic 
diarrhea which developed after an acute attack 
of food poisoning contracted after a meal on shore. 
In one case both the Amœba histolytica and Flexner’s 
bacillus were found in the stools ; the former infeotion 
was quickly cured with emetine, but chronic ulcera- 
tive colitis, which lasted over three years, developed, 
although during the last year Flexner’s bacillus could 
no longer be isolated from sigmoidoscopic swabs. 

In some boats notices are hung in prominent places 
warning passengers to drink no water and to eat no 
raw vegetables or fruit at ports of call. As provisions 
for shore excursions can always be provided on 
board, it should be possible to. avoid all risk of 
infection by these simple precautions. 


What is British Dysentery ? 


Epidemic diarrhea is so common that it is essential 
to have a clear conception as to what constitutes 
“ dysentery.” In this country a purely bacteri- 
logical definition will not suffice. To deserve the 
name of dysentery an infection must be one which 
is associated, in the severe cases at least, with the 
passage in the stools of much epithelial debris with 
pus and blood, derived from acutely inflamed colonic 
mucous membrane with macroscopic or at least 
microscopic areas of ulceration. 

It is common knowledge that all the bacilli biolo- 
gically classified as B. dysenteriae (Shiga and Flexner) 
can produce this type of illness. Can the atypical 
but allied strains, such as those of Schmitz and Sonne, 
give rise to conditions deserving the name dysentery 
and all that it implies in clinical and public health 
work? We have no doubt that they can. The 
dysentery produced by these atypical strains is mild 
and the outbreaks quite localised. But the nature 
of the disease is essentially the same, and a certain 
number of severe cases do occur. 

Bacteriological research has, however, to some 
extent brought confusion into the question of the 
occurrence of dysentery in Great Britain. In pre- 
bacteriological days the word dysentery was synony- 
mous with bloody flux,” the diagnosis being made 
when a patient developed diarrhea with the passage 
of blood. Nowadays the isolation of a dysenterio 
organism from the stools and its agglutination by 
specific agglutinating sera or by the patient’s own 
serum are required before a diagnosis is made. This 
leads to fallacies of two kinds. In the first place in 
epidemics of typical bacillary dysentery it is rarely 
if ever possible to isolate the B. dysenteriae in every 
case, but no doubt is felt that those patients in whose 
stools it is not isolated are suffering from bacillary 
dysentery. It would therefore be logical to assume 
that a sporadic case with typical symptoms and morbid 
anatomy might also be true dysentery in spite of 
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failure to isolate a dysenteric bacillus. Secondly it 
is now known that numerous epidemics of mild 
diarrhoea, sometimes in villages and sometimes in 
schools, hospitals, and other institutions, are caused 
by infection with Sonne’s dysenteric bacillus, which 
is isolated from the stools in these cases, although 
clinically they may bear no resemblance to classical 
dysentery or bloody flux. 

R. E. Smith (1931) has described an outbreak of gastro- 
enteritis caused by Sonne’s bacillus in a house at Rugby 
containing 58 boys. Between July 15th and 22nd twenty 
boys, their housemaster, the cook, and two dormitory 
maids were affected. Of these eleven had vomited and 
five others had nausea—presumably caused by gastritis. 
Twelve had diarrhea for one to nine days; of these nine 
passed mucus and only four blood. The Sonne bacillus 
was found in nine out of eighteen cases investigated—all 
of the nine having diarrhea. Of the twenty-one cases 
only the four who passed blood could be regarded as 
clinical cases of dysentery, although all were clearly due 
to infection with the Sonne bacillus. It would seem more 
logical to describe the epidemic as one of Sonne gastro- 
enteritis than of Sonne dysentery.” 


It is not easy to classify the conditions associated 
with infection by the various other non- or late- 
lactose fermenting bacilli, which biologically show a 
distant resemblance to B. dysenteriae. When infecting 
a previously healthy person, they usually produce 
nothing more than a gastro-entero-colitis of varying 
severity, and very rarely a condition of true dysentery 
or bloody flux. On the other hand, they can often 
be isolated in large numbers from stools containing 
blood and pus in cases of ulcerative colitis which are 
indistinguishable from chronic dysentery. It is 
difficult to believe that they have no connexion 
with the inflammatory process, and the question is 
discussed in a later section of this paper. 

We have omitted consideration of ameebic infec- 
tions, which are occasionally observed in Great 
Britain, because their inclusion under the term 
“dysentery leads to still more confusion, as the only 
thing common to bacillary and amebic dysentery 
is the bloody flux—the morbid anatomy, course, 
complications, natural distribution, and treatment 
being entirely different. 


Sporadic Acute Dysentery 


It is probable that if all cases of acute diarrhea 
occurring in England, however short in duration, 
and especially those in which blood as well as mucus 
is present in the stools, were examined bacteriologically, 
bacillary dysentery would be found to be much less 
rare than is generally believed. Many cases of acute 
dliarrhœa are of such short duration that they are not 
seen at all by a doctor. In others the stools are 
not kept for his inspection, and it must be compara- 
ively rare for a general practitioner to consider it 
worth while putting his patient to the expense of a 
bacteriological examination of the stools for an 
sttack of diarrhoea which does not last for more than 
few days. 

One of the few cases of the kind which we have had the 
pportunity of seeing was in a boy of sixteen at a public 
chool. There were no other cases of diarrhea and there 
vas no history of recent contact with anybody suffering 
rom a similar complaint. He was seen with Dr. Bradley 
n 1927 on the morning of the third day of his illness ; 
e had a high temperature, his stools contained large 
uantities of blood with pus and mucus, and the appear- 
nce with the sigmoidoscope was typical of ulcerative 
olitis. Flexner's bacillus was isolated from a stool 
assed on the first day. He was given 40 c.cm. of anti- 
ysenteric serum intravenously and recovered completely 
thin a fortnight. There has been no recurrence in the 
ight years which have since elapsed. 
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In another sporadic case of acute diarrhœa developing 
without obvious cause and lasting only forty-eight 
hours, the mucus, which was slightly blood-stained, gave 
B. asiaticus on culture, but a week later the stools were 
normal and gave only the usual B. coli communis and 
enterococci. 

A woman of 23 was sent to New Lodge Clinic on account 
of chronic dyspepsia dating from an acute attack of abdo- 

inal pain with fever, vomiting, and diarrhœa four years 
before, which was diagnosed as acute appendicitis, although 
at the operation the appendix was regarded by the surgeon 
as only part of a widespread inflammation, the whole 
colon being abnormally red. The dyspepsia proved to 
be due to achlorhydric gastritis, which was no doubt a 
sequel of the acute gastritis, which formed a part of the 
gastro-entero-colitis at the acute onset. Although there 
had never been any recurrence of diarrhea, Flexner’s 
bacillus was isolated from the stools. This case is thus 
another example of an unrecognised attack of an acute 
dysenteric infection. 

It is quite common in ordinary chronic cases of 
ulcerative colitis to obtain a history of an acute 
onset with an illness exactly resembling acute 
dysentery. The first acute attack often lasts only a 
few days and a doctor may never have been consulted, 
but the spontaneous recovery is followed by one or 
more relapses, one of which passes into the chronic 
condition of ulcerative colitis. When such patients 
ultimately come into hospital and thorough bacterio- 
logical investigations of the stools and sigmoido- 
scopic swabs are at last carried out, they have generally 
been ill so long that the original infection has died out 
or become so attenuated as to escape recognition 
unless many successive examinations are made. 


Chronic Dysentery 


In the chronic dysentery of tropical countries the 
B. dysenterie can persist for many months in the 
mucous membrane, though it becomes increasingly 
difficult to cultivate it from the fæces, and finally it 
may prove impossible. In the first of the following 
cases the history was typical of ulcerative colitis, 
and the sigmoidoscopic appearance of the bowel 
was quite indistinguishable from that seen with the 
common type of the disease as it occurs in England ; 
yet the onset in Salonika and the discovery of Flexner’s 
bacillus during the first attack and again from a 
sigmoidoscopic swab nearly two years later showed 
that the condition could equally well be regarded 
as chronic bacillary dysentery. In the other cases 
a dysenteric organism was isolated at the onset of the 
illness, but by the time the patients came under 
observation with symptoms and _ sigmoidoscopic 
appearances typical of ulcerative colitis all attempts 
to isolate it failed. Yet the history would justify 
a diagnosis of chronic dysentery. 

Albert W., aged 35, had an attack of acute dysentery 
in December, 1918, whilst serving in Salonika. Flexner’s 
bacillus was isolated from his stools. He was discharged 
from hospital in March, 1919, and sent to England. There 
was now no blood in his stools, but he still had diarrhea. 
In March, 1920, the old symptoms returned. His stools 
became increasingly frequent and loose, and blood and 
mucus were invariably present in them. By September 
he was passing seven stools a day ; on Sept. 12th he passed 
half a pint of bright red blood and was admitted to Guy’s 
Hospital under the care of A. F. H. His stools contained 
small quantities of semi-liquid fæces with blood, mucus, 
and pus. He was sigmoidoscoped the day after admission, 
and innumerable shallow, irregular ulcers were seen. 
The intervening mucous membrane was swollen and very 
red, and bled directly it was touched. A swab taken 
from the surface of an ulcer showed the presence of an 
aberrant type of Flexner’s bacillus. The patient was 
given intravenous injections of polyvalent antidysenteric 
serum. In ten days the stools were formed and contained 
neither blood nor pus; a second sigmoidoscopic examination 
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showed that every ulcer had healed and that the 
_ mucous membrane was only very slightly inflamed. A 
fortnight later all signs of colitis had disappeared. 

An officer, aged 55, contracted bacillary dysentery at 
Gallipoli in June, 1915. Flexner's bacillus was isolated 
from his stools. Diarrhea with the passage of blood and 
pus continued in varying intensity until he came under 
observation in February, 1920, when numerous cultures of 
stools and one of a sigmoidoscopic swab failed to grow 
any pathogenic organism. He was very emaciated and 
weak. Serum failed to help and he died from exhaustion 
shortly after the performance of an appendicostomy. 
Without the history of the onset in Gallipoli and the 
discovery shortly afterwards of Flexner’s bacillus the 
case would have been regarded from the symptoms and 
sigmoidoscopic appearance as typical of very severe 


_ ulcerative colitis. 


A man of 42 had severe diarrhoea in India in 1917. He 
recovered, but in 1920 he had an attack in England of 
diarrhoea and passed blood in his stools. From that 
time till 1936 with short intervals of freedom he had 
symptoms of ulcerative colitis. In 1926 Flexner’s bacillus 
was isolated from his stools and his blood agglutinated 
the organism and stock Flexner’s bacillus up to 1 in 400. 
Numerous cultivations from stools and sigmoidoscopic 
swabs since then have failed to reveal any pathogenic 
organism, and his blood ceased to agglutinate Flexner’s 
bacillus in 1928. N l e 

Bockus (1936) records a case of typical ulcerative 
. colitis with polyposis following an attack of acute bacillary 
dysentery, in which Flexner’s bacillus was isolated from 
the stools and serum agglutination was positive. Six 
months after the onset, when the patient was first seen 
by Bockus, repeated cultures and agglutination tests were 
negative. 


Ulcerative Colitis and Bacillary Dysentery 


In a description of the morbid anatomy of sporadic ` 
cases of chronic bloody flux occurring in England, 


Wilks in 1875 referred to the disease as ulcerative 
colitis, a name which has been adopted in Europe 
and America for this condition, but he pointed out 
that it was anatomically indistinguishable from 
dysentery. Saundby in 1906 and Hawkins in 1909 
first suggested that ulcerative colitis as it occurs 
in England is a form of chronic bacillary dysentery. 

During the war one of us (A. F. H.) had frequent 
opportunities at Lemnos and at Salonika of sigmoido- 
Scoping patients with dysentery. It was recognised 
at once that amoebic dysentery presented a charac- 
teristic picture which bore no resemblance to that of 
bacillary dysentery, but that it was impossible to 
distinguish the latter from the ulcerative colitis with 
which we were already familiar in England. Prof. 
Klemperer tells us that he has come to the same 
conclusion from his large experience of autopsies 
of bacillary dysentery in the Austrian army during 
the war and of ulcerative colitis in New York in more 
recent years. He is convinced that the two diseases 
have the same origin. In his recent Lettsomian 
lectures Manson-Bahr admits that the sigmoido- 
scopic appearance of the bowel and the naked-eye 
and microscopical characteristics of the stools in 
“ ulcerative colitis are indistinguishable from those 
of chronic stages of bacillary dysentery. 

In 1923 Dudgeon isolated Flexner’s bacillus in two 
cases from material obtained from the surface of 
an ulcer examined through a sigmoidoscope. The 
same bacillus was isolated by Thorlakson and Cadman 
of Winnipeg in 1928 in six out of nine from material 


obtained by scraping the base of an ulcer with a 


sharp curette, though they had never discovered it 
in stools or in ordinary swabs from the ulcer surface. 
In 1931 Winkelstein isolated a dysentery bacillus in 
four cases in adults in New York, and by 1935 he had 
with Herschberger obtained positive cultures in three 
additional cases; all seven were confirmed by agglutina- 


tion tests. They also found that the serum in 27 out of 


120 consecutive cases of ulcerative colitis agglutinated . 


laboratory strains of dysentery organisms. In 1934 
Mackie of New York recorded his investigations on the 
bacteriology of 83 consecutive cases of ulcerative colitis. 
In 17, or 20 per cent., of the 83 he isolated dysenteric 
organisms from swabs obtained through the sigmoidoscope. 
The majority were of the Flexner type, less commonly 
the Sonne, and in two Shiga’s bacillus was isolated. In 
many instances frequent cultures had to be made over a 
considerable period before a positive result was obtained; 
in one case cultures were made through the sigmoidoscope 
weekly for eighteen weeks before a dysenteric bacillus 
was recovered. In a control series of 102 patients without 
ulcerative colitis a dysenteric bacillus was isolated in two, 
but both gave a history suggestive of dysentery and both 
were suffering at the time from acute diarrhea. 


In 1930 we isolated Flexner’s bacillus, which was 
agglutinated by the patient’s serum, from a swab 
obtained from the raw surface left after we had snared 
a polypus in the rectum of a woman, aged 36, who 
had had very severe ulcerative colitis since 1925 
and had developed two long strictures and multiple 
polyposis. Numerous examinations of stools and 
swabs taken from ulcers during the five years of her 
illness had only shown B. coli and enterococci. Since 
then one of us (F. A. K.) has isolated Flexner’s bacillus 
from sigmoidoscopic swabs in five other cases, Flexner 
variants in three cases, and the Sonne bacillus in one 
case. None of these patients had ever been abroad 
or had been associated with anybody known to have 
dysentery. Three of the Flexner cases, the Sonne 
case, and the three Flexner variants were in the New 
Lodge Clinic series of fifty-four patients. 

In nearly all the above cases dysentery bacilli 
were recovered from swabs or scrapings from ulcers 
and not from the stools. The fact that only 13 per 
cent. of our cases gave positive cultures of dysentery 
bacilli does not. disprove their dysenteric origin, a8 
it is notoriously difficult to isolate the B. dysenterie 
from the stools of patients -in the tropics suffering 
from typical dysentery only a week or two after the 
acute stage has passed, and we have already described 
a number of cases of undoubted chronic dysentery 
in which the organism had been isolated in the early 
stages of the illness and had finally disappeared from 
the stools. | : . 

If a patient with ulcerative colitis is actually 
suffering from chronic bacillary dysentery he must 
be classed as a carrier, even if we cannot-grow the 
organism from his fæces. From 40 to 80 per cent. 
of proved carriers were shown during the war to 
agglutinate Flexner bacilli in dilutions of 1 in 200 
or higher. But from our own records in only 6 
out of a total of 70 cases of ulcerative colitis, in which 
the bacilli were not isolated from the stools, could 
any Flexner agglutinins be detected, and then never 
in a higher dilution than 1 in 50. As it is well 
established that a high proportion of normal sera 


agglutinate Flexner’s bacillus in a dilution of 1 in 50 


or even 1 in 100, the serological evidence indicates 
that the great majority of our cases of ulcerative 


colitis were not carriers — i. e., were not actively | 


infected with Flexner dysentery at the time. That 
does not prove, of course, that they never had been 
infected with Flexner’s bacillus, because it has been 
repeatedly. shown that after convalescence the 
dysentery agglutinins disappear very rapidly from 
the blood. 

These apparently contradictory findings can, how- 
ever, be reconciled. It is quite possible that the 
original damage was done to the intestinal mucosa 
by a true dysentery infection, which then died out, 


but left the colon in such a state as to fall an easy — 
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prey to subsequent attacks by other and less virulent 
organisms. Table II. is an analysis of the bacteriology 
of the feces and of sigmoidoscopic swabs taken from 
fifty-four cases of ulcerative colitis in New Lodge Clinic. 


TABLE II 


Bacteria other than B. coli communis and enterococci isolated 
from fecal cultures (McConkey) and blood agar in a 
consecutive series of 64 cases of ulcerative colitis. 
Organisms of Growps C, D, and E were recorded only 
when present in large numbers 


(A) Pathogenic dysentery-producing strains : Cases. 
B. dysenterie Flexner .. in = ae 3 
B. dysenteriae Flexner (very late lactose +, 
mannite +, dulcite —, non-motile) ea 3 
B. dysenterie Sonne ae ae 1 
(B) Pathogenic, enteritis-producing strains : 
2 enteritidis Gaertner = ae 825 
Salmonella morgani .. s% Se ee 11 
B. asiaticus 5 s ave zo ack 11 
(C) B. coli variants and other coliform strains of very 
doubtful pathogenic power : 
Parenteric bacilli (unclassified motile strains, 
lactose —, saccharose +) .. sa 85 11 
B. coli hemolyticus .. za or s 2 
(D) Proteolytic strains of possible secondary patho- 
genic power : 
0 proteus ee ee ee ee ee 5 
B. pyocyaneus .. sá ae sa Ji 2 
(E) Virulent micrococci : 
Streptococcus hæmolyticus si ae an 1 


The sera of all the patients referred to in Group A 
agglutinated their bacilli in dilutions of at least 
I in 100. In Group B the Gaertner’s bacillus was 
agglutinated by the patient’s serum up to 1 in 100, 
two of the Morgan’s bacillus infections gave positive 
agglutination up to 1 in 50, and a similar result was 
obtained with three of the B. asiaticus strains. 
Infection with the organisms in Group A may well 
have been the primary cause of the ulcerative colitis. 
With regard to the Groups B to E it is important to 
note that in several cases more than one of the 
organisms were isolated at the same or at different 
times in the same patient. Successive relapses some- 
times coincided with the isolation from the colon of 
entirely different potentially pathogenic bacteria. 
Such entero-colitis-producing strains. sometimes of 
definite, sometimes of doubtful pathogenicity, are 
much more frequently found in the fecal cultures of 
patients with ulcerative colitis than in those of 
normal people, and that they have nothing to do 
with the clinical condition is highly improbable. If 
in previously healthy intestines these strains are 
capable of setting up irritation and causing diarrhea, 
their possible effect upon the already weakened colon 
in ulcerative colitis must be far greater. They may 
have gained access to the bowel at the time of the 
original infection, or at a later date, in which case 
they may have been the existing cause of a relapse. 
The bacteriological evidence suggests therefore 
that if chronic ulcerative colitis arises from infection 
vith Flexner dysentery bacillus, the infection must 
yenerally play no more than the initial part of damag- 
ng and lowering the natural resistance of the intes- 
inal mucosa. In a few cases the Flexner infection 
nay persist, and these cases are examples of true 
hronic dysentery, but in the majority the Flexner 
acilli die out completely and other damaging 
fluences, often secondary infections, affect the 
olon, producing the characteristic chronic disease 
ith its great tendency to relapse. 
The apparently non-infective nature of ulcerative 
litis has been quoted as evidence against its dysen- 
ric origin. If the original dysenteric infection is 
> longer present in the majority of cases, the non- 
fectivity is explained. Moreover the sanitary 
rangements in the average household are sufficiently 
od to account for the rarity with which ulcerative 
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colitis appears to be transmitted. Even the familial 
incidence of acute dysentery in England is small. 
Thus only a single individual was involved in 44 out 
of 60 families with a Flexner dysentery infection 
and 39 out of 44 families with a Sonne infection 
observed in Aberdeen between 1919 and 1928 (Frase 
and Smith). l 

In the New Lodge Clinic series of fifty-four cases of ulcera- 
tive colitis there was one example of such transmission. 
In 1929 two sisters living in the same house in North 
London developed the disease within a fow weeks of each 
other. One died four years later. The other came under 
our observation in 1936 when 43 years old, having had 
symptoms of ulcerative colitis of varying intensity for 
seven years. She improved rapidly after treatment 
with antidysenteric serum and at the end of six weeks 
the mucous membrane of her colon appeared to be 
completely normal. 


Conclusions 


1. Bacillary dysentery has been endemic in Great 
Britain since the fourteenth century, and the mild 
and scattered epidemics of to-day are the direct 
descendants of the serious and widespread epidemics 
of the seventeenth and eighteenth centuries, rein- 
forced by infection brought home by soldiers from 
the Crimean and South African Wars and the Great 
War, travellers from the East, and recently by 
passengers on pleasure cruises. 

2. The majority of cases in Great Britain suff- 
ciently severe to deserve clinical description as 
dysentery are Flexner infections. A few are caused 
by bacilli of the Schmitz (atypical Shiga) type, and 
a small proportion of the comparatively common 
Sonne (atypical Flexner) infections give rise to true 
dysentery. Shiga dysentery is almost unknown. 

3. Many cases of infection with dysenteric organisms, 
especially with the Sonne bacillus, do not present 
185 essential symptom of dysentery—a bloody 

ux.” 

4. Ulcerative colitis is probably a sequel of an 
acute or subacute infective colitis. In many cases 
a dysentery bacillus is the original infective agent. 
Unless promptly treated, preferably by a specific 
antiserum, the condition may become chronic. In 
a few cases the dysenteric infection may persist ; 
more commonly the organism responsible for the 
original infection disappears from the intestines and 
the specific agglutinins disappear from the blood. 
The persistence of the disease and its recurrences 
may then be caused by various entero-colitis- 
producing bacilli, swallowed in the food at the same 
time as or subsequent to the original infection. In this 
way. the apparently contradictory bacteriological 
findings can be explained. 
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THE territory of medicine abounds in barren wastes, 
but their number and extent is rapidly diminishing. 
Rarely the pasture land increases because the mind 
of a genius discovers a new fertiliser. But more 
commonly it is the novel and vigorous application 
of well-established methods of fertilisation to a 
hitherto waste area that renders it productive. 
Although Laennec introduced auscultation in 1819, 
it was not until a century later that cephalic ausculta- 
tion became a part of the routine neurological examina- 
tion. Hence the clinical recognition of intracranial 
blood-vessel tumours is of comparatively recent date. 
But it is not only in the field of clinical methods that 
this failure to apply established principles to the 
problems of medicine is evident. We are often blind 
to the possibility that pathological tissue changes, 
which we recognise as occurring frequently in one 
organ of the body, can and do occur in other organs, 
and give rise to characteristic clinical features. 
Thrombosis in the cerebral arteries was noted 
clinically by the teachers of the oldest member of this 
Association, and yet, though coronary artery throm- 
bosis had been described as a pathological entity in 
the latter half of the nineteenth century, the history 
of its clinical recognition dates back barely a dozen 
Fears. Renal artery thrombosis in the old, with 
resulting symptomless hematuria, is still unfamiliar 
to many clinicians. 

Disturbances of vision accompanying pernicious 
anemia have long been recognised. These are 
associated with such lesions as retinal odema and 
hemorrhages, thrombosis of the central artery or 
vein, chorioretinal degenerations, and very rarely, 
hemorrhage into the optic nerve. But the occurrence 
of amblyopia as the presenting symptom in pernicious 
anæmia before blood changes are clinically manifest 
appears to be still unrecorded. This omission is the 
more noteworthy since two facts are now well 
established regarding the changes in the nervous 
system accompanying pernicious anemia: first, 
that these are widespread, involving not only the 
brain and.spinal cord but also the peripheral nerves ; 
and secondly, that their clinical manifestations might 
precede, for a variable and sometimes lengthy period, 
the clinical evidence attributable directly to the 
anæmia. These two facts render it likely on a-priori 
grounds that optic nerve changes might occur as 
the earliest manifestation of pernicious anzemia ; 
and the following two cases are, I submit, adequate 
evidence of this sequence. 


FIRST CASE 


Male, aged 55; licensee. Admitted to the Liverpool 
Royal Infirmary on March 18th, 1935, complaining of 
failing vision for a year. Married: one child aged 28 
quite well. Father died of senility at 80; mother alive 
and well aged 81. Two brothers and two sisters well. 
Wife well; no miscarriages. No family history of 
blindness. The patient’s only past illness was dysentery 
(? type) in 1917; he denied venereal disease. He had 
never smoked more than 1 oz. of tobacco weekly and was 
teetotal. He had first noticed his vision failing a year 
before admission. This visual failure had gradually 


* Communicated to the Association of British Neurologists, 
Edinburgh, June 12th, 1936. . 


increased recently at a more rapid rate. There was no 
history of diplopia, headache, pains, paresthesia, or weak- 
ness of the limbs, and he had experienced no difficulty in 
walking. His appetite had been good and there were 
no dyspeptic symptoms. The bowels were regular; 
there were no urinary discomforts. 

He was well nourished and showed no pallor of skin or 
mucous membranes. There was no cdema, no thyroid 
enlargement, no palpable lymphatic glands, and no club- 
bing of the fingers. The s was normal to palpation, 
percussion, and auscultation. His intelligence, memory, 
and concentration were normal. His smell was normal, 
The report on his eyes was: right vision 6/60; left 
vision 6/36 ; visual acuity admits of no improvement with 
lenses; no ophthalmoplegia; media clear: both discs 
pale, especially right; no retinitis; slight concentric 
contraction of visual fields to 2mm. white; tension 
(McLeay tonometer)—right eye 30 mm., left eye 25 mm. 
The pupils were equal, circular, central, and regular, 
and reacted normally to light, both directly and con- 
sensually, and to accommodation. All ocular movements 
were full; there was slight lateral rhythmic nystagmus on 
looking to the right and left with quick component towards 
the fixation-point. There was no sensory change over 
the face and no paresis of the muscles of mastication. 
Facial movements were normal. Hearing was good. 
There was no dysphagia nor dysphonia; the palate and 
vocal cords moved normally. There was no paresis of 
trapezius or sternomastoids. The tongue protruded 


normally and showed neither wasting nor tremor. 


In the upper and lower limbs, and trunk, power was 
normal; there was no sensory loss to touch, pin, heat, 
cold, vibration, or joint sense. Both deep and ‘superficial 
reflexes were present and symmetrical, both plantar 
responses being flexor. There was no incoördination and 
the gait was normal. No involuntary movements were 
seen. 

The heart was normal in size, shape, sounds, position, 
and rhythm; the blood pressure was 126/78, the pulse- 
rate 80, and there was no gross arterio-sclerosis either 
peripheral or retinal. The chest moved well and 


symmetrically, percussion note and breath sounds were 


normal, and no adventitious sounds were heard. The 
teeth were deficient and slightly carious; the tongue was 
clean and moist but not depapillated; the tonsils were 
normal and there was no evident pharyngeal sepsis. 
Abdominal examination revealed no localised tenderness, 
rigidity, distension, or tumour. The urine was aci 
specific gravity 1020, and free from sugar, albumin, 
excess of urobilin, pus cells, and casts. 

Radiography of the skull (March 20th, 1935) showed 
no bone change and the pituitary fossa appeared normal 
in size and shape. The blood Wassermann reaction 
(March 2Ist) was completely negative. The cerebro: | 
spinal fluid pressure was 145 mm. of water and showed 
normal responses to jugular and abdominal compression; 
it was clear with normal protein content, less than one 
cell per c.mm., and showed no significant change in the gold 
curve; the Wassermann reaction in all dilutions was | 
negative, Examination of the ears, nose, and throat 
revealed no evidence of disease; nor did radiography 
(April 2nd) reveal any evidence of infection in the accessory 
air sinuses. 

diagnosis of optic atrophy, cause undetermined, was 
made. | 

The patient returned to hospital on Sept. 3rd, 1935, 
saying that two months previously he had begun to 
experience easy fatigue; indeed, he was unable to wak 
more than 20 yards without marked exhaustion; there 
had in the preceding two months been increasing pallor 
and flatulence immediately after meals; his appetite 
had declined. His vision despite the increasing evidence 
of anæmia had deteriorated but slightly. There wer, 
however, no other subjective discomforts. ; 

On examination he showed marked pallor with a lemon- ` 
yellow tinge of the skin and mucous membranes. There 
was no evidence of recent wasting, no petechize, and no 
enlarged lymphatic glands were palpable. His heart 
remained satisfactory, but his blood pressure was 102/50, 
with pulse-rate 84. His lungs were clear. His tongue now 
showed small areas of superficial depapillating glossitis 
Abdominal examination was again negative. The vision 
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had deteriorated to 6/60 in both eyes; the pallor of the 
discs was more marked and the pupillary response to 
light was sluggish, but no other evidence of nerve involve- 
ment was found. urine showed slight excess of 


urobilinogen but was otherwise negative. His blood 
count on Sept. 5th was :— 

Red cells . 1,730,000 F = .. 65% 
White te cells 4,300 ur mpho .. 31% 
Hæmoglobin 0 120 rane as re 1% 
Colour-index Myelocytes .. os 3% 


a or arni 40 . and anisocytes present. Halo- 


meter: P. A 


Two days later another observer (Dr. Howel Evans) 


reported :— 
1,744,000 Polymorphs . . . 699 
White cells 3,908 Lymphocytes 227% 
Hæmoglobin 32 9% Monocytes... exe 3 4 
Size of red ceils | Eosinophils :. °. 08% 
(balom ) 8-0 Basophils a es 1% 


The stained film agrees with the halometer reading; there 
is marked macrocytosis ; 5 anisocytosis, and 
. red cells are present, as are a few megaloblasts. The 

te cells show little Variation from the normal. 

He was given Campolon intramuscularly in doses of 
4 c. em. daily from Sept. 7th to 16th, when his blood had 
improved to: hæmoglobin 55 per cent., red cells, 2,200,000. 
Campolon was continued in doses of 4 c. om. on alternate 
days, and by Oct. Ist his hemoglobin was 60 per cent., 
with red cells 3,000,000. Radiography of the alimentary 
tract showed no abnormality and his gastric analysis 
(Oct. 4th) showed complete achlorhydria with a low total 
acidity. By the 21st his hemoglobin had improved to 
90 per cent. and his red cells were 4,000,000. He observed 
subjectively an improvement in his vision. He continued 
with campolon 4c.cm. twice weekly and by Feb. 4th, 
1936, his hemoglobin was 97 per cent., with red cells 
4,360,000, and bis vision had improved considerably. 
He was last seen on May 5th when his visual acuity had 
improved to 6/12 in both eyes. He is now on Anahæmin 
(B. D. H.) 2 c. m. at fortnightly intervals. 


SECOND CASE 


Male, aged 46; clerk. Married; two children well. 
First seen Dec. 16th, 1935. Eight months previously he 
had first noticed blurring of vision which gradually pro- 
greased despite glasses. He felt otherwise perfectly fit. 
His father and a paternal aunt had died of pernicious 
anzmia and one brother died of carcinoma ventriculi. 
The family history was otherwise negative, and he had 
enjoyed perfect health all his life. 

He was well nourished with no pallor of the skin or 
mucous membranes, no cdema, no jaundice, no skin or 
thyroid change, no palpable glands, and no skeletal 
abnormality. His visual acuity was 6/60 in both eyes. 
The fundi showed marked pallor of the discs but no 
vascular disease nor hemorrhages. The visual fields 
showed slight concentric contraction ; intra-ocular tension 
was normal. The pupillary reaction to light was some- 
what sluggish but normal to accommodation. The 
pupils were circular, central, and equal in size. Ocular 
movements were normal; there was no nystagmus and 
no evidence of cranial nerve dysfunction. Power, reflexes, 
sensation, codrdination, &c., in limbs and trunk showed 
no evidence of organic nervous disease. The heart was 
normal in size, shape, sounds, position, and rhythm, 
blood pressure 140/80, pulse-rate 76, and there was no 
peripheral arterio-sclerosis. He had complete dentures, 
a clean but non-depapillated tongue; bis sinuses and 
antra transilluminated normally, and there was no tonsillar 
or pharyngeal sepsis. Abdominal examination was 
negative. His lungs were clear. His urine was acid 
(spec. grav. 1010) and free from sugar, albumin, excess 
of urobilin, pus cells, and casts. 

His blood Wassermann reaction was completely negative, 
and radiography of his skull, including pituitary fossa, 
amuses, and antra, showed no evidence of disease. His 
cerebro-spinal fluid was not examined. 

Although in this case there was no clinical evidence of 
xither pernicious anzmia or subacute combined degenera- 
tion of the spinal cord, the memory of the first case was 
‘evived by the history of pernicious anemia in his father’s 
‘amily and the absence of any ascertainable cause for his 
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optic atrophy. A gastric analysis and blood count were 
therefore made. Complete achlorhydria was found and 
the blood showed :— 


Red 8 or .. 4,700,000 Polymorphs .. . 70 95 
White ce ar 7,400 E . 25 
Mato caa a4 94% onocytes .. 88 3 % 
Size of red cells 7-84 | Eosinophils .. :. 1% 
Basophils s ` 1% 


Treatment was commenced on Jan. 4th, 1936, with 
campolon 5 c.cm. daily for seven days and then on alternate 
days for three weeks, after which two doses weekly were 
given. Gradually his vision improved and the most 
recent examination (June 2nd) shows his visual acuity 
in the right eye 6/12 and in the left eye 6/9. He is now 
able to carry on quite satisfactorily with his work. 


DISCUSSION 

I have previously emphasised that nervous symp- 
toms in pernicious angmia arise from: (1) the 
anemia itself with resulting defective nutrition of 
nerve elements; (2) loss of function followed by 
degeneration of nerve elements, due either to a toxin 
present in pernicious anemia or the absence of a 
specific substance essential to neural nutrition; and 
(3) areas of softening due to small hemorrhages or 
thromboses.1 The absence of regeneration in the 
central nervous system means that only those 
symptoms resulting from temporary loss of function 
and due especially to the first and second factors 
detailed above are potentially curable. The lesions 
caused by this second factor and their resulting 
symptoms might precede by a considerable period the 
clinical manifestations of pernicious anæmia and at 
first the effects would appear to be temporary and 
amenable to treatment. But if left untreated the 
pathological changes progress to irreparable and 
complete neuronic degeneration. In the cases recorded 
in this paper we are dealing with the influence of 
this second factor whose temporary and permanent 
effects gradually and imperceptibility merge, and 
treatment alone will reveal what degree of recovery 
is possible. Clinical examination cannot determine 
the proportion of temporary to permanent changes 
responsible for the visual loss in these cases, for the 
resulting symptoms and signs of both are identical. 
It is in this sense that the term optio atrophy ” 
is applied to the pathological change responsible for 
the visual disturbances described, and my cases 
demonstrate that this type of optic atrophy can 
precede other neurological and blood changes in 
pernicious anemia. I exclude a fortuitous associa- 
tion of optic atrophy of undetermined origin with 
pernicious anzemia on what I think will be conceded 
are the amply adequate grounds of (1) the age of the 
patient at the onset of optic atrophy ; (2) the steady 
deterioration in visual acuity before treatment was 
commenced; and (3) the considerable improvement 
which followed immediately the adequate parenteral 
administration of liver extract. 

I would not without further observation venture 
to estimate how many cases of unexplained optic 
atrophy belong to this group. It is evident, however, 
that a few human beings can be spared the tragedy 
of progressive blindness if an unmasked pernicious 
anemia be recognised early as the cause of failing 
vision and adequate treatment given. 

The knowledge that failing vision due to optic 
atrophy might be the presenting symptom in 
pernicious anzemia will doubtless facilitate its recogni- 
tion at an early stage. It is in the hope that the 
victims might be prevented from progressing to an 
advanced stage of blindness before the more obvious 
signs of its cause are evident that I have ventured 
to present these two cases. 


3 Cohen, H.: THE LANOET, 1935, l., 1291. 


a 


d 


1204 THE LANCET] DR. G. E. LEWIS, DR. R. RAINES, AND MR. D. S. STEWART : UVEOPAROTITIS [Nov. 21, 1936 


UVEO-PAROTITIS . 
Bx G. Eric Lewis, M.B. Camb., M. R. C. P. Lond. 


HON. PHYSICIAN TO THE HULL ROYAL INFIRMARY AND TO THE 
SCUNTHORPE AND DISTRICT WAR MEMORIAL HOSPITAL 


ROBERT RAIN Es, M. B. Leeds , 
AND 
D. STENHOUSE Stewart, M. R. C. S. Eng., D. O. M.S. 


HON. ASSISTANT OPHTHALMIO SURGEON TO THE HULL ROYAL 
INFIRMARY ; HON. OPHTHALMIO SURGEON, VICTORIA 
HOSPITAL FOR SICK CHILDREN AND TO THE 
HULL AND SCULCOATES DISPENSARY 


- THE description in 1909, by Heerfordt1 of Copen- 
hagen, of: febris uveoparotidea was the first 
account of a condition which has attracted increasing 
attention of late years. The affection remains rare 
enough to warrant the publication of an individual 
case, especially one presenting features which may 
throw additional light on the etiology. 

The fact that some of the patients have had no 
pyrexia %4 discredits Heerfordt’s original name, and 
possibly the best concise definition is that of Garland 
and Thomson ë who describe uveoparotitis as a 
“ definite clinical entity characterised by bilateral 
uveitis and parotitis, pursuing a chronic course with 
a well-marked tendency to spontaneous recovery.“ 
Bilateral parotid swelling is by no means invariable, 
however, and in the case to be presented the ocular 
signs were unilateral. 

Heerfordt suggested that the febris uveoparotidea 
was a complication of mumps, but there is no evidence 
to support ‘his contention. The condition has been 
variously attributed to syphilis, beri-beri, oral sepsis, 
and diphtheria, and Bang 7 even regarded so-called 
pseudo-leukzmia as a possible cause. It was recog- 
nised by Lehmann s that it might be ascribed to tuber- 
culosis, and other continental supporters of this 
theory include Muller,’ Schall, 16 and Berg.“ Since 
the publication of Garland and Thomson’s s classical 
paper it has been widely held that the disorder is 
always tuberculous. Consideration of previously 
reported cases suggests that the more carefully 
evidence of tuberculosis is sought, the more often 
is it found, and certainly the evidence seems almost 
complete in many cases. In such cases as those of 
Garland and Thomson u and Tanner and MeCurry, 12 
biopsies of parotid swellings and affected irides have 
shown a sclerosing endothelial proliferation ‘‘ charac- 
‘teristic’? of tuberculosis. Tubercle bacilli have, 
however, never been demonstrated in this condition, 
although it must be admitted that the search is a 
particularly fruitless one in many cases of the endo- 
thelial type of the disease. 

Tait“ has published the case of a patient in whom 
the polyneuritis sometimes associated with this 
condition was especially marked. He thought it 
unlikely that this affection of the peripheral nerves 
could be tuberculous, and quotes Critchley and 
Phillips 18 and Weve. 14 The former consider that 
the “weight of evidence pointed to some specific 
virus or agent as yet unknown,“ and Weve’s view is 
similar. 

In our opinion, however, the etiological problem 
is not is uveoparotitis due to tuberculosis or is it 
due to some unknown infective agent 1 ® A com- 
mon practice, and one not solely confined to conti- 
nental writers, is to ascribe a variety of conditions 
to a single cause. Koch’s bacillus was once blamed 
for the reticulo-endothelial hypertrophy of Hodgkin’s 
disease. We hold that a variety of causes may under 


certain conditions be operative. After study of the 
case to be presented it.does, at least, seem wiser to 
withhold judgment and to refrain from labelling 

“ nveoparotitis ” as tuberculous without sufficiently 
exact proof in each case. 


CASE RECORD 


The patient was a railway clerk aged 50. His father 
died from pulmonary tuberculosis when the patient was 
13 years of age. No proof of any other tuberculous 
disease in his family, nor any. evidence of close or more 
recent contact with any sufferer from active tuberculosis: 
was available. He never himself had asthma, nor any 
disease. of supposed allergic type, and there is no sug- 
gestion of any hereditary tissue hypersensitivity. During 
childhood two attacks, apparently of pyelitis, were sus- 
tained, and he had scarlet fever at the age of 10, He 
never had mumps. In 1926 he was operated upon for 
hernia, and at this time a.faint trace of albumin was 
detected in the urine. No albumin was found two mionths 
later, but his recovery from the operation was slows 
he began to experience slight general ill health. 

In March, 1934, he had some pains in both legs E hih 
were attributed to a mild phlebitis. These su eided 
satisfactorily, but in July, 1934, he developed a carpuncie 
on the right upper lip and also a right-sided pleuragpain. 
He was gravely and acutely ill, and a septiceemic congi i 
was thought possible. Pus appeared in the urine pnd 
right lower lobar pneumonia developed, but thg 
buncle improved after massive doses of Collosol Manganese 
had been given intramuscularly. The urine cleared 
the lip recovered completely, but improvement we 
slow, and on August 23rd, 1934, he was s 
hospital under the care of one of us (G. E. L.) with & } diag- 
nosis of unresolved pneumonia of the right lower IFbe. 

The radiogram taken at this time (Fig. 1) shows: 
inert diaphragm on the right side, as well as the she 
of a hilar gland and collapse of the right lower 
Paracentesis of the chest failed to reveal any fluid 
sputum was twice examined for tubercle bacilli but. none 
were found. The Wassermann reaction of the blood was 
negative and the fundi were then normal. He was dis- 
charged after a fortnight in hospital, and at subsequent 
examinations he showed general improvement. Air 
entry into the collapsed right lower lobe continued to 
be deficient, although better than when first admitted to 
hospital. 

In October, 1934, swelling of the legs was noticed. 
This resembled angioneurotic cdema, and persisted 
intermittently until March, 1935. All through the winter 
he complained of some dyspnea on exertion.. He remained 
in moderate health, however, until April 17th, 1935. On 
this date he had a temperature of 99° F. in the evening, 
and both parotid glands were noticed to be slightly 

swollen, Pain was absent, and all attempts to trace 4 
contact with mumps failed. ‘The swelling rapidly sub- 
sided, and on April 20th iritis developed in the right eye, 


to which it remained confined. The left eye was unaffected 


throughout. 

This iritis was characterised by deposit of fine pi 
upon the anterior capsule of the lens without the cael 
precipitates reported by other observers. The vision of 
the right eye was reduced by vitreous haze to mere per- 
ception of light. The application of heat and atropine 
resulted in gradual resolution of the inflammatory process, 
and on June 15th the visual acuity had recovered to 6/60. 
On Sept. 10th, 1935, the patient’s vision was as good in 
the right eye as in the left—but, to use his own words, 
he stated that objects seen with the right eye alone were 

‘“‘vignetted.” Neither then nor previously had the 
intraocular tension been raised, and full recovery eppen 
to have occurred. Ophthalmoscopy, however, revealed 
cavernous atrophy of the right optic nerve head, limited 
to the temporal side and in its middle and lower thirds 
(Fig. 2). Perimetry showed some general constriction of 
the visual field of the right eye—more evident on the 
nasal side—and a contracted field of vision, almost 
hemianopic in character, for a red object (Fig. 3). 

A full account of the ophthalmological’ aspects of this 
case has been presented by one of us (D. S. S.). 18 
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non-glaucomatous nature of the change pointed out by 
Maitland Ramsay 1° is confirmed. À 
The patient’s recovery appeared complete, but in 
September, 1935, he had an urticarial rash, some further 
angioneurotie cedema, and a “fainting attack.“ Further 
investigations were carried out in December, 1935, when 
the cerebro-spinal fluid was reported upon by Dr. W. W. 
Adamson as entirely normal. The Wassermann reaction 
of the fluid was negative also. 

In January, 1936, there was still a little diminution in 
air entry, and some persistent dullness over the base of 
the right lung. The condition did, however, represent 
a great improvement upon that of August, 1934, and a 
chest radiogram is reproduced for comparison (Fig. 4). 
The hilar gland shadows are still visible, but the report 


a L ë 


kazai ee m ee 


FIG. 1.—Collapsed right lower lobe. Unresolved pneumonia. 


of the radiologist (Dr. J. E. Bannen) is to the effect that 
the chest may be regarded as normal. A Mantoux test 
was carried out on Jan. 24th, 1936. A strongly positive 
result was obtained as well with a 1 in 10,000. dilution 
of old. tuberculin as. with a 1 in 1000 dilution. 
time were there any abnormal neurological *1 or hemato- 
logical 17 18 32 findings. 


DISCUSSION , 


We are satisfied that this case, though it has 
unusual clinical features, is an example of uveo- 
parotitis. The ophthalmic findings appear of parti- 


cular interest, not only because of their essential 


nature—e.g., development of cavernous optic atrophy 
but also because the changes were unilateral. In 
such patients as those of Kruskal and Levitt,? Feiling 
and Viner, 17 Maobride, 1s Cogan,!® and in the earlier 
cases of Mackay, 20 McCulloch,?! and Brewerton 22 
(the first case. described in England) the ocular 
lesions were bilateral. In our case no evidence 
of polyneuritis or even of any lesion confined 
and Viner, 17 Macbride,!® Tait‘), and in this 
respect it resembled the patients of Dorrell,’ 
Parker, 22 and others quoted either by Garland and 
Thomson 5 (47 cases), or by Merrill and Oaks *4 
(30 cases). 7 

Our patient’s parotid swellings preceded his visual 
symptoms. In the patients of Parker,“ Kruskal 
and Levitt, Soutter,25 and most other observers, 
the reverse order of incidence has held. It appears 
probable that some such cases, with parotid swelling 


“ciation with 


At no. 


to cranial nerves could be demonstrated (Feiling. 


as the first sign, must have led to the statement in a. 
well-known text-book 26 that optic atrophy may 
occur as a complication of mumps. In no respect 
did the present patient resemble a case of Mikulicz 
syndrome.?7 
Leaving aside the older theories of the cause of 
uveoparotitis, BE l 
already re- 
ferred to, and 
also the pos- 
sible asso- 


canine distem- 
per, hinted at 
by Parker? 
and Dorrell, 2 
the present 
case appears at 
first sight to 
lend support to 
the modern 
concept of the 
disease as a 
tuberculous 
process. Yet 
we do not fully 
accept the 
tuberculous 


FIG. 2.—Ophthalmoscopic appearances. 


causation | ; 
in this case, despite its apparent probability. Ranke 26 


has shown that the tuberculous state can. be. 
divided into three stages, each characterised by 
its own type of tissue reaction. The primary. 
stage. of infection occurs, in the majority of the 
population, during childhood. It is symptomless 
and signless. In the secondary stage, however, a 
high degree of “allergy develops. This stage may 
also be symptomless—and sometimes signless too, 
apart from positive. tuberculin reactions. In the 
tertiary stage, tuberculin tests reveal a lessened 
degree of tissue hypersensitivity and an increase in 
immunity. , | 
The lesions of the secondary stage, when they 
appear, are r 


usually exu- RIGHT VA. % 
dative rather Cn B aco 5/ 
than proli- a a 


A WHITE. $ 
ferative, and ) T /ss0 


amongst 


these “‘ para- 
tubercu- , 
lous ” phe - 
no men a w 
phylyctenu - 


lar conjunc- m4 
tivitis and 
erythema 
nodosum 
may be men- | 
tioned. ee 
The work | 5 
of Collis, 29 FIG. 3.—Perimetric chart of right eye. 
with which 
one of us (G. E. L.) was associated, has shown 
that erythema nodosum is by no means always 
tuberculous, although the lesions are exudative. It 
may be stated that this condition is probably due to 
a local tissue hypersensitivity, but that the allergen 
which induces this cellular state is not always the 
same. According to Collis the bacterial allergens 
responsible for erythema nodosum in London are 
commonly either tuberculin or hemolytic strepto- 
coccal endotoxin. 5 pi 

x 
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Without wishing to be dogmatic, we think that a 
similar immunological basis underlies the pathology 
of uveoparotitis. The present case, it is true, shows 
a degree of tissue hypersensitivity to tuberculin, but 
this is by no means proof that the illness of our 
patient, associated with the unilateral uveitis and 
the bilateral parotid swellings, was necessarily due 
to a tuberculous infection. Tubercle bacilli were 
never demonstrated, and the clinical character of 
his last preceding illness (the pneumonia) was e 
not that of a tuberculous process. 


It must be repeated that in the reported cases 
where biopsies have been performed (e. g., Tanner 
and MoCurry, 2 Garland and Thomson >!) a doubt 
arises. Guinea-pig inoculations have nearly always 
been negative, and the presence of a round-celled 
infiltration, even together with giant cells, is not 
always necessarily a proof of a tuberculous infection. 

We prefer. to regard uveoparotitis as an allergic 
manifestation, and in view of the great number of 
possible allergens —in addition to tuberculin itself— 
it appears to us both wiser and safer to suspend 
Stiological judgment. Each case of uveoparotitis 
deserves to be viewed on its merits, and we should 


not regard strongly positive tuberculin reactions as 


undoubted proof of a tuberculous causation of the 
condition. If other allergens could, by the same 
technique, be excluded, our conclusions would natur- 
ally be different. Similarly unequivocal demonstra- 
tion of tubercle bacilli in the affected tissues could 
only point to the one cause. 


It is possible that our patient’s acute pulmonary 
illness may have had no relation at all to his uveo- 
parotitis. It would seem, however, that if the latter 
were tuberculous, the previous lung infection would 
have had some clinical resemblance to a phthisical 
complaint, even apart from the absence of bacterio- 
logical proof. It is just such a case as that now 
reported which should lend the strongest support 
to the specifically tuberculous nature of uveoparotitis. 
We admit that some cases of this disease are almost 
certainly due to tuberculous infection, but we deny 
that every single case has, necessarily, such an 
origin. 

In previously reported cases a period of malaise 
has been described before the onset of frank uveo- 
parotitis. In our patient’s case it is difficult to say 
at exactly what date the antecedent debility began. 
The severe general illness culminating in pneumonia 
may or may not have acted as the sensitiser of 
the uveal and parotid tissues. Any attempt at an 
explanation of the choice of the site or the limitation 
of the pathological tissue changes is beyond our 
present scope. It may well be that the position of 
the lesions is related to local differences in tissue 
hypersensitivity—a selective allergy — using the 
term in the original and broader sense of von Pirquet. 

Although this patient had never previously suf- 
fered from any disease of an allergic sort, the attacks 
of angioneurotic cdema related afford another 
indication that the tissue immunity had been dis- 
turbed—whatever the exciting allergen involved. 

The cases quoted and reported by Garland and 
Thomson strongly support their argument for a 
tuberculous ætiology— but only for those particular 
cases. Even if miliary tuberculosis supervened it 
might be argued that the uveoparotitis itself was not 
necessarily tuberculosis. Another allergen could 
have so altered the local tissue immunity that the 
natural defences against a tuberculous infection, 
possibly exogenous, but certainly from a source 
different from the uveal tract or parotid gland, were 


rendered ineffective. In other words, the allergen 
active in causing uveoparotitis might merely prepare 
the way for tuberculosis. The tuberculous infection 
which follows would then be merely a concurrent 
pathological process and not the specific cause of the 
uveoparotitis. 

SUMMARY 


(1) A case of uveoparotitis is described and the 
possible origins of the disorder are discussed. (2) We 
suggest that uveoparotitis may not be due to any one 
specific infection, but is rather a manifestation of 
local tissue hypersensitivity—possibly due to any 
one of a variety of allergens or sensitising agents. 


FIG. 4.—Enlarged root glands. 


(3) Whilst: tuberculin “may often be the allergen 
responsible, it seems unwise to regard all cases of 
uveoparotitis as tuberculous. 
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SIMULTANEOUS BILATERAL 
ARTIFICIAL PNEUMOTHORAX 


By MAURICR Myers, M.R.C.S. Eng. 


ASSISTANT MEDICAL OFFIOER TO THE BROMPTON HOSPITAL 
SANATORIUM, FRIMLEY; AND 


T. H. PARKMAN, M. B. Lond., D. P. H. 
LATE HOUSE PHYSICIAN TO THE SANATORIUM 


Few of those who are concerned with the problems 
of pulmonary tuberculosis will deny that artificial 
pneumothorax therapy is the greatest advance in treat- 
ment during the last twenty years. Although it is 
a notable advance, it is unfortunately only applicable 
in a relatively small proportion of all cases of phthisis, 
thus limiting its undoubted value. 

Pneumothorax treatment has enabled many who 
were destined to a speedy decease, or at the best to 
a life of chronic invalidism with its attendant misery 
both for the patient himself and his relatives, to be 
restored to a working capacity and, consequently, 
economic independence. Simultaneous bilateral 
collapse, by extending still further the scope of 
pneumothorax treatment, presents another important 
advance, which we in this country have perhaps not 
appreciated as fully as some workers on the continent 
and in America, and it demands far deeper considera- 
tion from ourselves than it has received up to the 

present. 

The unilateral pneumothorax in spite of its 
undoubted value has its disappointments and its 
limitations. A fresh focus of disease may appear 
in the hitherto clear contralateral lung or a formerly 
quiescent focus therein may show signs of active 
spread. In other cases active bilateral disease makes 
unilateral collapse a valueless procedure. For these, 
simultaneous bilateral collapse, when practicable, is 

the only possible solution. We have therefore 
collected and studied a consecutive series of such 
cases, 44 in number, which have passed through the 
sanatorium as in-patients during the last seven years. 


INDICATIONS 
Careful examination of the histories of these 44 
patients show that the cases chosen for the induction 
of bilateral pneumothorax divide themselves into two 
main groups. l 

Group A.—Cases in which a simultaneous bilateral 
pneumothorax was a primary consideration. In 
this group there was a very short interval between 
the induction of the two pneumothoraces, usually 
2—4 weeks. We find here that the lesions fell into 
three distinct types: (1) an active or spreading 
lesion in both lungs; (2) a spreading lesion in one 
lung with a non-spreading but symptom-producing 
lesion in the other; and (3) non-spreading but 
3ymptom-producing lesions in both lungs. 

Group B.—Cases in which an artificial pneumo- 
horax has been established on one side and the 
patient has remained stable for some time; relapse has 
hen taken place, either by the appearance, clinically 
r radiologically, of disease in the previously healthy 
ontralateral lung, or by the activity or spread of a 
cus in the contralateral lung which had up till then 
əmained quiescent. The time interval between the 
iductions in this group will obviously vary from 
ionths to years, being dependent upon the date 
the appearance of that spectre, relapse. 


TECHNIQUE 


The induction of a simultaneous bilateral pneumo- 
orax must of necessity vary slightly in accordance 


with the grouping of the case. In Group A, where 
there is active or gross bilateral disease, the more 
heavily infiltrated lung is collapsed first. The actual 
method employed is that of the ordinary unilateral 
artificial pneumothorax, save that the volume of air 
introduced is smaller, usually 150 200 c. em. A 
similar amount is introduced on the second, the 
fourth, and the seventh days. Before his refill on 
the eleventh day the patient is examined under the 
fluorescent screen, and henceforth the intervals between 
refills and the volume of air introduced are regulated 
according to the degree and type of collapse observed 
on the screen. Every effort is made by these means 
to obtain a selective collapse of the diseased area. 
When a satisfactory degree and type of collapse have 
been attained, this usually taking 2-6 weeks, the 
physician can now turn his attention to the other 
lung, which is collapsed and controlled on the same 
general principles. 

The ideal radiological result is a selective collapse 
of the diseased portions of both lungs with the healthy 
portions inflating freely. There should, as a rule, be 
no mediastinal herniation or displacement, and the 
heart should be in its normal position. This happy 
state cannot always be attained, since the distribution 
of the disease and the size of the areas involved may 
preclude it, but with a little care it is surprising how 
often a result approaching the ideal can be produced. 

It is not always expedient to have the degree of 
collapse the same on the two sides, even when the 
lesions in the two lungs appear comparable in type 
and extent. The general comfort of the patient and 
his symptoms may be profoundly influenced by 
readjustments in the depth of collapse on one or 
other of the two sides. Skilful attention to this 
„balancing of the collapses, at times a rather 
tedious procedure, is well repaid by a greatly improved 
general response. But it may be accepted as an 
axiom that the lung with the more long-standing and 
denser disease, especially if cavitated, requires a more 
complete collapse than the less affected lung. 

It is indeed remarkable the extent to which the 
lungs may be compressed without the patient showing 
any signs of respiratory distress, so long as one lower 


lobe is permitted to inflate freely. 


The most favourable results are undoubtedly 
obtained in those cases in which the lesions are 
confined to the upper lobes; in these a bilateral 
selective apical collapse can frequently be produced, 
thus controlling the diseased areas, whilst at the same 
time the healthy lower lobes are allowed to inflate 
freely, ensuring a sufficient vital capacity for easy, 
effortless respiration even with moderately severe 
physical exercise. 

In Group B, where one lung has been collapsed 
for some time before a spreading lesion appears 
in the contralateral lung, a simultaneous bilateral 
pneumothorax need not always be considered 
immediately, but more conservative methods may be 
tried out at first—prolonged rest in bed, chryso- 
therapy, and so forth—and when such measures 
fail bilateral pneumothorax should be considered. 
During the period of conservative treatment the 
progress or retrogression of the new lesion is carefully 
observed by means of comparable serial X ray films 
taken at frequent intervals. Frequently the lesion 
becomes static or retrogressive, when no further 
interference is necessary. Some lesions, on the other 
hand, show signs of instability when exercise is 
increased, or continue to spread or cause symptoms 
in spite of routine treatment. In these cases, the 
original pneumothorax should be allowed to inflate 
slowly until the lung is ventilating freely, attempts 
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CASES TREATED WITH SIMULTANEOUS BILATERAL ARTIFICIAL PNEUMOTHORAX 
CASES ALIVE—GROUP A | 


Years | Years | Years 
| since | main- | Since tenes | eee 
Case. | Age. 5 tained | ‘both Reasons for diate | 1 year | Complications. Remarks. 
tion o as sides abandonment. response 
bilateral | bilateral oban- | pense, ibaga 
A.P. P. | doned. 
yr. mth.| yr. mth.| yr. mth. . 
31 7 9 |. 2 6 5 3 | Physician’s choice. Good Fair. — Late cavitation in R. lung 4 years 
, i after R.A.P. was abandoned, 
2 23 5 11 0 9 5 2 Obliteration. 1 b — Late cavitation in R. lung after 
ooliteration. 
3 | 23 1 6 1 6 — Still maintained. Fair. » Small amount of — 
PE | uid; refill 
reactions. 
4 | 20 6 5 2 9 3 8 Obliteration. Good. Good. — — 
5 22 4 4 0 3 4 1 Spontaneous a Fair, Spontaneous Late cavitation in R. lung after 
pneumothorax pneumothorax. R. A. P. was abandoned. 
1 10 1 10 — Still maintained. ò Good. — — 
7 | 29 6 6 2 6 4 0 Fluid in R. 5 ” Fluid. — 
0 2 6 Adhesions ; Bad. — — Good response to bilateral apico- 
diseased parts of lysis later. 
lungs could not 
be collapsed. | 
9 20 4 5 2 4 2 1 Obliteration. Good. Good. — == 
10 |19| 4 5 1 3 3 2 5 ö 5 5 — — 
11 23 5 3 2 2 3 1 Fluid. a as a Fluid. — 
12 22 5 7 1 0 4 7 Obliteration. % > — 
13 33 0 10 | 0 10 — till maintained. Fair, | = Fidia. = 
CASES ALIVE—GROUP B 
24 6 10 6 5 4 Spontaneous Good. Fair. L. spontaneous — 
pneumothorax. pneumothorax. 
2 |18 | 5 10 2 2 8 | Physician’s choice. 99 Good. = => 
3 |19 2 0 6 1 8 | Fluid. Dyspnœa. Bad. Bad. Fluid. Spread of disease and cavitation 
in L. 1 after IL. A. P. 
. . abandoned. 
4 | 28 6 6 6 6 — Still maintained. | Good. Good. — = 
5 18 1 3. 1 3 “F » ” ” 3 — 
6 18. 1 6 1 6 a" * ` 99 ” — — 
7 30 1 5 1 5 — 55 Fair, F air. 5 aoe 
8 — . 4 8 3 5 0 10 Fluid. Good Good. Fluid. = 
9 | 26 1 8 1 8 — Still maintained. » a Small amount of — 
, ; re 
l reactions. 
10 | 22 1 3 1 3 — 5 ; 5 7 — — 
11 18 5 3 2 3 3 0 Obliteration. n Fair. — Late cavitation occurred in L. 
iune attep L.A.P. was aban- 
' ` one ° 
12 23 5 7 1 1 4 6 [ Refill reactions. > Bad Refill reactions. | Spread of disease in R. lung after 
. R.A.P. was abandoned; R. 
a phrenicectomy performed later. 
13 | 20 0 10 0 10 — Still maintained. n — — — 
14 | 27 1 0 1 0 — 1 Fair. Fair. | Small amount of — 
fluid; refill 
ö reactions, 
15 — 1 8 1 8 — » Good Good. — == 
16 18 1 8 1 8 — ” ” 52 = — 
17 17 0 9 0 9 — n a — — — 
18 30 0 8 0 8 — » i — Sponvanedue — 
neumothorax, 
19 823 0 8 0 8 — 4 — — 


E ” Fair, 


being made to render it selective by carefully con- 
trolled refills and spacing; the second pneumothorax 
is then induced and established along the lines alread 
suggested. , 
In some instances circumstances . may combine 
to render this preliminary period of conservative 
treatment before the induction of the second pneumo- 
thorax either impossible or inadvisable. The tempera- 
ment and morale of the patient must be considered, 
and these alone may preclude the recommendation 
of the fuller but more leisurely course, especially 
if a previously prolonged course of hospital or sana- 
torium treatment has entailed a severe drain on his 
mental and financial resources. Again, economic 
conditions and the exigencies of modern industrialism 
may demand his return to work at the earliest 
possible moment. It would then indeed be bad 


treatment to. detain him and stabilise his tuberculosis 


at the cost of the loss of that very best of aids to 
successful after-care, congenial and financially stable 
employment, which might be ensured by an 
abbreviated treatment. 
circumstances, is much more likely to be rewarded 


Such a course, in these . 


with real success than the full régime followed by 
domestic and financial insecurity. 

The stabilisation and maintenance of a simultaneous 
bilateral pneumothorax calls for the greatest care. 
It is advisable that the collapse should be controlled 
by the same physician for as long as possible, and it 
is very important that the person who performs the 
refills should always be present at the screening. 
The degree of collapse is controlled by frequent 
observation on the screen—at least once weekly— 
and by the general clinical condition and symptoms, 
both. subjective and objective, of the patient. In 
our experience it is advisable whenever possible to 
refill both sides at the same session. This is preferable 
because, first, there seems to be less likelihood of the 
occurrence of refill reactions; secondly, patients 
aver that there is less discomfort after the refills; 
and, thirdly, much time and inconvenience is saved 
when he has left the institution and returned to work. 

Difficulties are often experienced in the early stage 
in maintaining a satisfactory degree of, collapse on 
the two sides. Despite frequent observation on the 
screen and careful filling, the depth of the collaps 
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CASES TREATED WITH SIMULTANEOUS BILATERAL ARTIFICIAL PNEUMOTHORAX—{ continued) 


CASES DEAD—GROUP A 


Reasons for 
abandonment. 


Obliteration. 


Unsatisfactory 
collapse, 


Physician's choice, 
Acute Suig onset. 
Obliteration. 
Patient too ill. 


C “Io meso N m 


Imme- 
diate Complications. Later. 
result 
Heemoptysis. Fluid in L. after R. had 
obliterated. 
— Cavitation occurred in L. lung 
. after L. A. P. was abandoned. 
Fluid Spread of disease. 
— Died as a result of an accident ; 
well and working shortly before. 
Fluid. Spread of disease. 


Fluid in L. after R. had obliter- 
ated. R. phrenicectomy later. 


CASES DEAD—GROUP B 


b= 
— 
oo 
p= 
© 
© 
=) 
© 
0 


Dyspneea, loss of 
weight, pleuritis 
Fluid, hemo- 
ptysis, dyspnoea, 


Obliteration. 
Physician’s choice, 


Bad. Pleuritis. Spread of disease. 
57 Fluid in R., Rapid spread of disease. 
hemop 
from R. lung, 
dyspnoea + +. 
Good. — 


Pregnancy, labour, spread of 
e 


disease, 

9? — Cavitation in R. lung. R. A. P. re- 
established after expansion but 
without collapse of patent 
cavity. Died from hemoptysis. 


on either side may vary considerably from week 
to week, but by slight adjustments of volumes, accord- 
ing to screen appearance, a stable condition will be 
reached when both sides can be refilled at constant 
intervals with constant amounts with only a minimal 
variation in the collapse. Bilateral pneumothoraces 
should, as a general rule, be refilled on a volume 
basis, and very little attention should be paid to 
small variations in the final pressures. Quantity, 
not pressure, should be the keyword. 


' COMPLICATIONS 


The complications that occur in a bilateral artificial 
pneumothorax are of necessity similar to those in 
the unilateral type. Bearing in mind the greatly 
diminished vital capacity, any complication that 
tends to reduce this still further must be regarded 
as of comparatively grave import. 

Eiffusion.—In almost every case of bilateral 
pneumothorax a small collection of fluid—the 
so-called ‘‘ puddle — is seen at some period of the 
collapse. These puddles are almost always 
unaccompanied by any symptoms and are without 
significance. In a few cases (11 in our series of 44) 
larger collections appeared with or without accompany- 
ing constitutional disturbance, in the same manner 
as in a unilateral collapse. In other cases, there is, 
again as in the unilateral type, a sharp sudden onset 
with rise of temperature, pain, and dyspnea. This 
dyspnoea may be mainly reflex and controllable by 
the exhibition of sedatives. Only on rare occasions 
does cyanosis and dyspneea call for decompression and 
removal of air during the actual onset. 

During the formation of the effusion close observa- 
tion must be kept on the screen appearance of the 
collapse and the clinical condition of the patient. 
If there are no signs of distress the further procedure 
depends on the volume of the effusion. Even when 
one pneumothorax cavity is half filled with fluid 
the bilateral collapse can usually be maintained. 
Should the cavity proceed to fill still further, the 
question of gas-replacement, repeated if necessary, 
may arise ; or the pneumothorax on this side may be 


abandoned, leaving the fluid to maintain the collapse 
until absorption takes place, the contralateral collapse 
being continued. If, on the other hand, signs of 
acute distress appear, active interference becomes 
essential. The precise method to be adopted to 
relieve the patient must be decided according to the 
merits of the case—simple aspiration, gas-replace- 
ment of the fluid, and decompression of the opposite 
side all have their uses. Fortunately, resort to such 
interference, which will probably eventually lead 
to the abandonment of one or other of the pneumo- 
thoraces, is not often indicated. It is remarkable 
what little discomfort a large effusion on one side 
may cause. 

Refill reactions.—Another frequent but usually 
minor complication is the occurrence of refill reactions. 
Only rarely are these serious enough to assume any 
real importance. When they are severe the pyrexia, 
which may persist for several days, and the general 
malaise necessitate an irritating rest after each refill, 
thus sometimes compelling abandonment of one or 
both sides on economic or psychological grounds. 
These reactions may appear at any time during the 
maintenance of the pneumothorax, but fortunately 
are usually of an evanescent nature. A variety of 
methods have been advocated from time to time 
with a view to minimising or preventing them, with 
varying degrees of success—e.g., refilling both sides 
at the same session ; refilling at a different site each 
time ; or slow refills with a very fine needle. 

Spontaneous pneumothorax.—A rather more 
frightening complication is the occurrence of a 
spontaneous pneumothorax (3 in our series), but 
even this accident is not so grave as one might 
anticipate. The immediate treatment depends on 
the presence or absence of cyanosis. Should this 
be absent, active treatment will probably be 
unnecessary. The dyspnea which is mainly reflex 
can usually be relieved by giving morphia and by 
reassuring the patient. In the presence of cyanosis, 
decompression—repeated if necessary—will usually 
suffice. Much more dangerous is the possible 
subsequent development of a pyo-pneumothorax. 


‘ 


— 
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RESULTS 


In assessing the value of this form of treatment 
we would point out that the available material on 
which this investigation is based is too small and 
covers too short a period to allow of definite statistical 
evidence of the remote results. Although several of the 
Group A cases had their treatment commenced several 
years ago—the longest seven years—it is only within 
the last three years that this method of treatment 
has been used.on an increasingly large scale, especially 
in the Group B cases. For this reason we have thought 
it advisable to concentrate chiefly upon the immediate 
response—namely, that at the termination of the 
full sanatorium course—bearing in mind the gravity 
of the condition of the majority of the patients on 
whom the operation was performed. 

In Group A we find that 20 cases have been discharged 
from the sanatorium: of these 17 were sufficiently fit 
and stable to carry out routine Grade 3 or 4,1 which entails 
‘fairly heavy manual work. One case reached Grade 1 
—i.e., light manual work—but the other 2 cases did not 
respond sufficiently to warrant continuation of this 
treatment. At the same time, only 50 per cent. of the 
total Group A cases reported any symptoms whatever 
on discharge, these. consisting only of slight cough with 
a trace of sputum or a very mild dyspnea. 

In Group B, 22 cases have been discharged: 16 reached 
Grade 3 or 4; 3 reached Grade 1 or 2; 3 cases were 
unsatisfactory. In this group 70 per cent. were symptom- 
less on discharge. 


One of the most striking features of these cases 


was the almost complete absence of dyspnea in the 


majority when stabilised, and even in those cases in 
which it was reported present it was was nearly always 
so slight as to cause practically no inconvenience. 
It is an amazing sight to see men with a simultaneous 
bilateral pneumothorax working on our pig-farm and 
swinging heavy buckets of swill about with surprising 
nonchalance and a general air of well-being. Several 
of our ex-patients are on full nursing duty—no light 
task. l 

Every year that passes in the life of the consumptive 
tends to introduce more and more extraneous factors 
which may interfere with the favourable course of 
his disease. Economic circumstances, changes of 
environment, changes of domicile, perhaps necessitat- 
ing less careful supervision, all these must influence 
the eventual result. Again, opinions vary as to the 
length of time an artificial pneumothorax should be 
maintained ; some will abandon it in two or three 
years on a time basis, others advocate maintenance 
indefinitely as we do, in the absence of complications, 
in an effort to avoid “late cavitation’? in the 
re-expanded lung. Pathological changes may 
terminate the collapse—the physician being always 
at the mercy of the behaviour of the pleura ”— 
obliteration or large effusions deciding the issue. 
By reason of all these variables and the shortness of 
our series we decided that it would be of little value 
to analyse the remote results too closely, but the 
following facts may be of interest. i 

In Group A, 13 patients are still alive and 8 have died. 
Of those alive, 6 have survived the induction of the second 
pneumothorax by more than five years, and of the 
remainder 6 have survived for two years or longer. One 
patient is of less than two years’ standing. Of those who 
have died, 3 failed to survive for two years after the 
induction of the second pneumothorax, and 1 patient was 
killed in an accident after having kept well for over five 


years. 
In Group B, 19 patients are still alive and 4 have died. 
Of those alive, 5 have survived the induction of the second 


id, R. ©.: 


1 Wingfie Text-book of Pulm onary Tuberculosis, 
London, 1929, p. 215. 


pneumothorax by more than five years. Of the re- 


mainder, 2 have survived for two years or longer and 12 are 


of less than two years’ standing. In this group 3 patients 
failed to survive for two years after the induction of 
the second pneumothorax. ; 


DISCUSSION’ 


In appraising the value of this form of treatment 
it must be appreciated that in our Group A cases 
it was used as the only available measure of treat- 
ment, the extent and type of disease being such that 
the expectation of life was short. A two-year 
survival can therefore be regarded as an excellent 
result. : 

In Group B the same would apply to many of the 
cases ; yet in others the prognosis before the induction 
of the second pneumothorax was much more favour- 
able. Indeed, in some of these patients the spread 
of disease was detected and the treatment instituted 
on radiological evidence alone, before the appearance 
of symptoms or physical signs. Therefore in this 
group it is more difficult to assess the particular value 
of the treatment, although the results are certainly 
much better than would have been the oase if the 
original artificial pneumothorax had been abandoned 
in order to allow collapse of the contralateral side. 

Simultaneous collapse therapy is a powerful weapon 
in the hands of the physician who can master its 
technique and appreciate its problems. Though 
an easy and practical method of treatment it, calls 
for the exercise of great patience and no little trouble 
on the part of the physician, and for the fullest 
coöperation from the patient. In view of the excellent 
results obtainable, this operation calls insistently 
for further consideration and wider adoption in this 
country. Many more lives might be saved and many 
financial and economic problems solved by its judicious 
use in selected cases of phthisis. 7 


We wish to tender our acknowledgment and thanks 
to Dr. R. C. Wingfield, medical superintendent of the 
sanatorium, for his helpful criticisms; to the physicisns 
of the Brompton Hospital for permission to utilise their 
records of the cases before admission and following 
discharge from the sanatorium; and to the staff of the 
statistical department at Brompton Hospital for ther 
invaluable assistance in tracing patients who are 00 
longer under treatment at the hospital. 


ACUTE PHLEGMONOUS APPENDICITIS 


PRODUCED BY INTRAVENOUS 
ADMINISTRATION OF HISTAMINE 


By HANS SELYE, M.D., Ph.D. 


ASSISTANT PROFESSOR OF BIOCHEMISTRY IN MCGILL 
UNIVERSITY, MONTREAL, OANADA 


PREVIOUS experiments have shown ?* that diverse 
nocuous agents, such as surgical or nervous shock, 
intoxication with various drugs, excessive muscular 
exercise, and exposure to cold, elicit a syndrome 
characterised mainly by cedema formation, 
hyperplasia, thymus atrophy, and gastro-intestinal 


ulcers. These symptoms are more or less independent 
of the nature of the damaging stimulus, and probably — 


represent a response of the organism to damage 3 
such. The syndrome has been considered to be the 
expression of a general alarm of the organism when 
suddenly confronted with a critical situation, and 
since the purpose and more intimate mechanism ol 
the reaction is still unknown, it has simply been 
referred to as the alarm reaction.” For reason 
discussed elsewhere 23 I believe that most of the 


+ 


symptoms of the alarm reaction are caused by hista- 
mine or some other pharmacologically related meta- 
bolites produced by the tissues under the stimulus 
of damaging agents such as those mentioned above. 

In these earlier experiments I had already noticed 
that in the alarm reaction the mucosa of the appendix 
is frequently the seat of deep ulcers. I wish to recall 
here that the appendix in the rat is not as sharply 
demarcated as it is in the human, but as Berry 4 
has shown, the distal part of the cecum, which is 
surrounded by a slight constriction, corresponds to 
the appendix.. These lesions in the appendix did not 
seem very remarkable, however, since the entire 
gastro-intestinal tract was usually covered with 
innumerable ulcers. Ulcerations in the stomach, the 


FIG. 1.—Appendix of a normal rat. 
FIG. 2.—Appendix of a rat seven hours after the intravenons injection of 30 mg. of histamine. 


FIG. 3.—Inner aspect of the appendix shown in Fig. 1. 


small and large intestine, and the appendix, similar 
to those seen in the alarm reaction, have also been 
produced by repeated subcutaneous injections of 
histamine given over a period of 48 hours, which 
seemed in good accord with the interpretation of 
the alarm reaction as the result of an endogenous 
intoxication with some histamine-like substance. 

More recent experiments, however, disclose the 
rather unexpected fact that a very acute alarm 
reaction, such as may be produced for instance by 
the intraperitoneal administration of formaldehyde, 
lesions the appendix selectively so that an acute 
phlegmonous, frequently perforating, appendicitis 
develops without any visible changes in the other 
viscera. In my first experiment, twelve adult male 
rats received 0-5 c.cm. of a 4 per cent. formaldehyde 
solution intraperitoneally. At autopsy 48 hours 
later, all of these animals showed severe; purulent, 
phlegmonous inflammations of the appendix which 
led to perforations (demarcated by adhesions) in 
three cases. It seems most unlikely that these selec- 
tive appendicular lesions could have been caused 
by the injection of the formaldehyde on to the surface 
of the appendix, for it is most improbable that the 
drug would have been injected just there by mere 
coincidence in all twelve cases. Furthermore, an 
examination of the less severe cases showed that the 
lesions begin to form from the inside of the appendix, 
and marked necrosis of the mucosa is seén at a time 
when the muscularis and serosa.are still intact. 

If my interpretation of the alarm reaction as an 
endogenous intoxication with histamine-like meta- 
bolites be correct, then these appendicular lesions 
would be the result of a sudden release of large 
quantities of histamine by the tissues. In this case 
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it should be possible to reproduce the same lesions 
by intravenous injections of histamine. This proved 
to be the case. Twelve adult male rats were injected 
with 3 c.cm. of a 1 per cent. solution of histamine- 
dihydrochloride into the jugular vein under light 
ether anesthesia. As soon as seven hours after this 
injection, 11 of the 12 animals had an acute phleg- 
monous appendicitis without showing any changes 
in the other viscera, except a very small erosion of 
the gastric mucosa in one case (see Figs. 1-4). It 
should be mentioned that these experiments have 
been performed on the so-called ‘‘ hooded” black 
and white rat, for I convinced myself that the results 
are much less constant, and usually larger doses are 
required, when a pure white strain of rats is used. 


FIG. 4.—Inner aspect of the appendix shown in Fig. 2. 


It is evident that a secondary infection by bacteria 
such as are present in the appendix plays an important 
part in the development of the disease, but this I 
now believe is a secondary phenomenon. The experi- 
ments show that localised lesions may be produced 
by certain acute types of the alarm reaction, and that 
the intravenous administration of histamine may 
selectively affect the appendix without causing any 
other appreciable morphological changes. 

Since my previously reported experiments showed!* 
that pleural transudates, acute hemorrhagic lung 
cedema (not unlike that seen in the stage of red hepa- 
tisation of the lungs in pneumonia), intense diarrhea, 
&c., may also be seen in certain types of the alarm 
reaction, it does not seem unlikely that many of the 
diseases in the ætiology of which exposure to cold 
has been thought to play a certain part, the so-called 
morbus a frigore of the ancient physicians, are in 
reality elicited by an alarm reaction which may be 
caused either by cold or by any other serious general 
damage inflicted upon the organism. The lesions 
caused by the alarm reaction would then secon- 
darily open the way to pathogenic micro-organisms 
present in the damaged organ. 

` = SUMMARY 

Experiments on the rat show that intraperitoneal 
injections of formaldehyde or intravenous injection 
of histamine affect the appendix selectively and 
cause a phlegmonous, often perforating, appendicitis. 
This reaction is considered to be a special type of 
the alarm reaction. 
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BEE VENOM IN RHEUMATIC DISORDERS 
By F. SEVERNE MACKENNA, M. B. Dub. 


HON. PHYSICIAN TO THE BRINE BATHS OLINIC AND PHYSICIAN TO 
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SINCE the earliest days of medicine there has been 
a popular belief that those who are habitually exposed 
to the stings of bees escape rheumatism. In country 
districts to this day it is no uncommon thing for 
sufferers to allow themselves to be stung. Accord- 
ingly attempts have lately been made to produce 
a stable bee-venom preparation which could be used 
clinically. This has been given either by trans- 
cutaneous injection or by inunction. On the clinical 
results much has already been written, and like 
other workers I have tried, I believe, all the British 
and continental brands on the market. When using 
those which were directed to be injected the results 
were uneven and often disappointing. A local 
reaction was obtained in most cases, but beyond the 
obvious effects of counter-irritation there was little 
to demonstrate. With the use of preparations for 
inunction the results were similarly uneven and 
attacks of malaise occasionally followed the applica- 
tion. Again counter-irritation alone could have had 
the same action without the systemic disturbances. 

Such was the position when I was asked by Messrs. 
Hoffmann-La Roche to give an extended clinical 
trial to a bee venom they had prepared and proposed 
to market under the name Apicur. Having now 
treated over 100 cases of neuritis, fibrositis, rheumatoid 
arthritis, and osteo-arthritis, I regard the results as 
encouraging enough to deserve report. 

The Apicur is supplied in rubber-capped ampoules 
containing 1 c. em. of a sterile and stable 1-5/1000 solution 
of bee venom. A vaccine syringe is used, fitted with a 
Parke Davis needle No. 55, this being a needle specially 
made for intracutaneous injection and superior to any 
others so far found for the purpose. For the first injection 
0-1 c. m. is used, and the dose is increased with each sitting 
to a maximum of 0:4¢.cm. It is now my custom to distri- 
bute the quantity to be given over as many individual 
punctures as possible, and it will be found easy with 
0·4 c. om. to make at least 55 or 60 punctures. When 
formerly the punctures were fewer and the injections 
larger there was a tendency for the local reaction to become 
unpleasantly severe, witb, in a limb, much distal swelling 
and discoloration. These undesirable effects are never seen 
when the method of multiple punctures is used. The 
injections are given intracutaneously over the site of the 
disability in fibrositic and joint conditions, and along the 
entire course of the affected nerve and its distributions in 
cases of neuritis. It has been found useful in brachial 
neuritis to include the lower five or six cervical vertebral 
areas and the upper three thoracic. 


At the site of the injection a small area of pressure- 


anemia is at once noticed, followed rapidly by 
a spreading weal surrounded by an area of hyperzemia. 


When multiple punctures are made the weal forma- 


tion naturally is less than where a larger quantity 
has been given. In some cases there will be a small 
amount of bleeding and in all there is an exudation 
of serous fluid. The patient immediately experiences 
a burning at the site, followed by itching and slight 
throbbing. The itching continues intermittently for 
two or three days, passing off as the area returns 
to normal. Injections are given every fourth day 
and do not interfere with other treatment which 
may be given, it being possible even to massage the 
site without ill effect. In a few cases it has been 
noted that the weals, instead of remaining discrete, 
throw out pseudopodia in all directions, and 
uniting with their neighbours form a network. It has 
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not been necessary to provide a soothing dressing of any 
kind as the itching is well tolerated. It is found in 
giving the injections that there are big differences of 
sensitivity in different areas, the most tender being 
over the neck and lumbar spines. 

The patient's attention, I notice, is at once trans- 
ferred from his disability to the injections, and as his 
sensations settle down to a comfortable feeling of 
heat he usually states that the original pain has gone 
or has decreased. This declaration is made as a rule 
after about half an hour. The injections have been 
given before, during, and after the administration of 
infra-red rays but no modification of result has been 
noted. It is seldom necessary to repeat the injections 
more than four or five times. No general reactions 
have so far been found, with one exception, which 
will be noted later. The best results have undoubtedly 
been obtained in various forms of neuritis and in 
painful fibrositis, although some of the cases from other 
groups have reacted well. 


ILLUSTRATIVE CASES 


Case 1.—Female, aged 48. Fibrositis. Treated on 
previous visit with baths, ionisation, and massage. Much 
benefit. Again similar treatment with the addition 
of apicur to the painful shoulder muscles. Four sittings 
given; great additional improvement. The injections 
were well tolerated although the patient, who has a 
spina bifida and hyperthyroidism, is very nervy.” 

CasE 2.—Female, aged 64. Rheumatoid arthritis 
for 14 years. Now mainly feet, ankles, and shoulder. 
Had spa treatment on five occasions without accessories. 
Given a series of five apicur sittings, with much benefit 
to the affected parts, especially increased shoulder move- 
ment. Much better than after former visits. 

Case 3.— Male, aged 75. Brachial neuritis off and on 
for the last 20 years. More severe in last two months. 
Given baths, infra-red and apicur. Immediate improve- 
ment with loss of symptoms, more rapidly than would 
have been expected from the other treatment alone. The 
patient was not at all robust, but tolerated the full doses of 
venom without showing the least sign of shock or distress. 

Case 4.—Female, aged 25. Sciatic neuritis. Was 
treated a year previously with histamine ionisation alone 
and got much relief. Returned and was given an injection 
of apicur the first day and a histamine ionisation the next 
day, and on the third appearance was asked which had 
given the greater amount of relief. Declared for the 
venom, which was forthwith continued with good results. 

Cask 5.—Female, aged 56. Villous arthritis of knee. 
Had previously much treatment, electrical and physical, 
but with little result. Given venom on several widely 
separated occasions and can now walk farther and better 
than for many years and has comparatively little pain. 
All other treatment had been stopped for several months 
before commencing the venom. 

Cas 6.—Male, aged 73. Osteo-arthritis, mainly of 
hip and knee. Was given four punctures over hip and 
on the fourth day a similar number round the knee. The 
hip had reacted normally but round the knee there was 
much local reaction and pain, with headache. A third 
injection to the hip produced no disturbance but another to 
the knee produced an even greater reaction and further 
venom was declined, although there was undoubtedly more 
freedom in moving the limb. This is the only case so far 
which has shown any ill effects, and it must be noted that 
there was a history of apoplexy and more recently a 
troublesome disorientation, so the case cannot be regarded 
as normal, 

Several cases of early rheumatoid arthritis and the 
more acute types have been treated, but as other more 
usual forms of treatment were mainly relied upon it 
cannot fairly be claimed that the improvement was 
due to the venom or otherwise. Further work is 
being undertaken in these cases. 


COMMENT ON RESULTS 


As it is little more than a year since I first used 
apicur it is impossible to gauge the permanency of 
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the results; but it so happens that several of the 
first patients to receive it have remained during the 
whole of the intervening time under observation, and 
from these it is possible to get some idea of what may 
be expected. In one case, with severe brachial 
neuritis, pain was mitigated almost at once, and 
at the end of three sittings it was gone. The original 
exciting cause remained, and the pain showed signs 
of returning after about five weeks; but it responded 
again to one sitting and has continued similarly to 
return and be relieved. In two other cases, however, 
one of sciatic neuritis and one of lumbar fibrositis, 
there has so far been no return of the trouble. These 
three cases were treated with apicur alone and all 
had previously received appropriate treatment with- 
out more than temporary gain. One other patient 


was being given a course of another brand of bee 
venom when a supply of apicur came to hand. When 
the next injection was due apicur was used without 
informing the patient of the change, and she 
immediately exclaimed on the strength she was getting, 
saying that there was much more stinging. Similarly 
there was a vastly different report when next she was 
seen, telling for the first time of a very definite 
improvement. 

Whether the results obtained with apicur are lasting 
or otherwise, it would have a very real value if it afforded 
merely a relief which in my experience can be obtained 
neither by the older methods nor with other bee- 
venom preparations I have tried. The method 
presents no technical difficulties and seems to have no 
contra-indications. 


CLINICAL AND LABORATORY NOTES 


A CASE OF CHOREA GRAVIS TREATED 
WITH AVERTIN 


By LESLIE CoLE, M.D. Camb., F. R. C. P. Lond. 


HON. PHYSICIAN TO ADDENBROOKE’S HOSPITAL, CAMBRIDGE 


THEBE are few records of the use of Avertin in the 
treatment of chorea. This is partly because cases 
severe enough to justify this treatment are rare and 
partly that the potentialities of avertin are not yet 
generally recognised. 

Gallinek 1 refers to two very severe cases in children 
in which one basal anesthetic dose of avertin was 
given daily for four consecutive days. The move- 
ments were controlled and rest was obtained for 
several hours after each injection, a result which other 
sedatives had failed to achieve. Westphal? describes 
a very severe case in a man aged 20 who could not 
sleep because of the severity of the movements and 
could not be fed because of the involvement of the 
mouth and throat. He was given 150g. of a 3 per 
cent. solution of avertin daily for five consecutive 
days with a similar good result. Paraldehyde, 
luminal, and ephedrine were also given over the same 
period. In the case here described, much larger 
amounts of avertin over a much longer period had to 
be given before the condition subsided. 

The patient was a girl, aged 11, with nothing relevant 


in her family history. She had had measles and whooping- | 


cough as a small child, but had no history of rheumatic 
fever, growing pains, or tonsillitis. 

Present illness —She had been in perfect health until 
July 12th, 1936, when she went to the seaside for a day 
and there developed aching pains in the back and legs 
which lasted four days. After this she did not seem in 
her usual health, but grew pale and fidgety and began to 
lose weight. The nervous movements grew gradually 
worse but she had no more pains. On August 7th the 
movements became very much worse, and on the day 
before admission had become so severe that she could not 
swallow solids and could hardly sleep, speak, or drink. 
They involved the whole body and were continuous. 

State on admission (August 12th).—A thin pale child 
in a state of continuous choreiform convulsions which 
involved the whole body. The movements were typical 
of chorea but of great violence, and no part of the body 
was still for a moment. The muscles of the face, throat, and 
mouth were all affected, so that speaking, eating, and 
drinking were almost impossible. They did not cease for 
an instant either by day or night, so that sleep was 
impossible. 

On examination there was no sign of infection in the 
mouth or throat or elsewhere. Temp. 99-4°F., pulse- 
rate 124, respirations 24-60. The heart appeared to be 
enlarged half an inch to the left, but showed no other 
abnormality. No other abnormal signs were found. 


Progress and treatment.—During the first 48 hours in 
hospital, in spite of rest in a darkened room, subcutaneous 
hyoscine and luminal, and sodium bromide per rectum 
tbe movements became more violent. It was impossible 
to give drugs or food by the mouth and the patient was 
becoming rapidly weaker, so that it was clear that unless 
she could be controlled she would quickly die from exhaus- 
tion. The problem was similar to that presented by a 
severe case of tetanus and for this reason it was decided to 
try avertin. The weight was estimated at 25 kg. (this 
proved subsequently to be correct) and 2-5 c. em. óf avertin 
(0-lg. per kg.) was given rectally under chloroform 
anesthesia. The movements were completely controlled 
and the patient was asleep within a quarter of an hour of 
giving the avertin and the movements were completely 
controlled for four hours after which they gradually 
returned with their former violence. ‘Treatment with 
avertin was therefore continued, the dosage being regulated 
by the severity of the returning movements. Food was 
given by nasal tube. The tube used was a Ryle’s tube 
with the weight removed. It was left in position for most 
of the next ten days, only being removed once or twice 
daily for short periods. Cyanosis was relieved by continuous 
warmed nasal oxygen and injections of atropine sulphate 
gr. 1/150, at first four hourly but later less frequently. 

Avertin treatment had to be continued for 21 days, the 
frequency of doses being increased to begin with and then 
gradually lessened. (For details of dosage see Table.) 


Table showing Dosage of Avertin 


Day of Day of 
disease No. | C.cm. | avertin] disease | No. |C.cm Toal 
KAE. ae ie, |da a | LEE adto | ae. | tins 
- dose. 8 
sion). hours). eon 8 oses. | dose. | hours). 
3 1 2°5 2˙5 13 3 3 9 
4 2 205 5 14 1 3 3 
5 1 | 2 2 15 | 2 3 6 
6 3 2°5 7-5 16 0 5 8 
7 3 2˙5 7˙5 17 2 3 6 
8 4 | 25 10 18 1 3 3 
9 5 | 25 9:59 19 | 0 = x 
10 5 2'5 12-5 20 2 3 6 
11 135 g' 21 | 0 ai a 
22 2 3 6 
12 3 3 81 23 1 3 3 


Totals: Doses, 45. Avertin in 21 days, 115-5 c. em. 
Weight of patient, 25 kg. r: j 


* 3 C. em. returned. t2 c. om. returned. f 1 c.cm. returned. 


In 21 days 115 c. em. was given and 73 c. em. of this was 
given in eight consecutive days — an average of 9 c. em. 
per day or approximately 3} basal .anzsthetic doses per 
day. Cyanosis was the most troublesome symptom but 
could be controlled by the measures described. On the’ 
third day of avertin treatment signs of basal congestion 
developed, the temperature rose to 102°F., the respira- 
tions quickened, and there was respiratory difficulty. 
An attempt to reduce the dose of avertin led to a return of 
movements with their original violence and so repeated 
doses were continued regardless of the chest condition. 
After three days this subsided completely. 


é 
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During the first three weeks of the illness aspirin grs. 15 
f 


Was given four-hourly and on two occasions small doses o 


rectal paraldehyde were also given. The first definite 


improvement was noticed on August 21st, 7 days after 
avertin treatment had been begun. On the 23rd she was 
considerably better and was able to take small amounts 


of fluid by the mouth. On the 28th she was able to answer 
By Sept. 22nd 


simple questions for the first time. 
the movements had practically ceased. 

Lumbar puncture on August 24th showed a normal 
cerebro-spinal fluid; cells normal, globulin negative, 
sugar normal, cultures sterile. The levulose-tolerance 
test done on Sept. 16th was normal; the resting blood- 
sugar was 0-09 per cent.; and at consecutive 30 minute 
intervals after levulose it was 0-1, 0:1, 0-09, 0-09, 0-09 per 
cent. 

The patient was discharged from hospital apparently 
well, with no movements and no sign of cardiac trouble, 
on Oct. 10th. | ö 

The method used in treating this patient was the 
same as that used for a case of tetanus neonatorum 
recently described in THE LANCET?’ and in other 
cases of tetanus. Such cases show how very useful 
avertin may be in controlling severe convulsions 
due to irritation: of the central nervous system. 
None of the patients have taken any apparent harm 
from repeated dosage. The child with tetanus 
neonatorum showed normal growth and health 
after the acute symptoms of the disease had subsided ; 
when, one year old he was robust enough to survive 
a double mastoid operation and at fifteen months 
he was a healthy and intelligent child. In this 
patient with chorea there were no signs of any ill 
effects on discharge from hospital and the levulose- 
tolerance test done before discharge showed no 
evidence of liver damage. | 

R. E. Hope Simpson ë has recorded the successful 
use of avertin in two cases of influenzal meningitis 
(Pfeiffer’s bacillus) in two children aged 9 and 12. 
In both cases avertin was used in full doses three or 
four times every 24 hours, in the younger for four 
and in the older for seven consecutive days. After 
each dose the head retraction and restlessness were 
controlled for four or five hours after which they 
returned. After the initial lumbar puncture no other 
treatment was used. Both children made a complete 
recovery. 

Such results suggest that avertin may be the 
sedative of choice in cases of prolonged cerebral 
irritation which endanger life from exhaustion. 
In conditions like severe tetanus, status epilepticus, 
Jacksonian epilepsy, chorea gravis, and prolonged 
convulsions in meningitis, when milder sedatives fail, 
avertin used with discretion is probably less dangerous 
than uncontrolled cerebral irritation on the one hand 
or the intermittent use of inhalation anesthetics 
on the other. | 

The dangers of giving repeated doses in this way 
are not yet known and therefore they should be used 
with caution and care when other methods have 
failed or would certainly fail. It is not yet known 
how far some patients may be particularly susceptible 
to large and repeated doses. Even with this unknown 
risk however there must be many cases of prolonged 
irritation of the central nervous system where the 


risks of using avertin are less than the risks of 
withholding it. 


I am indebted to Dr. C. G. L. Wolf for the levulose- 

tolerance test. 
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EFFECT OF ASCORBIC ACID ON THE 
CHEMICAL TESTS FOR BLOOD 


By JOHN F. Barrett, B.Sc. 


(From the Courtauld Institute of Biochemistry, Middleser 
Hospital, London) 


In the following note attention is drawn to the 
interference of ascorbic acid with the benzidine and 
guaiacum tests for blood in pathological specimens. 

I have often observed that the chemical tests for 
blood are much less sensitive when applied directly 
to urine than when an ethereal extract of boiled and 


acidified urine is used. In the case of fæces, speci- 


mens have been encountered which, when suspended in 
water and boiled, had the property of discharging the 
blue colours of positive benzidine and guaiacum 
tests. It was noted that most of these specimens 
contained chlorophyll, and I found that an extract 
of cabbage leaves had this property in marked degree, 
while fruit juices reacted similarly. The strong 
reducing power exhibited by fruit and vegetable 
extracts and by such specimens of fæces is, I suggest, 
due to the presence of ascorbic acid. In support of 
this suggestion is the fact that a small quantity of 
an aqueous solution of ascorbic acid, containing 
Img. per 100 c. em., will discharge the colour of a 
perceptibly blue guaiacum solution. The reaotion 
with benzidine is similar, the blue colour in this case 
changing to a light brown. 

It follows from these observations that, when the 
specimen is tested without preliminary extraction 
with ether, there may be present sufficient ascorbic 
acid or other strong reducing substance to mask the 
presence of a significant quantity of blood. Ascorbic 
acid and the reducing substance encountered in the. 
fæces are not extracted. by ether from acid solution. It 
is highly desirable, therefore, that all pathological 
specimens to be tested for blood by chemical means 
should be boiled, acidified with acetic acid, and 
extracted with ether. The blood pigment, if present, 
dissolves in the ether. At present this technique ! 
employed in order to eliminate false positive reactions 
due to iodides and oxidising substances in urine, but 
the method is not in general use. 


MANAGEMENT OF EARLY INFANCY 


IN a paper read before the Medical Society of 
Individual Psychology on Nov. 12th, Dr. Joyce 
PARTRIDGE spoke of the importance of this stage of 
life as being the time when the foundations of many 
of the neuroses are laid. The main source of diffi 
was always a breakdown of the normal mother 
baby relationship. The cultured mother was at à 
disadvantage when compared with the na 
mother who simply depended on her instincts. 
Civilisation made it more difficult to act in an 
instinctive and intuitive manner, and her baby was 
liable to suffer in consequence from the lack of a 
feeling of being at one with her. Dr. Partridge put 
forward the following rules for normal mothers anxious 
to give their babies the best possible start in life from 
the psychological point of view: (1) Remember that 
in the matter of your unborn baby’s sex the chances 
are even. (2) Don’t be afraid to follow maternal 
instinct and intuition ; in other words, give scope to 
your love for your baby, and don’t bring him up by 
rule of thumb. (3) Breast-feed your baby for at 
least six months. (4) Never leave him alone to cr. 
(5) Be as much as possible within earshot of him 
during the early weeks and months of his life. (6) 
Never in any circumstances scold him nor allow any- 
one else to scold him for wetting or soiling napkins 
or any other place. (7) If you must have a nannle, 
choose one who is your second in command, not on? 
who will make you hers. 
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MEDICAL SOCIETIES 


HUNTERIAN SOCIETY 


At the meeting of this society on Nov. 16th, held 
at Cutler’s Hall, City, under the presidency of Mr. H. L. 
ATTWATER, the subject of debate was the motion 


That the Practice of Voluntary Euthanasia 
would be Unjustifiable 


Dr. Kuick MILLARD (hon. secretary of the 
Euthanasia Legalisation Society) explained briefly 
the provisions of the Bill on the subject which had 
been introduced by Lord Ponsonby into the House 


of Lords, the second reading having been fixed for 


Deo. lst. In spite of all that modern medicine, 
surgery, and radiology could do, great numbers of 
human beings still ended their days by a slow and 
agonisingly painful illness, death coming from exhaus- 
tion at the end of it. Euthanasia meant easy death, 
and voluntary euthanasia was all that was being 
advocated—i.e., the carrying out of that measure 
when desired by the patient. It was not applicable 
to imbeciles and idiots, because they could not be 
judged to have the power of decision. Neither did 
it apply to those who had not attained their majority, 
nor to old people who had become a burden to their 
relatives. It was intended especially for those 
suffering from an incurable disease, with severe pain, 
so that a slow, painful, and lingering death should 
be supplanted by an easy and painless death. It 
would not be part of the duty of the ordinary doctor 
to administer euthanasia; a licence for the purpose 
would have to be taken out, and safe provision was 
made for the issuing and signing of the necessary 
certificates. When this euthanasia had been brought 
about, it would not be possible to say the patient 
had died a violent death, and therefore no inquest 
would be necessary. Euthanasia was essentially a 
social problem, as it concerned every human being, 
and he believed it would be looked upon at a future 
date as one of the great reforms of our era. An 
increasing number of people were feeling that it did 
not outrage the highest traditions of civilisation. 

Dr. G. RochE Lync# pointed out that he was 
speaking as a private person and not in any official 
capacity. Certain aspects of the question were 
worthy of consideration. First, he wondered how 
many patients suffering from a painful and incurable 
disease who asked their doctor to put an end to 
their sufferings really expressed their true feelings 
when making the request. Was not the desire to 
continue living one of man’s greatest impulses, 
second only to the procreative instinct? Even if 
he was sincere in his wish for euthanasia at one time, 
it might well be that shortly afterwards that wish 
had either ceased or was much modified. A case 
quoted by Hammond (Practitioner, April, 1934) 
would illustrate that: A man dying of an inoperable 
cancer of the bladder repeatedly begged his doctor 
to give him a dose of morphine sufficient to end his 
sufferings ; but although he knew that in a drawer 
within his reach was enough morphine to kill many 
men, he made no attempt to take it. Second, there 
was no doubt that to-day euthanasia was practised 
by medical men in this country. He had no reason 
to think it was not done in a proper and honourable 
way; was it not better to leave undisturbed a prac- 
tice which had been carried out from time imme- 
morial 7 Third, if there was need for legislation on 
the subject, it was necessary to be logical and regu- 
larise the medical man’s position. Both therapeutic 


abortion and the destruction of monsters at birth 
should be made legal acts. Assuming, however, 
that there was need for legislation on euthanasia, 
the provisions of the Bill under discussion would in 
his opinion defeat its objects by its elaborate require- 
ments. There must be first an application in docu- 
mentary form by the sufferer with the necessary 
witnesses to the signature, then two independent 
medical certificates. After these had been sent to 
the referee, he must then personally visit the patient, 
and later on an appointed day the euthanasia adminis- 
trator would visit the patient and administer the 
lethal drug. This meant that the patient, having 
expressed his desire, must await, in an agony of 
suspense which might be likened to that of a con- 
demned criminal, the actual release from life. And 
it was not to be administered by his own family 
doctor. Surely it was better for his doctor on one 
day unknown to him to give him a drug which would 
make him sleep and never wake up. As the method 
of euthanasia was to be prescribed could it always be 
certain in every case? What more terrible thing 
could happen than for the patient to wake up again ? 
He had heard of one case of a woman who at one 
stage was receiving 90 grains of morphine to allay 
pain. Euthanasia, even voluntary, was pregnant 
with criminal possibilities, and any Act that was 
passed would have to have adequate safeguards. 
At the present time he was unable to offer any con- 
structive propositions which would do this and at 
the same time permit of euthanasia being practised 
by legislation on more humanitarian lines. 

Canon H. ANSON (Master of the Temple) said he 
found it difficult. to understand exactly on what 
ground the opposition to the Bill on the subject 
rested. Some declared that many doctors already 
carried out euthanasia in suitable cases on their 
own responsibility. That, he felt, was a risky pro- 
ceeding ; it would be more satisfactory to have legal 
safeguards. There were more criminal possibilities 
without than with such legal recognition and safe- 
guard. And he thought it was bad for the doctor to 
pass on to the patient the responsibility for ending 
the life of the latter. Liberty to exercise choice 
regarding the birth of individuals was conceded, 
why should there not be equal liberty to end a life 
whose only prospect was continual agonising pain 
from an incurable disease? Missionaries in the 
tropics were often told that if they stayed there 
they could not live long; yet they preferred it to 
prolonging their lives in more congenial surroundings. 
Euthanasia should be brought about only under the 
best medical advice. Many people did not fear 
death; what they dreaded was dragging on in 
practically intolerable pain. l 

Mr. GILBERT RYLE, speaking as a moral philosopher, 
wished to state a case against the legalisation of 
euthanasia and against the conventionalisation of it 
—i.e., against making it a part of the recognised 
code of medicine even though it might not be legally 
legalised. There was, first, the sanctity of life; no 
man was justified in taking the life of another for 
the killer’s pleasure or advantage. There was a risk 
in every serious operation, as there was in many 
actions in daily life, and many actions were the 
better for having a risk in them ; even motor-driving 
in the streets carried a risk of death, either to the 
driver or to pedestrians. He did not base any part 
of his case on the statement he had heard put forward 
that suffering was always or could be by its nature 
ennobling ; in many cases certainly it was nothing of 
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the kind. In objecting to the legalising of euthanasia 
he realised there might be special cases in which the 
doctor could facilitate the suicide of another man ; 
it might sometimes be considered by a friend to be 
his duty to shorten the life of his friend, and a doctor 
might stand in that relation to his patient. But 
such isolated cases did not alter his general feeling. 
It was conceivable that a patient having fits of 
melancholia might wish his life ended in one 
of his acute fits of depression, whereas in a 
brighter period he might have no such thoughts. 
Intimidation, even blackmail, might hurry a decision 
to have euthanasia if it were legalised. A man 
might have such keen commiseration for his wife 
and others in his family on account of the anguish 
his suffering caused them that, if it were legal, he 
would possibly ask for euthanasia when in other 
conditions he would be willing to endure his agony. 
And doctors must differ greatly as to what was the 
intensity of suffering of the patient, and even as to 
the curability of certain diseases. Though taking 
life might be justifiable in certain extreme cases of 
suffering he was against any attempt to set up a 
legalised set of rules to govern such conduct; any 
such code would be open to much abuse, and would 
frequently break down in practice. 

Sir WALTER LANGDON-BROWN remarked that the 
beginning and the end of life were naturally charged 
with an intense emotional content for us all; there- 
fore the subject should be approached with due 
regard for the views of others. On such a topic as 
this it was natural that public opinion should move 
slowly, but it was moving now. In his boyhood 
cremation was regarded with horror, and Charles 
Bradlaugh and Annie Besant were imprisoned for 
advocating birth control, whereas at the present day 
birth control was the subject of a circular from the 
Ministry of Health. Voluntary sterilisation, also, 
was the subject of official literature from the Board 
of Control. He was indifferent as to the immediate 
fate of the present Bill, as it would be a mistake to 
try to rush the matter. The word voluntary 
should be noted. The possibility of the dethronement 
of liberty always caused alarm, but liberty must not 
be carried to the extent of interfering with other 
people in the social organism ; it did not mean one 
had the right to prevent other people from doing 
what they believed to be right because one thought 
it was wrong. Had one the right to refuse an old 
man means to escape from suffering abominable and 
continuous pain caused by a hopeless disease ? Some 
went so far as to say that medical progress might 
be facilitated by refusing voluntary euthanasia ; 
the suggestion implied a mass experimentation on 
human beings from which he shrank. Relatives of 
dying people showed two kinds of reaction; one 
was the desire to prolong life to the end, however 
bitter that end might be. There the physician’s 
duty was clear; he must do it if he can. The other 
reaction was the wish that the patient might be 
spared all unnecessary suffering, the physician being 
told, in effect, Don't try to prolong life if the 
position is hopeless.” A disease running a slow and 
painful course to an inevitable end was a horrible 
issue, made worse if the patient longed for death ; 
worse than death was the condition of a patient 
reduced to a vegetative state below that of the 
average animal. Dr. Roche Lynch had said many 
patients expressed a wish to die without really 
meaning it, and then set out to show that the safe- 
guards proposed in the Bill were unsuitable. That 
was followed by the admission that irregular adminis- 
tration of euthanasia was constantly being practised 
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in the profession, and that this might be preferable 
to the legalised practice provided for in the proposed 
Bill. That, it seemed to Sir Walter, was assuming a 
very grave responsibility on the score of malpraxis. 
He also objected to Mr. Ryle’s suggestion that 
the doctor was unable to judge as to the severity or 
curability of a condition; he should be conceded 
the right to judge when a patient should be granted 
euthanasia if he desired it. 

Dr. N. PINES said he had been surprised to hear 
that some doctors practised euthanasia privately. 
A case must be very bad indeed to justify that. 
It was, however, more merciful to carry out euthanasia 
than to allow a death to be slow and agonising. 

A general practitioner said many people suffering 
ghastly pain would not end their suffering by death, 
even though means might be available. He had 
been carrying out euthanasia in very severe cases 
ever since he had been in practice. 

Mrs. HopSON said not many practitioners had the 
courage to undertake such a responsibility, and she 
admired those who had. 

Mr. WILLIAM IBBOTSON, speaking as à surgeon, 
held that it was not difficult for the doctor to decide, 
in his own mind, what was the right thing to do 
when patients for whom there was no hope were 
suffering intensely. 

Dr. C. COTTER said surreptitious euthanasia carried 
out by doctors was contrary to the whole scheme of 
the relationship between a patient and his doctor. 
In view of the implicit trust imposed in the doctor, 
the latter had no right to decide for his patient in 
such an issue. 

Dr. P. B. SPURGIN agreed that legalised murder or 
euthanasia was contrary to all the tenets of the 
medical profession. Who was to decide when pain 
was intolerable? Even when the disease was 
incurable drug therapy could be so regulated that 
its cumulative effect was to produce a comfortable 
instead of an agonising en 

A barrister pointed out that medical practitioners 
who practised euthanasia were acting contrary to the 
law. If only to relieve doctors faced with terrible 
cases from their dilemma he thought it eminently 
desirable that such a Bill as that now projected should 
become law. 

Dr. A. BENJAMIN said it was no argument against 
a proposed measure to say it might be abused; any 
good thing could be abused. If euthanasia was 
made legal, it could be carried out only if the patient 
asked for it. His own view was that such a law 
would increase confidence between doctor and patient, 
as the patient would feel that if enduring intense 
suffering, with no hope of cure, he had a friend at 
hand who would end it. 

Dr. STOLKIND objected to the idea of legalising 
voluntary euthanasia. 

Mr. A. E. Roch contended that the function of 
the doctor when a patient’s disease was fatal was 
to deaden the pain, not to deaden the patient. He 
had heard it said that three things were chiefly used 
in severe cases: alcohol to induce sleep, opium 
to deaden the pain, castor oil to counteract the 
constipation produced by the opium. 

Dr. MILLARD, in a brief reply, pointed out that 
the word intolerable in reference to pain had 
been expressly avoided in the Bull. 

Mr. RYLE also replied, contending that the 
legalising of euthanasia would make possible abuses 
which would be dangerous to society. 

Prof. GREY TURNER, in thanking the speaker, 
said he was not afraid of this Bill; even if it was 
passed he felt certain it would. be a dead letter. 
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REVIEWS AND NOTICES OF BOOKS 


Surgery for Dental Students 


By Purr H. MitcHiner, M.D., M. S., F. R. C. S., 
Hon. Surgeon to H. M. The King; Surgeon and 
Lecturer in Surgery, St. Thomas’s Hospital; 
CLEMENT E. SHATTOCK, M.D., M. S., F. R. C. S., 

Surgeon and Lecturer in Surgery, Royal Free 

Hospital; EDWARD G. SLESINGER, O. B. E., M. S., 

B. Sc., F. R. C. S.; Surgeon and Lecturer in Surgery, 

Guy’s Hospital; and CEC. P. G. WAKELRT, 

D. Sc., F. R. C. S., F. R. S. E., Senior Surgeon and 

Lecturer in Surgery, King's College Hospital. 

London: Baillière, Tindall and Cox. 1936. 

Pp. 364. 128. 6d. 

THE object of this book is to provide the dental 
student with a brief account of general surgery, 
sufficient to cover the requirements of the several 
examining boards in dental surgery. It has the 
advantage of being written by a group of men, all 
of whom are either attached to a dental school or 
have experience in examining dental students. In 
a remarkable fashion the authors have compressed a 
great mass of material into a small compass, present- 
ing the whole range of surgery in a simple straight- 
forward manner and, what is extremely important, 
in a way intelligible to those who have a minimum 
of anatomical and physiological knowledge. Particular 
attention has been paid to those allied or associated 
conditions which the dental practitioner is liable 
to meet in the practice of his profession. The book 
is very well printed and illustrated and should become 
popular amongst dental students. 


Exophthalmic 
Treatment 


Second edition. By ISRAEL Bram, M.D., Medical 
Director, Bram Institute for the Treatment of 
Goitre and Other Diseases of the Ductless Glands, 
Upland, Pa. London: Henry Kimpton. 1936. 
Pp. 456. 25s. 


Or recent years most authorities on diseases of 
the thyroid gland have abandoned as untenable 
Plummer’s hypothesis that exophthalmic goitre and 
toxic adenoma are distinct diseases. Dr. Bram, who 
has had a large experience of thyroid disorders, still 
holds the generally discarded view. The arguments 
which he adduces in support thereof are not con- 
vincing. He fails to appreciate the reasons why 
the manifestations of hyperthyroidism may be 
slight when Graves’s disease occurs in older people 
with a nodular goitre (so-called toxic adenoma). 
There may be (1) degenerative changes in the thyroid, 
(2) numerous undifferentiated nodules which react 
but slightly, and (3) little active thyroid tissue to 
respond to the stimulus. Nor does Dr. Bram take 
account of the fact that cardiac conditions, such as 
auricular fibrillation, often dominate the clinical 
picture in toxic adenoma’ owing to the extra 
load of slight hyperthyroidism on a myocardium 
already damaged by pre-existing arterio-sclerotic or 
rheumatic changes. If the presence of adenoma is 
a factor predisposing its victims to toxic adenoma,” 
as Dr. Bram affirms, it is surprising that the latter 
does not occur more frequently in regions of endemic 
goitre, where it is comparatively uncommon. 

The chapters which deal with the signs and symp- 
toms of Graves’s disease are in general admirable. 
Their only flaw is the rather unnecessary division of 
the condition into some two dozen different types ; 
such a procedure could be unending in almost any 


Goitre and its Medical 


disease. As to management, the author emphasises 
the need of medical treatment especially on the 
psychotherapeutic side; most physicians will agree 
that this is essential in a disease where psychogenic _ 
factors often play an important part in etiology. 
Dr. Bram rightly deplores the wholesale surgical 
measures often adopted, but English physicians 
would consider that he goes too far in his assertion 
that little over 2 per cent. of patients with Graves’s 
disease should be submitted to thyroidectomy. He 
backs up his opinion by a claim that of 2600 cases 
treated solely by medical means 90 per cent. were 
cured, and most of the remaining 10 per cent. are 
enjoying complete social and economic usefulness, 
and that the mortality-rate of 3920 patients so 
treated was only 0-3 per cent. These figures are 
remarkable; such a degree of success has not been 
obtained by competent physicians in this country. 


1. Reactions of Organic Compounds 


By WILFRED JOHN HICKINBOTTOM, D. Sc., Ph.D., 
F. I. C., Lecturer in Chemistry in the University of 
Birmingham. London: Longmans, Green and 
Co., Ltd. 1936. Pp. 449. 16s. 


2. A Textbook of Organic Chemistry 


Third edition revised and extended. By the late 
Dr. JurLrus Scumipt, formerly Professor of 
Chemistry in the Technische Hochschule, Stuttgart. 
English edition by H. JoRDON Rutz, Ph. D., 
D. So., Lecturer in Organic Chemistry, University 
of Edinburgh. London: Gurney and Jackson. 
1936. Pp. 865. 258. 


3. Outlines of Organic Chemistry 


Second edition. By E. J. HOLMYARD, M. A., M. So., 
D.Litt., F. I. C., Head of the Science Department, 
Clifton College. London: Edward Arnold and Co. 
1936. Pp. 467. 78. 6d. 


1. Mr. Hickinbottom's book approaches the subject 
of organic chemistry from an original standpoint. 
It contains just that blend of theory and practice 
which invests the rather dry material of the theoretical 
text-book with the interest of practical applica- 
tions. Many of the so-called general reactions 
quoted in text-books are found in practice to 
have a very limited range and the author has set 
himself the task where possible of pointing out such 
limitations. The book is divided into 11 chapters 
commencing with hydrocarbons and passing on to 
hydroxy and thiol compounds, ethers and thio-ethers, 
and so forth to sulphonic and sulphinio acids, sulphones 
and sulphoxides. A valuable feature is the lavish 
supply of references throughout the text from both 
the older and the most recent literature. Preparations 
with practical details, which are extremely plentiful 
and varied, are printed in smaller type. An appendix 
of some twenty odd pages is devoted to a very well- 
planned scheme for the identification of organic 
substances. The book may be highly recommended 
as a really useful contribution to the efficient study 
of organic chemistry. 

2. The previous English edition of Prof. Schmidt’s 
well-known text-book appeared in 1932 and to accord 
with the advances in knowledge of the chemistry of 
biologically important substances the sections dealing 
with the complex polysaccharides, chlorophyll and 
hemoglobin, vitamins, sterols, and sex hormones 
have been revised. Owing to the nature and general 
scope of the book the accounts are somewhat sketchy, 
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but will probably suffice for a student reading for a 
degree in chemistry. The general arrangement 
remains unaltered and the size of the book has only 
been increased by some ten pages. | 

3. In producing a new edition after several reprints 
of the original edition the author has subjected the 
text to considerable revision and has brought it up to 
date, both as regards academic and industrial practice. 
A new feature is an elementary account of the 
electronic theory of valency as applied to organic 
chemistry. The book is illustrated with six plates 
of distinguished chemists. | 


Grundriss der inneren Medizin 


Tenth edition. By A. VON DOMARUS, a. o. Professor. 
in the University of Berlin; Medical Director of 
the Horst-Wessel-Krankenhaus in Friedrichshain. 
Berlin: Julius Springer. 1936. Pp. 681. 
RM.16.80. l 


Prof. von. Domarus, a pupil of Friedrich Miller, 
offered the first edition of this book to the German 
medical student in 1923 as an outline of medicine, 
a foundation on which to build the mass of knowledge 
he would acquire in the lecture theatre and in the 
wards. It has achieved its tenth edition in thirteen 
years. It is of roughly the same size as the standard 
text-books used by the English student, and its clear, 
compact style—for the German language is capable 
of extraordinary succinctness—packs it full of 
material. This material is good, and the outlook is 
in the Müller tradition, clinical and practical. 
Differences there are, of course, between German and 
English teaching, such as the apparently greater 


German belief in the value of various drugs, but in 


the main the two run parallel. There are short 


introductory sections through the book on physio- 


logical principles and methods of examination. 
Illustrations are few but useful. The heart section 
clings too closely to an anatomical classification ; 
an etiological subdivision is better because it renders 
possible a description of each variety of heart disease 
as it affects, or may affect, a patient over a course of 
years, and gives not only a sounder biological point 
of view, but a better basis for the patient's manage- 
ment and treatment. 

The English student who reads, or hopes to read, 
German easily, might with advantage keep this ‘book 
on his shelf and consult it from time to time in parallel 
with his favourite English text-book. _— 


Strange Places and Strange Peoples 
Or Life in the Colonial Service. By Sir REGINALD 
ST. JoHNSTON, K. C. M. G., M. R. C. S. London: 
Hutchinson and Co., Ltd, 1936. Pp. 286. 12s. 6d. 


THIS volume is a sequel to one recently reviewed 
in: these columns (THE LANCET, March 21st, p. 668) 
in which Sir Reginald St. Johnston, barrister, doctor, 
and administrator, recounted experiences which he 
had undergone, and which he had obviously enjoyed 


during 30 years in the Colonial Service. That book 


was a chronological record of the author’s life in the 
Colonies, and the new volume is an expansion of its 
predecessor, and includes many entertaining stories 
showing intimate acquaintance with all aspects of 
life in the West Indies. 

A doctor in the Colonial Service, who became a 
governor in the Crown Colonies and who read for 
and was called to the Bar whilst on leave, must be 
remarkable for his energy and Sir Reginald’s favourite 
motto is Never say die.” He writes easily, as one 


might imagine he would talk over the dinner-table, 
and while his style is colloquial, his attractive and 
optimistic personality pervades every page. The book 
is not uniformly interesting; some of the incidents 
narrated are so slight as to amount to little more than 
lists of distinguished names. But of the author's 
genuine interest in the places and peoples of the West 
Indies in and among whom he spent his working life 
there can be no doubt. ‘Wherever his work took hin, 
he obviously concentrated on finding out all he could 
about local conditions and devoted himself vigorously 


to their betterment. Sportsmen will like the story 


of Admiral Hunt who ended a very official telegram 
with the words ‘‘has the shooting season started 
yet?” Another of many which might be quoted 
is the one of the man who electrified a sedate dinner 
party by proposing the health of the other woman, 
not our wife, in whose arms we have. . . enjoyed 


some of the most blissful moments of our lives. 


I refer to—our Mothers.“ 

Simplicity, cheerfulness, courage, and an unbounded 
faith amounting to certainty in the essential rightness 
of British Imperialism are, perhaps, some of the 
characteristics which have contributed to the making 
of a deservedly successful career and, incidentally, 
of this successful book. : 


NEW INVENTIONS 


A BEVELLED WHEEL-ACTION DRILL 
— TEIS is a bevelled wheel-action drill 
of the usual surgical type, but modified 
to meet all the requirements of modem 
bone surgery. The chuck is of a type 
J which will hold securely: (1) all sizes 
8 i ui of Kirschner’s wires 
l from 075 mm. dia- 
JJ meter upwards; (2) 
J ordinary unmounted 
commercial type Morse’s 
7 twist drills up to 
N 3/16 in.; (3) drills, 


burs, &., with stan- 
dard } in. surgical fit- 
ting; and (4) Watson 
Jones’s (or similar) 
guide pins for 
canalised tri- 
radiate nails, 
for fractures 
of femoral 
neck. This 
instrument dispenses 
with a multiplicity. of 
chucks, and has ‘the 
advantage that it can 
be sterilised by ordinary 
methods. The drill 
stock is hollow to 
accommodate Kirsch- 
ner's wires, but the 
latter are best sup- 
ported by means of the 
six-step collapsible tele- 
scope which attaches to 
the instrument for this 
: murpose. = . 

My ideas have been carefully carried out by Messrs. 
Down Bros. Ltd., 22a, Cavendish-square, W.1, from 
whom the drill can be obtained. .,- 8 

D. McKetvey, H. O., M. D. Edin., F. R. C. S. Eng., 
' Major R. A. M. O. 
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BASES OF NATIONAL FITNESS 


SPEAKING at Guy’s Hospital a few weeks ago 1 
Lord Dawson drew attention to the separate 
parts played by physical education on the one hand 
and by sport and physical recreation on the other. 
The distinction is appropriately made at a time 
when public opinion is awakening to the fact that 
systematic cultivation of the body is as much a 
matter of national concern as is education of the 
mind. In physical education, Lord Dawson 
said, movements are designed to educate the 
body in structure and function.” This definition, 
where every word is used pointedly, has two impli- 
cations. First, physical education is truly a form 
of education ; it is a plan of campaign that has 
been designed to further the development of the 
body; its teachers should be specifically trained 
and must keep the needs of the growing child 
always in view. Secondly, more than other 
forms of education, it belongs to the period of 
growth of the body. Of course it has also a sub- 
ordinate place in developing the physique of adults 
and in therapy ; but first and foremost its object 
is to teach the body to form and perform well. 
Physical education makes use of physical recrea- 
tion, and sometimes of drill too; but it is not 
made up of these alone. Games and drill teach 
leadership, quickness of response, obedience, and 
discipline, but other means are often required to 
develop self-control and to meet individual needs. 

The Government have given assurances that 
measures, backed by the Exchequer, are to be 
taken to promote the physical education and the 
physique of the youth of the country. In this 
aim they will be supported by all who care about 
the health of the people—for whatever reason— 
and there is no doubt that sickness can be reduced 
by such measures and by encouraging healthier 
occupations in leisure hours. If, however, the 
Government are to gain credit for incorporating 
physical education in their programme we may 
fairly ask in return that they shall give mature 
thought to their plans. Various difficulties beset 
any hurried provisions. Probably it will not be 
very hard to find time and staff for more physical 
education in elementary schools, and with money 
much-needed apparatus might be added to the 
present stock of ropes and jumping poles. But 
the unconsidered imposition of greater demands on 
the secondary school child, whose time and energies 
are nowadays devoted to preparation for examina- 
tions, might even make matters worse. And then 
there are thé large numbers of adolescents who 
left school at fourteen, who might, whether 


1 THE LANCET, Oct. 17th, 1936, p. 937. 
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employed or otherwise, benefit greatly by physical 
education. The difficulty here is the dearth of 
trained teachers and the danger that their numbers 
will be made up hastily from those trained to drill 
adults and not at all trained to educate the grow- 
ing body. This would risk a grave setback to the 
cause of physical education and of individual 
development. 

Provision for sport and physical recreation is 
easy to welcome, but, as so many people have 
pointed out, hard games increase food require- 
ments; and many of those who would gain by 
playing football can ill spare calories to play it 
with. The Army authorities, it will be remem- 
bered, have lately been conducting grimly success- 
ful experiments in which rejected recruits were 
brought up to standard by a course of physical 
training plus good food. In last week’s debate 
Lord HoRDER spoke, we believe, for the whole 
of the medical profession when he said that fitness 
for living, fitness for working, fitness for fighting 
if it must be, can never be obtained by physical 
measures: there are still more basic things that 
are imperative—food, shelter, air, and leisure. 
And a medical writer in one of the daily news- 
papers has summed up the national needs with 
even greater brevity when he put stomach 
before brains, food before uniforms, happiness 
before physique, health before wealth, individual 
courage before regimented swank.” As spokesman 
for the Government Sir KNdsLREHVY Woop has said 
that they are meaning to take a wide view, 
and it is to be hoped that their schemes will cover 
a wide field. For example, the permission still 
given to industrial concerns to employ boys and 
girls—no more than children—for ten, twelve, 
and even fifteen hours a day? is utterly incon- 
sistent with a policy of raising the national health ; 
and one of the first steps in carrying out 
such a policy must be to make the new Factory 
Act an instrument of drastic reform. 


NEW REMEDIES FOR H/EMOPHILIA- 


Wir its uncontrollable hemorrhages and its 
incidence in the royal houses of Europe, hemo- 
philia fulfils the popular requirements for clinical 
dramas ; and perhaps for this reason it has had 
more attention than other diseases numerically 
more serious. Of the many papers lately published 
on the subject one of the most interesting is the one 
from Sheffield that appeared in our last issue. 
In a communication remarkable for the modesty 
of its claims Dr. TDI PERLEVY, Prof. Nars, and 
Prof. CLARK record the treatment of thirteen 
hemophilics by the parenteral injection of one of 


‘two preparations—a substance obtained from 


egg-white and a derivative of mucic acid 
and their data leave little doubt that these prepara- 
tions have a beneficial effect as shown both 
by the fall in coagulation-time and by clinical 
improvement. 

Dr. TIMPERLEY and his collaborators do not at 
present discuss the nature of the injected substances 


3 See the Ann. Rep. of Chief Inspector of Factories for 1935. 
(Reviewed in THE LANCET, August Ist, 1936, p. 278.) 
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he way in which they act. The egg-albumin 
uct is obtained by incubation of egg-white 
potassium bromide at 37°C. for three days; 
ol is then added and the precipitate removed 
tration, the active substance being recovered 
the filtrate by precipitation with acetone. 
substance is freed from potassium bromide 
ialysis, dried in vacuo at 60° C., and. finally 
solved in 0-9 per cent. potassium chloride 
ion, after which it is ready for injection. The 
product thus obtained gives the usual protein 
ions, but a later refinement of preparation 
uced a substance which was apparently protein- 
This egg-albumin derivative was originally 
red by Dr. TIMPERLEY for some other purpose; 
m observing that under certain conditions it 
ıced a clear structureless irretractile gel on 
ion to blood in vitro he thought of its use 
emophilia. From the method of preparation 
ems possible that it is a phospholipin. 
would be of great interest inasmuch as 
ances in this group, such as lecithin and 
alin, are the basis of several proprietary 
ostatics and are usually held to act by disrupt- 
the prothrombin-fibrinogen complex. Intra- 
us injections of these phospholipins in large 
ints have produced intravascular clotting in 


als. The use of cephalin in hemophilia - 


investigated by Hurwitz and Lucas! who 
1 it a valuable local hemostatic but inactive 
. given by mouth, subcutaneously, or intra- 
ularly. W. H. HOwLL claimed good results 
oral administration of cephalin and the 
ance has also been injected intravenously, 
ch this is risky. A remarkable characteristic 
e Sheffield product is that, although coagulant 
itro, it does not prevent the formation of 
automata at the site of injection, which suggests 
its local action in vivo is weak. However, 
detailed discussion of its mode of action is 
ly premature until the investigators are able 
rovide more information about its chemical 
re. The second preparation they have used 
scribed as a derivative of mucic acid, and it is 
ult to see any relation between this and the 
ous substance, since mucic acid (COOH. 
OH. COOH) is a simple oxidation product 
lactose. Certain cerebrosides, however, con- 
this sugar and their oxidation might yield 
icts that could be regarded as mucic acid 
atives. Dr. TIMPERLEY and his colleagues 
t give their reasons for the use of this second 
ance, and we are left in ignorance whether 
s a logical development from the egg-albumin 
ative or another fortunate inspiration. 
commenting on so important a communica- 


it is right to err on the side of hyper- 


ism, and one may point to fiaws in technique 
e absence would have made the investigator’s 
ion apparently impregnable. In the first 

it is stated that the coagulation-time was 
ated at room temperature, whereas hemato- 
s generally agree that it should be estimated 
7°C. The effect of temperature on the 


rwitz, S. H., and Lucas, W. R.: Arch. Internal Med,, 
xvii., 543. 


coagulation-time of hæmophilic blood is undoubted 
and MAcraRLANE'S curves? showed that at 30°C. 
the time may be 28 per cent. shorter than at 15°¢, 
Room temperature may well vary between these 
two figures at different times of year. Secondly 
the modification of the Dale-Laidlaw technique 
used for the estimation of coagulation-time is 
open to objection ; it has been employed by others 
(MACFARLANE) and discarded because the loose and 
heavy shot may on occasion defibrinate the blood. 
It seems probable that this happened in Case l 
in which no clot was present after 72 hours—s 
very unusual finding in hemophilia. While these 


‘criticisms do not detract from the importance of 


the work, experience of many other means of 
treating hemophilia enjoins a conservative attitude; 
and this the Sheffield workers have themselves 
adopted. Though circumstances have made it 
advisable for them to issue a report that must still 
bear some of the marks of a preliminary communica- 
tion we may confidently hope that more informa- 
tion will soon be forthcoming about the nature of 
the substances used. Meanwhile, although it 8 
academically satisfying for therapy to have a sound 
theoretical basis, the fact that the new remedies are 
still empirical will not spoil their welcome if their 
usefulness can be confirmed. 


THE PHON AND THE BEL 


TRR Anti-Noise League, of which Lord Hogpm 
is chairman, is becoming recognised as a responsible 
public body consulted by departments of State 
and commercial interests. The league has only 
just completed its second year of life but the 
report just issued is a fine record of achievement. 
More than that, the report avoids the preventable _ 
dullness which its preamble suggests is even worse 
than unnecessary noise. The report recalls the 
important fact that a committee of the Ministry 
of Transport, of which Dr. Kaye is chairman, 
has initiated noise tests on a large variety 
of new motor vehicles. As a result of tests made 
at the National Physical Laboratory the com- 
mittee suggests an upper limit of 90 British 
standard phons for any type of motor vehicle. Two 
tests are proposed to decide whether motor 
vehicles conform to this limit—one with the vehicle 
running at 30 miles an hour at full throttle on the 
gear preferred by the driver, the other when it 
is stationary and the engine racing at maximum 
power speed. The report confirms the common 
impression that while the majority of ordinary 
motor-cars do not offend the ear many sports 
cars and motor bicycles make far too much noise. 
It is satisfactory to learn that the Minister o 
Transport has received assurance from the mant- 
facturers that they will not in future put on the 
market any vehicle the noise of which can be 
regarded as offensive. 

Before noise can be regulated it must be defined 
and we note that the departmental committe 

3 Macfarlane, R. G.: St. Bart’s. Hosp. Reps., 1935, Ixviii., 229. 

3 Noise Abatement. Second annual report of the Ant 
Noise League, 66, Victoria-street, London, S. W. I. 

‘Ministry of Transport, Noise Committee. _ Chairman: 
C. Kaye, D.Sc., superintendent of the Physics Department, 


G. W. C. 
National Physical Laboratory, Teddington. Second interim 
report. H. M. Stationery Office. 1s. 
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has expressed its results in terms of the phon 
—the new unit of equivalent loudness ” adopted 
by the British Standards Institution.“ It is 
proposed that the term “decibel,” formerly 
employed for expressing sound values, should now 
be restricted to energy and power relations. The 
bel signifies a 10-fold increase in energy, two bels 
a 100-fold increase, three bels a 1000-fold increase, 
and so on. Provided with such three-league boots 
we can traverse the enormous intensity range 
(10 million million fold) of the ear in as few as 
13 geometrically progressive steps. But the steps 
are. too big for practical convenience and it is 
usual to speak of 130 decibels rather than 13 
bels. Arithmetically a decibel denotes approxi- 
mately a 5/4 increase, and this corresponds roughly 
to the smallest change of intensity which can be 
detected by the ear under average conditions for 
sounds of medium frequency and moderate loudness. 
It is however not the energy of a sound that 
matters to us but its noisiness, and auditory 
diagrams of the ear show that while loudness, as 
appraised by the average ear, is manifestly related 
to energy, as measured by physical instruments, 
the two do not normally keep in step, particularly 
for notes of very high and very low frequencies. 
At feeble intensities the selective preference of the 
ear for medium pitched notes is pronounced, and 
itis only at high intensities that equal increments 
of energy produce even approximately equal 
increments in loudness. 

The situation is met by setting up a standard 
reference scale of loudness obtained by selecting 
a pure tone of specified frequency and operating 
it by a progressive series of measured steps of 
energy. On the British standard scale of loudness 
the reference tone has a frequency of 1000 cycles 
per second and an arbitrary zero of energy near 
the threshold of hearing. If the reference tone is 
operated by successively increasing decibel steps 
of energy, the resulting changes of loudness are 
expressed in numerically identical steps on a scale 
of phons. That is, if the reference tone is excited 
by an intensity of decibels above the zero, the 
loudness is n phons. The equivalent loudness 
of any other sound or noise is evaluated by match- 
ing it by ear against the suitably adjusted reference 
tone, the numerical value of the latter in phons 
then giving the equivalent loudness of the sound 
o be measured. By this procedure, which rests 
m the admitted ability of the average individual 
© match equality of loudness, has been set up a 
ubjective scale of equivalent loudness, the unit 
eing the phon. It happens that for many common 
ioises the loudness level in phons is numerically 
qual to the intensity level in decibels. The 
rman phon differs slightly from the British, 
ut the American scale agrees with the British, 
xcept that in the U.S.A. it is still customary to 
se the decibel not only for expressing intensity 
1easurements but also for loudness levels, it being 
nplied in the latter case that the decibel figure 
uoted refers to the energy level of the standard 
ye when it matches the sound to be measured. 


f See Glossary of Acoustical Terms and Definitions, 
iblished by the B. S. I. 38. 6d. 
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The introduction of the phon, which has already 
proved of great service, has come in the nick of 
time to meet the present public demand for the 
reasonable abatement of noise. The ability to 
measure is in fact vital to such a movement. Both 
objective and subjective noise meters are now 
commercially available. Purchasers would how- 
ever do well to demand a calibration certificate 
by the National Physical Laboratory. 


PEACE IN RETIREMENT 


THE risks of legal liability and litigation, unfor- 
tunately inseparable from medical practice, do 
not come to an end when the practitioner retires. 
If, on retirement, he hastens to cancel his member- 
ship of a professional defence society, he may be 
putting off his armour prematurely. One of these 
societies, as the letter from its president (see p. 1234) 
shows, has produced an excellent scheme under 
which its protection can be continued by a small 
lump-sum payment to cover the years of retire- 
ment. The amount of the payment varies with 
the length of previous membership. A practitioner 
who has been a member for fifteen years, for 
instance, can become a life member for as little 
as a guinea. Naturally if, as sometimes may 
happen, the retired practitioner returns to actual 
practice, his subscription would need to be 
readjusted. It is easy, too, to imagine cases on 
the borderline of retirement where special circum- 
stances will justify special consideration. Without 
entering into these administrative details, we can 
commend the general principle of continued 
protection. We do so because it is probable that 
medical men do not always realise that, when 
the time comes for them to leave the surgery and 
the consulting-room for the last time, they carry 
with them the risk of legal liabilities. It will be 
six years before the Statutes of Limitation interpose 
their ‘beneficent shield to ward off claims for 
damages in respect of some alleged negligence in 
the past. The liabilities are nowadays the more 
extensive and the more complicated because, by 
a change in the law enacted by Parliament two years 
ago, personal actions no longer cease at death. 
Thus the death of a patient, instead of closing a 
chapter, may positively invite his or her relations 
to initiate some legal action. The law courts 
have already found difficulty in defining the 
application of the new law. There is no need to 
exaggerate the terrors of litigation which may 
threaten the retired practitioner ; but, if his motto 
be Safety First and if his object be a quiet life, 
the new scheme of life membership should save 
him from anxiety. 


AFTER seeing the world as a ship’s surgeon Mr. 
Johnston Abraham recorded his experiences in 
„The Surgeon’s Log,“ published in 1911. We 
declared the excellence of this book at the time of 
publication but did not venture to foretell that 
twenty-five years later it would come of age in a 
21st edition of 60,000 copies. Those of Mr. Abraham’s 
colleagues to whom the narrative is still unknown will 
now be able to purchase it, as a Penguin book, for 
sixpence. 
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THE NORMAN LOCKYER LECTURE 


In his lecture last week to the British Science Guild, 
vhich is now merged in the British Association, Lord 
Rutherford surveyed the great tide of advance in 
he physical sciences during the past forty years, 
vaying high tribute to the inventive capacity. of Dr. 
aede which has made it possible to produce a high 
legree of vacuum by simple mechanical methods. 
t was the production of high vacua by the mercury 
ump which led to the discovery of X rays and of 
athode rays, and its further development has served 
he modern industry of electric light bulbs, wireless 
alves, and rectifiers. Lord Rutherford gave an 
xample of what a good diffusion pump of the oil 
ype, will and will not do. Such a pump can reduce 
he pressure of gas in a vessel to about 10-11 atmos- 
heres, but even at such a level of exhaustion the 
pace is hardly beginning to be empty, for each 
ubic centimetre still contains about 270 million 
nolecules. Nevertheless the molecules can move 
bout with great freedom. At this pressure the mean 
ree path of a molecule is something like 5 kilometres. 
‘his means that in a spherical vessel of (say) 100 O. em. 
apacity the molecule of gas rebounds from the walls 
£f the vessel about 100,000 times before it collides 
vith any other molecule. Hence a stream of fast 
lectrons or molecules can travel in straight lines 
hrough such a rarefied space with only very 
ccasional collisions. 

At the end of his lecture Lord Rutherford referred 
o the possible danger to the community of the 
mrestricted development of scientific invention. 
‘aking a broad view he is satisfied that the progress 
f scientific knowledge has been overwhelmingly 
eneficial to mankind. But scientific men, he thinks, 
ave shown themselves unduly sensitive to criticism. 
t has been suggested that they should be more 
ctive in controlling the wrong use of their dis- 
overies, but. except in rare cases Lord Rutherford 
oubts whether even the most imaginative scientific 
nan is able to foresee the ultimate effect of any 
iscovery. He does however suggest that some 
ontrol of the rate of application of new ideas or 
nventions to industry may be desirable to prevent 
islocation of ‘capital or labour. It would be an 
dvantage to the State to know the probable changes 
o be expected in industry before new inventions are 
ut into operation; and for this reason he would 


ike the Government to set up a.‘ prevision com- 


nittee of an advisory nature which might graduate 
he rate of change and so prevent too serious dis- 
cations in the social order. A competent com- 
nittee of this kind might have foreseen the coming 
ompetition between motor and railway transport, 
nd helped to adjust competing claims before the 
ifficulties became acute. 


DENTAL CARIES r 


Sir Francis Acland told the Dental Board at its 
neeting on Nov. 10th that well over a million copies 
f the leaflet entitled The Story of a Tooth’ had 
een asked for by local education authorities; and 
his was by no means the end, as something like half 
hese authorities had not yet replied to the Board’s 
ffer. The excellent feature of this piece of propaganda 
that it is incontrovertible ; one might almost say 
oth hors de combat and hors concours, for it is 
trictly outside the arena of conflict about the causa- 
ion of dental caries. Whatever may be the relation 
f dental caries to diet or to the care of the mouth, 
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there is no question about the merit of the Dutch 
boy who prevented the destruction of his country 
by stopping the first tiny hole in the dyke. The only 


claim made in The Story of a Tooth is as follows: 
“ If boys and girls would let the dentist mend their 
teeth when the holes are tiny, the story would 
have been very different, and a lot of trouble 
The narrative is well within 


would be saved.” 
the compass 
of the average 
boy or girl at 
school, and is 
illustrated by 
nine sections 
of teeth 
printed. in six 
colours. Two 
of these pic- 
tures here re- 
produced on 
two-thirds of 
the actual 
scale give 
little idea of 
the effective- 
ness of the coloured series as it appears in the 
pamphlet. The idea came from Mr. B. R. Townend, 
senior dental officer of the West Riding of York- 
shire, who also largely assisted in working it out. 
The Board has already spent £1400 in producing the 
first million copies, and is proposing to spend further 


money on this form of dental health education. 


And this is well, because the evidence suggests that 
with existing propaganda it is not possible to achieve 
much more than what is now being done. Under 


Present conditions the pre-school child is often only 


referred for dental treatment when the condition of 
its mouth is so bad as to be endangering its health 
and when there is nothing for it but to extract the 
teeth. The situation thus created is admittedly 
one of the most pressing hygienic. problems of our 
time, for dental caries leads to oral sepsis and. then to 
infected cervical glands and digestive disorders of 
various kinds. Whether sufficient provision is avail- 
able or can be obtained for the children who need it 
may be in doubt, but any such provision is useless 
unless the danger of neglected teeth is sufficiently 
appreciated to secure the coöperation both of the 
parents. and the children. For an effective piece 
of propaganda sincere thanks are due to the Dental 
Board and to Mr. Townend. 


GARGOYLISM 


UNDER this name was recently described! 4 
syndrome characterised by a peculiarly grotesque 
heavy facies, corneal opacities, enlargement of the 
liver and spleen, mental deficiency, and chondro- 
osteo-dystrophy, the bone changes resembling more 
or less closely those seen in the condition described 
by Morquio and others and now generally known by 
that author’s name. It is probable that Morquio’s 
disease and gargoylism are closely connected, although 
the widespread nature of the abnormalities in the 
latter suggest a metabolic disorder—a suggestion 
supported by the discovery of changes resembling 
those of juvenile amaurotic idiocy in a case that 
came to autopsy. Ellis, Sheldon, and Capon 2 reported 


7 cases and reviewed 10 collected from the literature, | 


4 Ellis 
Med., 1936, v., 119. 
*Tuthill, O. R.: Arch. Neurol. and Psych., 1934, xxxii., 198. 


„R. W. B., Sheldon, W.. and Capon, N. B.: Quart. Jour. 
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the first 2 having been described in 1929 by Hurler.? 
No doubt others have been recorded, and the fact that 
during the present year in this country another 
typical example, and a forme fruste in two brothers, 
have been shown before the Royal Society of Medicine 
indicates that the condition is less uncommon than 
might be supposed. Prof. Cornelia de Lange and 
Dr. Woltring “ have now described a similar forme 
fruste, in which the corneal opacities were lacking, 
in two brothers. These boys showed the heavy 
features and large heads that had suggested the name 
of gargoylism, though the abnormality was less than 
| in the fully developed syndrome. The mental 
development was retarded, the liver and spleen were 
enlarged, and bone changes were present. Examina- 
tion of the sella turcica, however, failed to show the 
elongation and enlargement that were found in cases 
ol the full syndrome in which the skull was radio- 
graphed; nor did the lumbar vertebræ show the 
deformity (giving rise to kyphosis) that Ellis, Sheldon, 
and Capon observed in all their cases. 

Though the further burdening of medicine with 
new names and syndromes is generally to be deplored, 
gargoylism has features at once so peculiar and 80 
widespread as to deserve close attention. The 
unravelling of this pathological tangle might well 
help us to understand other congenital familial dis- 
orders of bone development. 


HOSPITALS AS SOCIAL CAPITAL 


From the patient’s point of view a hospital is a 
place where he hopes to be restored to health; from 
the doctor’s, a place for the exercise of professional 
skill and the acquisition and extension of knowledge. 
To the business man and the taxpayer, it appears in 
a different aspect—as an embodiment of capital 
invested to secure important social objects. This 
aspect has been thoroughly examined in America 
by Dr. Rufus Rorem, whose results, published in the 
volume before us,“ may profitably be studied by all 
who are concerned with the provision of hospital 
services. Dr. Rorem obtained particulars of prac- 
tically all the hospitals in the United States, which 
number about 7000 and represent an investment of 
600 million pounds. There are few manufacturing 
industries in America with so large a capital. Of 
this enormous sum, 46 per cent. is represented by 
hospitals provided by central or local government 
authorities, 45 per cent. by voluntary non-profit 
hospitals, and 9 per cent. by hospitals established for 
profit-making. Though the second group most 
nearly resembles British voluntary hospitals, there are 
important differences: the American voluntary 
hospital has far more pay-beds, and the rates payable 
are fixed beforehand, varying with the quality of 
accommodation provided. It might be expected 
that American hospital accounting would aim at 
relating these rates to costs, and would, for that if 

for no other purpose, show allowances for depre- 
ciation of buildings, plant, and equipment. This 
however is not so. It is exceptional for a hospital 
record to make any recognition of the services of 
capital by allowances for interest and depreciation. 
There appears to be need for more precise methods of 
cost analysis and for more uniformity in the keeping 
of hospital accounts. Without such methods, com- 
parisons of the costs of different hospitals may 
become dangerously misleading. The capital invested 
in American hospitals increases by some 40 million 


® Hurler, G.: Zeite. f. Kinderheilk., 1919, xxiv., 220. 
‘De Lange, C., and Woltring, L.: Acta Pediat., 1936, xix., 71. 
‘The Public’s Investment in Hospitals. By O. Rufus Rorem, 
Ph.D. Chicago: The University Press. 1936. Pp.251. $2.50. 
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pounds a year, chiefly in the extension and improve- 
ment of existing institutions. The question naturally 
arises whether the vast amounts invested are ade- 
quately utilised, and it appears that in many 
hospitals less than two-thirds of the beds are occupied 
on daily average during the year. This raises the 
further question whether the hospitals in each of the 
various areas should not be combined in some unified 
system of control. For the discussion of these and 
similar questions useful material will be found in 
Dr. Rorem’s book. It does not, however, specifically 
discuss a question now agitating medical circles in 
America—whether the hospitals of the local authorities 
should be permitted to accept patients without 
regard to their financial responsibility. The move- 
ment in this direction will, it is feared, turn many 
private medical practitioners into salaried officers 
of lay authorities, and form a long step towards 
State medicine.“ But in view of the growing need 
and increasing cost of hospital treatment some changes 
in hospital economics seem inevitable, and should be 
considered in the light of the facts so ably marshalled 
by Dr. Rorem. 


HEPARIN TRANSFUSIONS 


A NOVEL suggestion for simplifying the technique 
of blood transfusion is made by Dr. Per Hedenius 1 
who utilises the anticoagulant properties of heparin 
(a liver extract) in preparing the blood donor for 
the operation. He finds that an intravenous injection 
of heparin will lengthen the coagulation-time of the 
blood to 20 minutes or more, so that reasonable time is 
afforded for the performance of a transfusion in the 
ordinary way without the addition of any other anti- 
coagulant to the blood, or the use of any special 
precautions. Hedenius gives details of eleven trans- 
fusions carried out in this way. The donor’s coagula- 
tion-time was usually increased to 20 minutes or 
considerably more, while the effect on the patient 
of the small quantity of heparin in the transfused 
blood was always negligible. The blood is taken from 
the donor ten minutes after the injection of 150 mg. 
of heparin, and it is stated that the heparinisation is 
quite harmless. The method seems to demand 
further investigation, and if its harmlessness is 
confirmed it may be of wide application. 


INTRAPROSTATIC INJECTIONS 


From time to time clinicians, discouraged by the 
tardy results of orthodox methods of treating 
prostatitis, have attempted new procedures. One 
of these has been the injection of antiseptics into the 
substance of the prostate. O. Grant employed 1 per 
cent. mercurochrome injected directly into the lobes 
of the prostate through the perineum ; he reported 
an amelioration of symptoms and a rapidity of cure 
not usually obtained otherwise. F. C. McCarthy 
prefers injection through a panendoscope of 3-8 per 
cent. colloidal silver. But on the whole the intra- 
prostatic injection of antiseptics has not appealed to 
urologists. If injection of antiseptics into cavities 
has but a limited use, it is scarcely to be expected 
that infiltration of a solid organ like the prostate 
will materially benefit the patient, even if it can be 
assured that no damage is done to the tissues. The 
experiments of V. J. O’Conor and R. L. Ladd? of 
Chicago reinforce this argument. Removed 7-70 
days after infiltration with mercurochrome and 
colloidal silver, the prostates of dogs showed a chronic 
inflammatory reaction, with scattered areas of 


2 Acta med. Scand., 1936, lxxxix., 263. 
2 Jour. Amer. Med. Assoc., Oct. 10th, 1936, p. 1185. 
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ecrosis, and complete or partial destruction of the 
cini. Fibroblastic proliferation was still going on 
3 days after injection, and even if eventually the 
nfecting organism disappears, prostates undergoing 
o intense a reaction are bound to become sclerosed 
nd might well cause obstructive symptoms. Indeed, 
rom these experiments it seems that any good effects 
redited to intraprostatic injection must be due to 
ibrotic obliteration of infected acini rather than to 
ocalised sterilisation of the injected tissues. After 
eading O’Conor and Ladd's reports few clinicians 
vill be inclined to take this short-cut to a cure. 


HARLEY STREETS 


` EVEN a casual glance at the gazetteer of private 
yractice to be found at the end of Knox’s Medical 
Directory for Australia (reviewed in a recent number) 
eveals the fact that segregation of doctors is even 
nore marked in Australian cities than it is in this 
ountry. In the Sydney list for example all except 
6 of the 498 names are followed by an address in 
facquarie-street, although we may presume they do 
ot all live there. One side of this street, we are 
old, is almost wholly occupied by the consulting- 
ooms of doctors and dentists; on the opposite 
ide is a park in which the main hospital stands. 
similarly the Harley-street of Melbourne is known as 
‘ollins-street; of. Brisbane as Wickham-terrace ; 
nd of Adelaide as North-terrace. Adelaide is one 
nile square, and North-terrace is one side of this 
quare opposite a park in which are situated the 
miversity buildings and the hospital. Collins-street 
n Melbourne is in two parts, separated by Spring- 
treet; Collins-street East is occupied largely by 
loctors and dentists; while Collins-street West, on 
he other side of the central part of the city, is ocou- 
vied by banks, insurance offices, and stockbrokers. 
‘he segregation of doctors in Australia seems defi- 
itely related to nearness to hospitals and all that that 
mplies, whereas in London and Manchester at least 
he doctors’ quarter is not at all conveniently situated 


or access to hospitals, nor indeed in either case can 


he quarter have been chosen for its salubrity, as 
night be the case in Clifton or Edgbaston, for St. 
john-street is as grubby as any part of the Irwell 
asin, and the north end of Harley-street was 
cheduled a few years ago as the foggiest spot in 
zondon. Perhaps when the university has begun 
© feel at home in Bloomsbury the trek of consultants 
nay set east again. 


UTERO-TUBAL INSUFFLATION 


WHEN first introduced, Rubin’s test for patency 
f the Fallopian tubes was thought to have no value 
yeyond giving help in diagnosis. In 1923, however, 
Peterson and Cron pointed out that pregnancy 
ometimes followed the insufflation, and in 1929 
Rubin was able to report a further 205 cases in which 
his had happened. Prof. Gordon King now demon- 
trates! that by adding a revolving drum to the 
\pparatus a permanent record can be kept of the 
indings at the examination, and that such a record 
nay provide important information. He reproduces 
racings characteristic of those obtained with a normal 
atent Fallopian tube, with a tube that is undergoing 
nuscular spasm, with a tube whose lumen is stenosed, 
ind with a tube that is wholly occluded. The reason 
or making the investigation is the symptom of 
sterility, and Prof. King makes no claim that his 
nethod brings any greater therapeutic success, 
hough pregnancy occurred within a few months of 


1 Jour. Obst. and Gyn. Brit. Emp., October, 1936, p. 865. 
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the insufflation in 11-6 per cent. of 300 cases in Which 
patency was proved. It may be argued that the 
diagnostic information is equally easily—and more 
certainly—obtainable by injection of lipiodol or some 
similar substance; but Prof. King holds that. the 
injection of lipiodol into the Fallopian tubes in cases 
of apparent sterility is not to be recommended. 
Rabbiner, Rubin, and others have drawn attention 
to the frequency with which this procedure is followed 
by salpingitis and even peritonitis, and Rubin has 
shown that in the normal Fallopian tube lipiodol 
produces a foreign-body reaction, so that the walls 
contain numerous foreign-body giant-cells. Lipiodol, 
according to King, is to be recommended only where 
obstruction is known to be present, and where it 
has to be localised before a decision is reached about 
the wisdom of an abdominal operation. He points 
out that insufflation with carbon dioxide, using. the 
kymograph in addition, suffices to prove patency and 
non-patency and reveal the abnormalities specified 
above. The insufflation should be performed soon 
after menstruation has ceased, and it is recommended 
that no anesthetic be employed. If it is argued 
that insufflation without kymography is preferable, 
since it supplies all the necessary information, and 
gives similar results as regards subsequent pregnancy, 
the answer is that the maximum amount of informa- 
tion should be obtained from any examination. Prof. 
King has undoubtedly shown that the use of the 
kymograph amplifies the information gained and 
provides a permanent record. 


ETHER CONVULSIONS 


SEVERAL additions have lately been made to the 
now considerable literature of ether convulsions. 
Some of these give admirable summaries of what is 
known of this disturbing phenomenon, but unfortt- 
nately none of them brings us much nearer an 
explanation of its origin. Mr. Vaughan Payne, 
indeed, gives up the attempt to pin down the Symptom 
to any one cause and attributes it to the concurrence 
of several factors. He is able to show that there are 
a number of conditions which have been present in 
most of the recorded cases— namely, youth, sepsis, 
elevation of temperature, and deep anzsthesia. 
With regard to the last it is interesting to observe 
that another writer? evidently regards insufficient 
anesthesia and the resulting trauma as a cause of 
convulsions. The explanation that seems to meet 
with most approval at the moment is that first 
advanced by Dickson Wright, who attributes the 
convulsions to heat-stroke. As long ago as 1928 
Hadfield said that raised temperature was the only 
common factor he could detect in all recorded cases, 
and that most of them had been encountered at a 
warm period of the year. Nevertheless it does not 
seem likely that hyperthermia will prove to be the 
essential causative element. It has been well pointed 
out how many factors at a modern operation tend to 


‘heat conservation, but something more is needed to 


put heat-stroke in the place of chief cause. We are 
glad to know that a research is to be undertaken 
under the auspices of the Anesthetics Committee of 
the Medical Research Council which should increase 
our exact knowledge regarding the temperatures of 
operating theatres and their inmates, and which may 
well enable us to value truly the theory that ether con- 
vulsions depend mainly on excessive heat. Deficiency 
of serum calcium has now been put forward as an 
alternative, and although he admits that his sugges 


1 Payne, R. V.: Guy's Hosp. Rep., October, 1936, p. 461. 
3 Hudson, 5 V.: Brit. Jour . Anmsth., 1936, xiii., 153. 
* Ho season, A. 8. Ibid., p. 1 
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tion is supported so far by only two cases Dr. 
Hoseason has produced a thoughtful contribution 
to the subject. 


INFLUENZA: THE RELATION OF ANTIBODIES 
TO IMMUNITY 


In an appeal for fifty first-year St. Bart.’s students 
to volunteer help in the influenza research being 
carried on at the National Institute for Medical 
Research, Hampstead, Dr. C. H. Andrewes sets out 
succinctly the specific questions to which answers 
are required.! One is, whether the fact that to-day 
the antibodies to influenza of most Londoners appear 
to be of very inferior quality, or not detectable at all, 
means that an influenza epidemic is about to break 
out this winter. The potency of these antibodies is 
tested by dropping mixtures of serum from persons 
to be tested and filtrates of influenza virus into the 
noses of ferrets or mice; if antibodies are present 
in the serum the animal fails to develop the disease. 
Three years ago, says Dr. Andrewes, after a wide- 
spread. epidemic, nearly all Londoners had antibodies 
to the virus in their blood; now those tested have 
only poor ones. Junior students, who will be 
available for a number of years to come, are being 
asked to give 5 c. m. or 10 C. em. of their blood so 
that its antibody content may be estimated now 
and in future years. It is hoped thus to learn whether 
such bloods will serve as a flu barometer—i.e., 
whether there is any relation between epidemics 
and the antibody level in a representative section of 
the community. If, again, there is an epidemic and 
those students with good antibodies escape while 
the others fall victims, it will encourage the hope 
that the increasing of antibodies by vaccination 
with the killed virus will increase resistance to 
influenza in humans as it has already been found to 
do in ferrets and mice. The incidence of influenza 
among these young volunteers will not be accepted 
without objective test, since it is fairly certain that 
several diseases are mixed up together under the 
name of influenza. They are asked to notify indis- 
position within 24 hours, when workers from Hamp- 
stead will swoop down upon them to collect their 
saline garglings for testing on ferrets. 
This seems to us an excellent plan for testing the 
significance of the antibody level as regards immunity, 
and we wish it every success. 


INTRACRANIAL INJURIES OF THE NEW-BORN 


INE general opinion of intracranial injuries of the 
new-born is that they are always serious and better 
fatal. But according to R. H. Nattrass? the 
commoner examples are usually unrecognised and thus 
untreated, so that the child survives subject to the 
risk of mental and physical impairment. From a 
study of the causes of intracranial injuries, Nattrass 
deduces that diagnosis is greatly helped by a detailed 
cnowledge of the labour. The clinical signs and 
symptoms are neither uniform nor characteristic. 
Respiration, after being established with some diffi- 
ulty, becomes slow and irregular. There may be 
ocal or general convulsions, rigidity of the neck, 
nequality of pupils, and either extreme lethargy or 
reat restlessness. The sucking reflex is often 
mpaired or absent. Nattrass points out that the 
ondition of the anterior fontanelle is often mis- 
ading, and he urges the use of lumbar puncture as 
relatively easy method of establishing diagnosis as 
yell as affording decompression. In discussing treat- 


1 St. Bartholomew’s Hospital Journal, November, 1936, p. 26. 
i 1 Med. Jour. of Australia, Sept. 5th, 1936, p. 326. 


ment he mentions, however, that the intracranial 
pressure may also be lowered by rectal injections of 
2 oz. of 10 per cent. saline given every 4-8 hours 
until symptoms subside. Under the same heading, 
too, he shows that intracranial damage may be 
aggravated by the various vigorous methods still, 
unfortunately, being used for resuscitation. A new- 
born baby that fails to breathe when the mucus 
from the throat has been adequately removed—a 
measure followed perhaps by gentle traction of the 
tongue and the use of a stimulant drug such as 
Coramine—has probably sustained a brain injury, so 
that violent manipulative methods will certainly do 
harm. Warmth is important and the baby must be 
treated in a darkened room and not put to the 
breast until all apparent danger is over. Oxygen 
and carbon dioxide must be available for dealing 
with cyanotic attacks, and if slowly continuing 
hemorrhage is suspected or occurs in association with 
the lumbar puncture, it is probably useful to inject 
about 10 c. om. of maternal blood into the infant’s 
buttocks in the hope of encouraging coagulation. 


URETERIC ENURESIS 


INCONTINENCE of urine caused by extravesical 
implantation of the lower end of one or two ureters 
is a rare condition, but as H. C. E. M. Houtappel ! 
points out, is of practical importance, because it 
can usually be cured. Several different types of the 
anomaly have been reported. In one group of cases 
one or both of the normal ureters open extravesically. 
(The second of these types has so far been reported 
only as a post-mortem finding in newly born infants.) 
In another group an extra rudimentary kidney is 
present and the ureter from this opens outside the 
bladder ; this is the type most often seen and includes 
the case on which Houtappel bases his paper. In 
a third group, of which only two post-mortem 
examples have been recorded, one of the normal 
kidneys is absent and its place is taken by a pair 
of rudimentary organs with ectopically opening 
ureters. In a fourth group an extra rudiment 
kidney is present on each side and one or both of 
the extra ureters open extravesically. Lastly, one case 
has been described in which one kidney was replaced by 
a rudimentary kidney situated in the pelvis close to 
the bladder and with a ureter opening extravesically. 

In Houtappel’s case the patient, a single woman 
aged 24, had suffered all her life from dribbling of urine, 
which was constant and not influenced by coughing or 
laughing. Normal micturition occurred. Cystoscopy 
showed two normal ureteric orifices. On inspection of the 
vulva, urine was seen to exude slowly from the urethra. 
The bladder was filled up through a catheter with sterile 
milk and it was then observed that the drops emerging 
from the urethra remained clear and did not become 
milky in appearance, which showed that the fluid did not 
come from the bladder. Several abortive attempts were 
made to pass an opaque ureteric catheter into the abnormal 
ureter and at last a false passage was made into the vagina. 
This accident proved to be a fortunate one. It was 
followed by cessation of the extravesical oozing of urine 
and later by pain in the left loin, thus giving a clue to the 
position of the abnormal kidney. Operation was carried out 
and disclosed a miniature extra kidney lying at the upper 
pole of the normal organ. The extra kidney was removed 
after ligaturing its ureter. It was bean-shaped, 2-3 cm. 
long, and microscopically showed normal renal tissue. 


Emphasising the importance of exact anatomical 
diagnosis Houtappel points out that this is much 
easier in the female than in the male. The nature 
of the operation will depend upon the condition 
found ; various alternatives are open to the surgeon, 
including nephrectomy, ligature of the abnormal 
ureter, and implantation of the ectopic ureter into the 
bladder. Ureteric enuresis is a possibility to be borne in 
mind in obscure cases of urinary incontinence. 


1 Nederl. tijdschr. v. geneesk., 1936, lxxx., 4692. 
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PROGNOSIS IN BREECH 
PRESENTATION 


PROGNOSIS in breech presentation involves three 
distinct considerations : (1) the fœtus, (2) the mother, 
(3) the mother and fœtus when prophylactic external 
version is carried out. 


Prognosis for the Foetus 


Some years ago Mr. G. F. Gibberd (Brit. Med. 
Jour., 1931, ii., 369) drew attention to a disquieting 
‘fact. He analysed the statistics of eight teaching 
hospitals, four in London and four in the provinces, 
and showed that the fotal mortality recorded in 
breech deliveries was greatly in excess of the figure 
usually associated with that mode of delivery. When 
neonatal deaths were added to the stillbirths, no 
less. than 32 per cent. of the foetuses were found to 
have died in the ‘‘ uncomplicated cases,” while in 
the complicated cases the mortality-rate reached 
the astonishing figure of 52 per ‘cent. | 

Gibberd pointed out that the danger of breech 
delivery to the foetus has been considerably obscured 
by the custom of classifying the primigravid case 
and cases associated, with extension of arms or legs 
as complicated breeches.” These circumstances 


CXXI. 


TABLE I 
Gross Fetal and Neonatal Death-rates in Breech Delivery 


Total number] Stillbirths | - Neonatal 
= of cases. per cent. per cent. 


Pr. | Mul. Mul. 


Pr. Mul. 
“ Uncomplicated ” 
breech .. 3. 161 28 20 2 2 
“CQomplicated ” 
_ breech .. es 43 57 56 14 2 
Twins za “4 3 76 33 9 Nil. 3 


After Gibberd. Pr. = primipars; Mul. = multipares. 


are the inevitable accompaniment of a considerable 
proportion of breech deliveries and cannot be used 
as an excuse for the birth of a dead child. The term 
complicated breech” ought to be restricted to 
cases in which a second distinct obstetrical abnor- 
mality is present, such as, for example, placenta 
previa or hydrocephalus. When this was done, 
Gibberd found that the mortality in one of the teach- 
ing hospitals, whose results had already been analysed, 
was as shown in Table I. 

By further analysing his figures, and by eliminating 
from the above Table cases in which the fetus had 


TABLE II 
Percentage of Stillbirths (Fœtus Fresh) in Breech Delivery 


Primipare. | Multipare. 


“Uncomplicated ” breech .. 28 15 
Complicated jè ii 57 49 
Twins ee ee ee es 33 9 


After Gibberd. 


died before delivery and disregarding neonatal 
deaths which in some cases may have been due to 
prematurity, he found that the minimum fetal risk 


associated with mechanical difficulties of breech 
delivery was as given in Table IT. 

It should be realised that the figures in this Table 
err by being over-corrected, and the real difficulty 
of breech delivery is probably slightly minimised. 
To many it will appear that this mortality-rate is 
still deplorably high, but figures are stubborn things, 
and statistics are as we find them and not as we would 
like them to be. Most of us would admit that the 
conduct of a simple breech case is, on occasion, 
a humiliating obstetrical experience. 

Breech delivery does not, however, necessarily 
carry with it so grave a danger to the fœtus as has 
been indicated. Individual workers may be able to 
produce records to show that in their hands the 
foetal mortality—although still high, and exceeding 
by some margin the 6 or 8 per cent. associated with 
forceps delivery—is yet considerably lower than the 
figure already mentioned. This fact deserves to be 
emphasised, for it means that the personal experience 
of the obstetrician is the most important single factor 
in determining the safety or otherwise of a breech 
delivery. It can only be supposed that the less good 
results already mentioned are due in the main to 
the relative inexperience of the junior officers who 
deliver cases in teaching hospitals. Yet these officers, 
although junior in rank, are by no means completely 
lacking in practical experience. They are, moreover, 
men who by the fact of their candidature for the 
post have shown that they are keen on midwifery, 
and presumably better versed in the theoretical side 
of the work than the average graduate who passes 
into general practice. Again, these men are able to 
deal with their cases in ideal. surroundings, with the 
help of an anesthetist, with experienced nurses at 
hand, and with all the resources of a modern hospital 
at their call. In spite of these advantages, - breech 
delivery is such a serious matter for the fœtus that 
even in uncomplicated cases, more than one life is 
lost in every four in the primiparous group, and more 


than one life in every seven in the multiparous group. 


It is difficult to get comparable statistics for 
domiciliary midwifery as carried out in general practice, 
but probably the results are not substantially dif- 
ferent from those quoted.. The good results obtained 
by the experienced few are offset by the poorer 
results of the relatively inexperienced majority. 
This will be better realised if it is remembered that 
breech delivery accounts for only 3 per cent. of all 
deliveries, and that a practitioner attending, say, 
40 confinements a year, would require to be in prao- 
tice for 15 years before he could have experience of 
even 20 cases. | 

It is interesting to compare the fetal mortality- 
rate of breech with vertex delivery. A study of the 
annual reports of one of the institutions already 
mentioned shows that the gross fœtal mortality-rate 
in vertex delivery is below 65 per cent., this figure 
including neonatal deaths. In the same institution, 
the fotal mortality in breech delivery, even when 
cases are excluded in which death was due to 
complicating conditions, is around 20 per cent. It 
can therefore be said that a fœtus which presents 
and is delivered by the breech is subjected to a risk 
of death which at a conservative estimate is at least 
four times that of vertex delivery. If primiparous 
cases alone are considered, or if complicated. case 
are included, the risk is considerably greater. 
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ANTENATAL EXAMINATION 


Before discussing in detail the obstetrical diffi- 
culties peculiar to breech delivery, it may be well to 
point out that if in the last four weeks of pregnancy 
a fœtus is found to present by the breech, this fact 
alone indicates a strong possibility of an underlying 
maternal or foetal abnormality. Among the various 
possibilities the following may be specially mentioned : 
multiple pregnancy, contracted pelvis, placenta 
previa, hydrocephalus, and fctal monstrosity. It 
is thus obvious that when dealing with uncorrected 
statistics the high incidence of obstetrical abnor- 
malities in the one group inevitably loads the risk 
to both mother and the fœtus. In particular, the 
frequent coincidence of slight degrees of dispropor- 
tion between the pelvis and fœtal head must be 
emphasised, for this makes safe delivery an extremely 
dificult matter. The most difficult of all breech 
deliveries are those in which the obstetrician unwit- 
tingly finds himself committed to the delivery of a 
shoulder-girdle and after-coming head which are 
relatively over-large for the pelvis through which 
they have to pass. While the fore-coming head may, 
in similar circumstances, be gradually moulded by 
the uterine forces and the minor degrees of dispro- 
portion thus safely overcome, the after-coming head 
is deprived of this advantage and can only be delivered 
by violent compression and with consequent intra- 
cranialdamage. Nor van the obstetrician intelligently 
assess beforehand the degree of disproportion or forecast 
the obstetrical difficulties, for he is denied the oppor- 
tunity of gauging the head directly against the 
pelvic brim. Barbour's dictum, the fetal head 
is the best pelvimeter,’’ well and truly applies to the 
vertex case, but is meaningless when applied to a 
case in which the fœtus presents by the breech. 
The newer work on X ray cephalometry and pelvi- 
metry, while giving some aid, has not yet materially 
altered the situation. 

Notwithstanding the special difficulties just men- 
tioned, one can still say with confidence that the 
prognosis in breech presentation is considerably 
influenced by competent antenatal examination. 
This examination, while not always successful in 
distinguishing the difficult case, will often show the 
presence of a coincident obstetrical abnormality. 
Forewarned is forearmed, and by appropriate measures 
many of these dangers may be avoided. 


CAUSE OF FETAL DEATH 

It was formerly believed that the usual cause of 
fœtal death in breech delivery was asphyxia produced 
by pressure on the umbilical cord during the delivery 
of the shoulders and the after-coming head. In con- 
sequence, it was generally taught that, to secure a live 
baby, the after-coming head had to be extracted as 
speedily as possible, and certainly within five minutes 
of the appearance of the umbilicus at the vulva. 
It is now known that this teaching is largely erroneous. 
Researches carried out by Eardley Holland, F. J 
Browne, and others have shown that the most fre- 
quent single cause of death in breech delivery is 
Intracranial hemorrhage due to tentorial tear; 
these tears are the result of sudden excessive pres- 
sure on the after-coming head, and may be aptly 
described as the snapping of the internal “ guy- 
ropes of the cranium. Asphyxia, although still 
an important cause of death, is much less frequent 
than was previously supposed. Rupture of, or 
hemorrhage into, the abdominal organs (caused by 
rough handling), or hemorrhage round the spinal 
medulla (caused by undue traction in the trunk) are 
Tarer causes of death. 
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Realisation of these facts has profoundly altered 
the teaching regarding the technique of breech 
delivery. Stress is no longer put on speed, but rather 
on gentleness and deliberation, especially during the 
delivery of the after-coming head. 

It is surprising how long a newly born infant will 
live without a supply of oxygen. The apneic baby 
seen after morphine-hyoscine narcosis may not 
breathe for ten minutes or more, and yet recover 
completely. Another example of resistance to anox- 
mia is the successful delivery of a living foetus by 
post-mortem Cesarean section. In one instance 
known to me an operation performed at least 15 
minutes after the mother’s death resulted in the 
delivery of a healthy baby. Thus the anoxemia 
suffered by the fetus during breech delivery is 
seldom of sufficient duration to give rise to real 
anxiety. For similar reasons, needless anxiety is 
caused by attempts to feel and to count the pulsa- 
tions of the fetal cord. The pulsations are always 
slow, but the sudden realisation of this fact may 
unnecessarily disturb the attendant and may cause 
him to abandon his methodical step-by-step assist- 
ance of the delivery and tempt him to indulge in 
powerful traction and in brutal suprapubic pressure. 
In this connexion it is interesting to find that I. W. 
Potter, of Buffalo, who is famous in the obstetrical 
world as the man who delivers every fœtus by the 
breech (excluding the considerable proportion he 
delivers by Cesarean section), takes what appears to 
onlookers to be an almost perverse delight in pro- 
tracting the delivery of the after-coming head. Yet 
in his hands—and he has experience of nearly 
20,000 cases—a stillborn baby is an extremely rare 
occurrence. 

TECHNIQUE OF DELIVERY 


Several points in the technique of breech delivery 
have an important bearing on prognosis. 

(a) Stage of Dilatation.— The ease or otherwise of 
the critical stage of a breech delivery—namely, the 
delivery of the arms and after-coming head—is in a 
large measure determined by the degree of dilatation 
of the birth canal. Maximum dilatation is brought 
about by allowing ample time for the breech, with 
folded or extended legs, to dilate the cervix, vagina, 
and pelvic floor. This means a protracted labour, 
but it is better to follow the hands-off-the-breech 
rule than to attempt to hurry matters by pulling 
one or both legs down to the vulva at an early stage 
of dilatation. It is true that in a few cases extended 
legs may cause impaction, but this complication can 
be dealt with if and when it arises, and the possi- 
bility of its recurrence should not be used as an 
argument for routine interference. 

(b) The After-coming Head.—Most obstetricians 
have a preference for the Mauriceau, or, as it is also 
called, the Smellie-Veit method of delivering the 
after-coming head. It should be realised, however, 
that in many cases it is necessary to allow the head 
to descend well through the brim in the transverse 
diameter before attempting to bring the occiput 
to the front. The head should then be manœuvred 
with traction directed well downwards (the patient 
being in the lithotomy position) until the base of 
the occiput coincides with the lower margin of the 
symphysis pubis. Col. A. Buchanan, in his booklet 
on “‘ Midwifery Mechanics,” aptly describes this as 
bringing the pivot-points together. It is an 
essential preliminary to extraction, and enables the 
head to be revolved on its fulcrum out of the pelvis, 
Recently, the Liverpool school has advocated allow- 
ing the fœtus to hang for a minute or two after the 
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arms have been delivered. This is merely another 
method of attaining the same preliminary essential 
of bringing the .“‘ pivot-points”’ together. When 
difficulty is experienced with the extraction of the 
head, and it is felt that considerable force must be 
used, the application of forceps is of considerable 
help, and will on occasion save a foetal life. 

(c) Episiotomy.— The advantage of making a 
generous episiotomy in every primiparous breech 
case cannot be stressed too strongly. The incision 
is best made when the perineum is beginning to dis- 
tend, and can with advantage be preceded by a 
manual dilatation of the vaginal introitus and pelvic 
‘floor. Such an episiotomy greatly facilitates the 
passage of the arms and the after-coming head, and 
allows delivery to be accomplished with less mechanical 
stress to the foetus and with less risk of asphyxia due 
to prolonged mancuvring. There is little doubt 
that were this practice made a routine in every primi- 
parous case (excepting, of course, cases in which the 
foetus is obviously less than normal size), there would 
be an appreciable saving of fetal and neonatal life. 
There are also good reasons why an episiotomy 
should be made for the mother’s sake: these will be 
dealt with later. : | 


NON-FATAL FETAL INJURIES 


Apart from the injuries mentioned, there aro 
other risks to which the fœtus is subjected by 
breech delivery. i l 
Fracture of the humerus is a not uncommon injury, 
and is the result of levering down an extended arm 
instead of pushing it-down by.pressure.on the elbow. 
To reach the elbow it is necessary to pass the fingers 
high in the vagina; then, by gentle manipulation 
and by slight rotation of the foetal trunk, it is usually 
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possible, although not always easy, to sweep the m 


down alongside the foetal face. A fractured humerus 
is best treated by extension on a miniature Thomas's 
splint. Simple strapping to the chest wall wil, 
however, usually give quite good results. 

Fracture of the femur is a rarer form of injury whieh 
is caused by faulty methods of pulling down an 
extended leg—an operation not very often necessary, 
and one which should only be done under full surgical 
anesthesia, and with the-breech dislodged out of 
the pelvic cavity as an essential preliminary step. 
Treatment is more difficult than in the case of the 
fractured humerus, but strapping the leg in the 
extended position to the trunk for ten days give 
results at least as good as other: more elaborate 
methods of treatment. In both varieties of fracture it 
is remarkable how deformity is effaced by the lapse of 
time. This is a comforting thought, for often the 
immediate result is far from gratifying. l 

Separation of the epiphysis of the long bones is 
probably a fairly common injury ; X ray examination 
may be of help in diagnosis, and treatment is on the 
lines already indicated for fractured limbs. Erb“ 
palsy is occasionally simulated by an injury of the 
humerus or shoulder-joint. True Erb’s palsy (caused 
by over-strong neck traction) has a grave prognosis. 


The wrist-drop should be corrected by a light sup. 


port. Occasionally the paralysis is the result of 
bruising and will clear up in a week or two, but, if 
this does not happen, the likelihood of the disability 
being permanent is very great.. 

_ Cassar Morr, M. D., F. R. C. S., F. C. O. G., 


Reader in Obstetrics and Gynecology, British Postgraduate 
Medical School, University of London; Assistant 
Obstetrician and Gyneecologist, Hammersmith 
and Fulham Hospitals. 


(To be concluded) 


SPECIAL ARTICLES 


THE REGISTRAR-GENERAL’S REVIEW 
UNHEEDED STUDIES OF VITAL STATISTICS 


SINCE 1921 the Statistical Review of the Registrar- 
General of England and Wales has been issued in 
three sections. Part I. is composed of the medical 
tables for the year in question and gives in great 
detail the basic data derived from the certificates 
of death—the registered causes of death with their 
„local, age, and seasonal distribution—together with 
information on other vital statistical indices such as 
stillbirths, cases of notifiable diseases, and the esti- 
mated populations of the administrative areas of 
the country. Part II. comprises the civil tables 
dealing with such matters as the marriage- and birth- 
rates from various aspects, migration to and from the 
country, and statistics of parliamentary and local 
government electors throughout the country. Finally 
comes the Text in which a considerable analysis is 
made of the material in Parts I. and II. 

The procedure has very obvious advantages. It 
enables members of the public interested in one 
aspect of our vital statistics to buy a single section 
dealing with what concerns them rather than a 
volume containing much material that they do not 
want. Secondly the data to be tabulated are very 
extensive and the present format allows them to 
be issued with the least possible delay—the medical 
tables for 1935 have been issued this week.! If the 


1The Registrar-General’s Statistical Review of England and 
Wales for the year 1935. (New Annual Series No. 15.) Tables. 
Part I., Medical. H.M. Stationery Office. 1936. 6s. 


text were to accompany the tables delay would be 
inevitable with. disadvantages to workers in medical 
statistics. There seems to be only one drawback, 
though this is much more apparent than real. The 
analysis of the data to be included in the text natur- 
ally takes much time, especially as the Registrar 
General wisely takes the view that the text is the 
proper place for what may be called long-term 
studies, or reviews of the national statistics, aud 
special studies of selected vital statistical problems. 
It is clearly an advantage that the statisticians most 
closely concerned with the collection and tabulation 
of the original material should be afforded that 
opportunity of working upon it. But it has the 
result that when the text is issued—that relating 
to 1934 2 has also been published this week —it appears 
to be out of date and to the uninitiated perhaps not 
worthy of notice. That is a mistaken view. It 8 
true that the text contains a number of very useful 
standardised tables of death-rates which we should 
all desire to have as early as possible (mainly to savè 
having to make the calculations ourselves from the 
previously published medical tables), but it also 
contains, as pointed out above, statistical studies of 
permanent value which cannot be hastened, and the 
importance of which, indeed, is not affected at all 
by the date of publication. For instance in the 
present text volume a comparison is made between 
the mortality in the county boroughs and the 
administrative counties in 1931-34, and that expen- 


2 The Registrar-General’s Statistical Review of England aud 
par for the year 1934. Text. H.M. Stationery Off 
8. e . 
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enced twenty years earlier, in 1911-14. In 1911-14 
the standardised mortality in the 83 towns now classed 
as county boroughs ranged from 74 to 150 per cent. 
of the national mortality. By 1921-24 the range 
had contracted to 83-140, by 1931-34 still further 
to 87-137. 


This narrowing of the range must, it is suggested, 


be attributed in the main to the effects of public 
hygiene and amelioration of the conditions of life in 
the towns where mortality was worst in the pre-war 
years. Fifty-four towns had then rates of 14 per 1000 
or more and only one gave a rate below 10; in 
1931-34 not one had an average rate as high as 14 
and more than one-third of them gave rates below 10. 
One result of this favourable course of mortality in 
the large towns is to be seen in the diminishing, 
though still large, contrast between town and county. 


The scale of the difference may be illustrated from the 
1935 tables. In that year the mortality (standardised) 
in the county boroughs was 13 per cent. above the national 
rate, of the rural districts 9 per cent. below. The 
unenviable distinction of having the highest death-rate 
of the year appears to have been shared in the large areas 
between the county boroughs of Oldham, Wigan, and 
Merthyr Tydfil, with rates some 40 per cent. above the 
national rate. 

In the country as a whole the death-rates in 1935, of 
both sexes combined, are lower than any previously 
registered at all ages and in every age-group up to 75 years, 
while the infant mortality-rate of 57 deaths per 1000 
live births is also a new record. Tuberculosis mortality 
continues to decline and respiratory mortality in general 
was low. The year was an extremely favourable one for 
certain of the epidemic diseases, notably measles and 
whooping-cough. Scarlet fever after its rise in 1933-34 
fell back to its previous level, but mortality from diphtheria 
remained relatively high. N 


A comparison, in the text volume for 1934, of 
mortality at various ages in England and Wales 
and a number of other countries shows, however, 
that though we well may congratulate ourselves on the 
trend of the various death-rates there is ample scope 
for further improvement. At ages 1-4 the Norwegian 
rates are in recent years less than half those of this 
country and the Swedish rates are little more than 
half. These facts go to support the conclusion 
reached from recent studies of the association between 
mortality at this age and overcrowding, that reduc- 
tion of the mortality of young children is still possible 
through the mitigation of environmental evils. 
Within our own borders the infant mortality-rate 
varied in 1935 between over 80, or even 90, per 1000 
live births in the worst of the county boroughs and 
under 40 in the rural districts of some of the southern 
counties. The much lower mortality levels at ages 
65-74 in the Scandinavian countries also throw doubts 
on the prevalent belief that little or no improvement 
in death-rates at ages over 65 can be hoped for. Even 
if the comparison be limited to our rural districts 
Norway and Sweden still hold a considerable advan- 
tage at these older ages. 

One of the serious causes of mortality at such 
ages is, of course, cancer, and twenty-three pages of 
the text are devoted to considering the 63,263 deaths 
ascribed to it in 1934 and to comparisons of the 
present incidence with the past. In particular the 
deaths from cancer of various sites at different ages 
m 1933-34 are compared with the numbers expected 
had the mean rates during 1911-20 been operative. 
There is some evidence of delayed mortality in recent 
years, notably of the tongue, mouth, and cesophagus 
in males and of the stomach and rectum in females, 
and for rodent ulcer in each sex. The mean age at 
death from cancer as a whole has increased since 
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191120 by one year in excess of that which can be 
accounted for by the increasing average age of the 
population, but for certain organs, such as the 
tongue, it has advanced by as much as 4 years. 
With some sites it is probable that those affected 
are living longer, through earlier resort to treatment 
or more efficient treatment, in sufficient numbers to 
influence the national statistics; in other sites 
changes in diagnosis or certification especially at the 
most advanced ages may well play a part. The 
standardised death-rates of 1935 show a small 
increase over recent years for males and a small 
decrease for females. 

The 1934 report contains a short but interesting 
study of maternal mortality according to the social 
class of the husband. The mortality per 1000 live 
births is shown to decline from 4:44 in the profes- 
sional group to 4:11 in the skilled-workman class, 
4-16 in the semi-skilled, and 3°89 in the unskilled. 
Puerperal sepsis risks diminish progressively in passing 
down the scale but puerperal hemorrhage risks 
increase. The rate for puerperal albuminuria, 
convulsions, and other toxæmias is lowest for the 
unskilled class. It must, of course, be remembered that 
the mortality risk from at least some causes is higher 
at a first pregnancy than at later pregnancies, or 
may be otherwise influenced by the number of 
previous confinements, and the average size of 
family is not the same for married women in the 
different social classes. In a class where a higher 
proportion of the confinements are first pregnancies, 
the average mortality risk may be greater on that 
account, and the excess of mortality-rate in the pro- 
fessional classes may arise partly from that cause. 
The number of factors involved makes it difficult 
to get a clear-cut comparison, a point which must 
be remembered when differences in such things as 
nutrition or medical care are being implicated. 

These special studies of the national statistics 
were, of course, initiated by William Farr, the first 
medical officer to the Registrar-General, and have 
been carried on by his successors to the present day. 
In considering some cause of death as a suitable 
subject for investigation or some aspect of our vital 
statistics, the first reaction of the medical statis- 
tician is to see what the R. G. has said about it.” 
It would be well if all workers who are seized with a 
desire to use mortality statistics, or who have them 
reluctantly thrust upon them, would acquire that 
habit. Because these studies appear in a blue 
book they are not one whit less important than if 
they had had the wider publicity of a scientific Journal ; 
they are more likely to be overlooked, and, at the 
moment, perhaps, to be overshadowed by the more 
recent national statistics issued alongside them. 


MEDICINE AND THE LAW 


„ Klieg-eye’’ in Film Work! 

THE action brought by Miss Peggy Crawford 
(Mrs. Florence Russell) against Criterion Film Produc- 
tions Ltd. has shown that, in the opinion of the 
judge who tried the case, the performers in film 
studios are unaware of the effect of the bright lighting 
upon the eyes. The plaintiff complained that the 
use of lighting of supranormal power and intensity 
in the photography of a ball-room scene caused her 
to become temporarily blind, impaired her eyesight, 
and injured her shoulders. The judge thought she 
exaggerated her sufferings but he substantially 


The name Kifeg-eye”’ is derived from Kliegal, the name of 
a manufacturer of powerful electric lamps. 
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elieved her story and awarded her £126 19s. damages. 
; was said to be the first case of its kind and 
art of the evidence was devoted to the effect of 
16 «ultra-violet and infra-red rays employed by 
1e photographers. The defendants pleaded that the 
ghting was normal and no more dangerous than the 
sual lighting used in film studios. Alternatively 
ney relied on the maxim volenti non fit injuria, 
mntending that the film actress knew of the risk 
f any) and voluntarily undertook it. There was a 
ther plea of contributory negligence and a sug- 
estion that she could have left the scene when she 
lt pain in her eyes. Lastly they put the blame on 
aeir photographer and said he was not their servant 
r agent but an independent party responsible for 
is own skill or negligence. Miss Crawford -replied 
y suing the photographer as well. She said also 
nat if there was a risk of the condition described as 
Klieg-eye, she was not aware of it when she 
ened her contract to perform in the film. The 
efendants then rejoined that she and the photo- 
rapher were legally fellow-servants and that her 
laim was therefore barred by the English common- 
w doctrine of common employment. These legal 
<irmishings explain how the judge came to consider 
he extent of the knowledge of the risk to per- 
yrmers’ eyesight. Two witnesses called by the film 
»mpany said that no injury to eyesight was possible 
nce the ultra-violet rays could not penetrate the 
lass screens placed in front of the lamps. The 
vurt found that injury had in fact been caused to 
he plaintiff and to others. Expert knowledge of 
he method by which ultra-violet or infra-red rays 
ffected the eyes was, in the judge’s opinion, not 
ridely spread. A third witness called by the 
efendants disagreed with the earlier contentions of 
he defence. Glass, he said, whether placed at the 
ack or at the front of an arc-lamp, would not shut 
ut by any means all the ultra-violet or infra-red 
ays. Accepting this frank opinion, the judge held 
hat the plaintiff was injured by burning from these 
Lys, that the burning was due to the ordinary effect 
f extremely powerful lighting such as was used 
‘om time to time in ball-room scenes, that the direct 
hysical effect lasted for a month, and that the 
laintiff was justified in avoiding the bright light of 
Im work till the end of the year from fear of 
scurrence. The court said the lighting was not 
upranormal but it was of an intensity not often used. 
‘he film company knew its dangers and its possible 
ffect on the eyes. They wanted to make a good 
icture and they were prepared to risk the per- 
ormers’ eyes in getting that result. Some of the 
laintiff's witnesses knew the risk and had suffered 
rom the rays. It was the defendants’ case that 
Klieg-eye was a well-known risk. The judge 
hought that crowd ”’ performers were unaware of 
; and that the plaintiff herself did not know of it, 
he result being that for about a week she genuinely 
gared she was going blind. 


A Non-existent Risk of Practice 


A continental contemporary (Minch. med. Woch., 
ov. 6th) mentions an occasion when an English 
octor was accused by the family of one his patients 
f having incited him to suicide. The patient 
uffered from cancer and the doctor thought he 
hould leave him in no doubt that he regarded his 
ondition as hopeless. The patient then shot himself 
or fear of worse pain to come. The court acquitted 
he doctor on the grounds that he had not only the 
ight but the duty of candour to his patient and 


no one could be reproached if the patient took refuge 
from pain in suicide. This was proved by a letter 
of thanks left by the patient for the doctor. 

The reference is a little puzzling. A man may 
certainly be indicted in an English court for the 
offence of inciting to suicide; but, if the sole incite. 
ment were the perfectly lawful action of telling the 
patient the truth, it is doubtful whether the prose. 
cution would ever get as far as commitment by the 
investigating magistrates. It may be that the report 
refers to cross-examination or comment in the coroner's 
court where all things are possible. To frighten a 
person to death (by assault or otherwise) is said to 
be manslaughter at least. If A, under a reasonable 
apprehension of personal violence, jumps out of a 
window or into a river, the threatener of violence 
criminally liable. Unless, however, the act be 
wrongful in its origin, there will be no criminal 
responsibility for the consequences. In the field of 
civil liability, too, physical shock may give rise to a 
claim for damages. There is a well-known decision 
in a case where a mother died from shock at seeing 
a motor accident which threatened her child. Ths 
introduces a train of forensic speculation as to 
whether the consequences of an act are legally too 
remote to justify a successful claim for damages or 
whether they are such as a reasonable man might 
have been expected to foresee. If the defendant 
has been at fault, he cannot claim that the mother's 
feelings were too easily roused. It is no answer to 
a claim for damages for negligence to say that the 
injured person would have suffered less injury or no 
injury at all if he had not had an unusually thin 
skull or an unusually weak heart. 

So, too, if a doctor were to cause a patient shock 
by a too abrupt statement about his health, it might 


be no answer to say that the patient was und 


sensitive. But this situation can hardly create civi 


or criminal liability for the doctor, since there 8 


nothing unlawful in what he is doing. The mother, 
in the case already mentioned, has no legal clam 
unless the motorist has been negligent or has infringed 
some legal duty not to inflict physical shock. The 
doctor, in telling a patient the truth about his health, 
is lawfully doing that which the patient requires of 
him; a failure of tact will not make the lawful act 
unlawful. Doctors may sometimes be anxious over 
the effect of the truth upon the patient; but they 
need not worry about a possible charge of incitement 
to suicide. 


MEMORIAL TO SIR WALTER FLETCHER 


Tue library at the National Institute for Medical 
Research was crowded on Wednesday afternoon, 
Nov. llth, when the portrait-bust of Sir Walter 
Morley Fletcher was officially presented to the car 
of the institute. | 

Lord BALFOUR OF BURLEIGH, the new chairman of 
the Medical Research Council, said that it was 3 
high privilege to preside over a gathering of friends 
of Walter Fletcher, and it was a special pleasure 
that this should be almost the first duty which had 
fallen to him in his new office. All Fletcher's friends 
would remember the enthusiasm with which be 
would talk of his work as secretary of the Council: 
he was able to make his “shop” interesting eva 
to the layman. He thought that the date for ther 
gathering, the great national day of remembrance 
had been well chosen, and that here was the right 
place for a memorial to the man who had done ® 
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much to make the work of the Medical Research 
Council a force in the land. 

Prof. G. M. TREVELYAN, regius professor of modern 
history at Cambridge, said that Miss Dora Clarke’s 
sculptured portrait of their friend recalled his features 
in a very exact and vivid manner, it was a true por- 
trait.1 They were met to record their gratitude for 
what Walter Fletcher did, and their affectionate 
remembrance for what he was. His place could 
never be filled because he was not made according 
to any pattern; he had set his individual mark on 
the life and memory of all of them. The more general 
mark he had made on the world at large was made 
as the guiding spirit of the Medical. Research Com- 
mittee (later Council) during its formative period. He 
was peculiarly fitted to be a liaison officer between a 
great branch of the scientific world and the world 
of politics and administration. He was heart and 
soul a man of science and a Cambridge man. But he 
was more. His love of life on all sides, esthetic, 
artistic, literary, social, his deep interest in the public 
welfare, and his great desire to make science sub- 
servient to it—these gave him a largeness of mind 
and heart that is not specially a Cambridge trait but 
is a gift of God. An American phrase describing 
workers of a certain class runs, they sit stil] and saw 
wood but do not always look outside the woodshed.“ 
Walter Fletcher sawed wood, but his own affections 
were always out of doors. To the end of his life his 
eager ranging mind was out of doors and circling the 
empire and the world, and in whatever company he 
was, he counted. He always spoke his mind, and it 
was his merit and sometimes his difficulty that he 
combined the puritan and cavalier ideal. He never 
ceased to say: That is right l, That is wrong l,“ 
but was always faithful to the rock from which he 
was hewn. He was impatient of people who missed 
opportunities of enjoying the best that was to be 
seen, read, done, and heard. Life was for him both 
a high calling of duty and service and a joyful oppor- 
tunity with the most varied forms of experience 
and happiness. Everywhere he wanted to bring 
accurate information to bear, and he could talk about 
prints and even wines with a wealth of knowledge. 
He was an antiquarian whose favourite sport was deer- 
stalking, and the passage of years found him in 
training to the end. Fletcher believed in a free and 
popular form of government, but he knew the want 
of reverence for scientific knowledge as a guide to 
public action which besets our English democracy, 
and rejoiced therefore when the Government con- 
sented to endow research through the original Medical 
Research Committee. Nevertheless he was most 
anxious to prevent the Medical Research Council in 
its present form from becoming a mere department 
of State. Its spirit was to be scientific, and it was 
o keep the Government of the country in constant 
ouch with scientific minds. 

Sir Gowxanp Hopxins, past president of the 
Royal Society, said that in Walter Fletcher the man 
md his work could never be kept very far apart. 
n 1898 he had been greatly impressed by a paper 
vritten by Fletcher, and had looked forward to meet- 
bg its author who was at Cambridge, and held a 
esearch scholarship at Trinity. Earlier work had 
lready proved him to be an able experimentalist, 
ut the later work, in which Fletcher’s own innate 
ifts came to life, was on a different plane, and showed 
riginality of conception, skilful use of technique; 
; illuminated fundamentals in biology. In 1900 


1 A photograph of the portrait-bust was given in our annotation 
umns last week. 
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Fletcher became lecturer in natural science at Trinity, 
and he had frequent opportunities for meeting him, 
and soon felt the spell of his exceptional personality. 
In 1907 he had joined him in research following up 
certain suggestions already contained in his first 
paper, and the results of the conjoint work, he ventured 
to say, strengthened faith in the value of chemical 
studies as applied to tissue dynamics and encouraged 
further work in that field. In 1913 appeared a paper 
by Fletcher himself, on acid production in mammalian 
muscle, which showed that if Fletcher’s subsequent 
career had been that of an experimental investigator he 
would have reached eminence; but he doubted 
whether such a career would have given him com- 
plete satisfaction, and in the year of the last publica- 
tion fate was preparing for him an opportunity for 
services to science, which, though indirect, were 
greater than those that any individual investigator 
could hope to render. As a new departure in 
legislation a research fund was created under the 
National Insurance Act, and Fletcher entered on 
the duties of administrative secretary. That the 
right man had been chosen at once became clear. 
The rapidity with which he grasped the whole situa- 
tion was remarkable, and then, when for the first 
time this country began to play a proper part in 
the advancement of medicine by scientific research, 
the new body had to face the difficulties caused 
by the war. Fletcher saw to it that every acquisition 
in knowledge made possible by the exceptional 
circumstances of the war should be made available 
for immediate use and recorded for the future, and 
the issue of those technical reports which formed 
part of his scheme for the committee were of both 
immediate and permanent value, and were prized 
in medical circles everywhere. There was a remark- 
able advance in medical knowledge during the war, 
advances to which the Medical Research Committee 
contributed much; it emerged from the war with 
its reputation established and its future secure, and 
Walter Fletcher’s war service was second to none. 
He served the Committee and Council for nearly 
twenty strenuous years, and no one who ever sat on 
the Council would ever under-estimate the weight of 
his influence or doubt the wisdom of his policies. 
Very near his heart were the interests of the National 
Research Institute in which they were assembled. 
He felt great pride in the highly important gains to 
knowledge which had arisen from the devoted 
labours of its staff. To catalogue the successes of a 
career seemed easy ; to account for them was some- 
times more difficult. Circumstances may count for 
as much as the man, sometimes more; but in the 
case of Walter Fletcher circumstances gave him a 
great opportunity, but his rich successes were surely 
due to qualities innate in the man himself, not only 
to those qualities with which he had dealt—investi- 
gator, administrator, or devotee to duty—but to 
those human qualities which Prof. Trevelyan had 
recalled so vividly. 

Lord BALFOUR asked Sir Henry Dale, the director 
of the institute, to accept the custody of the bust. 

Sir HENRY DALE said he was proud to accept the 
care of the bust from the donors on behalf of his 
colleagues and all who worked in the Institute. 
They could never forget what they owed to Walter 
Fletcher, and his generous pride in their work. 


WESTMINSTER HOSPITAL.—An anonymous gift of 
£14,000 has been received through Sir George Tilley 
towards the fund for rebuilding the medical school of 
this hospital. 
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IRELAND 


(FROM OUR OWN CORRESPONDENT) 


A BED BUREAU FOR DUBLIN HOSPITALS 


In the report of the Hospitals Commission pub- 
lished about a year ago attention was drawn to the 
lack of coöperation between the Irish hospitals. 
In particular it was remarked that better arrange- 
ments are required for ensuring that patients seeking 
admission to a hospital can be referred to some other 
hospital when accommodation is not available.” 
Speaking on Nov. 14th at a public meeting in aid of 
the welfare department of the St. John Ambulance 
Brigade, Sir John Lumsden stated that the difficulty 
of obtaining admission for patients to the Dublin 
hospitals could be put right by arrangement with 
the hospitals. He said that it was proposed to have 
a bureau as a result of collaboration between the 
hospitals, and beds could be got by application to 
that bureau. It is understood that several of the 
general hospitals in Dublin have expressed their 
Willingness to join in establishing a bed bureau which 
would arrange for the speedy admission of patients 
to available beds. A scheme has, it is stated, been 
submitted to the Minister for Local Government 
and Public Health for the constitution and control 
of such a bureau, and it is at present receiving con- 
sideration. ‘There have been many complamts in 
the press and elsewhere of the delays and difficulties 
in obtaining admission to hospital even in cases of 
urgency. This is mainly due to an actual shortage 
of hospital beds, and this shortage must be corrected 
or the inconveniences will not only continue but 
increase, for the population of Dublin is growing 
rapidly. But much time and trouble could be saved 
if there wére a central office which, by keeping in 
constant touch with the several hospitals, would 
know where beds were available, and could therefore 
arrange for rapid admission. Such a bureau could 
perform its functions without interfering with the 
autonomy of any institution or with the normal 
procedure of admission followed in any institution. 
The expense of maintenance would not be large and 
would be fully justified by the services performed. 


PROGRESS OF GASTRIC SURGERY 


Mr. J. H. Coolican, the incoming president of the 
Biological Society of the Royal College of Physicians 
and the Royal College of Surgeons, chose the Progress 
of Gastric Surgery as the subject of his inaugural 
address on Nov. 14th. He gave a lucid and well- 
arranged account of the development of surgery of 
the stomach from the time of Billroth to the present. 
He showed not only the different views taken toward 
particular operative procedures at different times 


but the varying circumstances which had been 


causes of the varying views. Other aspects of the 
question were discussed by Dr. L. Abrahamson, 
Mr. W. Doolin, Mr. James Owens, and Mr. F. G. 
Stewart. 


INFANT WELFARE IN DUBLIN 


Speaking in Dublin on Nov. 14th Dr. Kerry 
Reddin, medical officer in charge of infant welfare, 
referred to the rapid advances made in the scope of 
infant welfare work in recent years in Dublin. He 
said that ten years ago there were only 400 mothers 
receiving prenatal care, whereas last year there 
were 5000. As the total number of the births in the 
year was 10,000, it meant that 50 per cent. of the 


served.“ 
Sir BucksTon BROWNE said it took some courage 


mothers were getting prenatal care; he hoped that 
next year they would be treating 80 per cent, To 
get efficient work they must. back voluntary work 
by official support. 


BUCKSTON BROWNE DINNER ' 
ROYAL COLLEGE, OF SURGEONS OF ENGLAND 


oe 


Sir OUTHBERT WALLACE presided on Nov. 12th 
at the ninth dinner of fellows and members of the 
College made possible by the generosity of Sir Buckston 
Browne. He was supported on his right by Sir 
Alexander MacCormick and on his left by Sir Arthur 
MacNalty. Sir Cuthbert opened his brief remarks 
with a feeling allusion to the death of Lord Moynihan 
who had for many years presided at this banquet, 
He recalled the appeal he made last year for specimens 
to complete the museum, adding that the generous 
response might be seen after dinner in room No.1. 
It had, he said, been an outstanding year for research, 
and the Oollege was taking its place as a centre of 
surgical research, attracting workers from all the 
major dominions, the U.S.A.,and European countries. 
Plans for laboratory development had been drawn 
up in faith when the allocation of £25,000 by the 
Bernhard Baron trustees gave the College the chance 
of making the centre what they wanted it to be. 
In the meantime offers of bench room had been 
received from the Medical Research Institute, 
St. Bartholomew’s Hospital, and the London School 
of Economics. Sir Cuthbert closed with a warm won 
of thanks to the scientific and administrative staf. 
“This College,” he said, is uncommonly 


to rise after the kind things which had been said 
about him, but he was consoled by one attribute of 
old age—namely, that he had no enemies; and in 
this connexion he recalled the South American 
president who on his death-bed was being exhorted 
by his father confessor to ask forgiveness from his 
enemies; ‘‘ I have not a single enemy,“ he answered, 
and, when further pressed, added I have shot them 
all.” Sir Buckston said he had not realised his 
youthful ambition, for he had longed to be a hospital 
surgeon; but he had failed to pass the‘final fellowship 
examination. He was, he remarked, sitting by 4 
member of the College who advised the Minister of 
Health. He had himself done his lifework as 4 
member of the College for 52 years before he was 
elected fellow. It was the recollection of thes 
years which led to his desire that members and 
fellows of the College should meet socially at 
once à year. ä 


After dinner the company adjourned to the museum 
where was set out a remarkable exhibit of methods of 
preparation, ancient and modern, of anatomical 
pathological material, as well as a collection of 
syphilis literature dating from 1501 onwards. In 
the research laboratories members of the scien 
staff were demonstrating: (1) the surgical treatment 
of cardiac ischemia ; (2) the local effects of intestinal 
strangulation ; (3) the methods for studying tbe 
nature of the nervous impulses producing l 
shock; (4) the technique of producing hypertension 
by the nephrotoxic method ; (5) the experimental 
evidence for the existence of an uretero-vesical 


sphincter. 


‘The following is a list of those present: 


Oouncil.—Sir Cuthbert Wallace (president), Sir Charles 
Gordon-Watson and Mr. Victor Bonney (vice-presidents), 
Sir Holburt Waring, Prof. Hey Groves (Bristol), Mr. C. H. 
Fagge, Mr. Sampson Handley, Prof. G. E. Gask, Prof. A. H. 
Burgess (Manchester), Prof. G. Grey Turner, Mr. Hugh 
Lett, Prof. R. E. Kelly (Liverpool), Prof. Graham Simpson 
(Sheffield), Sir James Walton, Sir Alfred Webb-Johnson, 
Mr. G. Gordon-Taylor, Mr. R. C. Elmslie, Mr. L. R 
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Braithwaite (Leeds), Mr. H. S. Souttar, Mr. Girling Ball, 
Mr. Seymour Barling, Mr. C. Max Page, and Mr. W. H. 
ilvie. 

Fellows.—Mr. J. C. Anderson (Sheffield), Mr. George 
Armitage (Leeds), Sir Robert Armstrong-Jones, Mr. R. 
St. Leger Brockman (Sheffield), Sir Buckston Browne, 
Mr. F. J. Cleminson, Mr. Charles Donald, Dr. Wilfrid 
Edgecombe (Harrogate), Mr. Ernest Finch (Sheffield), 
Sir Henry Gauvain, Lt.-Col. W. L. Harnett, Mr. J. P. 
Hedley, Mr. G. C. Knight, Sir Alexander MacCormick 
(Jersey), Mr. Terence Millin, Mr. H. W. L. Molesworth 
(Folkestone), Mr. A. M. A. Moore, Dr. Egbert Morland, 
Mr. Laurence O’Shaughnessy, Mr. Robin Pilcher, Mr. H. H. 
Rayner (Manchester), Mr. R. H. O. B. Robinson, Mr. B. T. 
Rose, Mr. J. C. Stewart, Mr. W. R. Underwood, Mr. Cecil 
Wakeley, Mr. K. M. Walker, Mr. A. J. Watson, Mr. Maurice 
Whiting, Dr. J. Williamson (Cleethorpes), Mr. Ralph 
Winterton, and Mr. Dickson Wright. 

Members. Mr. F. M. Allchin, Dr. J. Kingston Barton, 
Dr. C. Luther Batteson (Watford), Surg. Rear-Admiral 
C. M. Beadnell, Dr. Izod Bennett, Dr. Mewburn Brown 
(Birkdale), Dr. R. H. Browne-Carthew, Dr. H. A. Burt 
(Bath), Dr. W. Byam, Mr. Granville Chapman (Grimsby), 
Dr. H. B. Corry (Liss), Dr. H. Guy Dain (Birmingham), 
Dr. B. Dale (Birmingham), Dr. H. P. Daly (Birmingham), 
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Mr. E. Gordon Dingley (Leamington), Dr. A. J. Gibson 
(Brentwood), Dr. F. J. S. Hall (Walmer), Dr. J. Walker 
Hirst (Huddersfield), Dr. John Holmes (Southport), 
Dr. A. W. Holthusen (Westcliff), Dr. N. G. Horner, Dr. 
Graydon Hume, Mr. A. E. Williams Idris, Dr. R. W. 
Ironside, Mr. Davenport Jones, Dr. G. D. Kersley (Bath), 
Dr. F. Desmond MacCarthy, Dr. J. V. Macgregor, Sir 
Arthur MacNalty (Ministry of Health), Dr. Robert 
McQueen, Dr. H. L. Marriott, Dr. W. d' A. Maycock, 
Dr. Charles Miller, Mr. J. C. Mottram, Dr. J. W. Nunn 
(Hadley), Dr. Bernard Potter, Mr. L. W. Proger (patho- 
logical curator), Dr. W. R. Reynell, Dr. G. H. Rossdale, 
Dr. Harold Sanguinetti, Dr. Eric A. Scott, Sir James 
Purves- Stewart, Dr. Dudley Stone, Mr. Maxwell Summers, 
Dr. J. H. Sykes (Birkdale), Dr. J. H. Thursfield, Dr. O. R. 
Tisdall (Harrow), Mr. A. Toulmin (Preston), Dr. R. F. 
Tredgold, Dr. H. E. Watkins (Newton-le-Willows), Dr. 
J. R. Whait, Dr. F. Harris White, and Mr. E. T. Williams 
(Stockton-on-Tees). 

Others present. Prof. H. H. Woollard, Prof. A. K. 
Henry, Mr. Horace Rew (director of examinations), 
Dr. John Beattie (conservator of the museum), Mr. 
Kennedy Cassels (secretary), Mr. A. J. E. Cave (assistant 
conservator), Mr. David Slome, Dr. R. J. Kellar, and 
Mr. W. F. Davis. 


PUBLIC HEALTH 


The House that Jerry Built 


JERRY-BUILDING is not new—the epithet seems 
to have been used in Liverpool more than a century 
ago—but since 1918, owing to the boom in house- 
building, the great increase in owner-occupiers and 
the drive to abolish slums, the jerry-builder from 
being a private swindler has become a national 
menace. Dr. J. Greenwood Wilson, medical officer 
of health for Cardiff, read a paper! on Oct. 10th 
at the general meeting of the Association of Public 
Health Chief Clerks about the ways of jerry-builders 
and the evils of their activities. Houses, however 
soundly they are built, will always deteriorate, but 
it is not unreasonable to expect that this process should 
be slow and that the houses built to replace the worth. 


less property which we are now pulling down in slum . 


clearances will last until our clearances are com- 
pleted. But there is so much bad building going on 
that in many instances the estates which have 
replaced old slums have themselves become new slums, 
at least in so far as the habitability of the premises 
is concerned. 

The jerry-builder’s case is that competition is keen 
and profits low, the people who buy his houses ask 
or innumerable embellishments which cannot be 
supplied at the price they are prepared to pay, and 
he cannot give the extras without cutting the 


ssentials—about which his purchasers do not bother 


intil they find out their faults. This is no excuse, 
but it is a reason. We might expect that houses 
built by local authorities should not scamp essentials 
o supply ornaments, for here specifications can be 
aid down and expert supervision is available. But 
infortunately many authorities look upon their 
lousing schemes as embellishments of their towns 
ather than as the solution of the housing difficulties 
f the people and pay more attention to what they 
hink is artistic than to what is serviceable. Good 
naterials are dear, but the difference between the first 
ost of the best and the worst is little compared 


4 Medical Officer, Oct. 24th, p. 173. 


with the future cost of repair: and replacement. 
We shall not get rid of shoddy stuff unless we insist 
upon builders using materials of accepted standards. 
Mortar may mean anything from mud which washes 
out with the first storm to material as everlasting as 
Roman cement; and timber may mean fully seasoned 
beams of full length and stoutness, or green sappy 
laths, meagre in diameter and length, which rapidly 
shrink and decay. The damp course, the first thing 
to be considered, is expected to be of durable material 
impervious to moisture; it may be, and often is, 
brown paper with a little tar which with luck may be 
damp proof for a few months. No new house may 
be built until the plans have been passed by the local 
council and when completed it may not be sold or 
let without a certificate from the local surveyor ; 
but this is no guarantee that the house is well built 
or that the materials used are satisfactory. So 
the certificate is a snare and not a guarantee. Most 
houses are bought through building societies, or 
by loans from local authorities on the hire-purchase 
system. The period of repayment is usually 20 years 
and, so long as the value of the property keeps pace 
with the decreasing loan, little attention is paid to 
the soundness of the investment. Some of our 
worst jerry-built houses deteriorate so fast that they 
become poor cover for their outstanding loans ; 
therein lies some bar to the worst of bad building. 
But for what is a little less bad there is at present no 
safeguard. 

The remedy for jerry-building may be found 
in (1) the prohibition of materials below an 
accepted standard, or (2) the requirement of a 
guarantee by the builder to the buyer. Neither of 
these do we possess, although Dr. Wilson reminds us 
that under the new Public Health Act local building 
by-laws must be revised every ten years and the 
revision submitted for approval to the Minister of 
Health. Dr. Wilson is not alone in his alarm that 
the laudable desire to rehouse the ill-housed might 
be defeated by shoddy building. When Dr. Addison 
framed his first Housing Act, public health experts 
foresaw the danger and warned local authorities 
that what was wanted was not homes for heroes 
but houses of the simplest construction which 
were built soundly and could be kept sound. 
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CORRESPONDENCE 


A CHRISTMAS APPEAL 
To the Editor of THE LANCET 


R, By your kind permission I appealed to your 
ders in October for contributions towards the 
‘istmas Gift Fund of the Royal Medical Benevolent 
od. Only a few weeks remain before Christmas 
| I am anxious to have sufficient funds to allow 
the gift of 30s. to be distributed to all our bene- 
aries. May I ask those who intend to contribute 
dly to send their cheques as soon as possible to 
‘hon. treasurer, Royal Medical Benevolent Fund, 
Chandos-street, London, W. I. 

hope the response to this reminder will be a very 
erous one. Great would be the disappointment 
ihe hearts. of those beneficiaries if, through lack of 
ds, we could not give them the 30s. gift which 
y have so greatly valued in other years. 

I am, Sir, yours faithfully, 
* Tuos. BARLOW, 

ov. 11th. President. 


PROTECTION ON RETIREMENT FROM 
PRACTICE 


To the Editor of THE LANCET 


IR, — It has been a matter of concern for some time 


the council of the Medical Defence Union that year 
year practitioners resign their membership at the 
ment of retirement from active practice, and this 
spite of a letter indicating to them that even after 
rement they are still liable to attack for alleged 
deeds whilst in practice. At the annual meeting 
he Union held on Sept. 24th this year a proposi- 
1 was put forward that to encourage retiring 
otitioners to maintain their protection special 
ms of life membership should be offered to them. 
is general proposal was approved by all those 
mbers of the Union present. | 

the council of the Union at its last meeting decided 
mn thé details of an arrangement by which a 
mber retiring from practice who had belonged to 
nion for the period mentioned should become 
fe member upon a single payment as follows :— 


Membership of— 
10 years or less 

10 to 15 years 
More than 15 years 


One payment of— 
.. Three guineas, 
.. Two guineas. 

.. One guinea, . 


t is of the essence of this arrangement that the 
tection afforded by this life membership shall be 
related to the period when the member was in 
.ctice, and shall cease to hold good should such a 
ired member re-engage in practice in any form 
er than a casual attendance dictated by the 
sumstances of an accident or an emergency. If, 
refore, a retired life member covered by this 
angement starts practice again it would be 
essary for him to be reinstated as an ordinary 
mber by paying the appropriate annual subscrip- 
n until the time when he again retired, after which 
life membership would be resumed without further 
yinent. 

Practitioners must appreciate that whilst the 
tute of Limitations may be a good defence for 
ions brought more than six years after the 
urrence, considerable expense may be incurred 
ore the moment arrives when the Statute can be 
aded. Our records show. many an instance of 
eral years elapsing before an attack is made upon 
octor—in one case as long as 22 years. 


The above arrangement becomes operative on 
Jan. lst, 1937, and will be offered to all those members 
of the Union who have resigned during 1936 by reason 
of retirement from practice. It is possible that the 
arrangement when known will appeal to practitioners 
who retired prior to 1936. Should they wish to 
avail themselves of these. provisions they will be 
required to pay such annual subscriptions as wil 
make them continuous members up to and including 
the year 1936. Pi 

I am, Sir, yours faithfully, i 
ERTO PEARCR GOULD, - 
President of the Medical Defence Union, 

49, Bedford-square, W.C.1, Nov. 5th. _ , 

*,* This letter is commented on in a leading 
article.—E D. I. Oke oe Wak 

© BENGAL SPLENOMEGALY ` 
To the Editor ‘of. THE Lancet. 


© §m,—It is to be hoped that the instructive article ` 


by Prof. L. E. Napier, entitled Tropical Macrocytic 
Angmia, which appeared in THE LANCET of Sept. 19th 


(p. 679) will stimulate workers in other parts of India 


and the tropics generally to record more detailed 
clinical and hematological observations on anæmio 
patients. Excluding from his series. cases. of pemi- 
cious anemia and tropical sprue, Prof. Napier dif- 
ferentiated two groups of megalocytic anemia. (ne 
conformed to tropical macrocytic anzemia as described 
by L. Wills, the other, which was characterised: by 
fever, splenomegaly, hyperbilirubinæmia, and retioub- 
cytosis, he designated Bengal splenomegaly.”. 
A case identical with this so-called Bengal spleno- 
megaly was recorded in detail by me two years ago 
under the heading Rarer forms of . megalocytie 
anæmia encountered in the tropics” (Trans. Roy. 
Soc. Trop. Med. and Hyg., 1934, xxvii., 563), but in 
this instance the patient had never set foot in Ban 
He was a Punjabi mussulman,*aged 22 years, who 
had been a ship’s fireman for 4 years. Careful inqury 
at the time had elicited that he had never ben 
further east of the Indian mainland than Delhi; 


he had spent several periods ashore in Bombay and 


on one occasion had called at Calcutta but had not 
left the ship. In 1933 he had suffered from recurrent 
fever and 6 months later had noted enlargement of 
the spleen. He was subsequently admitted to the 
Tilbury Hospital with gastro-intestinal symptom 
and splenomegaly, and on Nov. 16th, 1933, wa 
transferred to the Hospital for Tropical Disease 
under Dr. Carmichael Low, where I investigated the 
case in detail. 


No evidence was available that the patient had been 
on a deficient dietary prior to his admission to hospital 
Physical examination revealed great enlargement of th 
spleen which extended below the umbilicus, severe megalo- 
cytic anemia, a hyperbilirubinæmia of 4 units (in 
van den Bergh reaction), a reticulocytosis varying from 
6-0 to 16-5 per cent., and an achlorhydria not responding 
to histamine. The megalocytic nature of the anem 
was confirmed by the Price-Jones curve. A mild anky- 
lostome infestation was present; this was treated without 
improvement in the anemia. Elaborate laboratory 
investigations were undertaken to exclude malaria 4 
kala-azar, and a full course of Neostibosan was admin 
tered without effect. Finally the condition was cured by 
Campolon injections and liver extract therapy (equ. al 
1} lb. daily) which induced a maximal reticulocyte 
response of 34:5 per cent. on the ninth day and rapid 
blood regeneration. The Price-Jones curve was 

to normal and on repeating the fractional test-meal the 
achlorhydria was found to have been replaced by a high 
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normal acid curve (maximal HCl=55 N/10 c. em. acid at 
14 hours). On discharge the patient appeared perfectly 
fit with a normal blood count; the spleen had decreased 
in size but was still palpable. 


In Bombay before the introduction of liver extract 
I had occasionally encountered cases with spleno- 
megaly simulating pernicious anemia in whom free 
HCl was demonstrable in the gastric juice, and in 
whom evidence of malaria and kala-azar was not 
forthcoming. Probably such cases fall into this 
category. 

While there are justifiable grounds for regarding 
this disease as a new entity, the term“ Bengal spleno- 
megaly hardly appears appropriate on geographical 
grounds, since the first case to be described came 
from the Punjab, and further observation will prob- 
ably reveal a much wider distribution than the 
provincial appellation implies. A better name would 
be “Indian splenomegaly.” 

I am, Sir, yours faithfully, 
N. HAMILTON FAIRLEY. 

Harley-street, W., Nov. 11th. 


THE TREATMENT OF PLEURAL EFFUSIONS 
To the Editor of THE LANCET 


Sm, The Royal Society of Medicine’s discussion 
(reported in your issue of Oct. 3lst) merits I think 
further consideration. There appears to be a legiti- 
mate difference of opinion as to whether every so-called 
simple pleural effusion should be replaced by air, 
but all are agreed that every such case needs very 
careful convalescence along sanatorium lines under 
conditions which allow of accurate observation by a 
trained physician with ready facilities for sputum 
and X ray examinations, and that some such observa- 
tion should be maintained for a period of a few 
years. Those physicians who have performed an air 
replacement in the early stages further desire that 
a competent physician should be available to maintain 
the resulting pneumothorax. These facilities can 
usually be obtained by notifying the case as one of 
tuberculosis with a request to the local authority to 
provide sanatorium treatment and later supervision 
by its tuberculosis officer. There are, however, 
definite disadvantages to this course, for notification 
does from time to time prejudice a man adversely as 
regards employment, insurance, and even social life. 
The Ministry’s classification includes these cases in 
the pulmonary group, and this fact, although tech- 
hically correct, tends to further the prejudice. There 
should not be this adverse effect of notification, but 
n practice it does exist in most areas to a greater or 
esser extent. Whilst we are most of us agreed that 
wademically pleural effusion is evidence of tuber- 
ulous infection, yet personally I hold that notification 
s not a legal obligation, as it cannot be described as 
uberculosis in the ordinary meaning of the word. 
fy first plea is therefore that these cases should be 
reated under the tuberculosis schemes as persons 
articularly liable to develop tuberculosis and for 
hom treatment may prevent its development, but 
ithout actual notification. 

Again, in spite of Dr. Watt's protest (Nov. 7th) 
gainst the suggestion that cases of pleural effusion 
vuld be reinfected in a sanatorium, I find that 
hysicians generally are by no means too happy 
bout this impossibility, and this is evidenced by 
r. Burton Wood’s letter as well as by the actual 
ords which he used in the discussion. Even 
iberculosis officers I think are not quite satisfied at 
mes as to the propriety of sending their cases to 
sanatorium, if reasonable convalescence and super- 
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vision can be otherwise obtained. I would like most 
deferentially to remind my former chief, Dr. Watt, 
that all institutions are by no means as well 
administered as King George V Sanatorium, and that 
even there the careless sputum- positive case may 
have the opportunity to infect others before his 
habits are discovered. My second plea is therefore 
that local authorities should provide what Dr. Burton 
Wood calls preventoriums, and which I should prefer 
in case of possible prejudice simply to call special 
convalescent homes. These could be organised along 
recognised sanatorium lines under the charge of 
experienced chest physicians who would collaborate 
with tuberculosis officers and others, and who would 
transfer to sanatorium the sputum-positive case when 
discovered. 

There is a group of persons iri much the same 
category as the pleural effusions—namely, those 
debilitated young adults who have been in contact 
with sputum-positive cases of tuberculosis. It is 
possible at present to do very little if anything for 
these persons to build up their general health so as 
to resist adequately the latent infection which most 
of them carry. They also represent a class of persons 
particularly liable to develop the disease, and could 
often with advantage be very suitably treated under 
observation in institutions such as those described. 
If convinced of the real need for such special con- 
valescent homes, I believe that local authorities 
would be prepared to consider favourably their 
provision.—I am, Sir, yours faithfully, 

C. O. S. BLYTH BROOKE, 
Tuberculosis Officer, Finsbury. 
Town Hall, Finsbury, E. C., Nov. 13th. 


DUODENAL ULCERS AND CIGARETTE 
SMOKING 


To the Editor of THE LANCET 


SR, — The frequent appearance of articles in the 
medical journals on the relative merits of medical 
and surgical treatment of duodenal ulcer marks the 
prevalence of the condition and points to its great 
importance. I do not remember, in these articles 
and dissertations, any suggestion of an investigation 
into the etiology of the condition. My present line 
in life does not bring me into touch with any but 
an occasional victim of the duodenal ulcer, but, for 
many years, I was engaged in very general practice 
and included in it I had to meet and deal with epi- 
demics and other public health matters. As a result, 
medical problems appeal to me from a very general 
point of view, and it seems to me that this approach 
to ætiology has been of help in elucidating one aspect 
of the causation of duodenal ulcer. 

My: first special interest in the disease occurred 
in 1924, when I had temporary opportunities of taking 
out-patient duty at a teaching hospital. It was soon 
quite obvious that the types of cases I met with were 
different from those that prevailed in the latter 
years of the nineteenth century when I first came 
into contact with clinical work. One outstanding 
novelty was the duodenal ulcer, and, when inquisitive 
students tried to corner me on the subject of its 
causation, I was driven to try and find something 
to satisfy their curiosity. It was here that my very 
general experience came to my rescue, as I put to 
myself the question—duodenal ulcer was unusual 
twenty-five years ago, and is prevalent now; is 
there any common alteration, since my student days, 
in the habits of men who, in 1924 at any rate, seemed 
to have a monopoly of this disease? The only 
habit I could think of was the cigarette habit which, 
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farting in the South African War, acquired an 
Imost universal prevalence in the Great War. When 
put the idea forward to the students, they dis- 
greed because they were nearly all cigarette smokers, 
nd had no ulcers. “Yes, but wait till the fourth 
ecade of your lives I said. Since those days I 
ave had only occasional experience with duodenal- 
lcer patients, but all have been heavy smokers, 
nd only a few days ago a patient told me that he 
ould always produce trouble by resuming smoking. 
. radiologist has recently told me that he is now 
etting cases of duodenal ulcer among women who 
ave acquired much the same cigarette habits as 
en. Of course all cigarette smokers do not get 
uodenal ulcers any more than all alcoholics get 
elirium tremens. 

The late Lord ‘Moynihan has stated that, if his 
uodenal-ulcer patients asked about smoking, he 
ld them to expect a recurrence of trouble if they 
sumed their smoking. The late Mr. Tyrrell Gray 
iso noted the prejudicial effects of smoking in these 
ases, but I have not yet met the article devoted to 
ringing out the importance of this question, and I 
m not in a position to take it up in a detailed scien- 
fic fashion, nor bring the matter into “‘a scientific 
et which I could weave or cast — to adapt a line 
om your recent leading article on the factors of 
pidemicity.—I am, Sir, yours faithfully, 

Harley-street, W., Nov. 12th. V. S. Hopson. 


THE ETIOLOGY OF ACUTE RHEUMATISM 


To the Editor of THE LANCET 


SR, May I endorse very warmly Dr. Poynton’s 
rotest in your last issue against the use of the term 
pyogenes ° in reference to streptococci found in 
ses of acute rheumatism. It will, surely, be agreed 


iat there is hardly any type of acute inflammation 


ss likely to be suppurative than acute rheumatism, 
16 focal lesions of which exhibit a cell-reaction of 
je granulation tissue type, and not the polymorph- 
hagocyte reaction of streptococcal suppuration. 
the term pyogenes is used, merely for want of a 
tter, in order to distinguish virulent from avirulent 
rains of streptococci, and infective from non- 
fective, a substitute could easily be found. In 
at regard a better adjective would be patho- 
nes.“ But, since we still commonly use the term 
neumococcus for the causal agent of acute lobar 
neumonia rather than streptococcus pneumonie, 
hy not use the name micrococcus, or streptococcus, 
> even diplococcus rheumaticus for the streptococci 
und in acute rheumatism ? | i 

When I began to work on the bacteriology of acute 
eumatism at Guy’s Hospital in 1901, Poynton and 
s co-worker Paine had already discovered. and 
scribed. their organism. But, unfortunately, Paine 
scribed it as a Gram-negative diplococcus. The 
ganism which I isolated from a series of cases at 
uy’s was of streptococcal form and staining 
action, and I so described it. Shortly after, I was 
le, by the courtesy of Drs. Poynton and Paine, to 
camine carefully some of their slides, which they 
ndly showed me. On that occasion I quickly 
rmed the opinion, which I expressed quite definitely, 
at what I saw was,.in my judgment, a Gram- 
sitive streptococcus, not more strikingly paired in 
rangement than are many rapidly dividing strepto- 
cci in culture. ‘I concluded that we had both 
scovered- the same organism, and that my work 
a8 a confirmation of the main thesis put forward 
r Dr. Poynton, to whose long-continued later 
udies we owe so much. But our early divergence 
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of description, on a point to which bacteriologists 
necessarily attribute decisive importance, doubtless 
operated unfavourably on general bacteriological 
Opinion as to the validity. of our observations, All 
the more so, when some bacteriologists of standing 
in London declared that they had sought carefully, 
but in vain, to confirm the findings. 

With Dr. Poynton I must confess that time has 
been my master; but work goes on, though it be in 
other hands, and every year it seems to me mor 
and more likely that time will eventually justify the 
conclusions of our forgotten labours. It happened 
that my own work on acute rheumatism was early 
brought to an end by removal to a new sphere, in 
which access to suitable clinical material was then 
lacking; but not before I had been able to convince 
myself, and state, that no method then available to 
me revealed any qualitative difference between the 
micrococcus rheumaticus and other pathogenetic 
streptococci. I had,- however, discovered, with the 
help of Dr. Ryffel, that the streptococcus from acute 
rheumatism produced considerable amounts of formic 
acid in ordinary broth culture (and broke up added 
sodium lactate into equal moieties of formate and 
acetate), whereas the other strains of streptococci 
then examined produced formic acid in only small 
amount. This finding, I still venture to think, may 
not be without significance in the symptomatology 
and pathology of rheumatism. — 

I am, Sir, yours faithfully, 
E. W. AINLEY WALKER. 

University College, Oxford, Nov. 14th. 


THE HEART IN EXERCISE 
To the Editor of THE LANCET 


Sir,—Among the annotations in TRE Lancet of 
Oct. 31st is one with the above title, recording 
briefly some recent radiological observations on the 
heart during and after exercise,” and suggesting 
that they negative the “physiological dilatation" 
demonstrated in Starling’s Law of the Heart, and 
claiming that the increase of minute-volume (output 
of one ventricle per minute) is due to “adtive 
diminution in the size of the heart with inoreased 
emptying power.“ I do not share these views: and 
it would be unfortunate if the idea should prevail 


that physiology and radiology were not found to 


support rather than to contradict one another. 
Hearts differ in size, but Halliburton states of an 
average heart that during life each ventricle 5 
capable of containing about three fiuid ounces.” 
They may contain less, or may eject only part of ther 
content at any systole, but it is obvious that without 
dilatation they cannot eject more. Yet the increas 
of minute-volume as ascertained by Krogh, A. V. 
Douglas ‘and Haldane and others (by differing 
methods) and accepted by physiologists generally 
implies, according to A. V. Hill, that in extreme 
exertion “each side of the heart ejects 200 o.cm. 
(close on 7 fl. oz.) at each beat.“ How a smaller 
container can by a harder push eject more than it 
contains is incomprehensible. eae 
Starling’s convincing demonstration of physio- 
logical dilatation *? which he shows to be an acti# 
process (not a passive one as mentioned in you 
note) and followed by an increased energy of con- 
traction’ exactly meets the case; nor is it incom- 


patible with radiographical findings. The output of 


the heart is determined by its intake, and the extrs 
minute-volume of muscular exercise is due to tht 


1 Linacre Lecture, 1915. 
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extra pumping of blood by the muscles into the veins. 
The more muscles at work and the harder they work 
the more copious is the venous filling, but it is only 
in extreme exercise (as in say a boat-race), when 
all the voluntary muscles are hard at work at the 
same time, that the extreme 7 fl. oz. ventricular 
output is reached. As soon as the athlete comes 
to rest the increased venous filling abruptly ceases, 
and before he can be examined after a race the 
minute-volume will have been reduced to resting 
level. A healthy heart may even be found to be 
smaller than before the race. Dumb-bell exercise, 
when only a limited number of muscles are at work, 
does not necessitate dilatation, while observations 
taken between bouts of exercise merely record 
conditions in an individual at rest. 

The material briefly summarised above was 
discussed at some length in a fully documented 
paper on Physiological Dilation of the Heart to be 
found in the British Medical Journal of Feb. Ist, 1930. 

I am, Sir, yours faithfully, N 

Tunbridge Wells, Nov. 12th. CLAUDE WILSON. 


CESTRIN IN TOXIC GOITRE 
T'o the Editor of THE LANCET 


Sm, In your issue of Oct. 24th Dr. A. W. Spence 
puts forward very sound arguments, based on experi- 
mental work, for the treatment of toxic goitre with 
estrin: the principle of which is to inhibit the 
anterior pituitary thyrotropic hormone which is 
thought to be overacting. The disappointing nega- 
tive results in his series of six cases do not convince 
me that this mode of attack is in fact useless. I 
would suggest that it is not possible to draw any 
such conclusions as to its efficacy from his experi- 
ments. My reasons for such a statement are based 
partly on work by Prof. B. Zondek (THE LANCET, 
Oct. 10th) and others, and my own experiences over 
a period of two years with massive doses of Progynon 
in the treatment of kraurosis vulve. 

Zondek reports that to cause adequate dwarfing 
of cockerels, 1,600,000 mouse units of Dimenformon 
had to be administered in 112 days. In the rat, 
similar dwarfing was produced after giving 365,000 
mouse units in 112 days. The cockerels required 

about 4-4 times the dose given to the rats. Zondek 
says that the gonadotropic function is the first to 
be impaired, and then the growth hormone: rela- 
tively more treatment being required to inhibit the 
latter. We then examined Dr. Spence’s dosage and 
duration of treatment and find that he draws his 
conclusions after administering between 650,000- 
1,000,000 international units in periods between 
11 and 20 days respectively. It has been shown that 
dosage for individual animals can be calculated 
roughly on a weight-for-weight basis, although 
different animals show slight divergences from this. 
According to this reckoning Dr. Spence’s patients, 
weighing from 80-100 Ib., would need approximately 
twenty times the dose required by Zondek’s cockerels, 
weighing about 4 lb. Judging by the comparative 
doses, weight for weight, of Zondek’s rats and 
cockerels, this ratio might be taken as two-thirds 
of the figure mentioned above. In that case it 
would seem that a suitable minimum dose expected 
to inhibit the pituitary growth hormone in humans 
would be in the region of 14, 000, O00 I. U. in a similar 
time of 112 days. 

After a short experience of treating cases of krau- 
rosis vulvge with progynon, in women past the meno- 
hause, I found that relief was not usually obtained 
intil about 1,100,000 international benzoate units 


had been given in 15 days, and in some cases full 
treatment consisted of 5,520,000 I.B.U. in 147 days. 
These are much larger doses than normally used in 
human therapy. Dr. Jones and Mr. MacGregor (THE 
LANCET, Oct. 24th) were able to inhibit appearance 
of gonadotropic hormone in the urine of post- 
menopausal cases by doses almost as large as mine, 
over periods up to 60 days. 

From these rough figures it would appear that 
before inhibition of thyrotropic hormone (at a later 
sequence probably than gonadotropic and growth 
hormones) can be effective, a suggested daily dose of 
100,000 I. B. U. for 140 days, or 200-300, 000 I. B. U. 
biweekly for a correspondingly longer period, should 
be tried. I offer this as a suggestion, though at the 
same time I appreciate the difficulty of applying it 
in practice to cases of toxic goitre in hospital. But 
until it has been done, I do not think that one is in 
a position to state that wstrin is not of use in the 
treatment of toxic goitre, even though Zondek 
intimates that ostrin may even stimulate thyro- 
tropic and parathyrotropic pituitary hormones. 

I assume, in this argument, that 1 M. U. (Zondek)= 
11.U. (Spence)=1 I.B.U.=0-1 gamma of estradiol 
benzoate, since both dimenformon (Organon) and 
progynon (Schering) are cestradiol benzoate dissolved 
in oil. I am, Sir, yours faithfully, 

Bristol, Nov. 13th, ; GEORGE L. Foss. 


CHARITABLE APPEALS ON A COMMISSION 
BASIS 


To the Editor of THE LANCET 


Sir,—In view of the publicity given in your last 
week’s issue to the libel action, Jewett v. Odhams 
Press Ltd., the committee of management of Queen 
Charlotte’s Maternity Hospital would be glad if you 
would give the same publicity to the statement that 
they have no record of Miss Jewett having been 
employed by them. The method of collecting money 
on commission is one which would not be considered 
by the committee, or receive their sanction. 

I am, Sir, yours faithfully, 
H. B. STOKES, 
Secretary - Superintendent. 


Queen Charlotte’s Maternity Hospital, 
London, N. W. 1, Nov. 16th. 


DELTOIDITIS IN GOLFERS 
To the Editor of THE LANCET 


Sm, Among tennis players the so-called tennis- 
elbow is well known, but I am unaware that an 
analogous condition in those who play golf has been 
described. The trouble exists exclusively in the 
left shoulder, and I suggest calling it golfer's 
shoulder.” I have recently met with the condition 
in two English golfers who came to me at Aix for 
rheumatism in the neck. The first, 69 years of age, 
had played golf once a week for 35 years. The second, 
aged 62, complained of lumbago; he had played 
golf four or five times weekly for 15 years. Both 
presented deltoiditis in the left shoulder. 

The chief characteristic sign is pain in the left arm 
at the insertion of the deltoid. There are two varieties 
of pain. One is spontaneous, occurs without reason, 
and may disappear for several days. When present 
it is in the form of an aching and stiffness when the 
deltoid is brought into action, the elevation of the 
arm to the horizontal being difficult. The other 
pain is constant and unvarying, provoked by pressure 
on the area of the humeral insertion of the deltoid, 
pressure on other parts of the muscle being painless. 
There is no trace of hypertrophy nor of wasting of 
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the deltoid.. ‘The pain may be compared to that of 
tennis-elbow and is very probably due to strain on 
the insertion of the deltoid when swinging the club. 
The pain is not increased by play. One of the 
patients could not remember when he first felt it, 
although he had been a golfer for 35 years. The other, 
who had played for 15 years, first noted pain only six 
months ago. : | 
The trouble is a very mild one and occurs in the 

left arm only. As my patients were in Aix only for 
21 days, I could not do much for them beyond using 
daily mild massage. under hot mineral water for 
ten minutes and injections of sodium iodide at the 
painful spot. These seemed to relieve the pain. 

; l I am, Sir, yours faithfully, 
ABEL FRANÇON. 


Aix-les-Bains, Oct: 31st. 


© RENAL INSUFFICIENCY IN ADDISON’S > 
DISEASE AND DIABETES 


To the Editor of THE LANCET 


S8 R, —-In your last issue Prof. Jimenez Diaz presents 
an interesting suggestion of the cause of metabolic 
failure and death in Addison’s disease, ascribing it 
primarily to failure of ammonia formation by the 
kidney. When, however, he ascribes death in diabetic 
coma with disturbed renal function to a similar 
failure we think he is wrong. At any rate, we did 
not find this when we were investigating the function 
of the kidney in diabetic coma (Quart. Jour. Med., 
1935, iv., 53). We found that the amount of ammonia 
excreted bore a fixed and normal relationship to the 
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amount of acid in the urine not combined with fired 
base. In simpler language the excretion of ammonia 
remained normal even in severe diabetic comas in 
which other functions of the kidney such as the 
excretion of urea and glucose were seriously 
disorganised. We are, Sir, yours faithfully, | 

. R. D. LAWRENCE, 


London, Nov. 18th. R. A. McCance. 


VOLUNTARY HOSPITALS AND THE NEW ACT 


To the Editor of THE LANCET 


SIR, The aspect of Section 2 (2) of the Voluntary 
Hospitals (Paying Patients) Act with which I was 
concerned in my paper read to the Medico-Legal 
Society was, of course, far less important than the 
point to which Lord Luke directs attention. Hos- 
pitals may now charge for medical and surgical 
attendance and treatment.“ Three years ago the 
law on the subject was laid down by Mr. H.“ C. 
Dickens in a paper read to that society (Med.-Legal 
and Crimin. Rev., vol. i., p. 199) “as a settled pro- 
position that a governing body does not undertake 
to treat, whether operatively or otherwise, or to 
anesthetize, or to nurse the patient who enters their 
institution. If the hospital charges for treatment 
the patient will believe that the hospital is liable for 
the treatment and even that he is paying on 4 
contract to that effect. Forewarned is forearmed. 

I am, Sir, yours faithfully, 
C. E. A. BEDWELL, 


House Governor, King’s College Hospital. 
Denmark-hill, S.E., Nov. 17th. 
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FROM A DOCTOR IN RETIREMENT 
III 


Ir has always been to me a matter of wonder how 
the journalists who write the chatty columns of 
topical comments in the newspapers manage to do 
so, day after day, year after year. Surely there must 
be blank days when nothing on earth occurs to them 
to write about. But no close reader of the daily or 
weekly press can have failed to notice what generous 
Space is always given to news and jottings about 
animals. Apparently when a journalist finds himself 
in a dilemma for a subject to write about he turns 
to nature, or else to stories about dogs. These two 
topics, for no one would class dogs under the heading 
of nature, seem to have an irresistible attraction for 
English readers. Scarcely a day passes but you 
read in your newspaper a letter addressed to the 
editor describing some bird which the writer has 
observed picking crumbs on his windowsill, or recount- 
ing some extraordinary and almost human action on 
the part of a dog. Some of these anecdotes come 
from constant readers, others from professional 
newspaper correspondents, and- both show a greater 
credulity than knowledge of the habits of animals. 
On July 4th, 1935, to be precise, there appeared in 
a London newspaper the following telegram from its 
Paris correspondent :— 


A rabid rabbit at Lille has just killed 10 fowls and 
3 ducks, in addition to biting a dog and 2 cats (which 
have been destroyed), and a man, his wife, and 3 children. 


In the same newspaper was printed an account 
from its New York correspondent, which described 


/ i 


how a poor girl student at one of the universities, 
in order to earn some money to pay her college fees, 
publicly swallowed a live goldfish. One wonders 
what the American Society for the Protection of 
Animals was about to allow such a thing to take place 
without protest. I hope that the editor of the Ilfra- 
combe Ohronicle will raise no objection if I give 
in full a letter he printed in his estimable journal not 
long ago, written by a Visitor.“ It certainly demon- 
strates, as 1 think has never been done before nor 
done half so meticulously, the thinking abilities of 
one of the lower forms of marine life. The letter 1s. 
headed : 
“ CAN LIMPETS THINK ? 

Smr,—Last week, on the beach at the Tunnels, Ifre- 
combe, I saw something,- to me, almost unbelievable. 
With my walking cane I dislodged a limpet which fell 
into a pond about two inches below the water level and 
rested on a rounded ledge upside down. Watching it 
slowly moving the fleshy part, endeavouring to get hold 
of something—which it could not do—to turn over, I 
noticed another limpet about six inches deeper in the 
pool slowly moving along. It came up to the overturned 
limpet and moved under it. The first limpet was then 
able to reach with its extended fleshy part the shell of 
the other one, and so turned over on the other one’s shell. 
It then moved off the shell to the rock. I could hardly 
believe what I saw, and think that possibly the occurrene 
might be interesting to some of your readers. The whole 
operation lasted about 45 minutes. 

* * * 


It is not often that reports of strange behaviour 
in animals reach our newspapers from the Scandi- 
navian countries; most of the more extraordinary 
ones come from the Homeland or else from God’ 


. 


- was witnessed by the writer in Bramber. 
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Own Country across the Atlantic. It is therefore 
with all the greater pleasure that I am able to rescue 
from oblivion the following touching story of a little 
animal’s heroism, which was reported from Sweden. 


HEDGEHOG FIGHTS FIRE 

After a farm worker at Ydresocken, Sweden, had set 
fire to a heap of rubbish he saw a hedgehog come out. 
The animal went to a pool, filled its mouth with water, 
and then went back to the burning wood. It squirted 
the water from its mouth on to the flames, and returned 
to the pool for more. The man kicked aside the burning 
branches and in the middle found five young hedgehogs. 


It was exasperating of the foreign correspondent 
who sent this moving narrative of maternal heroism 
to neglect to tell us what was the end of the story. 
Was it a happy one? Was the brave and prickly 
mother and her five little ones given a new home ? 
Was the hedgehog rewarded in any way, with a 
medal or a bowl of bread and milk ? 

* * **. 


As to stories about dogs, no editor dare refuse to 
print one. A West Sussex newspaper, reporting in 
full the solemn Armistice rites at a local village, gave 
the following example of canine sagacity. 

On Monday the two minutes’ silence was faithfully 


observed in the district, and an extraordinary incident 
Immediately 


the silence commenced a large Airedale dog from the 
Castle Hotel walked to the centre of the road, stood per- 


feetly still with bowed head during the whole of the silence, 


and at the close of it walked calmly away. 


But it is at the funeral services of fox-hunting men 


that we see the dog-fanatic at his best, or worst. At 


these solernn ceremonies, dog-lovers and hunting men 


in general appear to lose all sense of proportion. 


Here is how they laid to rest in consecrated ground 
the human remains of a late master of fox-hounds. 


HOUNDS AT MEMORIAL SERVICE : FORMER M.F.H. BURIED 
Hounds from the packs of the Croome, Worcestershire, 


| Cotswold, and Ledbury Hunts were present yesterday at 


a memorial service at Upon-on-Severn, for Mr. ` 
master of the Croome from to 


But read the description of the funeral of a hunting 
baronet of Staffordshire, who was for many years 
master of the South Staffs hounds. The paragraph 
is headed : 


“ GONE TO GROUND”: 


HUNTING CALL AT A BARONET’S 
FUNERAL 

The coffin was borne on a farm lorry which was pre- 
ceded by the huntsman and hounds, and followed by a 
favourite horse of Sir As the coffin was being 
lowered into the family vault the head huntsman sounded 
the call Gone to ground.“ 


All of which goes to show how difficult it is if you 
are not a hunting man yourself to judge or under- 
stand the mentality of those who are. 

* ** * 


All this grave chatter about funerals and burials 
naturally leads the mind to another solemn subject. 
To some of us who have, perhaps, minds with a 
morbid kink in them, the In Memorian ” column 
of local papers often rewards perusal. Here is an 
extract from one which appeared in a Midland 
newspaper. 

We often think of you, 

We often speak your name, 
But the only angwer we get 

Is your photograph in a frame. 


Sometimes these homely verses to the departed 
ive the impression that there is more meaning 
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behind the actual words than appears apparent to 
the reader who did not know the deceased, nor his 
or her family or relations. In the following, one 
cannot but suspect that the bereaved were having a 
sly dig at some persons unnamed. 


We never have, we never will 
Forget our mother kind ; 
She never done a dirty trick 

Like some she left behind. 


And this sad and solemn subject reminds me of 
an epitaph which can be read on the head stone on 
the grave of a deceased lady poultry-farmer at 
St. Albans. | 

Sacred to the memory of Miss Martha Gwynn, 
Who was so very pure within, 

She burst the outer shell of sin, 

And hatched herself a cherubim. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Comdr. J. V. Williams to Victory for R.N. Hos- 
pital, Haslar. 

Surg. Lt.-Comdr. W. Greaves to Penelope on commg. 

H. C. Brewerton, R. D. Johnston, G. P. Pearse, C. E. 
Fitton, and R. A. Hilton entered as Surg. Lts (D) for 
short service, and all apptd. to R. N. Hosp., Haslar, for 
course of instruction. 

ROYAL NAVAL VOLUNTEER RESERVE 

Surg. Lt. (D) K. V. M. Taylor-Milton promoted to 
Surg. Lt.-Comdr. (D). 

Surg. Lt. W. D. Williams to Drake for R.N.B. 

Surg. Sub-Lt. R. T. May promoted to Surg. Lt. 


ROYAL ARMY MEDICAL CORPS 

The following candidates have been selected for short- 
service commiss ions as lieutenants on probation in the 
R. A. M. C.: A. F. H. Keatinge, Dublin Univ.; G. G. Smith, 
St. Thomas's; J. A. Manifold, St. Thomas's; R. S. Hunt, 
Cambridge Univ. and St. Bart.'s; W. Thomson, Glasgow 
Univ.; P. H. Ball, St. Bart.’s; G. B. Hough, London 
Hosp. ; W. Stewart, Aberdeen Univ.; W. G. MacDougall, 
Edinburgh Univ.; R. A. Smart, Aberdeen Univ.; R. J. 
Niven, St. Thomas's; J. V. L. Farquhar, Cambridge 
Univ. and St. Bart.'s; E. A. Smyth, Dublin Univ.; 
J. A. Davidson, McGill Univ.; E. H. Evans, Cardiff 
Univ. and St. Bart.’s ; J. A. V. Nicoll, St. Bart.’s ; E. W. O. 
Skinner, St. Mary’s; D. G. Levis, Cambridge Univ. and 
St. Bart.’s; C. L. Lewis, St. Bart.'s; W. D. Eustace, 
R. C. S., Ireland; I. N. Fulton, Cambridge Univ. and St. 
Bart. 's; N. R. Murdoch, Glasgow Univ.; and S. H. 
Gibbs, Edinburgh Univ. 

Short Serv. Commissions: Lts. (on prob.) restd. to the 
estabt.: W. N. L. Haynes, J. R. Kellett, and K. G. F. 
Mackenzie. Lt. (on prob.) S. E. Osborne resigns his 


commn. 
ROYAL AIR FORCE 

Wing Comdrs. C. T. O'Neill to Headquarters Coastal 
Command, Lee-on-Solent, for duty as Deputy Principal 
Medical Officer; F. J. Murphy, to Headquarters, R. A. F., 
Middle East, Cairo, Egypt, for duty as Deputy Principal 
Medical Officer (Hygiene); W. F. Wilson, M. C., to No. 4 
Flying Training School, Abu Sueir, Egypt, for duty as 
Senior Medical Officer. 


INDIAN MEDICAL SERVICE 
wal to be Lt.-Cols.: H. R. Cursetji and S. L. Bhatia, 


Lt.-Col. M. A. Rahman retires. 

To be Lts. (on prob.): M. C. L. Smith, W. Laurie, 
B. M. Wheeler, A. H. W. Mitchell, C. H. Bliss, B. J. Doran 
(secd.), R. B. Davis, F. Mac D. Byrn, and J. H. Cater. 

Indian Medical Department. Maj. (Sen. Asst. Surg.) 
J. B. D' Souza, M. B. E., retires. 


COLONIAL MEDICAL SERVICE 
Dr. L. W. Fitzmaurice has been appointed Assistant 
Medical Officer, Bahamas. 
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ROBERT HENRY ELLIOT, D.Sc. Edin., his efforts were instrumental in securing in 10% 
NI. D. Lond., F.R.C.S. Eng. a 50 Per cent. inorease in grade pay and mary 
% E improvements in the conditions of life. Dr. Alfred 
5 : Cox has informed us of the skill, courtesy, and dete- — 
Colonel R. H. Elliot, whose death on Nov. 9th mination with which Elliot conducted this succesful 
was briefly . last week, had ae m Rame as campaign | 
an ophthalmologist before retiring from the Indian aiot v ; uss ae 
Medical Service at the age of 50 and with the most iea M * 1 e 1 
fruitful part of his life still before him. Born in Surgeon-General J. A. C. Hutchinson, helped himin 
the Bombay Presidency, the son of an officer in the the preparation of his books on ophthalmic subjects, 
4th King’s Own Regiment, he was educated at and her death 12 years ago dealt him a blow frm 
Bedford School and St. Bartholomew’s Hospital, which he never fully recovered. In addition to books 
where and at Netley he took most of the available and papers on professional subjects he frequently 
prizes. Entering the Indian Medical Service in contributed articles to Blackwood’s. Whilst in India 
1892 he passed the usual period of military service he interested himself in conjuring and became 
a — : er a mer bed proficient himself: for many years he was chairman 
Burn N on bei m of the Occult Committee of the Magic Circle. Muh 
rec ie i ee Gre of his knowledge of Indian magic is recorded in 
855 etre A “ The Myth of the Mystic East.“ 
7 a 1711 But outside medioine many people will remember 
a 15 or i 51 Elliot best as founder and chairman of the British 
employment his Health Resorts Association. This movement had 
qualities a ore 4 he its origin in a letter which he wrote to the Tima 
5 and e after Lord Snowden’s statement that £31,000,00 
o 8 i N were being spent every year in health and pleasure 
posts 2 Lat e be resorts abroad with a hint that some at least of this 
quarters. 15 * 58 money ought not to leave the country. This wa 
S pact gi, exactly the kind of situation which appealed to 
Tho r 1 Elliot's temperament and he threw himself at one 
Edinburgh on the into the formation of the Association with character 
fa rear on 25 istic energy. His colleagues on the exeoutive testi 
. 4 his to his unselfish and wholly disinterested efforts on it 
vee ik 18 behalf. Until recently he never missed a meeting of 
ox? 5 there either the executive or the medical advisory committe 
| 5 1 im Pa and he took part in the conferences held in the different 
1 cb T pA S health resorts of the country. Elliot required 
COLONEL ELLIOT ena 8 ee an om~ indeed many outlets for his exceptional mental 
iPhotorraph by Huot a Fry ` POPIS which lasted energy. Though extremely courteous in his manner, 
through life. After he could, on occasion, be very outspoken: the 
injuries inflicted by cataract couchers and other 
unqualified persons on the Indian publio, and 
mysticism of any kind were matters on which he was 
easily roused. | 
The later years of his life were marred by ill health 


| | visiting the leading 
European ophthalmic clinics, he was appointed 
superintendent of the Madras Ophthalmic Hospital, 
an appointment which offered him scope to develop 
his powers of organisation, and the hospital soon 
became prominent in the investigation and treatment ; ; . 
of eye diseases. Elliot was himself a brilliant operator, 8 pean 5 A A è 1 
first making his mark as such in the treatment of chronic jn full work, at the age of 72. He leaves three sont. 
non-congestive glaucoma. He quickly recognised the 
value of Lagrange’s work and set himself to devise ' 
a safe and simple method of securing a filtering scar. JOHN MAY HERBERT MUNRO, MR. C. S., 
The operation of sclero-corneal trephining which L.R.C.P., D.Sc. 
bears his name was the result. THE death occurred on Nov. 6th at Bath of 
Ill health due to the tropical climate compelled Dr. J. M. H. Munro, bacteriologist and a distinguished 
him to leave Madras in 1912, when he took up consult- worker in chemical research connected with agn- 
ing work in London and soon acquired a large culture. He was born in 1855, obtained an exhibition 
practice. He was appointed ophthalmic surgeon to in chemistry at the University of London, graduated 
the Prince of Wales’s Hospital at Tottenham and to in science, and obtained the D.Sc. in 1877. He 
the Hospital for Tropical Diseases. His knowledge became associated with Prof. John Wrightson and 
of the tropical conditions which affect eye disease Mr. William Fream in the foundation of Downton 
was unique, a fact to which his book on “ Tropical College, the agricultural institution in Wiltshire 
Ophthalmology bears witness. His vivid lectures which was started as a private venture. Mun 
at the London School of Hygiene were much valued worked particularly in association with Wrightson, 
by thé students. Convinced that asthenopia plays a practical farmer, and out of their joint researches 
an important part in provoking migraine he paid came important advances. We have received from 
close attention to the correction of errors cf refraction a distinguished senior who was familiar with Munro! 
and excelled in this branch of his specialty. After work in agricultural chemistry, the following estimate 
his retirement from India he joined the council of the of it: When I first heard of Munro he was a brilliant 
British Medical Association and was for five years student and would, I fancy, have passed an examins. 
chairman of its naval and military committee. The tion in any branch of science to which he had 
officers of his old service owe him a debt of gratitude his attention and he could, and in a measure did, adapt 
for the ability with which he advocated their interests; himself to different sciences. I think it may be said 
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that his fault was that he did not make enough of his 
work, for a lot of which he has never received credit 
and possibly a good deal of it has never come to light. 
It is now generally allowed that to him is due the real 
credit of discovering that basic slag, at that time a 
waste product of the steel industry, if ground fine, 
would prove a valuable material for the improvement 
of pasture. Also, to my knowledge, he did indepen- 
dent work in isolating the organisms playing a part 
in the formation of nodules in the roots of different 
ligneous plants. I always regarded him as a man of 
great ability who, from modesty and the omission to 
bring his work to the light, failed to obtain the 
scientific reward to which his work entitled him.“ 

In 1886 Dr. Munro joined the medical school at 


Bristol, gaining an entrance scholarship held at the. 


Bristol Royal Infirmary. He qualified as M. R. C. S., 
L. R. C. P., and in 1900 took special courses in 
bacteriology to the study of which he afterwards 
devoted himself. He became pathologist to the Royal 
Mineral Water Hospital at Bath in 1913 and public 
analyst for the city, and made communications to 
medical and scientific journals which showed the 
all- roundness of the equipment pointed to by his 
diplomas of F. I. C., F. C. S. In spite of his considerable 
age he had a mind which was both active and agile. 
For 22 years he was honorary pathologist at the 
Royal Hospital specially devoted to the care and 
investigation of rheumatic disease, and during this 
time the pathological laboratory under his direction 
grew apace. In 1913 barely one hundred investiga- 
tions were performed in the year, whereas latterly 
estimations have run into several thousands each 
year. In his latest work he collaborated with Dr. 
Aldred-Brown and an interesting paper by them 
was published in THE LANCET in June, 1934, on the 
blood sedimentation-rate and the plasma proteins. 
Further work on the same subject in connexion 
with chronic rheumatic disorders appeared in the 
Quarterly Journal of Medicine in 19365. 


Dr. Aldred-Brown writes: Munro was a keen 
bacteriologist and his knowledge of chemistry was 
invaluable in tackling biochemical problems. As 
recently as two years ago he was still engaged in 
research in connexion with the blood plasma proteins 
and also with the radon emanation of radio-active 
springs. He was greatly admired by his colleagues 
for the uprightness of his character and his quiet, 
unassuming manner. His wife died two years ago 
and there can be little doubt that he never really 
fecovered from the loss he sustained.“ 


By the death of Dr. Munro scientific medicine has 
ost a valuable exponent. 


ISABELLA MEARS, L.R.C.P.I. 


Dr. Isabella Mears, who died at Whitehouse, 
Inveresk, Midlothian, on Nov. llith, was one of the 
‘arly pioneer medical women. She was born on 
Dec. 20th, 1853, the daughter of James Bartholomew, 
armer, West Lothian. After training as a teacher 
che desired to undertake mission work abroad. 
daving this end in view, she was advised by the 
‘ate Dr. Colin Valentine to obtain such medical 
‘ducation as was at that time available to women. 
Vith her father’s whole-hearted support she went to 
„ondon in 1875 and entered the School of Medicine 
x Women, just opened by Dr. Sophia Jex-Blake. 
“he number of students was small and she had 
fit into the curriculum of classes already in 
ristence as best she could. Opportunities for 
3 nical work there were almost none; the Royal 
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Free Hospital was not yet open to women. A few 
beds in Dr. Garrett Anderson’s hospital in Marylebone- 
road were available, and she seized the opportunity 
also of dispensary work in Seven Dials. Her mid- 
wifery experience was obtained in Dublin, where 
she had to take out her course along with the midwives. 
Amongst the lecturers at the school was Sharpey 
Schafer, whom she had the opportunity of meeting two 
weeks before his death and of exchanging reminiscences. 
Another lecturer was William Pope Mears, of London 
Hospital, who taught anatomy. In 1879 she married 
Dr. Mears. At that time no British qualification was 
open to women. Mrs. Mears went with her husband 
to Newcastle where he had been appointed to the 
Durham School of Medicine as anatomist. In 1881 
she obtained the qualification L. K. O. C. P. I., now 
L. R. C. P. I., the Royal College of Physicians of 
Ireland having opened their qualifying examinations 
to women. Her name was that of the twenty-fifth 
woman on the Medical Register. 

She engaged in general practice in Tynemouth 
for nine years, when she and her husband decided to 
carry out their early intention of mission work 
abroad. They were in Foochow, China, under the 
Church Missionary Society, from 1890 to 1893, when 
they had to return on account of Dr. W. P. Mears’s 
ill health. In 1895 she and her husband settled in 
Edinburgh for the education of their children. There 
in 1899 (as has been noted lately in a letter to the 
British Medical Journal) they opened at Woodburn, 
Edinburgh, one of the earliest sanatoria in Britain 
for the treatment of pulmonary tuberculosis after 
visiting Dr. Walther at Nordrach. Dr. W. P. Mears 
died in 1901 and his wife continued her work at 
Woodburn till 1922 when she retired. 

In addition to her medical work Dr. Isabella Mears 
was deeply interested in Chinese religion and 
philosophy. Her translation of the Tao Teh King 
was published in 1916, and after she retired she 
studied and made a tentative translation of one of 
the most difficult and ancient of the Chinese classics 
—the Yih King, embodied in her book Creative 
Energy in 1931. 

She is survived by two sons and two daughters, 
two of whom are in the medical profession. 


HERBERT DOBIE, M.D. Edin. 


THE death occurred on Nov. 14th of Dr. Herbert 
Dobie, a member of a family whose professional work 
in Chester and the neighbourhood is well known. 
Dr. Dobie was the son of the late Dr. W. M. Dobie 
who may be remembered as the medical attendant 
of Mr. Gladstone during his last illness at Hawarden 
Castle. He was educated at Marlborough and, 
proceeding to the University at Edinburgh, graduated 
as M.B., C.M. in 1889, proceeding later to the M.D. 
degree. He was for a time resident surgeon at the 
Royal Infirmary, Edinburgh, and did considerable 
post-graduate work in Vienna, Berlin, and Dresden 
before returning to Chester to codperate in the 
family practice. Outside his medical work, Dr. Dobie 
was a well-known naturalist. 


HARROGATE GENERAL HOSPITAL.—A new mater- 
nity block is to be added to this hospital for which 
£5000 has been raised by the Harrogate members of 
the National Council of Women. This sum is to be 
made up to £8000 by the county council and Harrogate 
town council. There will be four one-bed wards and two 
wards with four beds in each. 
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WORKMEN'S COMPENSATION | 


In the House of Commons on Nov. 13th Mr. MAr- 
WARING moved the second reading of the Workmen’s 
Compensation Bill. Its objects, he said; were to 
broaden the legal definition of dependants, to ensure 
an adequate amount of compensation, to remove the 
administration of compensation from the present 
court procedure, and to create an independent 
compensation or accident fund. At present the 
intentions of Parliament were not being carried out 
and the existing Act was being administered ' by 
citative law. The courts were frequently dependent 
on medical opinion—he would not call it medical 
evidence. In certain types of case medical opinion 


was, no doubt, unavoidable, but in trade- union 


circles there was a suspicion that medical science was 
being prostituted in the courts. Medical men in 
compensation cases were taking precisely the same 
attitude that members of the legal profession did. 
The parties could get medical experts to say anything 
they wanted in their favour. There was an astound- 
ing freedom in the courts to experiment in so-called 
medical theory, and this applied to industrial disease 
even more than industrial accident. Take 
nystagmus. He had heard medical men assert that 
no man could possibly suffer from it for more than 
four years. He had himself suffered from nystagmus 
in 1912, and he still suffered from it. Very few men 
recovered from it. But the terrible ramifications 
of the disease evidently passed the comprehension 
of medical men who to-day might be engaged by an 
employer, to-morrow by the workman, and on the 
third day might be engaged under the Act as a 
referee. 

Mr. ERSKINE-HILL who moved the rejection of the 
Bill said that the measure would impose an intolerable 
burden upon industry.—Mr. Foot said the main 
objection to the Bill was to be found in the clause 
which provided that the Board should have exclusive 
jurisdiction ; it was, in effect, to be above the law. 
Mr. Rowson asked Mr. Foot and other lawyers to 
consider whether there were no circumstances under 
the present law when the workmen and the employers 
had no right of appeal. Were there no occasions 
when there was an agreed reference to a medical 
referee ? The decision of a medical referee could not 
be upset, and there was machinery in this Bill for 
improving the position. They were not satisfied 
that the medical referee was always the most 
competent person to decide the future of the work- 
man. When the medical referee certified a man to 
have totally recovered from nystagmus, he was thereby 
deprived of his right of getting employment. Very 
few cases were taken back into the industry. 


Mr. OCASSELLS said that the question of medical 
referees was dealt with in clause 28 which said No 


action shall lie for the recovery of compensation, | 
but all claims for compensation shall be heard and 


determined by the Board.” That meant that the 
Board was accepting as its own particular responsi- 
bility the responsibility which meantime devolved 
upon medical referees. 
satisfied with the system of medical referees as it 
existed at present? The referee was expected to be 
completely unbiased, but in practice the system 
was harsh on the workman’s claims. The referee 
was often asked to sit in judgment on questions 
which should devolve upon a judge. In Scotland 
there were many doctors sitting as medical referees, 
and at the same time acting as medical advisers to 
insurance companies on behalf of employers. That 
was unfair to everyone concerned. 


THE HOME OFFICE VIEW 


Mr. GEOFFREY LLOYD said that in the industries 
which made returns to the Home Office some 
400,000 claims were paid yearly under the Work- 
man’s Compensation Acts. On a reasonable calcula- 
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tion for all industries it was probable that betwea 
500, 000 and 600,000 claims for compensation occurred 
every year. The number of cases that came into 
court was certainly less than 2 per cent. and of the 
cases that came into court a number were settled 
outside. For example, in 1933 only 2514 cases had 
to be finally settled by the court, and of those nearly 
four-fifths were settled in favour of the workman. 
There were 16,000,000 persons covered by the Work- 
man’s Compensation Acts, and about £9,000,000 was | 
paid yearly in compensation. ‘The present system 
was therefore giving alleviation to large numbers of 
people in industrial , disablement. There was, 4 
course, room for improvement, but the points of 
grievance were not sufficient justification for this 
Bill. In so far as difficulties existed they could be 
dealt with in other and better ways. It was true that 
medical ideas about nystagmus had changed a good 
deal during the last generation, but it was dificult 
to think of any Act of Parliament which was not 
founded on the accepted medical ideas of the time 
It was true that in the old days doctors considered that 
nystagmus was l an eye. disease. The 
modern view was that although one aspect of the 
disease might take the physical form of oscillation 
of the eyes, there was a psychoneurotic illness whid 
affected the whole personality and of which the 
oscillation was one expression. If the view was 
accepted—and he thought it was now to a consider 
able extent—it made the question of nystagmu 
from the points of view of compensation and of curing 
the men extremely difficult. In, present circu 
stances there was a sort of vicious circle. A mm 
got the disease, he was in a difficult general condition, 
he was taken off his work, and he was not likely 
to recover while he was drawing compensation 
(which was clearly much less than his wages) aud 
while he was doing nothing and becoming mor 
more depressed. The employer, not unnaturally, 
realised that there was an added compensation 
in re-employing somebody when he either 
nystagmus or might have had it and recov 
from it to some extent. It seemed that the line d 
progress might be that of providing some form af 
suitable light work together with compensation, 
so as to relieve the man while he was suffering from 
the disease by taking him away from the conditio 
in which he could not possibly get a real cure. . 
problem was being thoroughly examined by th 
committee over which Judge Stewart presided. 


There might be a case as to whether a medial 
referee should be employed in private practice, © | 
whether he might on some occasions appear fit 
employers or trade-unions and at the same time be 
a medical referee. But it must be remember 
it was necessary to have referees on the spot and of? 
high professional standard. In many districts thet 
was not an unlimited supply of medical men; 
had to be used for more than one purpose. In 
to the feeling whether it could be right for one en 
to make an absolute decision on a case, he W 
the question of a right of appeal might be considered 


eady been referred to the Stevan 
Committee. The restoration to health of the inj 
workman was the most important aspect 
problem. There had been great develop 
recently, not only in new methods of treating frach 
but in knowledge of the psychological factors whid 
affected recovery and there was at present & 
interdepartmental committee going into the W 
subject. | 

But this Bill was a revolutionary measure. 1 
would revolutionise the workman’s compenssi# 
system by sweeping away the jurisdiction of #} 
courts, by sweeping away the insurance comp 
and mutual indemnity associations, and by of 
altering the medical arrangements. It would pro 
instead a small body of dictators uncontrolled by tb 
ordinary law of the land, with the power to 
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The motion for the second 8 of the Bill was 
negatived by 115 to 109. 


NATIONAL PHYSIQUE 


Lord Mount TEMPLE’s question in the House of 
Lords on Nov. 10th, what steps the Government 
proposed to take to improve the physical fitness 
of the young people of this country, led to an 
important discussion. Germany, or Italy, or, 
above all, in Sweden, he said, young people were far 
better equipped by physical health than in this 
country. e Secretary of State for War had said 
that if all the would-be recruits in 1935 had come 
up to the physical standard there would have been 
no deficiency in the Army. According to the War 
Office representative in 1935 47 per cent. of candidates 
for the Army had to be rejected though the standard 
of physical fitness for the Army was not very high. 
We had maternity care and a reduction in the infant 
death-rate, a very mixed blessing if the unfit were 
thereby being preserved, but no care was being taken 
of the physique of young people. Any plan to this 
end should be worthy of the object in view. The 
policy of compelling unemployed youths to attend 
evening continuation schools might well be carried 
further with the object of remedying their bodily 
defects. In his view any youth, whether employed 
or not, who could not pay for physical instruction, 
should be allowed to attend classes free of charge. 
It was a vital thing that the physical improvement 
of the people should be a continuation of the work 
done by the Board of Education. 


TAKING STOCK OF IDEAS 


Lord DAWSON said that this question was so big 
as to transcend in importance and in scope this or 
that political or social question. A time had arrived 
when we needed to take stock of our ideas and keep 
sa with events. It was surely a small view to 

e to expouse nutrition and depreciate physical 
education as certain bishops of late d ne. Surely 
t was equally foolish to pretend that the human 
race could be independent of the laws of sound 
breeding. 

It would be quite wrong, in his opinion, to say that 
this nation was a deteriorating one; but there were 
n our midst seeds of deterioration which might 
juickly be multiplied. In our elementary schools, 
ay in London, the children as a whole were well 
1ourished, well kept, bright, of good colour, and 
rimful of vitality with better promise of good 
Seth. Rickets was disappearing. The L. C. C. had 
ndeed brought the physical education of its children 
o a more advanced stage than those in any other 
art of the country. On the other hand, adolescents 
-e. g., boys in the public schools, young men in 
actories or groups of hikers and territorials— 
ften showed defects in their bodies which bade 
l for their future health. It was true that 
he average boy and girl of to-day were taller and 
touter and heavier than those of former generations, 
ut mere bulk of frame was not evidence of fitness. 
foreover, the demands on our race were increasing; 
| this nation was to maintain its leadership the 
hysique of its race must go on improving. 

To-day we were reaping not only the advantages 
f the progress of medical science and the operation 
our social services, but also the disadvantages. 
high birth-rate and a high death-rate, both adult 
1d infant, brought about a substantial elimination 
| weaklings. Now that the death-rate was 
sing steadily, year by year, nature’s method had 
en rendered nugatory. To-day that group of 
saklings was not eliminated to anything like the 
me extent. They were given maintenance and 
atment and were even able to marry on their 
aintenance allowance. We were preventing the 
ath of the unfit as a result of our civilisation, but 
d not planned any adequate substitute ; it seemed 
Lord Dawson essential on the one hand to promote 
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the fit, and on the other to take care of the inherently 
unfit and prevent them from vitiating the race. 
While securing for the child of average abilities 
every opportunity in the limited sphere of usefulness 
for which it was fit, it was important to push forward 
the better and the best. If, say, at the age of 15 
children were tested, and those who passed through 
the sieve were tested again at 16 or 17, it would be 
well worth while to spend money in helping forward 
the filtrate. The testing of the fit at each stage 
should not be determined just by an examination or 
a mental test, but should include also a study of 
bodies and development and of character. 

Another aspect of this question was the smaller 
families of to-day, families of fewer but fitter children. 
The mothers of those children were as well as, or 
even, better than, those of any previous generation. 
It was the lower infant death-rate that had accounted 
in large measure for contraception. It was one thing 
to have twelve pregnancies and five children reared, 
and a very different thing to have twelve pregnancies 
and ten children reared. At the same time, from 
a national point of view, population must not become 
too small or our leadership in the world might easily 
be imperilled. | 

It was necessary to plan actively for a fit race. 
The fit citizens must be got to the forefront and 
leaders of youth must be secured to set the pace. 
But there was a residue of the inherently unfit which 
no environment, however favourable, would raise 
up to the level of good citizens. It was qite proper 
that these people should be preserved and should be 
given a kindly simple shelter, but no effort should 
be made to raise them above their biological level 
or there was a risk of vitiating the race by the increase 
of their defects. These defectives, whether they were 
physical, mental, or moral, if they happened to be the 
carriers of disease to descendants, or if they were 
undesirable parents, should be discouraged from 
reproduction and, where possible, be prevented from 
undertaking parentage. There was, for example, 
the tragedy of the bleeders, of hereditary blindness, 
inherited deformities of the hands, and cyclical 
insanity. There were 250,000 mental defectives in 
our community, sufficiently fit to hold their own 
economically, but unfit as parents. If one parent 
or two parents were defective the children were 
liable to be defective to the extent of one-third ; 
and to the extent of one-half children would not be 
normally minded. | 

The medical profession were always being exhorted 
to think in terms of prevention, and they were more 
and more striving do so. Why should they not 
use measures to prevent the birth of unwanted 
children who were a misery to themselves and to 
their parents and damaging to the race. In Lord 
Dawson’s experience—and this was certainly true 
of the Western part of America—these people did 
not want to be parents; they knew that they were 
incapable of the responsibility and if they were of a 
higher standard of intelligence they were terrified 
of producing bad children for the race. It was only 
an accident that doctors at the present time had not 
the power of offering to these poor beings relief from 
the dangers of parentage. Several hundred years 
ago an awful practice of getting someone to maim 
a person to enable him to escape military service 
was met by a law against maiming which still existed. 
It was never meant to apply to any skilled profession, 
but. it did. He suggested as a remedy simply that 
the medical profession be exempted from the terms 
of that ancient law and that they should be able to 
extend their powers of preventive treatment in such 
cases as they were asked to treat and where it was 
right to proceed. He would plead that in the months 
to come when this great question was being considered 
that it should be considered in all its bearings on 
the destiny of the race. 


PLANNING FOR FITNESS 


Lord HORDER said that Lord Dawson took a long 
view, a view that began with eugenic preparation for 
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physical and mental fitness, that planned for a 
continuation of that fitness, that concentrated on the 
plastic and trainable period of life, and on the 
Importance of selecting those who could lead and 
so spread the gospel of fitness. It was a long road, 
but there was no short cut. What he said should 
be taken as supplemental to rather than substitutional 
for the ideal of Lord Dawson. Fitness for living and 
working, or fitness for fighting if it must be, could 
never be obtained by physical measures whether 
educational or recreative. More basic things 
food, shelter, air, and leisure —were all essential to 
that rise in health and morale which was requisite. He 
trusted that measures already undertaken in promoting 
these benefits would be intensified and expedited. 

Advertisement of what this nation had itself done 
in these directions would be wholesome for our self- 
chy it and would be salutary reading for some other 
nations. But much remained to be done; there 
was need for more coöperation between Govern- 
ment departments. He preferred the word food ”’ 
to “nutrition.” As one who was anxious to avoid 
the delays that exasperated he would say: Look 
after the accessibility of food and nutrition will 
look after itself.” He would like to see more 
coéperation on the question of food and its distribution 
between the Ministries of Health and of Agriculture, 
the Board of Trade, and why not the Ministry of 
Transport ? | 

They could not really plan for improved fitness ; 
even the best doctor could not make his patients 
healthy, and in Russia were to be seen some of the 
effects upon a nation of being more planned against 
than planning. He was not decrying forethought ; 
he welcomed the promised Factories Bill. But his 
own lead would be that the Government should 
speed up all those social services upon the results 
of which depended the health and happiness 
of the people. Methods and the means of physical 
training might even emerge naturally, given 
health and contentment. Let the Government 
stimulate and subsidise existing institutions that 
centralised physical training and physical education, 
notably the Central Council of Recreative Physical 
Training. Finally, he hoped that they would not 
be regimented towards this object. If the people of 
Britain were given the modest requirements of security 
of sustenance their sturdy common-sense would do the 
rest. The word democracy had been debased 
but if he dare use it he would remind their lordships 
that democracy also advanced on its stomach. 


THE FACTOR OF UNDER-NOURISHMENT 


The ARCHBISHOP OF CANTERBURY wished to call 
attention to the danger lest the standard of nutrition 
should fall short of the bodily standard necessary for 
profiting by physical exercise or training. A standard 
of nutrition adequate for the ordinary school life 
was different from one adequate to withstand the 
strain of physical exercise, to say nothing of the 
extra hunger which exercise created. It was of 
great importance that children especially should be 
subjected to careful medical inspection before being 
put through physical exercises. Adolescents who 
had left school and needed even greater opportunities 
for physical training and recreation had not the 
advantage of receiving free meals or milk; and 
some of those most eager for physical training might 
not be sufficiently nourished to stand the strain. 
He hoped that further and fuller consideration would 
be given to a considered policy of food production in 
the country, food distribution, and not less food 
preparation. 

The Earl of LISTOWEL was less optimistic than 
Lord Dawson about the prospects of scientific breed- 
ing as applied to human beings. He believed that 
we had not yet sufficient accurate knowledge of human 
heredity to be able to tell what people were best 
fitted to bring children into the world; geniuses 
had very often been born of very poor stock. It 
would be extremely dangerous if we were to adopt 
physical fitness as the criterion of fitness for parent- 


anxiety. 


food and the right knowledge were available immens 


hood. If the Government intended to face up to the 


problem of physical debility they must detect the 
root cause, of this low standard of physical well- 
being and strike at that. And the root cause was 
surely malnutrition or undernourishment. He was 
not satisfied that the mere increase of facilities for 
physical training and recreation. and sports would 
diminish very appreciably the appalling incidence of 
physical defects. Unless the Government wer 
prepared to expand the social services in a bolder 
and more generous way the country would be faced 
for many years to come with a problem of profound 


THE GOVERNMENT'S INTENTIONS 


Earl DE La WARR, Under-Secretary of State for 
the Colonies, replying for the Government, said that 
the House was apparently agreed that there was need 
for a drastic attack on the health problems of this 
country, but that some progress had been made in 
the past and that there were at least some sound 
foundations on which to build. There was complete 
agreement that any policy brought forward must be 
comprehensive ; ‘if they followed only those who 
saw no problems but that of nutrition, or on th 
other, those who were interested mainly in physical 
training of a particular character, they were bound 
to have an incomplete policy. They had at a late 
stage to consider the fundamental points mie 
by Lord Dawson. They were a long way from actim 
on any of these points, because much more knowledge 
was required, but none the less these were funds 
mental questions affecting the future of our race. 

Now for the first time there was going to be a ral 
central comprehensive drive in all the fields of health 
at the same time. The Government’s intention Wis 
to mobilise voluntary effort plus the local authorities 
and help and encourage them to give facilities for the 
promotion of greater health. It might be tht 
legislation would be necessary for certain improve 
ments of machinery and that aid of a financial 
character would have to be considered, but the bass | 
of the scheme would rest on the local authorities 
and the existing voluntary organisations. Thy 
were convinced that if only they could provide plays 
fields and swimming pools and. the right type o 
instructor they would be used. And on the sub 
of nutrition they were convinced that if the righ 


strides could be made. The Government recogni 
that no health policy could be effective unless it was 
comprehensive, and proposed to deal further on th 
milk-in-schools scheme and with the question d 
nutrition. The Government intended to dime 
forward with all the force and imagination at tber 
command. A 
Text of Scottish Midwives Bill 


The Maternity Services (Scotland) Bill, of whic 
the text has now been issued, places on every, onal 
authority the duty of providing a home servic, 

trained midwives with liberty to compensate mit 
wives who are too old or infirm to enter the sem% 
Additional expenditure for the next five years 5 
to be met by an Exchequer grant on a “wit 

basis. The local authority will be entitled to en 
fees in accordance with a scale to be approved by th 
Department of Health. Women may authons 
payment to the local authority out of their matemily 
benefit under the National Health Insurance schen 


QUESTION TIME 
- MONDAY, NOV. 16TH 
Superannuation of Local Government Officers 


Sir Henry Jaoxson asked the Minister of Healt 
whether he could indicate the scope of the proposed 
to deal with the superannuation of local govern 
officers.—Mr. R. S. Hupson replied: The Bill 
based generally on the recommendations of the De 
mental Committee of 1927. The main object will be 
secure that provision is made by all local. authorities 
the superannuation of their administrative, professi 


= 


ac 


THE LANCET] - 


PARLIAMENTARY INTELLIGENCE 


[Nov. 21, 1936 1245 


and clerical staff, in order to remove the bar to mobility 
to which the absence of a uniform superannuation system 
gives rise and which the committee unanimously regarded 
as unfavourable to the efficiency of the Local Government 
Service. These considerations do not apply with the 
same force to other members of the staffs of local authorities 
and it is proposed that the superannuation of these 
employees should remain a matter for the discretion of 
each local authority. 


Recovery of Cost of Treatment of Infectious 
Diseases 


Mr. THOMAS WIIILIAMs asked the Minister of Health 
whether he was aware that some local authorities attempted 
to recover from patients the cost of their treatment in 
isolation hospitals for infectious diseases; by what 
authority were such costs recovered from local or other 
patients ; whether he or his predecessors had made any 
pronouncement on the desirability or otherwise of recover- 
ing such costs; and whether, in view of the present 
practice of some authorities, he would make a pronounce- 
ment as to the undesirability of recovering such costs.— 
Mr. R. S. Hupson, Parliamentary Secretary to the 
Ministry of Health, replied: The answer to the first 
part of the question is in the affirmative. The authority 
under which the costs of isolation hospital treatment are 
recovered by local authorities from patients is section 132 
of the Public Health Act, 1875. No general pronounce- 
ment has been made by my right hon. friend or his 
predecessors regarding the desirability or undesirability 
of recovering such costs, but, in response to inquiries 
from individual local authorities, my right hon. friend 
has suggested that discretion should be exercised as 
undue insistence might tend to defeat the objects for which 
isolation hospitals are provided. My right hon. friend 
does not think that he would be justified in making any 
such general pronouncement as is suggested in the last 
part of the question. 


Medical Examination of Spanish Immigrants 


Mr, GALLACHER asked the Minister of Health whether 
it was upon instructions given by him to the immigration 
officer at Dover that a party of 14 Spanish citizens, travelling 
from Barcelona and passing in transit through England, 
were held for a medical examination ; what was the purpose 
of so doing ; and whether all persons sympathising with 
the Burgos insurgents were also subjected to such an 
examination when they visit this country.—Mr. R. S. 
Hupson replied: Advice was recently given by my 
Department to the medical officers of health of Dover 
and of other ports and airports that, in view of the risk 
of the introduction of infectious disease into this country 
from Spain under present conditions, all travellers arriving 
at those ports who were known to have come from that 
country shall be medically inspected. The members 
of the party in question were accordingly referred to the 
medical inspector of aliens. It was ascertained that they 
did not intend to stay in this country but were in transit 
to Russia. They were consequently not medically 
xxamined, but were merely subjected to the ordinary 
routine medical inspection. 


Silicosis and Asbestosis 


Mr. ELLIS Smrz asked the Home Secretary if it was 
rroposed to take steps to include silicosis and asbestosis 
n the industrial disease provisions of the Workmen’s 
Yompensation Acts.—Mr. GEOFFREY LTIOxD, Under- 
Secretary, Home Office, replied: No, Sir. Special 
provisions were enacted by Parliament to enable compensa- 
jon to be given for these diseases because the ordinary 
ndustrial disease provisions were not considered appro- 
riate; and my right hon. friend knows of no reason for 
leparting from the present arrangements. 

Mr. ELLIS STH asked the Home Secretary if he would 
rrange for an exhibition to be held in Stoke-on-Trent 
f the section in the Industrial Museum that dealt with 
ilicosis.— Mr. GEOFFREY LLOYD replied: My right hon. 
riend is fully alive to the advantages of local exhibitions, 
ut he is doubtful whether the hon. Member’s object 
ould be best attained in the way he suggests. I am 
dvised that the section in question, though it contains, 
f course, some exhibits dealing with silicosis and the 


potteries, is designed to afford a general illustration of the 
conditions giving rise to silicosis and the precautions 
to be observed, that would not be specially appropriate 
at Stoke. As the hon. Member is aware, the Home Office 
arranged for a special exhibition some years ago in 
connexion with the Wedgwood Centenary Exhibition 
and it would probably be more useful to arrange for 
some similar exhibition at Stoke at the first suitable 
opportunity. 

Mr. THomas WILLIAMs asked the Home Secretary who 
was responsible for appointing members of the area medical. 
boards to deal with silicosis cases ; what special qualifica- 
tions they possessed; the terms of their appointment ; 
and whether any member of these medical boards could. 
act for employers in other compensation cases.— 
Mr. GEOFFREY LLoyD replied: The area panels of the 
Medical Board are appointed by the Secretary of State. 
They are whole time salaried officers and are not free to. 
act for employers or workmen. In a few districts in 
which cases occasionally arise and which are not con- 
veniently served by the panels, special doctors are 
appointed to act in conjunction with a whole time member 
when necessary. The terms of appointment of these. 
doctors would not preclude their acting for an employer 
or workman in some compensation case, but a report 
or certificate under the scheme cannot be issued except. 
with the authority of at least two members of the Board. 
The special qualifications of the members consist partly 
of their previous experience of respiratory disease, in. 
the light of which they are appointed, and partly in the. 
knowledge and experience gained by constant examina-. 
tions under the schemes in consultation with their- 
colleagues. 

THURSDAY, NOV. 12TH 


Workmen’s. Compensation and Unemployment 
Relief 


Mr. OLIVER asked the Minister of Labour whether 
lump sum settlements paid in respect of accidents under 
the Workmen’s Compensation Acts were subjected to. 
assessments for the purpose of computing the family 
income under the means test, or whether such sums were 
treated differently from other moneys not so obtained.— 
Mr. Ernest Brown replied: I am informed by the 
Unemployment Assistance Board that one-half of any 
lump sum paid to an applicant or a member of his house-. 
hold in commutation of weekly payments by way of 
workmen’s compensation will be regarded as set off 
against the special needs or personal requirements of the 
owner. The remaining half is dealt with under the. 
regulations in the same way as other capital assets. 


Report on Miner’s Nystagmus 


Mr. Tuomas WIILLIAus asked the Home Secretary when ; 
the report of the Departmental Committee on Miner's 
Nystagmus will be available.—Sir JohN Som replied :. 
I understand that the committee have almost finished 
taking evidence and have commenced consideration of 
their report. I am afraid, however, that it is not possible 
to say at present when the report will be completed.. 
The hon. Member will appreciate that the inquiry is not 
limited to miner’s nystagmus, but covers also the important 
questions of the general medical procedure and arrange- 
ments under the Acts and the working of existing provisions - 
and practice in regard to lump sum settlements. 


Anti-poison Gas Instruction 


Mr. MATHERS asked the Home Secretary what action 
had been taken with university autho ities in general 
and Edinburgh in particular, in relation to anti-poison-gas 
instruction; whether this had been included in the 
curriculum as a compulsory subject by his order; what 
authority he had for such action; and whether it was 
intended to impose any penalty upon students who 
objected to take such a subject as part of their studies. 
in the public health course.—Mr. GEOFFREY LLOYD, 
Under-Secretary, Home Office, replied: My right. hon. 
friend has appointed a number of medical instructors in 
anti-gas precautions who, amongst their duties, will 
give instruction to medical students in accordance with 
arrangements which have been made with the authorities 
of universities and medical schools. The question whether 
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this subject should be taught on a compulsory or voluntary 
basis is a matter entirely for the authorities responsible 
for medical education. 

Mr. MATHERS : Are the hon. gentleman and the Home 
Secretary aware that apart from those students who 
think that to have this instruction is to give way to the 
idea that war is inevitable, there is a strong body of 
opinion that they are being in this way included. in what 
may be described as the Government’s military machine 
and that it is on that ground that the objection is raised 
to the compulsory nature of the instruction ? 

Vice-Admiral TAYLOR : Is it not in the public interest 


that such instruction should take place generally through- 


out the country ? l 
No further answer was given. : 
Replying to Sir A. Knox, Mr. Luoyp said that sub- 

stantial stocks of components of a civilian gas respirator 

had already been produced, and they expected to get a 

large-scale assembly by next month. They expected the 

production of the Government factory to be i 


running , 
smoothly at the rate of 2,000,000 per month very shortly. 


Card-room Workers and Respiratory Disease 


Mr, Sororrrrn asked the Home Secretary if he could 
make any statement with regard to the position of the 
Home Office in respect, of card-room dust, as a result of 
the recent deputation representing the card-room 
workers’ amalgamation.—Sir JoHN Suwon replied: Yes, 
Sir. I have decided to set up a committee to explore 
the question whether a workable scheme can be devised 


for providing some compensation for card-room and 
certain other workers disabled by respiratory illness as 


indicated in the report of the Committee on Dust in Card- 
rooms. 


Midwives Act: Local Supervising Authorities 


Mr. GEORGE GRIFFITHS asked the Minister of Health 
if he would give the names of the local authorities which 
were now local supervising authorities under the Midwives 
Acts.—Sir KNdsLRX-Wooyp replied : The local supervising 
authorities in England and Wales for the purposes of 
the Midwives Acts are the county councils, the county 
borough councils, and the councils of the following non- 
county boroughs or urban districts :— 


Barkin Eccles Lowestoft Torquay 
Bedfor Edmonton Luton Tottenham 
Bromle Ulingham Nuneaton Walthamstow 
Cambri Guildford Poole Weymouth and 
Cheltenham Harrow Scarborough Melcombe Regis 
Chesterfield Hove Stockton- Willesden . 
Colchester Ilford on-Tees Wimbledon 
Darwen . Leigh Stretford 

Ealing Leyton Swindon 


Major Hs asked the Minister of Health in how many 
cases he had refused applications from non- county 
boroughs for orders authorising the borough council 
to become the local supervising authority under the 
Midwives Acts, 1902-26, and how many such applications 
were supported by the county council; how many applica- 
tions. had been granted; what were the considerations 
tat weighed with him in dealing with such applications; 
and whether he proposed to adhere to his promise that 
he would give sympathetic consideration to applications 
from the smaller local authorities to supervise midwifery 
in their areas.—Sir KNdsTLE-Woop replied: Since the 
passing of the Local Government Act, 1929, applicatiohs 
of this kind have been submitted to my Department by 
the councils of 69 non- county boroughs. Forty-one have 
been refused, of which six were supported by the county 
council concerned, and 28 have been granted. In dealing 
with these applications the most important factor to 
which I have given consideration since the Midwives 


Act, 1936, came into operation is the number of whole-. 


time midwives required for domiciliary midwifery in the 


non-county boroughs concerned. I can assure my hon. 


friend that the promise I made during the passage of the 
Midwives Bill will be adhered to and that these applica- 
tions will be granted wherever the circumstances justify 
the setting up of a new local supervising authority. 


Compulsory Pasteurisation of Milk 


Mr. Rosert Morrison asked the Minister of Health 
whether, in view of the recent epidemic in Bournemouth 


VITAL STATISTICS 


Present time. ä 


[Nov. 21, 1036 


which involved 500 cases of infection and 40 deaths, h 
proposed to take steps to make the pasteurisation of mik 
compulsory.—Sir Kinestry Woop replied: I am d 
course fully aware of the facts of this case, but I can 
undertake to introduce legislation on the subject at th 


Sale of Fresh Skimmed Milk 


Mr. CHARLES TAYLOR asked the Minister of Agriculture 
if be would make representations to the Milk Marketing 
Board so that the sale of fresh skimmed milk be permitted 
in this country, in view of the fact that large sales o 
foreign skimmed milk in tins were still permissibl.— | 
Mr. Morrison replied: The Milk Marketing Board have 
not prohibited the sale of fresh skimmed milk. I under. 
stand that any person may purchase whole milk at the 
regional price, separate the cream, and sell the resulting 
skimmed milk in liquid form; but in such cases the Board 
are not prepared to allow to the purchaser a manufactu- 
ing rebate. 


Milk for Nursing and Expectant Mothers 


Mr. Drewes asked the Minister of Agriculture what 
progress had been made with the scheme for the supply 
of milk to nursing and expectant mothers and to children 
under school age in the Rhondda Valley at the reduced 
price of 2d. a pint.—Mr. MORRISON replied: The figure 
so far available indicate that satisfactory progress is being 
made with the scheme which my right. hon. friend who 
preceded me at the Mini was able to announce a 
July 29tb last. Up to Nov. 7th applications to participate 
in the scheme had been received in respect of 3673 persons, 


including 303 nursing mothers, 339 expectant mothers and 


3031 children under five. Approximately 82,000 pints 
of milk were supplied under the scheme in October. 
I understand that the Milk Marketing Board intend io 
make a special survey of the working of the scheme at 
the end of this year, when it is hoped that further informa 
tion will be available. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK END® 
Nov. 7TH, 1936 


Notifications.—The following cases of infectious 
disease were notified during the week: Small pox, 07 
scarlet fever, 2347; diphtheria, 1265; enteric fever, | 
19; pneumonia (primary or influenzal), 713; puer 
peral fever, 36; puerperal pyrexia, 108; cerebro 
spinal fever, 10; acute poliomyelitis, 14; A 
litis lethargica, 6; dysentery, 14; oph 
neonatorum, 83. No case of cholera, plague, 0f 
typhus fever was notified during the week. 

The number of cases in the Infectious Hospitals of the Londo 
County Council on Nov. 13th was 3102, which included: 
fever, 1167; diphtheria, 925 ; measles, 22; whooping-cougb, 338; 

uerperal fever, 14 mothers (plus 9 babies) ; u 
letharglea, 286; poliomyelitis, 3. At St. Ma 
there were 15 babies (plus ő mothers) 
neonatorum. 5 

Deaths.—In 122 great towns, including London, 

there was no death from small-pox, 1 (0) from enteri 
fever, 6 (0) from measles, 2 (1) from scarlet fever 
13 (1) from whooping-cough, 82 (2) from diphtheria, 
32 (20) from diarrhoea and enteritis under two yeas 
and 35 (11) from influenza. The figures in pare 
theses are those for London itself. 
* Bournemouth reported the only fatal case of enteric fere. 
Birmingham pae W 3 deaths from 
of diphtheria were reported from 23 ereat ‘owns R Liverpool $ 
The number of stillbirths notified during the wet 
was 269 (corresponding to a rate of 40 per 1000 total 
births), including 39 in London. | 


O T 


ret’s 
th op 


KINd's COLLEGE HosprraL.—The Duke and Duches 
of York visited this hospital on Nov. 4th and the Duchet 
received purses containing over £3000 towards 
£34,000 which is required to complete the new 
home. Renovations to the existing quarters will cos $ 
further £3000, and £7000 is also needed for the md 
floor. 7 
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MEDICAL NEWS 


=miversity of Cambridge 
On Nov. 13th the aege degrees were conferred :— 


M.D.—B. P. Harris and B. W. S. 1 enzie. 
M.B., B.Chir.—J. W. D. Bull, J.M Barnes, and G. T. Pitts. 
M. B.. S. Ross and S. F. L. Dahne. 


niversity of London 
Mr. Girling Ball has been elected dean of the faculty of 
edicine of the University for the period 1936-38. 


niversity of Adelaide 

Dr. Frank Goldby, lecturer in anatomy at the University 
Cambridge, has been appointed professor of anatomy 
id histology at this university. 


niversity of Sheffield 

The following external examiners have been appointed : 
atomy, Prof. D. M. Blair; physiology, Prof. H. S. 
aper, F. R. S.; medicine and therapeutics, Prof. J. W. 
Nee; surgery, Prof. G. E. Gask; pathology and bac - 
riology, Prof. J. H. Dible; pharmacology, Prof. A. D. 
acdonald ; obstetrics and gynæcology, Prof. D. Dougal ; 

wlio health, Prof. J. J. Jervis; and forensic medicine, 
rof. J. Glaister. 


oyal College of Surgeons of England 
A meeting of the council was held on Nov. 12th with 
r Cuthbert Wallace, the president, in the chair. It 
: reported that at the recent primary examination for 
© fellowship 199 candidates presented themselves, of 
hom 67 were successful. Arrangements have now 
en made for the laboratories of the Imperial Cancer 
esearch Fund to be removed from Queen-square to Mill 
ill. Mr. G. M. Hills, B.Sc., of the Middlesex Hospital, 
d been awarded a Mackenzie-Mackinnon research 
lowship. The museum will be closed for a period in 
nnexion with the reconstruction of the research labora- 
ries. Permission was granted to the Society of British 
surological Surgeons to hold its next meeting in London 
January at the College. 
A diploma of fellowship was granted to R. K. Magee 
the University of Toronto and St. Bartholomew's 
spital, and diplomas of membership to the candidates 
med on p. 1126 of our issue of Nov. 7th as receiving 
e L. R. C. F. Diplomas in public health and in child 
alth were also granted jointly with the Royal College 
Physicians to the candidates mentioned on the same 


At the recent primary examination for the fellowship 
the College, the following candidates were successful 
the subjects of anatomy and physiology :— 


J. R. Armstrong, M. B. Belf., N and Univ. Coll.; 
Bandyopadhyaya M. B. Calcutta, Univ. Coll. and 
ddlesex: J. Belcher, St. Thos.; A. D. Bell, Guy's; 
Univ. Coll., and Middlesex; R 
din., King’ W H. E 


F. 
„Univ , . G. 
l. and Miadieser-; J. Lo Co M. B. Birm., Middlesex: 
M. Cooper, M. B. Lond., Oxon. and ie Thos; ; J. O. Corbin, 
B. Adelaide, Univ. Coll. and a V. Crawford, 
nd.; J. K. Cunninghame, M. B. N Middle and Univ. 
l.; A. W. Douglas, M. B. N. Z., Middle and Univ. Coll. ; 

L. Dyson, Univ. Coll.: A. B. Evans, L.R.C.P. Lond., Camb., 

idlesex, and St. 8 B. Lond., 
Mary's and Middlesex; G 8. 
en, St. Thos. : M. Naag : 
thrio, M.B. N.Z., z jigs and Univ. Goll H 


. C. P. Lond. Liverp J. 
dieser; P. P. J. Hickinbotham, Bons ; J. H. Hicks Birm. ; 
D. Rin Durham ; W. N. M. B. N 


dlesex Inn : ; 

I.: I. M. Jackson, Camb. and Lond.; J. A. R. d | Univ. 

B. Birm., Middlesex; A. R. K. 5 M. B. Melb., Univ. 
: and., Middlesex and 


H. 
rteinsson, A. D. Manitoba, Middlesex; G. 90 Matthews, 
e and Univ. Coll. ; oe M. Mes, Cape sna pon 1. 


Sot tare 1 aur E. 
$ i 98 R. Orgias, 
„ Middlesex and Univ. 160 l. ° a 1. Parton, M. B. N. Z.; 
Thos. ; : E. L. Patterson, 
; Philps, Univ. Coll.; T. G. Pritchard, 
8; w L. L. Rees, 10 Coll. „ Cardiff; J. E. Richardson, 
Pick F. V. Smout, M. B. Birm. ; 
Sydn Univ. Coll. and eg bare ; 
piro, L. R. O. P. A1 MB. niv. Goll. and St. Mary's: B. H. C. 


Stanley, 1770 Pays; M. G. Talwalkar, M. Di Pombar St. 


Bart.’s ; Temple, Univ. OColl.; R. G. omas, Oxon. 
and Guy's: K. N. Traquair, M. B. Edin., Camb. and Univ. 
Coll.; N. M. Vora, M. B. Bombay, Lond.: J. S. H. Wade 
Camb. and Univ. Coll.; G. F. H. ‘Wiessner Camb. and 
Middlesex: A. F. Williams, Manch.: A. E. William M.B. 
Wales, Cardiff ; O. Wiliams, Univ. "and are G. 


R. Coll.; 
Williams, M. B. "Sydney, Middlesex and Univ. Coll. 


British Health Resorts Association 

Lord Meston, the president, will take the chair at the 
annual meeting of this association to be held at the 
Institute of Hygiene, 28, Portland-place, London, W., 
at 4.30 P.m., on Friday next, Nov. 27th. 


Pharmaceutical Society of Great Britain 

A meeting of this society will be held at 8.30 P. M., 
on Tuesday, Dec. Ist, at University College, London, W.C., 
at which Mr. J. Davidson Pratt, secretary and general 
manager of the Association of British Chemical Manu- 
facturers, will speak on the defence of the civil population 
against gas. 


THE air-raid precautions department of the Home 
Office have moved to their new premises in Horseferry 
House, Thorney-street, London, S. W. I, and should be 
addressed there in future. 


A Medical Officer’s Portrait 

A portrait of Dr. James Gairdner has been presented to 
the town council of Crieff by an anonymous donor. Dr. 
Gairdner has been medical officer to the burgh since 
1880. 


Medical Congress in Vienna 

In celebration of its centenary the Gesellschaft der 
Aerzte in Wien is holding a post-graduate course at the 
University of Vienna from May 19th to 29th. A detailed 
programme will be issued shortly by the Kursbüro der 
Wiener medizinischen Fakultät, Allgemeines Kranken- 
haus, Alserstrasse 4, Vienna IX. 


Kensington Medical Society 

Dr. G. Roche Lynch is speaking at the first meeting 
of this society which will be held at St. Mary Abbots 
Hospital, Marloes-road, W. An announcement will be 
found in our Medical Diary, and Dr. B. Barling, who is 
the hon. secretary of the society, may be addressed at the 
hospital. 
Demonstrations of Contraceptive Technique 

On Wednesday, Dec. 2nd, at 2.30 P. M., at the clinic of 
the Society for Constructive Birth Control, a practical 
demonstration of the technique of the use of a variety of 
contraceptive methods will be given by Mrs. Marie Stopes, 
D.Sc., and Dr. Evelyn Fisher. Medical practitioners and 
senior students may apply for tickets to the hon. secretary 
of the society, 108, Whitfield-street, London, W. I. 


London Jewish Hospital Medical Society 

The annual dinner of this society will take place on 
Sunday, Dec. 6th, at the Trocadero Restaurant, when 
Mr. Arnold Sorsby, the president, will be in the chair. 
Lord Snell will be the principal guest, and the Marquess 
of Reading will propose the toast in his honour. The 
hon. general secretary, Dr. Max Sorsby, may be addressed 
at the London Jewish Hospital, Stepney Green, E. J. 


Research Fellowships in Tropical Medicine 

The Medical Research Council, on the advice of their 
Tropical Medical Research Committee, have awarded 
senior fellowships to Dr. Frederick Murgatroyd, lecturer 
in the Liverpool School of Tropical Medicine, and Dr. Cecil 
Hackett, recently engaged in investigations in the Northern 
Territory of Australia. They are tenable for three years, 
for investigations to be made mainly in the tropics. 
Dr. Murgatroyd will work in West Africa on the chemo- 
therapeutic treatment of trypanosomiasis, and Dr. Hackett 
in East Africa on the pathology and clinical manifestations 
of yaws. Junior fellowships have been awarded to 
Dr. G. B. Ludlam, clinical assistant at the Sheffield Royal 
Hospital, and Dr. J. N. Strauss, formerly house physician 
at the Hospital for Tropical Diseases, London. 
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Sir John Davidson, M. P., has accepted the presi- 
dency of the Hospital for Epilepsy and Paralysis, Maida 
Vale. 


Royal Northern Hospital, London 


At the dinner held in connexion with this hospital, 
donations amounting to nearly £33,000 in addition to 
£52,500 previously subscribed were announced. 


Fellowship of Medicine and Post-Graduate Medical 
Association 


Courses for M.R.C.P. candidates include chest diseases 
at the Brompton Hospital (two evenings weekly at 
5 P. x. from Dec. 9th to Jan. 8th); chest and heart 
diseases at the City of London Hospital, Victoria 
Park (two evenings weekly, at 6 P. M., from Dec. 7th to 
Jan. 8th). Sir Walter Langdon-Brown will give the 
first of a series of lectures of endocrinology on Monday, 
Nov. 23rd, at 8.30 P.m., at the National Temperance 
Hospital. He will deal with the integration of the 
endocrine system. 


Manchester Hospitals and Air Raid Precautions 


At the request of the city council the Manchester joint 
hospitals advisory board has considered the use of hospitals 
in connexion with the council’s scheme for service in case 
of air raid. The joint board has now approved in principle 
a scheme for regarding the voluntary hospitals in the centre 
of the city as casualty clearance stations to which injured 
persons should be taken in the first instance. Should they 
require continued hospital treatment they would be moved 
out to the base hospitals provided at Booth Hall, Crumpsall 
and Withington hospitals, supplemented by the use of school 
premises at Moston and Wythenshawe. The various 
special hospitals are asked to provide the equipment for 
adequate first-aid treatment when used as clearing 
stations, and at least one portion of every hospital should 
be immune from the infiltration of gases. The hospitals 
council has been asked to appoint members to confer 
with the subcommittee of the city council on details. of 
organisation and finance. 


Vacancies 


For further information refer to the advertisement columns 

Aberdeen Royal Infirmary.—Hon. Jun. Asst. Surgeon for Zar, 
Nose, and Throat Dept. 

All Saints’ Hospital, Austral-street, West-square, S.E.—Hon. 
Surg. Reg. Also Res. H. S., at rate of £100. 

Ayr County Council. —Obstetrician, £700. 

Bath, Royal United Hospital.—Res. O., £150. 

Bedford County Hospital.—Second H S., at rate of £150. 

Belfast, Royal Maternity Hospital. — Res. H.S., at rate of £100. 
Birmingham, Selly Oak Hospital.—Res. Ear, Nose, and Throat 
Surgeon, £700. Also Jun. M.O.’s, ‘each at rate of £200. 

Board of Control.—Commissioner, £847. 
HTO TON: Royal Alexandra Hospital m Sick Children.—H.S., 


Brighton, Royal Sussex County H .—H.S. and Cas. H.S., 
£150 and £120 reapontively. so Hon. Med. Reg 
British Postgraduate Medical School, Ducane-road, W .—First 
Asst. in Obstet. Dept., 300-2500. 
Cardiff Royal Infirmary and Welsh National School of Medicine. 
Hon. Dermatologist and M.O. for V.D. Centre, £250, &c. 
Central London Throat, Nose, and Ear Hospital, Gray’ 3 Inn- 
road, W.C.—Res. H. S., at rate of £75. 
Chelsea Hospital for Women, Arthur-street, S.W.—Jun. H. S., 
at rate of £100. 
Chester, County Mental Hospital.—Jun. Asst. M.O., £350. 
City of London Maternity Hospital, City-road, E.C.—Jun. Res. 
1 at rate of £80. 
l General Hospital._—Hon. Asst. Surgeon to Ear, Nose, 
and Throat Dept. 


Dreadnought Hospital, Greenwich, S.E.—Receiving Room 
vein at rate of £200. Also H. P. and H. S., each at rate 
0 


Durham County Council. —Asst. Welfare M. O., E500. 

Eastbourne, Royal Eye Hospital, T T —H.S., 2100. 

East Ham (Tiei eat, Hospital, Shrewsbury-road, E.—H.S. to Spec. 
Depts., and Cas. O., at rate of £120. 


Elizabeth Garrett Anderson Hospital, Euston-road, N.W.—H.P., 
Firat pnd Second H.S., also Obstet. Asst., each at rate 
0 

Gloucestershire County Council. M. O., £800. 


Hampstead General and N.W. London Hospital, Haverstock- 
ill, N.W.—H.S. Also Cas. M.O. and Cas. Surg. O. for 
Out-Patient Dept., each at rate of £100. 

Hertford County Hospital. —Hon. Asst. Ophth. Surgeon. 

Hospital for Tropical Diseases, Gordon-street, W.C.—H.P., at 
rate of £120. 

aopa for Women, Soho-square, W.—Res. M. O., at rate of £100. 

Hospital of St. John and St. Elizabeth, 60, Grove End-road, N.W.— 
Anesthetist. 
Indian Medical Service.—Commissions. 


l 177 Medical Psychology, Malet-place, F. C. Diagnostic 

ysician. 

Isleworth, West Middlesex County Hospital.—Asst. M. O., 2400. 

Kent County. —Asst. Pathologist, £700 

L.C.C.—Part-time M. O., at rate of £260. 

Leicester City General Hospital. —Res. M.O., at rate of 2300. 

n University.—Geoffrey Duveen Studentship, £4650. 

Manchester Hospital for Consumption and Diseases of the 
20 .— Res. Surg. O. for Ear, Nose, and Throat Dept., 

Manchester Royal Eye Hospital. — Jun. H. S., £120. 

Manor House Hospital, Golders Green, N.W.—Jun. M. O., £200. 

merk 68. Hospital, 2, Fitæjohn's- avenue, N.W.—Res. M. O., 


Ns Newport, 3 Mon., Royal Gwent Hospital. Res H. P., at rate of £150. 
Middlesex, Mount Vernon Hospital. — et -» £150. 
Perth County and City Royal Infirmary.—Hon. Acting Surgeons 
to Ophth. Dept. and Ear, Nose, and Throat Dept. 
lca igh stad of Lancaster Royal Infirmary.— Asst. Patho- 
0 
Prince of Pales's General Hospital, N.— Hon. Clin. Assts. to 


Spec. Depts. 
Princess Elizabeth of York Hospital for CRAGIN: Shadwell, E.— 
115 M. O., E200. Also H. S. and Cas. O., each at rate of 


Queen Mary’s Hospital for the East End, E.— Hon. Asst. Phys 
for Children’s Dept. Res. M. O. and two Cas. and Out- fe 
O.’s, each at rate of £150. Also H.S. and H.P.’s to Spea 
Dep ts., each at rate of £120. 

Queen’s P ospital for Children, Hackney-road, E. H. P. and Cas. 
O., each at rate of £100. 

Redhill, Surrey, Royal Earlswood Institution—Jun. Asst. M. O., 
at rate of £250. 

Rochdale Infirmary and Dispensary.—H.P., £150. 

Rochester, St. Bartholomew’s Hospital.—Cas. O., at rate of £150. 

Royal Free Hospital, Gray’s Inn-road, W.C.—Half-time Reg. 
for Ear, Nose, and Throat Dept., first H. S., Med. and Surg. 
Regs.,each £200, Res. Cas. O., at rate of £150. Dist. Obstet. 
Asst., and Gynecological Reg., each at rate of £100, Also 
Res. Anesthetist in Obstet. and Gyn. Unit, at rate of 275. 

Royal Waterloo Hospital for Children and Women, W aterioo-roal, 
S.E.—H.S., at rate of £100. Also Hon. Surg. Reg. and Hon. 


Clin. Asst. 

St. Mary's Hospital for Women and Children, Plaistow, E.— 
Hon. Asst. Physician. 

St. Marys Hospital, W.—Med. Reg., £200. Also Cas. H. P., at 
rate of £150. 

St. Peter's Hospital for Stone, Henrietta-street, W.C.—4th 
Anesthetist, £25. 

Seamen’s Hospital Society, Greenwich.—H.S. for Tilbury Hos - 
pital, at rate of £140. 

Sheffield Royal Hospital. —Whole-time Clin. Asst. to Ear, Nose, 
and Throat Dept., £300. 

Southampton, Royal South Hants Hospital. Cas. O., H.P., and 
two H. S. 's, each at rate of £150. 

Sunderland Royal Infirmary.—Two H.S.’s and H.P., each 4170 


Weir Hospital, Grove-road, Balham, S.W -—Sen. Res. M. O., 2200. 
West London Hospital, „ £250, 
Also H.P. and two H. S.’ S; 2991 at rate of 2100. 


Westminster Hospital, Broad Sanctuary, S.W.—Hon. Cin 
Asst. to Gyniecological Dept. Also Asst. Surgeon, 
Wickford, Esses, dèunwell Hospital for Mental and Nervow 
rders. Physician, £550. 
N.W.—Med. Reg., 


Di so 
Willesden ee epa Harlesden -· road, 
W hs a and Midland Counties Eye Infirmary.—HS5., 
5 


at rate of £50. 


The Chief Inspector of Factories announces vacancies for Certi- 
fying Factory Surgeons at Whitstable (Kent), Keynsham 
(Gloucester), and Market Deeping (Lincoln). 


Births, Marriages, and Deaths 


BIRTHS 


MAaAcLEop.—On Nov. 13th, to Lesley, wife of Douglas MacLeod. 
F. R. C. S. Eng., of 18 Harley- -street—a aoe 
, the wife of Dr. 


SNELL.—On Nov. 9th, at Kingsley Way, N 
W. E. Snell, of a son. 

WILSON. — On Nov. 15th, at Harrow-on-the-Hill, the wife a 
Dr. Henry Wilson, of a daughter. 

MARRIAGES 

KELLNER—HAWES.—On Nov. 12th, at Kensington, Andrew 
Kellner, M.D., to Florence Dorothy Hawes, M. R. CL. 
daughter of Mr. Spencer Hawes, of Reading, 

MERER—MACINNES.—On Nov. 7th, at Christ Church, Hamp- 
stead, Dudley Merer, of Wembley Park, to Joyce MaclInne. 
M.B., B.S. Palestine, of St. Luke’s Hospital, Hebron. 

WILKINS—WITHERS.—On Nov. 14th, at Llanfechain Para 
Church, Walter Wilkins, M. R. C. S., to Sophia Nesta Withers, 
of West Derby, Liverpool. | 


DEATHS 


CoNNOR.—On Nov. 16th, very suddenly, at Uplands, Hytbe. 
0 noe John Colpoys Connor, C. MI. G., late R. AA. C. 
age 

DoBIE.—On Nov. 13th, at Chester, Herbert Dobie, M.B.E. 
M.D. Edin., aged 71 years. 

NortTon.—On Nov. 12th, at Fowey, Cornwall, John Joseph 

S.E., Arthur Walrond 


Norton, L. R. C. S. I., aged 79 years. 
SoPpER.— On Nov. 15 at Anerley-road, 
Soper, M.R.C.S. En 


N.B.—A fee of 7s. 6d. is ERN for the insertion of Notices d 
Births, Marriages, and Deaths 
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SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
MonpDaéay, Nov. 23rd. 

Odontology. S&Pp.mM. Mr. A. T. Marston: Observations 
on the Piltdown Canine. Mr. W. E. Herbert and Mr. 
A. R. F. Thompson: Research on Gold Casting. 

TUESDAY. 

Medicine. 5 P.M. Dr. Mervyn Gordon, F.R.S.: The 
Etiology and Diagnosis of Lymphadenoma. Dr. E. C. 
Warner and Dr. G. E. Vilvandré will also speak. 

WEDNESDAY. 

Comparative Medicine. 5 P.M. Dr. P. H. Manson-Bahr: 
Comparative Medicine and its Relation to the Study 
of Tropical Disease. Dr. G. M. Findlay and Dr. F. O. 
MacCallum: Immune Bodies to Yellow Fever in the 
Blood of African Animals. Mr. E. L. Taylor: An 
Example of the Value of Morphology in Medico- 
biological Investigation. 

THURSDAY. 


Urology. 8.30 P.M. 1. Tumour of the Kidney. 2-3. 
Tumours in the Ureter. 4. Non-malignant Tumours 
\ Necessitating Nephrectomy. 5. Papillomata of the 
Kidney and Ureter due to Bilharziasis. 6. Papillomata 
of the Kidney and Ureter. 7. Renal Growths. 8. Ade- 
noma of Kidney. 9. Adenocarcinomata of Kidney. 
10. Kidney Showing (a) Calculous Pyonephrosis, 
(b) Papiloma and Carcinoma, (c) sive Hæmor- 
rhage. 11. Grawitz Tumour of Kidney of Unusually 
Low Malignancy. 12. Papiloma of Ureter, Showing 
also Intussusception. 13-15. Renal Tumours Success- 
fully Removed from Females aged 3 months, 41 years, 
and 14 years. 
FRIDAY. 
Disease in Children. 5 P.M. (Cases at 4.30 P.M.) Dr. 
R. H. Dobbs (introduced by Mr. Harold Edwards): 
1. Acute Duodenal Obstruction in a Child of Nine 
Months; Recovery following Operation. 
Epidemiology and State Medicine. 8.15 P. M. Dr. L. P. 
Lockhart : Industrial Influences on the Development 
of State Medicine. 
ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 
WEDNESDAY, Nov. 25th.—3 P.M. (1, Wimpole-street, W.), 
Sir Walter Langdon-Brown: The Biology of Soclal 
Life. (Maudsley lecture.) 
MEDICAL SOCIETY OF LONDON, 11, Chandos-street, W. 
MONDAY, Nov. 23rd.—8 P. M., clinical evening. 
fEDICO-LEGAL SOCIETY. 
Portland-place, W.), Dr. W. G. Barnard: The Medico- 


Legal Institute. 
SOCIETY OF MEDICAL OFFICERS OF HEALTH, 1, Thorn- 
haugh-street, W.C. : 
Fever Hospital Medical Service Group. 
FRI DAT, Nov. 27th.—4.15 P.M., Dr. D. Sage Sutherland: 
Certain Aspects of Administration in Connexion with 
Small Fever Hospitals. 
3RITISH PSYCHOLOGICAL SOCIETY. 
Medical Section 


WEDNESDAY, Nov. 25th.—8.30 p.m. (1, Wimpole-street, 
W.), Dr. E. Guttmann (in collaboration with Dr. 
W. S. Maclay): Some Clinical Observations on Schizo- 


hrenic Drawings. 
SOCIETY, St. Mary Abbots 


CENSINGTON MEDICAL 
Hospital, Marloes-road, W. 

TUESDAY, Nov. 24th.—9 P.M., Dr. G. Roche Lynch: (1) 
The Toxicology of the Barbiturates. (2) Recent Work 
in the Investigation of Cases of Disputed Paternity. 

T. JOHN’S HOSPITAL DERMATOLOGICAL SOCIETY, 
5, Lisle-street, W.C. 

WEDNESDAY, Nov. 25th.—4. 30 P. M., Clinical Cases. 5 P. M., 
Dr. S. Cochrane Shanks: Problems of Dosage in Skin 
X Ray Therapy. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


LOYAL INSTITUTION, 21, Albemarle-street, W. 

FRIDAY, Nov. 27th.—9 P. M., Prof. E. Mellanby, F. R. S.: 

Recent Advances in the Treatment of Disease. 
HAD WICK LECTURE. 

TUESDAY, Nov. 24th.— 5.15 P. M. (B. M. A. House, Tavistock- 
square, W. C.), Sir Francis Fremantle: The Doctor's 
Mandate in Parliament. 

NSTITUTE OF HYGIENE, 28, Portland - place, W. 

WEDNESDAY, Nov. 25th.—3.30 P. M., Dr. J. Browning 
Alexander: The Prevention of Respiratory Diseases. 

RITISH POSTGRADUATE MEDICAL SCHOOL, Ducane- 
road, : 

MONDAY, Nov. 23rd.—2.30 P.M., Dr. R. D. Lawrence: 
Diabetes and Discases of Pancreas. 

TUESDAY.—2 P.M., Prof. E. H. Kettle, F.R.S.: 
logical demonstration. 

WEDNESDAY.—Noon, clinical and pathological conference 
medical). 2.30 P. M., clinical and pathological con- 
erence (surgical). 4.30 P. M., Prof. S. P. Bedson, 
F. R. S.: Virus Discases. 

THURSDAY.—2.30 P. M., Dr. Duncan White: radiological 
demonstration. 3.30 P. M., Mr. G. F. Gibberd: Toxæ- 
mias of Pregnancy. : 

FRIDAY.—2 P.M., operative obstetrics. 2.30 P.M., Prof. 
John Fraser; Acute Surgical Infections of Bone. 3 P. M., 
department of gynæcology, pathological demonstration. 

Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics or 
operations, obstetrical and gynæcological clinics or 
operations. 


patho- 


WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 
Hammersmith, W. 

MONDAY, Nov. 23rd.—10 A. M., skin clinic. 11 A. M., surgical 
wards. 2 P.M., operations, surgical and gynecological 
wards, medical, surgical, and gynecological clinics. 
4.15 P.M., Dr. Archer: biochemical demonstration. 

TUESDAY.—10 A. M., medical wards. 11 A. u., surgical 
wards. 2 P. M., operations, medical, surgical, and 
throat clinics. 4.15 P.M., Mr. Neil Sinclair: Surgery 
of Gastric and Duodenal Ulcer. 

WEDNESDAY.—10 A. M., children’s ward and clinic. 11 A.M., 
medical wards. 2 P. u., gynecological operations, 
medical, surgical, and eye clinics. 5 P.M., Dr. 
5 Ironside: Skeletal Muscle—Its Anatomy and 

ysiology. 

THURSDAY.—10 A. M., neurological and gynecological 
clinics. Noon, fracture clinic. 2 P.M., operations, 
medical, surgical, genito-urinary, and eye clinics. 
4.15 P.M., venereal diseases. 

FRIDAY.—10 A. M., medical wards, skin clinic. 
lecture on treatmeut. 2 P.M., operations, 
surgical, and throat clinics. 4.15 P. M., Dr. 
biochemical demonstration. 

SATURDAY.—10 A. M., children’s and surgical clinics. 
medical wards. 

The lectures at 4.15 P.M. are open to all medical practi- 
tioners without fee. 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 

Monpbay, Nov. 23rd, to SUNDAY, Nov. 29th.— LONDON 
LOCK HOSPITAL, 91, Dean-street, W., afternoon course 
in venereal diseases (open to non-members).—ST. 
JOHN’S HOSPITAL, 5, Lisle-street, W. C., afternoon 
course in dermatolo (open to non-members),— 
BROMPTON HOSPITAL, S.W., Sat. and Sun., course in 
chest diseases.—NATIONAL TEMPERANCE HOSPITAL, 
Hampstead-road, N.W., Tues. and Thurs., 8 P.M., 
M.R.C.P. clinical and pathological course.—NATIONAL 
TEMPERANCE HOSPITAL, Hampstead-road, N.W., Mon., 
8.30 P. M., Sir Walter Langdon-Brown: The Integra- 
tion of the Endocrine System; Wed., 8.30 P. M., Dr. 
Levy Simpson: Pituf Glands; Fri., 8.30 P. M., 
Dr. H. Gardiner-Hili: Thyroid. 

Courses and lectures are open only to members of the 


followship. 
LONDON SCHOOL OF DERMATOLOGY, 5, Lisle- street, W. C. 
TUESDAY, Nov. 24th.—5 P. M., Dr. R. T. Brain: Virus 
Diseases of the Skin. 
THURSDAY.—5 P. M., Dr. J. L. Franklin: Bullous Eruptions. 
HOSPITAL FOR SICK CHILDREN, Great Ormond-st., W. C. 
WEDNESDAY, Nov. 25th.—2 P. M., Mr. Eric Lloyd: Con- 
genital Dislocation of the Hip. 3 P.M., Dr. D. N. 
Nabarro: Syphilis of the Second and Third Generations. 
Out-patient clinics daily at 10 A. M. and ward visits at 2 P.M. 


. FOR EPILEPSY AND PARALYSIS, Maida Vale, 


THURSDAY, Nov. 26th.—3 P.M., Dr. Wilfred Harris: Clinical 
Demonstration. 
NATIONAL HOSPITAL, Queen-square, W.C. 
MonNDAY, Nov. 23rd.—3.30 P. M., Dr. Hinds Howell: The 
Meninges and Cerebro-spinal Fluid. 
TUESDAY.—3.30 P.M., Dr. Critchley : Aphasia, Apraxia, &c. 


Noon, 
medical, 
Archer : 


11 A. M., 


WEDNES DAV. —3. 30 P. M., Dr. Kinnier Wilson: Clinical 
Demonstration. 

THURSDAY.—3.30 P.M., Dr. Riddoch: Epilepsy and its 
Variants. 


FRI DAV. —3. 30 P.M., Dr. Purdon Martin: The Cranial Nerves. 

Out-patient clinic daily at 2 P. M. 

HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL, N.W. 

WEDNESDAY, Nov. 25th.—4 P.M., Dr. H. Courtney Gage: 

X Ray Therapy, Yesterday, To-day, and To-morrow. 
CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C. 

FRIDAY, Nov. 27th.—4 P.M., Mr. W. A. Mill: Diagnosis of 
Sinusitis. 

ST. PAUL’S HOSPITAL, Endell-street, W. C. 

WEDNESDAY, Nov. 25th.—4.30 P.M., Mr. Claude H. Mills: 
Some Interesting Urological Cases. 

SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION, 
St. James’s Hospital, Ouseley-road, S.W. 

WEDNESDAY, Nov. 25th.—4 P.M., Mr. V. Z. Cope: Demon- 
stration of Surgical Cases. 

ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL MEDI- 
CINE, 42, Ranelagh-road, S. W. 

FRIDAY, Nov. 27th.—4.39 P. M., Dr. Francis Bach: Rheu- 

matic Affections involving the Non-articular System. 
MANCHESTER ROYAL INFIRMARY. 

TUESDAY, Nov. 24th.—4.15 P.M., Dr. D. M. Sutherland: 
Inflammatory Conditions of the Colon. 

Fripay.—4.15 P. M., Prof. Julian Huxley, D.Sc.: The 
Uniqueness of Man. (Lloyd Roberts lecture. 

ANCOATS HOSPITAL, Manchester. 

THURSDAY, Nov. 26th.—4.15 P.M., Mr. Holt Diggle: Treat- 
ment of Laryngeal Cancer—Surgical Excision or 
Trradiation. 

MANCHESTER HOSPITAL FOR CONSUMPTION, Deansgate. 

WEDNESDAY, Nov. 25th.— 4.30 P.M.. Mr. V. F. Lambert: 
Demonstrations of Clinical Cases. 

LEEDS GENERAL INFIRMARY. 

TUESDAY, Nov. 24th.—3.30 P.M., Mr. Pain: Fracture of 
the Forearm. 

LEEDS PUBLIC DISPENSARY AND HOSPITAL. 

WEDNESDAY, Nov. 25th.—4 P. M., Dr. H. G. Garland: 
Recent Advances in Neurologx. 

GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 

WEDNESDAY, Nov. 25th.—4.15 P.M. (Western Infirmary), 

f. S. J. Cameron: Cancer of the Uterus. 
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THE PRESENT PLACE OF 
PSYCHOTHERAPY IN MEDICINE 


By FREDERICK DILLON, M.D. Edin. 


CHIEF ASSISTANT IN THE DEPARTMENT OF PSYOHOLOGIOAL 
MEDICINE) UNIVERSITY COLLEGE HOSPITAL; MEDIOAL 
SUPERINTENDENT OF NORTHUMBERLAND HOUSE 

! MENTAL HOSPITAL 


IT has become a platitude to point out the import- 
ance in treatment of the psychological aspect of disease. 
Recently it has been computed that 30-40 per cent. 
of all sickness is attributable to psychological causes 
and, apart altogether from the so-called functional 
disorders, it is now recognised that every physical 
illness produces a reverberation in the psychic system. 
The dentist, no less than the surgeon before a major 
operation, is compelled to give consideration to the 
fact that he is dealing with patients more or less in 
an abnormal state of mind, and that attention to 
the mental condition may go a long way towards 
ensuring the success of his ministrations. It becomes 
very important therefore seriously to consider the 
strange situation that has developed in psychological 
medicine and the singular paradox that whilst all 
are agreed as to the importance of psychotherapy 
there is great divergence of opinion between psycho- 
therapists themselves on the theory and practice of 
the subject. A remarkable number of schools of 
thought have sprung into existence, each differing 
from the others on fundamental points; and 
the teaching they offer with confidence is often 
contradictory. ` 2 : 

It is probable that this confusion is only a passing 
phase. Differences of open on important points 
arise not infrequently in the investigation of complex 
phenomena, and are resolved, as a rule, in the course 
of time as knowledge and experience accumulate. 
Nevertheless in the case of psychological medicine 
there are certain disquieting features which indicate 
that the trouble is more deeply seated, and that the 
future of the whole subject is in danger of being 
seriously prejudiced. The number of conflicting 
schools, for example, far from g. appears 
to be steadily increasing, and a bias and trend is 
being given this mode of treatment which bid 
fair to lead it outside scientific medicine altogether. 


Departures from Science 


Exceptional difficulties have, of course, always 
stood in the way of the scientific investigation of 
mental phenomena. Psychology has always been 
intimately involved in the prevailing beliefs on 
ethics and religion, and any new views that might 
conflict with these established faiths have, not 
unnaturally, met with the strongest opposition. The 
phenomenon of resistance to new advances is a familiar 
one in the history of medicine, from -Vesalius onwards, 
and it is obvious to the impartial observer that 
psychology is still far from having disentangled 
itself from non-scientific influences. 

Conventional 5 of this kind from lay 
sources and those lacking specialised knowledge may 
be looked upon as normal. But the matter assumes 
a more serious aspect when it is realised that in this 
branch of medicine psychotherapists themselves, in 
many cases, have abandoned the purely scientific 
approach and claim the right to make use of other 
than scientific methods in the study and treatment 
of their patients. It does not seem to have been 

enerally recognised how significant is this departure 
fom scientific standards in an important department 
of medicine. Psychology, it is e, is one of the 
most complex of these departments, and progress in 
acquiring knowledge is likely to be slow and laborious. 
But is this any reason for relinquishing the method 
which has, so far, proved to be the only technique 


capable of producing accurate systematic knowledge? 

No analogy is to be found in any other subject. 1 
is inconceivable, for example, that a serious chim 

could be made to acquire knowledge and found a- 
system of treatment by other than scientific means 

in neurology or cardiology ; and the onus of proof, 

so far lacking, is on those who consider they 

are capable of carrying this out in disorders of 

the mind. 

The three main schools of psychotherapy, of Freud, 
Adler, and Jung, provide instructive examples 
Jung has frankly admitted that part of his system 
goes beyond the ordinary limits of science and cannot 
strictly be justified on scientific principles His 
complicated body of teaching is thus a blend of 
scientific and non-scientific tenets, the latter eviden 
being of a mystical or religious character. Adlers 
doctrine, with its insistence upon the need fora 
regulative principle, the frequent use made of such 
terms as the soul, God and the devil, and the ideal 
of. the brotherhood of man, plainly shows the larg 
ethical element involved. Indeed it is explicitly 
stated that as functional nervous disorders are looked 
upon as diseases of the will it is impossible to regan 
aberrations of the will in isolation from ethics.“ Fread, 
on the other hand, claims that psycho-analysis has 
been evolved on purely scientific lines, and follow 
scientific methods in its development and technique 
The question whether this claim can be strictly sub- 
stantiated is irrelevant to our present purposes; th 
important point is its adherence to accepted scientifc 


standards. 
- The Empirical. Outlook 


Clearly no useful comparative estimate of the te 
ms can be made unless. these significant differ 
ences are taken into account. Obviously criticism 
on a basis of facts and logical inference is rendered 
futile if the teachings under review reject facts an 


ordi logical standards. Is it possible, howeve, 
that some justification can be put forward for this 


departure from scientific methods ? 

Apart from personal predilection it would appar 
that the motive is to be seen in the difficultiés inherent 
in the subject, which haye already been mentioned, 
and in the hope that along some other line of attack 
new means of progress may be discovered. Butt 
is far from clear on what precise grounds this hop 
is likely to be realised. In the realms of etbig 
religion, and sesthetics there is nearly as much 
of opinion as in psychology itself, and the only bab 
that could be anticipated by bringing in concep 
tions from these spheres would be of a 
empirical character and capable of application on 
to particular cases. 

Empirical success, however, has . unfortonately 
been one of the greatest obstacles to the progres d 
psychotherapy on properly scientific lines. On. 
sideration of the history of the subject makes $ 
evident, in fact, that the important distinction bu 
been lost sight of between the empirical and & 
scientific. In the early period of its developmat 
psychotherapy was purely an empirical art. Mesma 
is said to have been able to produce remarkabh 
results by the hypnotic methods he egloga, bat 
the theory upon which he worked, of the action of! 
magnetic fluid, we know to have no scientific found 
tion. Suggestion, the next development of 
subject, still lacks an adequate explanation, 
persuasion and re-education are generally looked up 
as more elaborate forms of suggestion. It was will 
the discovery of the analytical method of investigati 
and interpretation, which we owe to Freud, that & 
strongest hopes arose for the development of a 
scientific e We have seen, howevé 
the different directions in which the three mn 
analytical systems have diverged. 


a Jung, G. ©.: Collected Papers on Analytical Psychokt! 
7 A. B. C. of Adler's Psychology, 1930, p. 47. 
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The essence of scientific knowledge is accuracy, 
epending in the first place upon accurate observa- 
on of facts, and in the second upon accurate infer- 
ace from the facts of observation. This is the basis 
f all science, and every creative or imaginative 
addition of theory or hypothesis must conform to it. 
cientific method is primarily a process by which 
structure of facts and inferences is acquired, and 
tactical application, strictly speaking, can reliably 
» founded only upon the prior data so obtained. 
ua purely empirical system, on the other hand, no 
scount need be taken of facts; indeed one of the 
angers of utilising such systems arises from the 
cility with which facts may be ignored or modified 
. concentrating attention upon results. That 
facts are sacred is nevertheless an intrinsic part 
f the creed of every responsible medical man, and 
o deliberate modification of it is justified unless for 
xceptional reasons in individual cases. 

To be utilisable, knowledge must be expressed in 
telligible language, and no system of teaching 
hould be accepted unless it is conveyed as clear and 
istinct ideas. is is 2 particularly important 
axim in paychology, adherence to which would 
ve us from the too frequent difficulties arising from 
he use of obscure concepts and ambiguous phraseo- 
gy. Vagueness, indeed, is one of the principal 
angers of psychological work, and it seems to exer- 
ise a pecu fascination on certain types of minds, 
eing often used as a defensive mechanism against 
he facing of unpleasant facts. 


Successful Pseudo-science 


It would be an interesting experiment to observe 

nd analyse the results obtained by the deliberate 
pplication of an apparently rational but purely 
mpirical method of psychotherapy. A form of 
reatment derived from the pseudo-science of numero- 
gy, for example, would probably provide a suitable 
asis for such an investigation—especially if given 
n impressive title such as the Pythagorean 
ystem of Psychotherapy,“ and heralded by judicious 
ropaganda. 


A rationale could without much difficulty be 


nprovised. We have the authority of the great 
ythagoras for pointing out that Number partakes of 
he essence of things and is of the utmost significance 
T all of us. Can it not be shown that our lives are 
ved under the influence of personal integers and 
hat our destinies are controlled by their obscure 
ower? It is but a step from this to recognise that 
waladjustment, with its attendant train of nervous 
ymptoms, arises from disharmony within the indi- 
idual because he is, all unknowingly, attempting 
) pursue his way or scheme of life according to a 
umber which is not intrinsically his. Treatment 
y the Pythagorean method would accordingly be 
esigned to supply the requisite guidance in dis- 
vering the individual’s significant or essential 
umber, by living according to which the normal 
aythm and harmony of life would be preserved ! 
From past experience there is every reason to 
elieve that a fantasy system of treatment such as 
uis would meet with a considerable measure of 
iccess, although based on no known scientific facts. 
b would in this way provide an additional illustra- 
on of the truth that good results from a method of 
sychological treatment constitute no proof of the 
alidity of the supporting doctrine. We should not, 
i view of the absence of a factual basis, expect the 
zhievements obtained with this type of therapy to 
e permanent or dependable. In those cases in which 
pparent ‘‘cures’”’ have occurred in such circum- 
ances there is evidence that they are probably 
on at the expense of loss in some other department 
the mind. According to our present knowledge of 
le working of the psychic system we are only able 
attribute the results of such empirical methods 
the action of suggestion. This, as we have already 
Dserved, is still awaiting an explanation and forms 
fact one of the most important problems in the 
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sychological medicine, from its far- 
reaching influence in the mind and the obscurity 
of its mode of operation. The development of an 
accurate and scientific system of psychotherapy is 
rendered, in consequence, difficult of attainment. 
But if the subject is not to remain indefinitely at 
the empirical level the problem is one that must be 
squarely faced by every practising psychotherapist. 


Duty of the Medical Psychologist 


The conclusion forced upon us is that a great part 
of the psychotherapy practised to-day is empirical 
and cannot be regarded as strictly scientific. It 
should be self-evident that a genuinely scientific 
system of psychological treatment can be developed 
only by following the principles and method which 
have guided the progress of medical science in every 
other department. That is to say, it must be based 
upon an established and accepted foundation of 
facts concerning the structure and function of the 
mind. It may be that this necessary foundation is 
not yet available, in which case we must be content 
with methods of therapy which for the present are 
frankly accepted as empirical. Or it may be that 
the true facts are being obscured by the contending 
claims of the different schools of thought. It should, 
however, be an obligation upon every psychotherapist 
to endeavour to promote the progress of the subject 
on properly scientific lines and to become more clearly 
‘* method-conscious ” in this dep. ent. 

The therapeutic aspect of psychological work is 
important and must receive due consideration; 
but of far greater ultimate importance is the need 
to secure a basis of knowledge upon which all applied 
methods should be founded. It will tend only to 
increase the difficulties in an already complex subject, 
and make confusion worse confounded, to blend 
scientific with non-scientific elements—unless with 
the clear understanding that this is done as part of 
a purely empirical procedure in the absence of some- 
thing better. Contradictory principles cannot both 
be true, and consistent progress will come only if 
we keep in mind the fact that when a proposition is 
affirmed its contradictory is thereby repudiated, and 
that a law of theory once maintained debars assent 
to certain other formulations. 

The distinction between the empirical and scientific 
is of particular importance in psychotherapy, and 
any system which professes to be scientific has a 
greater claim on our attention and critical judgment 
than others which, either expressly or by implication, 
exist merely or mainly as instruments of treatment. 
Difficult though the problems at issue may be, it is 
obvious that they require to be dealt with in a more 
realistic spirit than hitherto if psychotherapy is to 
take its place on an equal footing with the other 
branches of medical science. 


sphere of 


PHARMACOLOGY AS WELL AS 
THERAPEUTICS FOR NURSES 


OPINIONS differ considerably about the amount 
of purely medical knowledge which should be taught 
to a nurse. It certainly seems undesirable to expect 
her to commit to memory too many facts and theories 
which it is not her place to apply in the practice of her 
profession. Many books intended primarily for the 
nursing profession might reasonably be supposed to 
have been written for the medical student. This 
applies especially to those which reach us from the 
United States. The author of one recently published 
on materia medica, pharmacology, and therapeutics? 
states in a foreword that she has attempted to per- 
suade the student to reason out the action of drugs 
from a knowledge of physiology, and she certainly 
i a a eee 


1 Materia Medica, Pharmacology, and Therapeutics. Second 


edition. By. Maude B. Muse, R.N., ag 8 t Professor 

ducation at Teachers ollege, Columbia University. 
Oa end P elphia: W. B. Saunders Co., Ltd. 1988. 
Pp. 634. 128. 6d. 
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presupposes a considerable degree of basic scientific 
owledge. It is for example assumed that the 
reader understands what is meant by the pH.of a 
solution. The nurse is, moreover, apparently expected, 
to memorise much of the information, since each 
chapter is followed by questions and tables which 
have to be filled up from memory. Medical examina- 
tions are apparently threatened with a new horror, 
the introduction of analogy questions on the lines of 
intelligence tests. The victim has to fill in the missing 
terms in such statements as Phenol: benzine : 
: emodin, and may, in overdoses and 
frequently repeated, cause nervousness, headache, 
palpitation, and hypochondria.”’ 

The information given in the book is on the whole 
accurate and up to date. Criticism is in any case 
disarmed, since the authority for practically every 
statement made is given in the form of page refer- 
ences to standard text-books on pharmacology. 
Since, however, standard works tend to date rapidly 
this has led to a few misstatements. For example, 
theelin (p. 435) is not now obtained from the urine 
of pregnant females but from that of horses, and 
insulin (p. 579) is no longer standardised by clinical 
assays but on animals; a polygram tracing (p. 278) 
is described as an electrocardiogram. We are glad 
to see emphasis laid on many aspects of therapy of 
particular importance to nurses. These comments 
bear the stamp of personal experience. The chapter 
on physiotherapy is particularly well: done, and 
there is an interesting historical account of the tran- 
sition from medieval medicine to modern therapy. 
The book is excellently illustrated. | 


I. IN THE BIBLE 
FUTURE 


To the Editor of THE LANCET 


SR, —Can any of your readers tell me if the poem 
of this name was written by the late Dr. Arthur Giles ? 
He claimed to have found the work when a student at 
Edinburgh, but this may have been his modesty ; 
though no copy has been found among his verse 


And (man) developed a thumb 
For that he had need of it.” 


are two lines from this Darwinian version of Genesis 
of which I am anxious to obtain a copy. 

% I am, Sir, yours faithfully, 

Enfield, Middlesex, Nov. 15th. T. JOHNSTON. 


AN OBSCURE CASE OF VERTIGO 


R. A. G. writes: I would suggest that M. L. J.’s 
patient’s attacks of vertigo may be due to a. 
disturbance of the ocular movements. The notable 
features of the attacks—namely, that they are induced 
by sudden movements of the head, or by postural 
change, and that they are apt to occur on waking 
in the morning—would fit in well with the diagnosis 
of paresis of an ocular muscle. When the degree 
of muscular weakness is slight the ocular movements 
are to a certain extent under control, and therefore 
its presence is demonstrable only by a very careful 
examination. 


TO OLD MEMBERS OF THE LIVERPOOL 
| MEDICAL SCHOOL 


THE following letter reaches us from Prof. Henry 
Cohen and Prof. W. H. Wood, respectively chairman 
and dean of the Liverpool faculty of medicine. 
„Mr. Peter Duncan, chief laboratory assistant in 
the medical school.of the University of Liverpool, 
attains the age of 73 this month, and will be retiring 
in December,. 1936, after 43 years’ service. It is 
the intention of the faculty of medicine to make 
him a presentation in the form of a cheque on his 
retirement at Christmas. It was thought that past 
members of the staff and old students of the medical 
school might wish to contribute to the presentation. 
It has been decided that donations shall be limited 
to one guinea, Any former member of the staff, 
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or old student desiring to contribute, should forward 
the amount to the faculty of medicine, c/o the Dean, 
not later than Dec. 16th.“ 


CORRIGENDUM.—We are informed that an adve 
tisement supplied to us on behalf of Glaxo Labon- 
tories Ltd. and published in our last issue contained 
an incorrect statement of the new prices of Osto- 
calcium Tablets. The reduced: prices are: 28. 34, 
11 oe 4s. for 100, 12s. 6d. for 500, and 17s. 6d. for 


Appointments 


ANDERSON, MARY, M.B. Dub., has been appointed Assistant 
School Medical Officer for Newcastle upon-Tyne. 

BARLOw, D. S. M., M. B. Lond., F. R. C. S. Eng., Surgical Regi- 
trar at the London Lock Hospital. 

BATEMAN, G. H., B. M. Oxon., F. R. C. S. Eng., Assistant Surgeon 
to the Har, Nose, and Throat Department of the Belgnre 
Hospital for Children, London. 

BINTOLIFFE, E. W., M.B. Lond., F.R.C.S. Eng., Surgical Regis- 
trar to the Royal National Orthopsedic Hospital, London. 

BIRNIE, G. L., M. B. Edin., Assistant Medical Officer at the City 


Hospital, Nottingham. 
F. R. C. S. Eng., Resident Surgical 


BLACKBURNE, M. B. Lond., 

Officer at the Hull Royal Infirmary. 

COLVER, THOMAS, M. B. Sheff., M. R. C. P. Lond., Out-patiet — 
Medical Registrar at the Hospital for Sick Children, Great | 
Ormond-street. | 

Cox, M. CHARLTON, B. Sc., M. R. C. S. Eng., Junior Lady Assistant 
Medical Officer at the Winson Green Division of the dtr 
of Birmingham Mental Hospital. i 

DoLLAR, J.: M., M.S. Lond., F. R. C. S. Eng., D.O.M.S., Hon. 
ee Surgeon to the Elizabeth Garrett Anderen 

ospital. 

FITZGERALD, F. P., M. B. Dub., F. R. C. S. Irel., Surgical Regit | 

. trar to the Royal National Orthopedic Hospital, London. 

Fox, R. W. S., F. R. C. S. Eng., Surgical Registrar at the Ha- 
pital for Sick Children, Great Ormond- street. 

HEANLEY, C. L., B. Chir. Camb., F. R. C. S. Eng., M. R. O. 
Lond., SUTEGI First Assistant and Registrar at the London 

osp 0 

HEATH, P. A. M., M. R. C. S. Eng., Assistant Medical Officer to 
St. Andrew’s Hospital, Thorpe, Norwich. 

McoBRIDE, CHARLES, M. B. Belf., Tuberculosis Officer and Medical 
at at the Stanfleld Sanatorium, ke · on 

rent. 

MONKHOUSE, J. P., M. B. Lond., F. R. C. S. Eng., Consul 
Laryngologist to the King Edward Memorial Hosp 


MorGAN, C. NAUNTON MORGAN, M. B. Lond., F. R. C. S. Eng. 
' Assistant Surgeon to St. Bartholomew’s Hospital, London, 
: and Assistant Director of the Surgical Professorial Unit. 
Passe, E. R. G., F. R. OC. S. Eng., D.L.O., First Assistant and 
Registrar to the Ear, Nose, and Throat Department a 
the London Hospital. 
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„ J. H. B. M. Oxon., F. R. C. S. Eng., M. C. O. G., Assistant 
8 and Gynecological Surgeon to King's College 
osp 


RAVEN, R. W., F.R.C.S. Eng., Assistant Surgeon to the Hôpital 
et dispensaire francais, London. 

ROBERTS, R. I., M. R. C. S. Eng., D. M. R., Assistant Hon. Medical 

ficer to X Ray Department of the Royal Hampshire 
County Hospital, Winchester. 

ROBERTSON, K. M., M.D., M. R. C. P. Lond., Hon. Physician 
in Ordinary to the Royal Hampshire County Hospital, 
Winchester. 

SERVANTE, S. Q., M. R. C. S. Eng., Resident Surgical Officer at 
the City Hospital, Nottingham. 

Strona, E. C. N., F. R. C. S. Eng., Assistant Surgeon to the 
Birmingham Ear and Throat Hospital. 

WALTON, L. H. F., M. R. C. S. Eng., Physician in Charge of the 
Department of Physical Medicine at the Prince of Wale 
General Hospital, London, ; 

WISE, R. W., M.B. Glasg., Casualty Officer and Fracture 
House Surgeon at the Chesterfield and North Derbyshire 
Royal Hospital. f 

Department of Health for Scotland.—The following appointments 
are announced :— 


0 a 

MUIRHEAD, A. J.; M.D. Edin., D.P.H., Regional Medical 
Officer in Dundee; and 

FLEMING, C. M., M.D. Glasg., Regional Medical Officer in 
Glasgow. 

Royal Cancer Hospital (Free), London.—The following appoint: 
ments are announced: 

FLooD, P. A., M. R. C. S. Eng., D. M. R., Senior Assistant 
Radiologist; 5 

NOWELL, STANLEY, M. B. Manch., D. M. R., Second Assistant 
Radiologist; and 

. B., M. B. Brist., D. M. R., Third Assistant Radic 
ogis t. ö 


Certifying Surgeons under the Factory and Workshop Acts: 
Dr. P. T. T. MACDONALD wood District, Gloucester): 
Dr. G. D. Roche (Turriff District, Aberdeen); and Dr. 
D. B. SMITH (Waltham Abbey District, Essex). 

Medical Referee under the Workmen's Compensation Aft, 
1925: D. S. PRACT, F. R. C. S., of Atherstone, Warwick 
shire, for the Atherstone, Coventry, and Nuneaton County 
Court Districts (Circuit No. 23). l 
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ADDRESSES AND ORIGINAL ARTICLES 


FROM CONSUMPTION TO 
TUBERCULOSIS 


A STUDY OF THE DISEASE, PAST AND PRESENT * 


By S. ROOD HOUSE GLOYNE, M.D. Leeds, D.P.H. 


PATHOLOGIST, CITY OF LONDON HOSPITAL FOR DISEASES OF THE 
HEART AND LUNGS, VICTORIA PARK 


FROM consumption to tuberculosis. In setting 
forth on this quest of knowledge, I am not unmindful 
of Robert Boyle’s remarks in his Sceptical Chymist ” 
about the chemist of his day. Methinks the 
chymists in their searches after truth, are not unlike 
the navigators of Solomon’s Tarshish fleet, who 
brought home from their long and tedious voyages, 
not only gold, and silver, and ivory, but apes and 
peacocks too.“ But at the risk of bringing apes and 
peacocks, and other vain creatures, rather than 
good solid worth of historical treasure, I wish to 
try and set forth some of the great truths on which 
our specialty of tuberculosis has been founded. 

Looking back over the story one is impressed with 
the ups and downs of the study. We have had our 
Dark Ages and Renaissances, even our Reformations 
and Revolutions like the rest, and they have often 
come about through influences quite outside the 
control of those who studied the disease. Take, 
for instance, morbid anatomy—not a revolution but 
an evolution. It would be difficult to exaggerate the 
influence of post-mortem examinations on our study, 
but the history of the coroner’s court suggests that 
the practice of making these examinations was 
developed out of the purely legal duty of collecting 
feudal dues at death. Another example—this time 
a relic of our story’s dark ages—is to be found in 
that baneful relic of seventeenth century legislation, 
the window tax. Passed in 1695 in order to defray 
the expenses of silver recoinage, it was not repealed 
until 1851 when it was producing a revenue of nearly 
two million pounds a year. Its effect upon cottage 
sanitation must have been woeful, and even to-day 
the old cottage with the bricked-up window is not 
an unfamiliar sight. 


Clinicians and Anatomists 


We have the Greeks to thank for the early work 
on the disease. Not only did they depict the chronic 
wasting forms of chest disease, but they described 
empyema and even practised oleothorax. And when, 
later, they took with them to Rome their knowledge 
of clinical medicine they rescued the study of tuber- 
culosis from destruction. Indeed, we owe to them 
the word tubercle as well as much else. Of course 
they confused other diseases with tuberculosis, but 
so do we. The wonder is not that they confused 
so much, but that they got so much right and that 
it was possible to learn so much morbid anatomy 
by way of clinical medicine. 

For the rest, morbid anatomy had to wait all through 
the Middle Ages and the Renaissance for the advent 
of Sylvius, still teaching the while the tenets of 
Galen. During these centuries of religious strife, 
Arab, Jew, and Christian at least agreed upon one 
thing, they all looked with extreme disfavour upon 
any interference with the dead, and popular prejudice 
was on their side. But knowledge came at the long 
last. Writing a few years after Harvey’s discovery 


* Abridged from a eo address to the Tuberculosis 
46509 fai on Nov. 


of the circulation, Sylvius described the enlargement 
of the lymphatic glands in tuberculosis as seen in 
the cadaver. He concluded that these same glands 
must be present in the body in a healthy state 
also but so small that they escape detection . . like 
the capillary blood-vessels in the conjunctiva.” 
And so with one brilliant observation and deduction 
the real foundation of the morbid anatomy of tuber- 
culosis was laid. It is a pity Sylvius did not follow 
it up, but he was busy thinking out a new system 
of humoral pathology and the observations on the 
lymph glands were carried no further. Except for 
a few isolated workers such as Morgagni and Morton, 
Stark, and Percival Pott morbid anatomy did not 
réally advance the study of tuberculosis greatly 
until after John Hunter. Meanwhile however two 
contributions of fundamental importance had come 
from the clinical side—the introduction of percussion 
and auscultation. 

Sylvius had blazed the trail but few had followed. 
For the most part morbid anatomy had to wait 
upon the elder brother, normal structure, and there 
was little progress along these lines until after Harvey 
had described the circulation and Malpighi the finer 
anatomical structure of the lung. Nearly a century 
passed and then in 1745 those uneasy colleagues, the 
barbers and the surgeons, separated and with this 
dissolution went by the board an old by-law which 
forbade members to practise dissection. Private 
anatomy schools now grew up apace and with them 
the gruesome products of the hangman’s art, thefts 
of dead bodies, bribes, blackmail, and hush-money. 
They were rough and ready times, the age of Smollett 
and Roderic Random,” and a remarkable literature 
was produced. Out of this age there arose also an 
equally remarkable body of morbid anatomists of 
whom John Hunter was facile princeps. It is difficult 
to estimate the full value of a man who touched life 
at so many points as Hunter did, and his contribution 
to tuberculosis is to be sought in the foundation 
of morbid anatomy which he laid. 

By the middle of the nineteenth century the whole 
body had been thoroughly explored for tuberculosis 
as far as it was possible to do so with the naked eye. 
Once the prejudice against post-mortem examinations 
had been removed morbid anatomists took full 
advantage of their opportunities. We are told that in 
Vienna Rokitansky had the disposal of between 
1500 and 1800 bodies a year and that in the course 
of his life he made 30,000 autopsies. Many of these 
men were clinicians too and they took infinite pains 
to correlate clinical signs and post-mortem findings. 
It is said that Sutton used to mark out the limits 
of dullness with a caustic pencil, and it is related 
that on one occasion after he had left the ward a 
patient called out to his opposite number ‘‘Did he 
mark yer, Bill, cos them as he marks dies.” Of 
course they did. Sutton was defining what he 
expected subsequently to find. 

At this time a new force came into play with the 
discovery of the achromatic lens in the use of the 
microscope. When Sir James Paget discovered 
the Trichina spiralis in the dissecting-rooms of 
St. Bartholomew’s Hospital in 1835 there was no 
microscope in the hospital, nor in the Natural History 
Section of the British Museum, and he had to go 
to a botanist to borrow one. Within ten years von 
Gluge and Lebert had applied microscopical technique 
to the study of the tubercle and histological discoveries 
came thick and fast. Langhans described the giant 
cell and Hermann, Ehrlich, Weigert, and others 
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introduced stains. Overshadowing the whole subject 
was the great intellect of Virchow. Quite apart 
from his contributions to the study of tuberculosis— 
and they were numerous, including the recognition 
of the tuberculous nature of lupus—Virchow created 
cellular pathology as a separate study. He dominated 
his day and generation, as Metchnikoff did the next, 
with the magnitude of his conceptions. As an 
advanced liberal in education, politics, and pathology 
alike, the human body was to him a cell state in 
which every cell was a citizen and disease a conflict 
of citizens. 


The Parasite 


Meanwhile side by side with the new study of 
cellular pathology a fresh conception of tuberculosis 
was growing up, that of infectivity. The idea, 
however, was not entirely new. As far back as 
the eighteenth century Spain had made regulations, 
similar to those in vogue for plague, for the burning 
of clothing, &c., of persons who had died of tuber- 
culosis. Pasteur's new work on fermentation and 
the diseases of the silkworm, too, doubtless turned 
men’s minds in the same direction. Villemin’s 
fertile brain did the rest. In 1867 he published 
the results of experiments which showed that tuber- 
culous pus injected into animals caused tuberculosis. 
Cohnheim, Baumgarten, and others followed and 
Koch supplied the final proof with the discovery of 
the bacillus. 

At this point the two great conceptions of modern 
pathology, the cell and the parasite, reached common 
ground. Virchow's cellular citizens were not 
necessarily in conflict with each other, they were, as 
Metchnikoff showed, in conflict with a common 
enemy from without, to wit, the parasite. ‘‘ Hence- 
forth,“ said Koch, the fight with this terrible plague 


of mankind will be no longer against a vague some- 


thing but against a tangible parasite whose conditions 
of life for the most part are known and can be still 
investigated.“ í 
With one stroke Koch had put into their correct 
perspective all the loose ill-defined terms of the 
past—King’s evil, scrofula, consumption, phthisis. 
No wonder Virchow sat on in silence when Koch 
had finished speaking at that memorable meeting 
of the Berlin Physiological Society. To Virchow 
consumption and tuberculosis were two “separate, 
though commonly associated, morbid processes 
(Krause), and the old warrior of many medical battles, 
it is said, never to the end of his life reconciled himself 
fully to the new.order. From consumption to tuber- 
culosis: the road had been a long and difficult one. 
Physicians, surgeons, morbid anatomists of all ages 
had trodden it. They had fallen by the way, many 
of them victims of the disease they studied and now 
at last the goal was reached. But only to start 
afresh. Science knows no rest and in the light of 
the new knowledge the quest began all over again. 


The first of the new problems was produced by 
Koch himself. Ten years after the discovery of the 
bacillus he announced to the world that the bacillus 
excreted a toxin which he called tuberculin. This 
is not the place to embark on the stormy sea of the 
tuberculin controversy, the Heilmittel which 
failed to cure. The most important point of the 
discovery, to my mind, was not the tuberculin at all, 
but the effect which the conception of a tuberculous 
toxin has had upon all our subsequent ideas. This 
view of an exo- and an endo-toxin has shaped our 
theories, stimulated our research, and altered pro- 
foundly our treatment. Thanks to those who 
followed Koch along this line, rest as a therapeutic 
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measure has come to be perhaps the most important 
of the great tuberculosis triad. This advance has 
been largely if not entirely due to the discovery of 
the toxins of the bacillus. It is not my purpose to 
enter upon the history of the treatment of tuberculosis, 
but I often wonder what the toll of the disease must 
have been in the early days of the fresh-air school 
before rest was recognised as so vitally important. 
As Francis Thompson remarked in his essay on 
Brother Ass the Body, to over-drive a donkey was 
barbarous; to over-drive one’s own lawful body 
was a meritorious act. 


The Patient 


All thoughts were now, however, turned to the 
tubercle bacillus itself. In studying the seed and its 
progeny we seem to have neglected those considerations 
of soil which had been so important before the dis- 
covery of the bacillus. If once we could control the 
seed, the soil would look after itself. And so we 
framed preventive laws for the eradication of the 
bacillus and threatened pains and penalties for 
expectorating in public places, which we have never 
carried out. But we are still woefully ignorant about 
the soil: indeed we are not much wiser about it 
than our fathers were. And yet it is a matter of 
very considerable importance, especially as regards 
the native races under the care of the British Empire. 
If we are not very careful tuberculosis will decimate 
some of the races of Central Africa which are 
virgin soil in the same way that it has done the 
Maoris and North American Indians. 


As for heredity, we are now fairly confident that the 
tubercle bacillus is not part of our inheritance. 
Occult familial infection in early life fits the facts 
in these cases better and is supported by clinical and 
experimental evidence. Hereditary predisposition 
has not stood us in much better stead. It seems to 
be limited to rare instances in which congenital 
defects, such as stenosis of the pulmonary artery, 
profoundly alter the hæmo- respiratory exchange. 
But if hereditary predisposition is of so limited an 
application what shall we say of an environmental 
predisposition 7 Here the evidence is more convincing. 
There are cases, for instance, in which the portals of 
entry stand permanently opened. too wide, as in the 
case of the mouth-breathing child, though I sometimes 
wonder if the argument has not been a little over- 
worked. There are psychological conditions too 
which favour mass infection, notably amongst the 
feeble-minded and insane, who tend to he careless 
and dirty in their habits and fall a ready prey to 
most infections, so much so indeed that some 


physicians have sought to postulate a special immuno- 


logical defect in the soil. Whether chronic respiratory 
disease in general provides a favourable soil for the 
tubercle bacillus has been discussed for many 
The statistical proof in the affirmative in the case of 
silicosis and asbestosis is now quite definite, but 
what shall we say of the catarrhal child who returns 
to the out-patient department of our hospitals and to 
our dispensaries winter by winter? Is he more prone 
to tuberculosis than his healthy brother or not? 
Opinion seems to be divided and I know of no research 
work. directed to the elucidation of the problem. 
Certainly in culture media in the laboratory the 
tubercle bacillus does not thrive well in the presence 
of other organisms, especially those of the pyogenio 
group. | 

And lastly there are the disorders of metabolism. 
No one has yet satisfactorily shown, for example, 
whether chronic alcoholism is or is not a predisposing 


THD LANCET] 


DR. S. R. GLOYNE: FROM CONSUMPTION TO TUBHROULOSIS [Nov. 28, 1936 1255 


cause of tuberculosis; so few people seem able to 
approach this delicate subject in a proper spirit of 
impartial inquiry. Syphilis again is in the same 
position, as are the vitamin-deficiency diseases. The 
confusion between syphilis and tuberculosis especially 
was a sore trial to the early morbid anatomists. 
Some of the older writers believed that syphilis 
tended to protect against tuberculosis, others that 
it predisposed, and although of late years precise 
laboratory methods have produced a wealth of new 
information on the subject they have not solved the 
problem. In the case of diabetes and tuberoulosis 
we are on firmer ground. The diabetic has always 
been considered a favourable soil for the tubercle 
bacillus and until the introduction of insulin these 
two diseases presented a combination which was 
utterly defeating. Nowadays with the delicate 
adjustments of the blood-sugar which have become 
possible the tuberculous diabetic is in a far happier 
position and so is the physician. But with a few 
brilliant exceptions such as this, we do not know a 
great deal more about the soil than Koch knew, and 
I would suggest that the time has come when we might 
well reconsider the question in the light of all the 
new knowledge that has come to us by way of the 
physiological laboratories. 


The Uses of X Rays 

Let us now turn for a moment to another recent 
development in our story—radiology. The physicist 
may well be proud of his contribution to the study 
of tuberculosis. He gave us the modern microscope 
with its achromatic lens without which we could 
hardly have advanced much beyond Laennec, for the 
nineteenth century morbid anatomists saw almost as 
far as was possible with the naked eye. The physicist 
has now given us another pair of eyes, as it were, 
in X rays. Röntgen discovered them as long ago 
as 1893, but their real contribution to the study of 
tuberculosis did not begin until after the war. For 
myself J shall always feel immensely proud to have 
known and worked at Victoria Park with Hugh 
Walsham who did so much to pioneer the chest radio- 
gram in London and who died a martyr to the cause, 
a colleague so serene and happy in temperament that 
I doubt if he ever thought of himself as a martyr 
at all. ä 

The influence of X rays upon the diagnosis of chest 
diseases has indeed been far-reaching, but their 
effeot upon pathology seems likely to become almost 
as important. A new science which might almost be 
called Röntgen pathology has grown up in the last 
twenty years. It began with hilum tuberculosis. 
The enlarged shadows at the roots of the lungs were 
for a short time thought to be the primary pulmonary 
lesion in tuberculosis, despite the fact that such a 
view caused very considerable difficulties in the matter 
of lymphatic drainage, and I well remember the 
satisfaction I experienced when Clive Riviere called 
my attention to the work of Parrott and Kiss and 
the Ghon School which showed that there was an 
earlier lesion in the lung parenchyma and so reconciled 
anatomy and pathology. Hilum tuberculosis, if 
not primary, was of relatively small importance, and 
it has gone with the years like the early skiagrams 
on glass on which its images were recorded. 

The frühinfiltrat came next. Clinicians and patho- 
logists had for many years been aware of the fact 
that in certain cases the early lesion was not at the 
apex but some inch and a half below, but it remained 
for the German school of radiologists to demonstrate 
this lesion in all its bearings. From that time progress 
has been rapid. 


Radiology has also vastly enlarged our knowledge 
of cavities and adhesions; it has furnished us with 
the necessary controls in collapse therapy and brought 
to light hitherto unsuspected pathological conditions 
such as epituberculosis. Further, it has gone far to 
create a new pathology in the study of other shadows. 
I use this last phrase advisedly because it raises an 
important point in the study of the disease. Radiology, 
as its technique. improves, is presenting to our eyes 
new images, but they are images; we cannot touch 
them and they emit no sounds. They are recognis- 
able by sight alone, as light and dark areas, as shadows 
with sharp or ill-defined and woolly margins. It 
seems to me we are in urgent need of a new termino- 
logy to describe what we see with that precision which 
is essential to all branches of science. I am reminded 
of a passage in Sir Philip Sidney’s ‘‘ Apologie for 
Poetrie.” We cannot play at chesse, but that 
wee must give names to our Chesse-men; and yet 
mee thinks, hee were a very partiall Champion 
of truth, that would say we lyed, for giving of peece 
of wood, the reverend title of a Bishop.” All the 
same there is a tendency to borrow a phraseology 
from pathology and in so doing sometimes to introduce 
an unwarrantable deduction from a mere shadow. 
Thus in the case of hilum shadows an accurate 
phraseology was certainly needed for what we saw, 
but when we added the word tuberculosis, we made 
an inference from the observed facts which we now 
know to have been often wrong. A similar tendency 
is creeping in with regard to miliary shadows. We 
are apt to describe them as miliary tuberculosis. But 
there is a group of cases in which these shadows dis- 
appear after some months and are unaccompanied 
by the usual symptoms and signs of serious illness. 
Now miliary tuberculosis is a pathological term with 
a well-defined meaning denoting a fatal disease 
and I cannot help feeling that our minds will be all 
the clearer if we can give to the new science of radio- 
logy a terminology of its own which cannot be 
confused with pathology. 


Clinical Pathology of Tuberculosis 


The last event in the story which I have only time 
to deal with very briefly is clinical pathology. As 
far as tuberculosis is concerned it may be said to have 
started about 1846 with the practice of heating 
sputum with caustic solutions and examining the 
product under the microscope for elastic fibres. 
Before Koch’s day the “curly fibre, as the old 
physicians called it, was of considerable diagnostic 
importance. The first text-book devoted solely to 
the clinical pathology of tuberculosis in English is 
that of Troup of- Edinburgh, who published a most 
interesting work in 1886 entitled “Sputum: the 
Microscopy and Diagnostic and Prognostic Significa- 
tions.“ The reader of the present day will probably 
be not a little astonished to find how much Troup 
knew about sputum examination. Even then, only 
four years after the discovery of the tubercle bacillus, 
we find him complaining that like Aaron’s rod it had 
swallowed up everything else in the clinical pathology 
of sputum. The book contains photomicrographs 
of Curschmann’s spirals and other bodies, made with 
a simple paraffin lamp illuminant, which would put 
many modern text-books utterly to shame. 

In his original work Koch used alkaline methylene- 
blue with a counterstain of Bismarck brown for 
demonstrating the tubercle bacillus in pus. The 
famous Ziehl-Neelsen stain came later. Ehrlich 
laid the foundation of it by the discovery of the acid- 
fast property of the bacillus. Ziehl and Neelsen 
only contributed ge modifications, and Prof. 
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William Bulloch tells us that neither the one nor 
the other published the method which bears their 
name: it is only to be found in a footnote in a paper 
by Johne in 1885. Such is fame. But the stain has 
become acid-fast in more senses than one. It has 
stood the corrading test of time for more than fifty 
years, a long long time for any technique in clinical 
pathology. 

It is difficult for us to realise what a revolution 
Koch’s bacillus created in clinical medicine. Within 
four years of its discovery Vincent Harris had over- 
hauled some of the old specimens in the museum 
of St. Bartholomew’s Hospital and found tubercle 
bacilli in several of them believed to be probably 
70 years old, whilst the bacillus was being sought for 
in every kind of secretion. The Gaffky scale came 
about the same time, “a rather intricate muster- 
book, as Troup called it, for recording the number 
of bacilli per field. Since that day the clinical 
pathologist has been striving to find the bacillus 
ever earlier and earlier in the course of the disease. 
The latest developments in this direction have been 
concerned with the cultivation of the bacillus on 
‘various complicated media. This method has now 
reached such a high degree of proficiency that the 
biological test is under a cloud. Uncontrolled by 
subsequent guinea-pig test there is in it an obvious 
danger. A number of strains of acid-fast organisms 
other than typical tubercle bacilli have already been 
found, especially in renal disease and in long-standing 
chronic pulmonary disease. A new class of acid-fast 
bacteria indeed is in process of discovery and one 
awaits the results with some interest. In this 
connexion the rarity of the avian bacillus in human 


lesions should be noted. A small group of cases has 


been recorded on the Continent and in America, but 
as far as I am aware no case has yet been discovered 
in this country. The bovine bacillus has now 
achieved the notoriety of a vast literature of its own. 
It is responsible for some 5 per cent. only of the 
tuberculosis mortality of this country, but unfortu- 
nately some 20-30 per cent. of the tuberculosis 
deaths in children are due to its ravages. There 
appears to be no good reason why it should not 
become as rare as the avian bacillus if as a nation 
we would apply our will to the task. 

Before leaving the subject of clinical pathology 
I cannot refrain from a brief mention of the tuberculin 
surveys, now the order of the day. The number 
of the records, especially amongst school-children, 
runs into tens of thousands yearly, though we in this 
country have been less enthusiastic than most. 
One wonders if it is not time that 4 good deal of this 
rather wearisome work ceased, and that instead of 
vast numbers of tests performed once and once only, 
the enthusiasts should repeat their tests at more 
regular intervals with X ray and clinical controls, 
as Heimbeck has done in the Oslo hospital nurses. 
The paper X ray film has made such a course 
economically possible. 


The Outlook 


And now my story must end. Consumption, 
the wasting disease of uncertain pathology but 
dreaded prognosis, has become tuberculosis, and this 
in turn has become a curable disease. 

In Paris just after the time of Napoleon, Laennec 
tells us, about one-third of the patients attending 
the hospitals suffered from phthisis and the death- 
rate must have been appalling. Now the mortality 
is steadily falling and, what is perhaps more significant, 
certain forms of the disease are disappearing. Twenty 


culture virus as sources of antigen. 


years ago Cobbett commented on the decline of tabes 
mesenterica, out of all proportion to the fall of 
tuberculosis mortality of other forms of the disease. 
An older generation described a condition known as 
tuberculosis of the sole of the foot in young children. 
It is said to have disappeared with the improvement 
in social conditions and the disappearance of the 
barefoot urchin of the slums. Certain forms of bone 
and joint tuberculosis seem also to be less prevalent, 
notably tuberculous dactylitis, and I feel sure there 
are fewer lupus cases to be seen about the streets 
than there were. In the south of England too there 
is a general impression I find amongst physician 
that tuberculous broncho-pneumonia of childhood 
is a less prevalent disease than it was. Perhaps we 
must not rely too much on general impressions; for 
fashions in diagnosis are apt to change with the years 
quite as readily as diseases; but, when every 
allowance is made for this, I think we can look to 
the future with some satisfaction. Tuberoulosis wil 
not disappear from our midst in our lifetime, but 
slowly and surely the mortality curve is falling and 
the age at death receding to the later years. 


THE COMPLEMENT-FIXATION 
REACTION IN INFLUENZA 


By Witson SITE, M.D. Manch., Dipl. Bact. Manch. 


MEMBER OF THE SCIENTIFIO STAFF OF THE NATIONAL INSTITUTE 
FOR MEDIOAL RESEARCH, HAMPSTEAD, LONDON 


SHORTLY after the isolation of influenza virus 
from human cases (Smith, Andrewes, and Laidlav, 
1933), it was realised that an in-vitro reaction for the 
estimation of serum antibodies would be invaluable, 
and many attempts were made in this direotion. The 
later discovery that mice could be infected with viru 
(Andrewes, Laidlaw, and Smith, 1934) provided 3 
mouse-protection test for serum assay which diverted 
attention from the in-vitro reactions for some time. 
The mouse-protection test, however, requires ver) 
large numbers of animals and has, moreover, a large 
margin of error due to varying susceptibility of mic, 
so that renewed attempts were made to utilise the 
complement-fixation reaction. Some measure of 
success was attained as soon as it was found that a 
long period of fixation prior to the addition of the 
sensitised blood corpuscles is essential. 

The early unsuccessful experiments were made 


with antigens prepared from various tissues of infected 


ferrets and sera from recovered ferrets. It is extremely — 


probable that successful reactions could now be 


demonstrated with these reagents, but as many 


ferret antigens are very anticomplementary and the 


influenzal horse sera which have been adopted # 


standards in all mouse-protection tests contam 


immune bodies to ferret tissue proteins, it was decided 


to concentrate attention upon mouse virus and tissue- 
Culture antigen 
is most generally useful, but mouse lung antigen has 
advantages for certain types of experiment. 

An experiment was made in which oulture antigen 
and mouse lung antigen were each tested with 
influenza immune horse and normal horse sera against 
various doses of complement. Duplicate sets 0 
mixtures were prepared; one set was kept in thé 
water bath at 38°C. for two hours before the addition 


of sensitised cells, the other was kept in the ice chest 


overnight following two ‘hours’ fixation at 38°C. 
The results given in Table I. show clearly the necessity 
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for a prolonged fixation time in the case of both 
antigens. | 

An experiment in which various doses of two 
immune sera were tested against various doses of 
complement showed that serum titrations could be 
effected by using a constant amount of either reagent 
with graded doses of the other. The method of 
testing several doses of serum against a constant 
amount of complement appeared, however, to be 
much more sensitive, and on general principles might 
be expected to give a truer measure of the antibody 
content of a serum. Finally, the following technique 
was evolved and used, with but minor variations, 
in all the experiments recorded with both human and 
experimental animal sera. 
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saline to make a total volume of lc.cm. The 
reagents are added in the order saline, complement, 
serum, antigen, and are mixed by inversion of each 
tube. The set is incubated in a water bath at 37°C. 
to 40°C. for two hours and then kept overnight 
(usually 18 hours) in the ice chest. The sensitised 
R.B.Cs. are added, mixed by inversion, and the tubes 
placed in the water bath for half an hour. The 
result is read at the end of this period, and again 
after a sufficient time in the ice chest, to allow 
sedimentation of non-hemolysed blood corpuscles. 
The controls, always included, consist of 0-2 c. m. 
of each serum, and the dose of antigen used, each 
with both 1 and 2 M.H.D. of complement; also 
1 M.H.D. of complement with saline. Many sera 


TABLE [.—SHOWING THE NECESSITY FOR PROLONGED FIXATION 


M.H.D.’s of complement. 


Fira Antigen, Serum, 
tion. 0-2 c. om. dose. 0'2 c. em. dose. 
2 4 8 10 
Immune horse. ++++ 0 0 0 
Two hours water bath, Culture. ormal „ ++ 0 0 0 
38° C. Mouse lung. Nam s + T af + 4 0 0 
Two hours water bath, Culture. a » + + $ ＋ + 5 +} + 1 +| + F + + t + 
+ Overnight in ice box. Mouse lung. amma? : + Hi H * + + | + +t + 9 + 


+ = complete fixation. 0 complete hemolysis. 


Controls of each antigen alone and each serum alone with 


+++ 
2 M.H.D. complement gave complete hemolysis with both short and long fixation. 


TECHNIQUE 


Culture antigen.—Cultures of influenza virus in a medium 
of minced chick embryo and Tyrode’s solution are made 
by the method described by Smith (1936). Several 
Carrel flask cultures are pooled. The tissue fragments 
are ground with powdered glass in a mortar and emulsified 
in the fluid portion of the culture previously removed by 
pipette. The emulsion is centrifuged for 10 minutes at 
3000-4000 r.p.m. The supernatant fluid, after the addi- 
tion of merthiolate to a concentration of 1 in 20,000 
in order to prevent bacterial growth, forms the antigen. 
It is used in a dose of 0-1 c. em. or 0-2 c. em., depending 
upon the degree of anticomplementary activity. Stored 
in the ice box it retains its antigenic potency for many 
weeks but must be recentrifuged when a deposit forms at 
the bottom of the container. 

Mouse lung antigen.— A 5 per cent. emulsion of infected 
mouse lung is centrifuged, clarified, and filtered through 
& gradocol membrane, as described in an earlier paper 
(Smith, Andrewes, and Laidlaw, 1935). The filtrate 
is used in a dose of 0-1 c. em. or 0:2 c.cm. when not more 
than two or three days old, and without the addition 
of merthiolate. 

Sera—An immune horse-serum is included in every 
test as a standard. Serum IH 2 is the serum of a horse 
immunised exclusively with human strain virus, IH 4 
that of a horse immunised with the virus of swine influenza 
(Shope). In both cases, the virus suspensions used for 
immunisation were made from tissues of infected ferrets 
so that the sera contain antibodies against ferret proteins. 

All sera are first clarified as much as possible by centri- 
fugation and then inactivated by heating to 56°C. for 
half an hour. Merthiolate (1/20,000) may be added if 
it is desired to store the sera for future use. 

Complement.—Fresh guinea-pig serum is titrated each 
day and a dilution made such that OI c. em. contains 
IM. H. D. (minimum hemolytic dose). Usually 4 M. H. D., 
occasionally 3 M. H. D., are used in the test. 

Sensitised cells. The test dose consists of 1 c. em. of 
'a sensitised 2:5 per cent. suspension of sheep erythrocytes— 
each o. em. contains 5 M.H.D. of hemolytic amboceptor. 


SETTING UP OF THE TEST 
Falling doses of each serum from 02 c. om. to 


0:0125 c.om. are mixed with 4 M.H.D. complement, 
zither 0-lc.cm. or 0 ·2 c. em. antigen, and sufficient 


and all antigens are found to inhibit complete lysis 
of the R.B.Cs. with 1 M.H.D., but usually fail to do 
so with 2 M.H.D. of complement. 


The Correlation Between Complement-fixation 
and Mouse-protection Tests with Human Sera 


Many human sera have been assayed in terms of the 
standard horse-serum IH 2, by both mouse-protection 
and complement-fixation tests. The mouse-protec- 
tion tests were done by the method fully described 
by Andrewes, Laidlaw, and Smith (1935), in which 
dilutions of the sera to be tested and the standard 
serum are mixed with a fixed quantity of virus 
filtrate prepared from infected mouse lungs and the 
mixtures inoculated into groups of mice by intra- 
nasal instillation under ether anesthesia. The 
estimation of serum potency is based upon the effects 
of the different dilutions in preventing and limiting 
influenzal lung lesions in the groups of mice. 

The results of five experiments are summarised in 
Table II. In all these experiments culture antigen 
from human strain virus was used. Many of the 
C.F. tests (complement fixation) were done before 
the results of the corresponding mouse-protection 
tests were known. With most sera there was a 
close agreement between the antibody values obtained 
by the two methods, but there are notable exceptions. 
It is evident that C.F. fails to detect small amounts 
of antibody which are just demonstrable by the 
protection test; all the sera graded as less than 
8/125 failed to show any fixation. Three sera, 
P, S, and B in experiments 2 and 3, gave no fixation 
in spite of having moderate amounts of neutralising 
antibody. Two of these, P and B, call for special 
comment. The donors were men who possessed no 
demonstrable neutralising antibodies before receiving 
an inoculation of formolised influenza virus vaccine. 
The artificial immunisation led to the appearance of 
these antibodies (Andrewes and Smith, 1936), but 
the sera still failed to fix complement. The possible 
significance of this phenomenon is discussed below. 
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TABLE II.—CORRELATION. BETWEEN COMPLEMENT-FIXATION AND MOUSE-PROTECTION TESTS WITH HUMAN SERA 


Complement. fixation. Serum dose c.cm. 


Potency measured 
Expt. Serum. by mouse- 
l 0-1 0-05 00125 protection test. 
1 IH 2 t+ett i, ¢4+4+4+ ; 8 
A tee+t] +++ da 87/5 
co) + + tr. si $/5-S/25 
D ++ + ee /5-S/25 
E 0 0 aS 28/125 
F 0 0 ie 287/125 
G 0 0 as 2871 
WS Before immunisation. tr. 0 ce SODES 
» st sample +++ + sa / 
8 1720 after op + e S/5-9/25 
„ Third J immunisation. ++ tr. ee 8/58/25 
2 IH 2 o ++tt+ttitt++t Q' 8 
i P After immunisation. 0 0 0 $/5-S/25 
$S 0 60 0 8/25 
3 1H 2 TTT [TTT 0 S o 
B Before immunisation. _ 0 ne a 28/125 
„ First 4 sample after 0 10 0 8/5 
„ Second \immunisation. es o 0 0 87/5 
4 8 IH 2 + TE +/+ T +| + 75 + : 487125 
WS Before immunisation. -+ tr. S /2 5-S /125 
S-H Before infection. sh <S/125 
S-H First sample after infection. TTT +++ ++ | 15 
IH 2 eo. ++ett] t+t+ ++ 8 
S-H Fourth sample after infection. tr. 0 8/5-S/25 - 


In contrast to these, the samples of WS serum 
(expts. 1 and 4) showed an increase of both protective 
and complement-fixing antibodies following artificial 
immunisation, but in this case there was a considerable 
degree of basic immunity before vaccine was 
administered. The-S-H serum samples (expts. 4 and 
5) were obtained from a man before and after a typical 


attack of influenza, believed to have been contracted 


from ‘infected ferrets (Smith and Stuart-Harris, 

1936). The illness evidently led to a striking increase 

of circulating antibody demonstrable by either test. 

Apart from the samples from artificially immunised 

men, only one serum (S, expt. 2) showed an entire lack 

of correlation between the results obtained by the 
two methods of test. 


Use of C.F. Reaction in Following the Course 
of Immunisation of Experimental Animals 


When preparing an immune serum in an experi- 
mental animal it is both costly and time-consuming 


to use the mouse-protection test for the titration of 


serum samples; moreover, the best moment to 
harvest the serum may be missed owing to the 

inevitable delay of several days before the results 
of a titration are available. The experiment sum- 
marised in Table III. shows how useful the more 
rapid and economical complement-fixation test may 
be. A goat received the following treatment. 


S = potency equal to standard horse-serum IH 2. 8/5 = potency one-fifth standard, &o. 


? d 

July 17th, 1936: Normal serum obtained. 

August lith :. Inoculated subcutaneously with 12 c. un. 
5 per cent. mouse lung suspension. 

August 14th: Inoculated subcutaneously with 19 0. om. 
10 per cent. mouse lung suspension. 

August 20th: First immune serum sample obtained. 

Sept. 29th: Inoculated subcutaneously with 28 0. om. 
10 per cent. mouse lung suspension. 

Oct. 2nd: Second immune serum sample obtained. 


Inoculated subcutaneously with 20c.om. 10 per cent. 


mouse lung suspension. 
Oct. 5th: Third immune serum sample obtained. 
Oct. 8th : Serum harvested. 


It will be seen that the complement-fixation tests 
were an adequate measure of the response to immunisa- 
tion, The early inoculations apparently laid down 
a basic immunity so that further treatment after a 
rest of six weeks led to a rapid rise-of virus neutralis- 
ing antibodies in the circulation. The in-vitro test 
enabled serum to be harvested some days before the 
result of the last mouse-protection test was available. 


Reciprocal Tests with Human and Swine 
Strain Reagents | 


It is known that many adult human sera contain 
antibodies to the swine strain of influenza virus, 
but none to the human strain, and this has led to the 
suggestion that swine strain virus may have been 
responsible for epidemics of influenza in the past 


TABLE III.—THE RISE OF ANTIBODIES IN SERUM OF IMMUNISED GOAT 


Mouse-protection test. 


Complement-fixation test. 


ERE Final dilution of serum. Dose of serum . om. 
è 1/10 1/50 1/250 0-2 0-1 0-05 
IH2.. ase m „ ce 0 0 1 teet | Fete |] ttetee | +t 
Goat. Normal serum 3 3 0 0 o 
b First immune sample s 0 3 2 . tr. tr. tr. 
„ Second 0 3 | +++ ++ | 0 
„ Third „ š 0 0 Fett] 4+] +++ ++ 


Figures under mouse-protection test indicate the number of mice in each group of three showing lung lesions. 
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(Laidlaw, 1935). There is no doubt that the two 
strains possess certain antigenic factors in common, 
but they can be readily differentiated by mouse- 
protection tests with the appropriate immune horse 
sera. It was found, however, that serum IH 2 
gave better complement fixation than serum IH 4 
with both human and swine strain culture antigens. 
The result was so unexpected that it was thought 
that cultivation in chicken embryo medium must 
have caused a change in the antigenic constitution 
of the viruses of such nature that strain specificity 


TABLE IV.—RECIPROCAL TESTS WITH 


Mouse-protection test. 
Dilution of serum. 


usefulness of the in-vitro test, it should 1 
value in cases where the time factor i is of im] 
and where suitable numbers of mice are not a 
for protection tests. It is hoped that it 1 
assist in the analysis of the antigenic stru 
influenza virus strains of different origin. 


Summary 
1. A complement-fixation test is described 
titration of influenzal antibodies in the sera 
and experimental animals. 


HUMAN AND SWINE STRAIN REAGENTS 


Complement-fixation test. 
Dose of serum c.cm. 


Antigen. Serum. — eee 
1/10 1/50 1/250 0˙2 0-1 0:05 0-025 
Human strain outture .. ( HH? | § | £ 7 2 [ttet] etre] tnt] ne 
Swine strain culture. { TH 2 1 0 3 V; ERER le as 
Mouse img filtrate `, { TH 4 ô 0 3 $4 | FHE tr. 0 


was lost. The hypothesis was tested by the experi- 
ment recorded in Table IV. It is clear that each 
strain is best neutralised by its homologous horse- 
serum in mouse-protection tests, but gives better 
complement fixation with the human strain anti- 
serum IH 2. A few experiments not included in 
the Table have indicated, however, that swine strain 


antiserum IH 4 gives more fixation with swine 


strain antigen than it does with human strain antigen, 
although inferior to serum IH 2 against either antigen. 


Discussion 


The lack of correlation between complement- 
fixation and mouse-protection tests with some samples 
of human sera suggests that influenza viruses are 
antigenically complex and call forth in infected 
animals the production of at least two antibodies 
of which only one is concerned with the complement- 
fixation reaction, although both may possibly assist 
in virus neutralisation. The failure of the in-vitro 
test to differentiate between human and swine virus 
strains and their homologous antisera lends support 
to this view. As a tentative hypothesis which will 
demand much further work for its substantiation, 
it may be suggested that a group antigen, common 
to the two strains, is responsible for the partial degree 
of cross-immunity which follows infection in ferrets 
and mice, produces an antibody with some neutralis- 
ing power against either strain and is able to fix 
complement in the presence of this antibody. Other 
antigens confer strain specificity and produce strain 
specific neutralising antibodies but do not enter 
into the complement-fixation reaction under the 
experimental conditions so far investigated. 

The failure of sera from artificially immunised 
men to fix complement although possessed of demon- 
strable virus neutralising power may depend upon 
the slower production of the group antibody 
postulated. In the case of some other virus diseases, 
for example, vaccinia in rabbits, the antibodies 
demonstrable by in-vitro reactions appear later than 
those demonstrable by in-vivo neutralisation tests. 

The fact remains that in the majority of human 
and animal sera examined, the estimation of comple- 
ment fixing antibody gives a reasonably accurate 
measure of the protective power. Therefore, although 
the lack of correlation in a few cases limits the practical 


2. With the majority of sera the results g 
complement-fixation and mouse-protection tes 
close correlation. A few sera however fail 
such correlation. 

3. Antibodies against human and swine 
viruses are not differentiated by the in-vitro 

4. The possible significance of the res 
discussed. 
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THE LANOI 
INHIBITORY EFFECT OF 
TESTOSTERONE PROPIONATE 
EXPERIMENTAL PROSTATIC 
ENLARGEMENT 


By S. ZUCKERMAN, D.Sc. Lond., M. R. C. S. ] 
BEIT MEMORIAL RESEAROH FELLOW 


(From the Department of Human Anatomy, Oxf 


AT least three endocrinological theories 
causation of benign enlargement of the ] 
have been suggested during the past four 
Although mutually contradictory in essential 
theories nevertheless in common suggest the a 
tration of male hormone as the correct tre 
for the disease. A potent synthetic male he 
testosterone propionate, has recently been pre 
but at present there is a lack of informatior 
the amounts which should be used either 


treatment of enlarged prostate or in the treat: 


other clinical conditions in which the horr 
indicated. Dosage needs to be controlled n 
on the basis of clinical experience, but also in 
to indices of biological activity additional 
of the hormone’s capacity to influence the 
of a capon’s comb or of a male rodent’s repro 
organs. Information of the first kind is 
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unavailable. The present paper gives the results of 
certain experiments bearing on the second question. 

These experiments relate more directly to the thesis 
that benign enlargement of the prostate may result 
from the action of cestrogenic substances than to 
any other of the suggested ætiologies of the disease. 
It is known that the daily injection into an immature 
male rhesus monkey of an adequate amount of 
estrone (circa 100y) will regularly result, within 
14 days, in the general enlargement of its prostate, 
in a relative diminution of the number of prostatic 
glands, and in stratification of the epithelium of the 
uterus masculinus. Other changes which are induced 
within the same period include (a) stratification of 
the epithelium of all except the uppermost part of 
the urethra, (b) growth of the fibromuscular tissue 
and alterations in the epithelium of the seminal 
vesicles, and (c) swelling of the scrotal and surround- 
ing skin. A previous experimental study * showed 
that these changes can be inhibited if an adequate 
amount of androstanediol is given simultaneously 
with the cstrone ; it was also found that even after 
changes had been produced by the previous adminis- 
tration of cstrone, the normal condition of the 
prostate could be restored, in spite of the continued 
daily injection of estrone, by the administration of 
androstanediol. The present experiments with testo- 
sterone and testosterone propionate were planned on 
the same basis as those just referred to, with this 
exception, that testosterone propionate is known to 
have a prolonged action,? and that an attempt was 
made to discover how widely injections of this com- 


pound can be spaced, while retaining its inhibitory 


influence. 


MATERIAL AND METHODS 


The experiments reported in this paper were per- 
formed on eleven immature male rhesus monkeys. 
(Macaca mulatta), whose weights and ages are given 
in the accompanying Table. Estimates of age are 
based on the records of body-weight and dentition 
published by Schultz.“ 

Every animal was injected once daily, for periods 
varying between 10 and 21 days, with an oil solution 
containing 100y of crystalline estrone. All monkeys 
listed in the Table were also injected with a male 
hormone compound. Those marked a in columns 1 
and 6 received a single injection of an oil solution 
of crystalline testosterone propionate on the first 
day of each course of injections, the amount given 
being noted in the Table. Those marked b 
received testosterone propionate on both the first 
and eighth days of the course of injections. The 
animal marked e (177) received 2:5 mg. of testo- 
sterone daily, and that marked “d” (179) 5 mg. of 
the same substance on alternate days. The last 
animal in the Table (131) marked e,“ was given 
100 mg. of androstanediol benzoate in oil on the first 
day of injections. 

Preparations from normal rhesus monkeys of com- 
parable ages, and from male monkeys that had been 
injected with similar amounts of cestrone alone, 
were available as controls. Tissues were removed 
on the day following the last injection. Histological 
preparations, cut at 10u, were made of the prostate, 
seminal vesicles, and of several levels of the urethra. ' 
The sections were stained with Meyer’s hemalum 
and eosin. 


EXPERIMENTAL RESULTS 


External Changes.—In the study to which I have already 
referred, on the suppression of the prostatic effects of 
estrone, qualitative estimations of the degree of circum- 
genital cutaneous swelling occasioned by cstrone were 
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indicated by the numerals 0-5, 5 representing the maxi. 
mum external change observed in control animals receiving 
estrone alone. In the accompanying Table the extent 
of swelling that occurred in the animals used in the present 
series of experiments is indicated according to the sam 
scale, 


Administration of Gistrone and Testosterone Propionate to 
Immature Mule Rhesus Monkeus 


2888 lmg S 
2 3% „„ asos] BEE |ie 
S | 2 (83) ag] a¥ 382888 888 | BB! 
O 2 5 Bs] SH | S583827 333 | 389 
5 | 832 ge | Secs: | 32. | GY 
= | 43 323823484] og 
| 5 | ag8s 833 jA 
(a) 160 | 3220 | 40 | 14 0 | 50 (a) 0-1 1 
(a) 173 4400 50 | 14] 02 50 (a) 0-1 4 
(a) 159 | 3210 | 40 | 10 | 0-1 25 (a) 0-1 | o-4 
(a) 174 5060 | 51 | 21 | - 0-1 50 (a) 3 5 
(b) 162 | 2800 24 14 0-1 50 (b) 0 1 
(b) 161 | 3060 | 32 | 14| 01 25 (b) 0 2 
(b)175 | 4220 40 | 14 | or 25 (b) 0 3-4 
(b) 176 | 3330 | 34 140.1 10 (b) 0 3 
(e) 177 | 2860 | 32 | 14 | 0-1 35 (c) 1 
d) 179 | 2550 28 | 14 | 0-1 35 (d) 0-1 1 
(e) 131 | 4180 | 42 | 14 | 0-1 100 (e) 3 4 


The cestrone was given daily. Animals marked (a) in 
columns 1 and 6 were given testosterone propionate in a e 
injection on the first day of each course of injections. Those 
marked (b) were given testosterone propionate on both the 
first and eighth days. The animal marked (c) (No. 177 
received 2-5 mg. testosterone daily, and that marked (d 
(No. 179) 5 mg. testosterone on alternate days. No. 131 (e 
was given androstanedio] benzoate on the first day of injections. 


The first external response of an immature male rhesus 
monkey to the injection of cestrone alone is usually noticed - 
about the fifth or sixth day, and comprises reddening of 
the skin of the base of the tail, immediately dorsal to the 
anus. The anus then begins to swell, and within two to 
three days reaches a maximum of swelling; which is 
usually resorbed by about the thirteenth or fourteenth day. 
The scrotum begins to swell about the eighth day of 
injections, and as a rule is still actively expanding by the 
fifteenth day. The skin adjacent to the anus and scrotum 
also thickens, swells slightly, and reddens. In grading the 
swelling that occurs, attention is paid to the degree of 
change shown both during and at the end of the period 
of injections. It will be seen from the Table that some 
external change occurred in all the animals that were 
injected with both estrone and male hormone. In three 
animals the changes were very slight, and there can be 
no doubt that their suppression was due to the male 
hormone that was also administered. 

The extent of the external response was approximately 
in inverse ratio to the relative amount of testosterone 
propionate administered, the latter being estimated in rela- 
tion to the amount of cestrone given, and in relation to the 
period over which injections were continued. Individual 
variations also occurred, as for example between Nos. 175 
and 161, both of which received the same injections. 

Prostatic and Urethral Changes.—The extent to which 
the usual prostatic and urethral effects of cstrone were 
suppressed is indicated in column 7 of the Table by the 
numerals 0-5, 6 representing the maximum effect 
observed in control monkeys receiving corresponding 
amounts of cestrone alone. 

The prostates and urethras of the four monkeys which 
were injected with cstrone daily and with testosterone 
propionate on two occasions (Nos. 162, 161, 176, 176) do 
not show any of the effects which normally follow the 
injection of oestrone. On the other hand the histological 
picture they present is characteristic of prostates that 
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have been acted on by male hormone. The utricular 
and urethral epithelia appear normal. The prostatic 
glands are much bigger and much more active than those 
of normal animals of comparable age. The dimensions 
of the prostates are also increased. 

The prostates of Nos. 160, 173, and 159 also showed 
the effects of stimulation by male hormone. In addition 
all three showed a faintly perceptible thickening of the 
epithelium of the distal part of the cavernous urethra, 
a finding which suggests the beginning of an internal 
response to cestrone. No epithelial change had occurred 
either in the uterus masculinus, or in the membranous 
and prostatic parts of the urethra. 

The prostate of No. 174 was peculiar, in so far as the 
epithelium of its uterus masculinus, like that of the 
urethra, had reacted in moderate degree to the cestrone 
that had been injected, whereas the prostatic glands and the 
general prostatic stroma showed no signs of having been 
affected. Indeed, compared with a prostate from a 
normal animal of comparable age, the glands appeared 
hyperactive. 

The prostates of the two animals that had been injected 
with cestrone and testosterone showed almost no changes 
that could be associated with the male hormone; on 
the other hand, they also showed few that had resulted 
from the castrone. In both there was slight thickening 
of the epithelium of the uterus masculinus and urethra, 
and in one, No. 177, the prostatic glands were relatively 
reduced in number—as occurs when oestrone alone is 
injected. Both prostates were enlarged. 

The prostate of the animal, No. 131, that received 
a single injection of androstanediol benzoate on the first 
day of its course of castrone injections was also enlarged, 
and showed the typical changes which ostrone alone 
produces. The male hormone had produced no effects 
characteristic of itself, and also failed to inhibit those 
of the cestrone. 

DISCUSSION 

Testosterone propionate is much more effective 
than testosterone in suppressing the effects that 
estrone has on the prostate of the rhesus monkey. 
Thus a total of 10 mg. of the propionate given in 
two injections at weekly intervals proved more 
effective from this point of view than 35 mg. of 
testosterone administered in 14 equal daily doses. 
This finding is fully in keeping with that of Miescher 
and his co-workers, 2 and of Parkes.2 The index of 
relative potency studied by these workers was the 
capacity of the compounds to increase the weights 
of the prostate and seminal vesicles of castrated rats. 
The failure of a single dose of androstanediol benzoate 
given at the beginning of a 14-day course of cestrone 
injections (No. 131) to suppress the effects of the 
estrone is also not surprising in view of Parkes’s 
finding that this preparation has a negligible effect 
on the growth of the rat’s accessory reproductive 
organs as few as 5 days after its administration.’ 
It may be noted that the 100 mg. of androstanediol 
benzoate given No. 131 are equivalent to 70 mg. of 
free androstanediol, and that this amount of andros- 
tanediol divided into 14 equal daily doses will 
suppress the prostatic effects of 100y of cestrone given 
daily for 14 days. 

Androstanediol suppresses the prostatic effects of 
estrone when administered in a proportion of 50 to 1. 
Progesterone failed to do so in a proportion of 20 to 1.® 
A ratio of at least 50 to 1 was found necessary in 
order to inhibit the cornifying effect of 6 rat units 
of wstrin when injected over a period of 6 days. 
More recently it has been shown that the action of 
progesterone on the endometrium of the rabbit is 
completely inhibited by 1/75th of its weight of 
estrone, and also that some inhibition may still be 
effected by cestrone in a proportion of 1 to 200.“ The 
experiments reported in this paper show that testo- 
sterone propionate can effectively inhibit the pros- 
tatic effects of œstrone when given in a ratio of 


7 to 1, and it is possible that an even lower 
proportion may be found to be effective.* 

A ratio as low as this does not, however, suppress 
the external effects which cstrone produces, and the 
present experiments suggest that the circumgenital 
skin changes would not be inhibited unless the ratio 
of testosterone propionate to cstrone were in the 
neighbourhood of 50 to 1. The previous experiments 
with androstanediol® also showed that this area of 
skin is much more sensitive to cestrone than is either 
the urethra or prostate. The greater reactivity of 
the skin is, however, only temporary, for when the 
action of cstrone is more prolonged than it was in 
the present experiments, the circumgenital skin 
ceases to respond, whereas the urethra and prostate 
become profoundly altered under the influence of 
the estrogenic hormone. It is to be noted in this 
connexion that when estrone is given simultaneously 
with male hormone, the separate effects they produce 
vary considerably. The anatomical and histological 
picture might be entirely representative of the action 
of the cstrogenic hormone. On the other hand, the 
effects of this hormone might be limited to the 
external skin only, or to the skin and distal part of 
the urethra, or to the upper urethra, uterus mascu- 
linus, and prostate as well, these different pictures 
of estrogenic action being accompanied by equally 
varying pictures of male hormone action (cf. No. 174). 

Weekly injections of an adequate amount of testo- 
sterone propionate fully protect the prostate and 
urethra from the effects of cestrone even when the 
latter is administered daily. Fortnightly injections, 
in a proportion of about 20 to 1 (Nos. 179 and 159), 
are almost as effective. Three-weekly injections are 
not effective from this point of view (No. 174). This 
prolonged action of testosterone propionate in sup- 
pressing the effects of estrone is in keeping with the 
prolonged effect it has on the growth of the accessory 
reproductive organs of the rat.? 

This fact is important from the point of view of 
the clinical use of the compound. It seems highly 
unlikely that injections need to be given more fre- 
quently than once a week, and there can be little 
doubt that injections spaced as widely as once a 
fortnight would also prove effective. The present 
experiments also show that no adverse results follow 
the injection of as much as 50 mg. of testosterone 
propionate in a single dose. 


SUMMARY 


Testosterone propionate will inhibit the effects 
which daily injections of estrone have on the prostate 
and urethra of immature rhesus monkeys if the total 
amount given (divided into weekly doses) is equiva- 
lent by weight to seven or more times the amount 
of estrone that is administered. According to this 
index of activity, testosterone propionate is a much 
more potent compound than either testosterone, 
androstanediol, or progesterone. Its action is still 
powerful as long as a fortnight after its injection, 
and it seems likely that in clinical work the hormone 
need not be given more frequently than at either 
weekly or fortnightly intervals. 


The testosterone and testosterone. propionate used 
in these experiments were generously provided by Dr. K. 


* Attempts to counteract the prostatic effects of cestrone both 
with cholesterol and with epicholestanal have been continued,“ 
but have been rewarded with but slight success. The possi- 
bility that substances which are not sex hormones can neutralise 
the effects of œstrogenic hormones is Important from more than 
one point of view, and not least from that of the recent demon- 
stration of the cestrogenic power of compounds which are not 
known to be related chemically to the natural sex hormones.’ 
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Miescher and Dr. R. Meier of Messrs. Ciba Ltd., to whom 
‘I should like to express my warm thanks. The cestrone 
was provided by the Organon Company, thro the 
very kind co of Dr. Tausk and Dr. A. Macbeth. 
To Dr. A. S. Parkes, F. R. S., Iam grateful not only for the 
androstanediol used in experiment 131, but also for the 


helpful interest he has shown in the work. The monkeys 


were purchased with the aid of a grant, from the Medical 
Research Council. 
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COMPLEMENT TITRE IN ACUTE 
| NEPHRITIS 
WITH SPECIAL REFERENCE TO CAUSATION BY REVERSED 
ANAPHYLAXIS * 


By C. E. KELLETT, M. D. Camb., M. R. C. P. Lond. 


MEDICAL REGISTRAR AT THE ROYAL VICTORIA INFIRMARY, 
NEWOASTLE-ON-TYNE 


_ THe complement of the blood has been defined by 
Muir as that labile substance of normal serum which 
is taken up by the combination of an antigen and its 
anti- substance (immune body)“ When such a 
combination takes place in vitro the complement is 
“ deviated —i. e., it is no longer free. It seems 
reasonable to suppose that, if the same thing happens 
in vivo, changes in the free complement might be 
detected in diseases where antigen-antibody combina- 
tion occurs. Browning (1912-13; 1931) suggests 
that such changes are in fact slight and of little 


significance, 
in disease have thrown little light on the question of 


the origin or function of complement”; and the 
reverse is presumably equally true. Nevertheless 


I have felt that if gross antibody-antigen reactions 
are taking place in the body, then there should be 
changes in the complement content of the blood, and 
that the recognition of these changes would in turn 
provide evidence as to the existence of antibody- 
antigen reactions in man. i 
For the purpose of this investigation a method was 
elaborated for determining the titre of complement 
Which appeared more accurate than those commonly 
employed and which also had the advantage that it 
allowed the results to be recorded as percentages. 


` Venous samples of blood were collected, using a syringe 
with a relatively wide-bore needle (No. 12), and were 
allowed to clot in previously autoclaved test-tubes for 
45 hours before the actual test was carried out. In this 
0-1 c. em. of the serum so obtained was added to 1 c.cm. 
of a 3 per cent. suspension of sheep red blood-cells. These 
had previously been washed and suspended in 0:85 per 
cent. saline and sensitised by the addition of 0-1 c. em. of 
standard Immune Body (B. & W.) to every 20 c.cm. of the 
suspension. The mixtures were shaken and placed in an 
incubator at 37°C. for one hour. They were then spun 
down in a centrifuge at approximately 3000 revolutions 
per minute for three minutes. 0'5 c.cm. of the supernatant 
fluid was added to 1 c. em. of decinormal HCl, and the 


Part of a communication made before the Pathological 
Society of Great Britain and Ireland in June, 1936. 


In general,” he states, the changes 


: hæmoglobin present estimated exactly five minute later 


in a Zeiss hemometer. This hæmometer expresses its 
results in terms either of grammes or of percentages, 
and we adopted the latter. 

In order to make them comparable the total amount 
of hemoglobin in the. suspension which had previously 
been adjusted to contain approximately 100 per cent., 
and never exceeded 120 per cent., was determined, 


the figures obtained in each experiment adjusted to a 


percentage. The tests were invariably carried out in 
small batches of 6-8 samples, most of which were 
from cases in whom one would expect a priori that the 
complement would be normal. 


Figs. 1 and 2 summarise the results in this, the 
preliminary, investigation. Often several determina- 
tions were made, at weekly intervals, but for the 
purpose of these charts the first is the one recorded. 


The age has been indicated in every case, and also the 


sex, Which (owing to the distribution of the beds in 
the hospital) was usually male. The cases have been 


subdivided into several main groups (Fig. 1) and one 


large miscellaneous group (Fig. 2). It is apparent 
that in the great majority of cases (as in di Renzo’s 
series, 1929) the level of blood complement was remark- 
ably constant, the percentage, according to our method, 
being somewhere between 80 and 90. Even with a 
low red cell count (as in the four cases of pernicious 
angemia where the counts at the time of taking the 
complement were 1-44, 1-85, 1-04, and 2-4 millions), 
the complement level remained high. There were, 


on the other hand, certain conditions in which the 


complement was low: thus in many . rheumatic 
cases the complement diminished, and in some cases 
of nephritis it almost disappeared. It is with the 
significance of the changes in this last group that this 


paper is.chiefly concerned. 


CASES OF NEPHRITIS 


Case 1,—A boy of 15 was admitted under Dr. 
George Hall on Dec. 12th, 1935. He had been ill 
for several weeks with a cough, sore-throat, and cold 
in the head, and for the past week or ten days had been 
troubled with headaches and drowsiness. Three days 
before admission he suddenly became blind. On admission 
he was found to be drowsy, but he could be roused and 
was rational. He was pale, his face was slightly puffy, 
and there was very slight œdema of his feet. His pulse 


was full and bounding, and his blood pressure 180 systolio 


and 100 diastolic. His pupils were widely dilated, the 
retine redder than normal, and the veins were: full. 
Though he was quite blind there were no other gross 
findings in the eyes. He passed very little urine, and 
this contained large quantities of albumin, red blood- 
cells, pus cells, and casts.. His blood-urea was 87 mg. 
per 100 c.cm., and his cerebro-spinal fluid was otherwise 
normal. Within three days of admission he recovered 
his eyesight, and his nephritis gradually cleared up. 
At the time of his discharge his standard blood-urea 
clearance (corrected for body size) was 21-2 c.cm. per minute, 
or 39 per cent. of normal average, but two months later, 
on April 24th, 1936, it had risen to 69-5 o. om. per minute, 
or 93 per cent. of normal average. 


Fig. 3 illustrates the changes in this child. 


CasE 2.—A boy, aged 10, was admitted under Dr. 
George Hall on Feb. llth, 1936. Three weeks before 
his illness he had had a sore-throat. He had been 
in bed for two weeks before admission, and the state of 
his urine had been noted by his doctor on the third day 
of his illness. On admission he felt quite well and was 
cheerful and lively. His face was slightly puffy, and 
there was a very slight cedema of the feet. In the folds 
of the skin of his axilla and groins there were patches 
of dry desquamating skin. The tonsils were slightly 
enlarged and red. The heart was not enlarged. Eis 
blood pressure was 130/85, and his optic discs appeared 
normal. He had no fever, and his pulse remained steady 
at about 72. The urine contained large quantities of red 
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blood-cells,: caste, and albumin. He made a complete 
recovery. 
Fig. 4 summarises the changes in this second 
case and Fig. 5 gives details of a third, in which the 
mode of onset was in its own way as striking as in the 
Case 3.—The patient, a youth of 20, was admitted under 
Dr. George Hall on May 6th, 1936. He had been perfectly 
well until a fortnight before admission, when he had hed 
a sore-throat for four days. At the same time he had a 
bad headache and felt sick and dizzy, so that he had to 
go to bed. A week after the onset he felt so much better 
that he was about to return to work, when he noticed 
that his feet were becoming swollen and his face puffy. 
This got worse, and when admitted he was semi-conscious 
and violently resisted examination. His face was puffy 
and pale. The legs and feet were slightly swollen: The 
optic discs were clear. The heart was not enlarged, and 
the sounds were clear and thumping. His blood pressure 
was 210/130; six days later it had dropped to 190/130, 
two days later to 170/111, and a week later to 153/95. 
His urine contained very little albumin; no red blood- 
cells were present, nor were casts noticed. Despite this 
at the time of discharge his standard blood-urea clearance 
was only 30:8 c.om. per minute, or 50 per cent. of normal 
average. During the first week of admission the change 
in his appearance and manner was exceedingly dramatic. 
His face, which had been pale and puffy, had become thin 
and sallow, and his manner agreeable. 


The relatively slight changes in this youth’s urine, 
the trace of albumin, and the apparent absence of 
red cells and oasts, suggest that the low blood comple- 
ment was not the result of impaired renal function, and 
was therefore simply a secondary manifestation, and 
of no etiological significance. That this was so 
was further suggested by the relatively large group 
of cases of advanced nephritis (Nos. 6-16) in which the 
blood complement remained high. 

The three cases related above have been under 
observation during the past eight months; their 
improvement has been maintained and their comple- 
ment has remained at a normal level. 


DISCUSSION 


Comment on the above findings is perhaps premature 
in view of the relatively small numbers involved. 
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changes secondary to renal damage; but agai 
this we have the facts that it was almost equ: 
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nephritis. In some of these the degree of re 
damage was profound: in some the blood prote 
were significantly lowered, the albuminuria mark 
and the cdema extreme, while in others the blo 
urea was as high as 310 mg. per 100 c. em. 

This extreme fall in the complement did tl 
appear to be associated with the onset of an ac 
nephritis, and in this series the difference betw 
such cases and those in which the condition 
chronic or had relapsed was greater than the ch 
(Fig. 1) would suggest, for Cases 4 and 5, wh 
serve as it were to bridge the gap between Nos. 
and Nos. 6-16, were almost certainly acute but w 
first seen at a later stage, when it is reasonable 
suppose that their complement was beginning 
rise. Though it is rather unlikely that this esti 
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FIG. 1.—Complement titre in patients suffering from various diseases. e 
described in the text. The group with blood diseases are subdivided as follows: 
4, myeloid leukeemia; 5, lymphatic leuksmia. 
halmic goitre; 3, Addison’s disease. 


and some of them are 
'4 answmia; 2, polycythemia; 3, hemophilia; 
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Certain facts do however emerge, from which 
conclusions may be drawn provisionally. 

In all of the cases of typical acute glomerulo- 
nephritis investigated at the time of admission to 
hospital the level of the blood complement was 
unusually low. A similar drop appears to have been 
noted by Gunn (1914-15) and by Weil and Bucholz 
(1931) and is mentioned in passing by Browning 
(1912-13). It might be attributed simply to humoral 
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tion will always enable a distinction to be drai 
between primary acute cases and relapses—whc 
underlying mechanism may sometimes be t 
same—it may nevertheless, as in Case 3, thre 
light on what appears to be the closely allied conditi 
of hypertensive encephalopathy. 

The extremely low figures for complement we 
peculiar to these cases of nephritis and not detect 
in a whole variety of other conditions, though the 
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was also a drop in the rheumatio states. In a group 
of control. patients convalescing from scarlet fever, 
acute sore-throats, or various febrile states, the 
od complement appeared to be within normal 
im its. 


DEC. 1935 
12 16 20 24 28 | 


JAN. 1936 FEB. 


: MAR. APR 
§ 9 13 17 2 22 


7 2 


229922 
82888 


BLOOD 


URINE (0Z) COMPLEMENT UREA 
N AUD 


8888 


— N U A U0 ee 
88888888888 


Chart illustrating progress in Case 1. Blood - urea in 
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It is noteworthy that in the three cases I have 
summarised, in which normal recovery took place, 
the blood complement gradually rose to a normal level; 
and, while I have not yet been able to make estima- 
tions before an attack of acute nephritis, it seems 
réasonable to suppose that in these patients the 
blood complement had been normal before their 
illness and was reduced with its onset. 

Now from Bright’s time onwards there have been 
those who have seen in nephritis not a purely local 
disorder of the kidneys, but a generalised disorder 
in which the kidneys are more severely affected than 
other organs. The extreme extent of the fall in 
blood complement noted in the cases described above 
does, I believe, go far to substantiate this view. 
It is almost inconceivable that a purely localised 
antigen-antibody reaction should be capable of 
removing from the circulation almost if not quite all 
the complement present. (By complement I here 
mean that fraction which is taken up by the hemo- 
lytic system specified, and which we have reason to 
believe represents the major part, if not all, the 
complement present.) 

In all three cases the mode of onset was sudden, 
and in one it was almost dramatic. In all of them 
the nephritis came on 7-10 days after throat infection. 
This mode of onset, which is characteristic of the 
condition, has given rise to the idea that nephritis 
is comparable in origin to serum disease. As 
Longcope pointed out in 1929— 


“ These time relationships led Schick and later von 
Pirquet to draw an analogy between the specific com- 
plications of scarlet fever, such as acute nephritis, and 
the occurrence of serum disease following one to two 
weeks after the therapeutic administration of horse 
serum. From this analogy they conceived the idea that 
post-scarlatinal nephritis might be explained as a mani- 
festation of heightened susceptibility of the individual 
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to the infection. Pirquet later used the word allergy to 
signifiy this particular state (p. 344). 


Much further work has since been carried out by 
Longcope and his assistants in support of this hypo- 
thesis. Friedemann and Deicher (1928) have, how- 
ever, published observations that at first sight seem 
to invalidate it. Not only do they find that the 
Dick reaction disappears as rapidly in patients 
suffering from post-scarlatinal nephritis as it does in 
those suffering from uncomplicated scarlet fever, 
but they have also been able to demonstrate the 
precocious appearance of antibodies in scarlet fever 
patients contracting nephritis—antibodies that had 
the property of protecting mice against infection by 
streptococci. While the conception of a toxic origin 
of glomerulonephritis has—as Fishberg (1931) points 
out—been fortified by the discovery of the scarlatinal 
streptococcus, with its powerful toxin, by the Dicks 
(1924) and Dochez (1925), and by Trask and Blake's 
(1924) demonstration of the presence of this toxin 
in the urine of patients with scarlet fever, there is 
on the other hand the well-known fact (Pirquet and 
Schick, 1905; Mackenzie and Hangar, 1930) that a 
transitory nephritis, comparable with that seen in 
acute glomerulonephritis occurs in ordinary serum 
disease. | 

Now Friedberger and Hartoch (1909) showed that 
a fall in complement titre occurred in guinea-pigs 
following anaphylactic shock; a fall, too, was 
described in man in serum disease by Francioni 
(1908). The work here reported suggests that the 
onset of acute glomerulonephritis may also be asso- 
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FIG. 4.— Findings in Case 2. 


ciated with an extensive antibody-antigen reaction. 
But where extensive tissue damage ensues, as in 
anaphylactio shock, the tissue cell also plays a funda- 
mental rôle. As Zinsser (1931) puts it, the experi- 
mental work he quotes has left no possible room 
for questioning the cellular localization of anaphylaxis 
in the sense that anaphylactic shock depends upon a 
reaction which takes place specifically between antigen 
and antibody, either upon the surface or within certain 
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tissue cells.” Until recently it has seemed almost 
certain that this reaction was one between circulating 
antigen and antibody fixed to, and possibly activated 
by, the cell. Reversed anaphylaxis—that is, shock 
dependent on a reaction between circulating antibody 

l and antigen 
fixed to the 
cell—was, 
since it could 
not be elicited 
in the guinea- 
pig, generally 
held not to 
occur. Recent 
work (Kellett, 
1935), oon- 
firmed and 
extended by 
Zinsser and 
Enders (1936), 
has however 
shown that, 
given proper 
conditions, 
shock due to 
reversed ana- 
phylaxis can 
be elicited in 
the guinea-pig. 
Further work 
(Kellett, 1936) 
appears to 
demonstrate 
that not only 
may reversed 
anaphylaxis 
be elicited in 
man, but that 
this is the 
mechanism 
that actually 
underlies the 
production of serum disease in man. No such 
demonstration is here adduced, but it is apparent 
that this hypothesis of reversed anaphylaxis may 
furnish an explanation of the clinical findings 
here summarised. I suggest that acute glomerulo- 
nephritis may be a condition, essentially generalised, 
resulting from a reaction between antibodies elaborated 
by the body and toxins elaborated by the organisms 
that played a part in the original infection ; the toxins 
having been fixed in some way to the tissue cells, and 
more particularly to those of the kidney, in which 
they will be concentrated and through which they 
are known to be excreted. The kidneys may therefore 
be expected to suffer the greatest damage, and as 
pointed out by Friedemann and Deicher, such 
glomerulonephritis will arise in patients in whom 
antibody, possibly prematurely formed, can be 
demonstrated. In this condition then the hypo- 
thesis of reversed anaphylaxis may, as in the closely 
allied state of serum sickness, resolve many apparent 
inconsistencies. 

This hypothesis, which I am here advancing, 
receives independent support from the difficulty that 
has hitherto been experienced in producing acute 
glomerulonephritis in animals. It is only recently 
that Masugi (1934), and in this country Arnott, 
Kellar, and Matthews (1936), have succeeded in this 
object, and they have done so by injecting specific 
anti-organ sera. In their experiments perfused 
rabbit kidneys were injected into ducks, and the 
antiserum obtained from the ducks was subsequently 
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rein jeoted into rabbits. Now this is a procedure 
which appears to mimic closely the mechanism 
involved in reversed anaphylaxis; for in reversed 
anaphylaxis the cell, having absorbed the foreign 
antigen, may be held to have thereby acquired, 
partially at any rate, a fresh individuality, which 
leaves it exposed to the insults offered it by anti- 
sera specific for this particular foreign antigen. It 
is possibly, then, no mere coincidence that the histo- 
logical findings in these experiments closely resemble 
those encountered in the acute glomerulonephritis 
of man. 
SUMMARY 


A method is described for carrying out blood 
complement estimations whereby percentage readings 
are obtamed. By this method the blood comple- 
ment was determined in a variety of cases, in some 
of which it was followed for several months. 

In three cases of acute glomerulonephritis the blood 
complement was found to be much lower than normal, 
but gradually returned to normal with recovery. 
No such drop was noticed in cases of chronic nephritis, 
even in those showing much albuminuria and raised 
blood-urea. Reasons are advanced in support of the 
suggestion that the underlying mechanism of acute 
glomerulonephritis is one of reversed anaphylaxis. 

Estimations of complement may possibly prove 
useful in distinguishing between types of nephritis 
and may add to our knowledge of the closely allied 
state of hypertensive encephalopathy. 


It is a pleasure to have this opportunity of thanking 
Dr. George Hall for permission to publish details of these 
cases admitted under his care, and also Dr. Drummond, 
Dr. Nattrass, Dr. Ogilvie, and Dr. Ungley for permission 
to investigate certain of their cases. My thanks are due 
too to Dr. Freda Herbert and the department of clinical 
pathology for their blood-urea estimations, and to Prof. 
E. M. Dunlop for the facilities so readily granted in his 
department. This work was carried out with the aid of a 
grant from the William Dodds research fund. 
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AUSCULTATION BY WIRBLESS.—The medical avia- 
tion department of the U.S.S.R. civil air fleet has 
devised apparatus for picking up the heart-beats of 
air-pilots and transmitting them to the ground, where 
they can be reproduced on a sound film. This 
apparatus is intended to facilitate the study of the 
reactions of airmen at high altitudes and under other 


conditions of stress. 
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INTRAVENOUS INJECTIONS OF 
CHARCOAL 
IN THE TREATMENT OF ACUTE 
FEBRILE DISEASE 


By E. Davis, M.Sc., M.D. Manch. 


ASSISTANT MEDICAL OFFICER (GRADE I.), ST. STEPHEN’S HOSPITAL 
(L. O. O. 0 LONDON; LATE ASSISTANT MEDICAL OFFIOER, 
TT OF SALFORD 


. THE recent use of intravenous charcoal for febrile 
diseases and skin diseases begins with the work 
of Conklin (1928), who employed it on a large soale 
in veterinary medicine in doses of 0-001 g. per kg. 
body-weight, and also treated one human case of 
resistant boils. In 1934 and 1935 St.-Jacques 
reported great success from 1000 intravenous injections 
in 300 human cases, including acute metrosalpingitis, 
acute puerperal infection, lung infection, and gonor- 
rhea. In 1934 Gaudier and Démarez, basing their 
opinion on 25 varied cases, considered the method 
worthy of further trial, and in the same year Touraine 
and Ménétrel claimed very good results from intra- 
venous charcoal in lymphangitis, acute rheumatism, 
epididymo-orchitis, and septicemias, and encouraging 
results in gastric ulcer and B. colt infections. It 
failed to save two patients with puerperal infection, 
but Macnaughton and Gerrie were able to describe 
a case of severe septicemia in which it had seemed 
helpful. 

But work on intra venous charcoal had been done 
before Conklin. Thus Sollmann in 1926, quoting 
Sabbatani (1913 and 1914), stated that colloidal 
carbon was harmless on intravenous injection ; while 
in veterinary medicine intravenous charcoal had been 
used since 1920 (see Reinhardt 1927). Further, it 
had been given in 1919 by Bingel to patients with 
pulmonary tuberculosis. Sommerlad (1932) recom- 
mended it highly for this disease, but Harms and 
Merkel (1931) were against its use, because they 
found it caused harmful reactions. 


CLINICAL INVESTIGATION 


I have tested the effects of intravenous charcoal 
in healthy subjects, in patients with skin diseases, 
and in 123 patients with fever of various origin. The 
results in skin diseases, some of which seemed promis- 
ing, have been reported elsewhere (Davis 1936). 
My experience has been that 2 per cent. suspensions 
of charcoal injected intravenously into afebrile 
subjects often cause a rise of temperature, pulse, and 
respiration (TPR), frequently associated with chills 
and rigors. To the febrile patients the charcoal was 
given in 2 per cent. suspension in gum-saline, saline, 
or distilled water, but the results did not vary with 
the vehicle, and wood charcoal did not differ in action 
from animal charcoal, In half the febrile cases the 
injections were followed by a rise in TPR within a 
few hours. Often the temperature reached was the 
highest since the beginning of the disease, and not 
infrequently it was the maximum for the whole 
illness. This rise was often followed by an abrupt 
fall in temperature to normal, usually temporary ; 
the rise and fall were over in eight hours. In the 
other half of the cases, the TPR was not significantly 
altered. Subjective reactions were uncommon, 
although there were occasionally severe reactions. 
In one very feeble patient, an alarming shock-like 
reaction was observed immediately after the injection ; 
but in a few minutes recovery reese and was soon 
complete. 


For the trial of charcoal in febrile diseases, only 
those patients were selected who had been at least 
24 hours in hospital, and who were not improving, 
and whose TPR did not seem likely to settle. Only 
severe cases were given charcoal. The 123 patients 
received 269 injections of charcoal usually 4 to 
5 o. om. of a 2 per cent. suspension. In most cases it 
was given in addition to ordinary therapy. Injections 
of gradually increasing doses were given at intervals 
of a day or longer, for as long as the clinical condition 
and TPR did not show marked improvement. Charooal 
was given in 9 cases of acute bronchitis, 2 cases of 
broncho-pneumonia in children, 9 cases of lobar 
pneumonia in children, 36 cases of lobar pneumonia 
in adults, 5 cases of 10 malignant endocarditis, 16 
cases Of acute rheumatic fever, 7 cases of acute 
tonsillitis, 4 cases of acute pyelitis, 4 cases of septic 
abortion, 4 cases of puerperal sepsis, 4 cases of 
advanced pulmonary tuberculosis, and 23 other 
miscellaneous medical and surgical cases. The results 
were compared with those obtained in similar control 
cases of the same disease who were in the hospital 
at the same time and whose treatment was the 
same except that they received no charcoal. No 
significant difference was found between these results ; 
the death-rates were approximately the same and 80 
was the manner of recovery. Our conclusion was that 
intravenous charcoal was of no benefit in the acute 
febrile diseases in which it was tried. 


PATHOLOGICAL INVESTIGATIONS 


White cell counts.—Conklin stated that intravenous 
charcoal produced a polymorphonuclear leucocytosis 
within five ‘minutes of the injection, but according to 
Reinhardt (1927) it had no effect on the blood 
count. In the present series of white cell counts 
at least 800 cells were counted, and differences of 
less than 10 per cent. were not regarded as significant. 
All patients were at rest in bed for the day of the 
count. One series (12 cases) was done in p 
disease, and a second series (20 cases) in convalescent 
patients and afebrile disease. Counts were taken 
immediately before the charcoal injection, and a 
second count about five hours later. Counts were 
also taken in febrile and afebrile patients, immediately 
before, and five hours after, control intravenous gum- 
saline injections of the same dosage as the charcoal. 

It was found that at the fifth hour half the afebrile 
cases responded to charcoal with a leucocytosis of 
45 per cent., and half the febrile cases with a leucopenia 
of 20 per cent. The remaining cases showed no 
change.. Gum-saline had no significant effect on the 
white cells in febrile cases, but was followed by 2 
leucocytosis of 50 per cent. in afebrile cases. The 
latter finding complicates the interpretation of white 
cell changes. There was no obvious relationship 
between the white cell change and the severity of the 
reaction, or between the white cell change and the 
alteration in temperature between the times of 
the counts. Some cases showed a leucopenia in two 
hours, and a leucocytosis in six hours. 

What happens to the charcoal injected ?—Suspenaions 
of finely divided carbon (Indian ink) when introduced 
into the body are stored by the histiocytes (macro- 
phages) of the reticulo-endothelial system (Capell 
1929 and 1930). (The amounts of Indian ink injeoted 
were relatively much greater than the charcoal 
doses in man.) Touraine and Ménétrel~ (1934) and 
Ménétrel (1935) stated that the charcoal is found 
in the lung, liver, spleen, marrow, and suprarenal 
even long after the injection. 

To answer this question I performed post-mortems 
upon several cats injected with charcoal. Naked 
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eye, there was evidence of much charcoal in the 
lungs, and in one case the liver was very dusky. 
In autopsies on 8 patients who had been treated 
with charcoal no abnormality was detectable with 
the naked eye. Sections of lung, liver, kidney, 
heart, and spleen were made from the cats and from 
several human cases, and charcoal particles were found 
in the lungs, spleen, kidneys, and liver. Large 
charcoal particles could be seen plugging the small 
arterioles ; smaller ones were observed in polymorphs 
and reticulo-endothelial cells. 


COMMENT 


It is of interest to compare the results obtained with 
charcoal, with those for the injection of colloids and 
proteins (see Bray 1933, and Steabben 1925 and 
1926). Thus Lüdke (1920) believed that an artificial 
crisis could be induced by intravenous colloidal 
injections in acute febrile disease. After charcoal, 
too, an abrupt fall in temperature (but usually 
temporary) has often followed. When the effects 
of injections of charcoal are compared with those of 
colloids and proteins, striking similarities are seen— 
e. g., pyrexia, chills and rigors, and shock reactions. 
Protein shock treatment is contra-indicated in states 
of exhaustion following prolonged illness, and in 
such cases shock-like reactions followed the use of 
charcoal. Again, the temperature response to intra- 
venous charcoal is very similar to that following milk 
injections (Rodin and McBride 1927) and vaccines 
(Culver 1917, Scully 1917). Further, the white cell 
changes following injections of protein and vaccines 
(Rodin and McBride 1927, Hunt, Ervin, and Niles 
1935, Harris and Schattenberg 1931) resemble those 
found for intravenous charcoal on afebrile patients. 


SUMMARY 


1. Charcoal was given by intravenous injection 
to 123 patients suffering from acute febrile disease 
and to an equal number of controls. No benefit 
from the charcoal was observed. 

2. In half of a series of 20 afebrile patients an 
average leucocyte increase of 45 per cent. was found 
five hours after charcoal injections, while in half of a 
series of 12 febrile patients the corresponding finding 
was a 20 per cent. decrease. (Gum-saline produced 
a leucocytosis of 50 per cent. at the fifth hour in 
afebrile cases only.) No relation was found between the 
white cell changes and the severity of the reactions 
after charcoal. 

3. The response to charcoal injections in several 
ways resembles the response to injections of protein 
and colloids. 


It is a pleasure to thank Dr. H. Osborne, medical 
officer of health, and Dr. J. D. Giles, medical superinten- 
dent of Hope Hospital, Salford, for allowing me full 
facilities for this investigation ; Dr. W. Mackay, physician 
to the hospital, for suggestions and help; and Prof. A. D. 
Macdonald, Prof. S. L. Baker, and Dr. G. J. Langley of 
Manchester University, and Prof. E. St.- Jacques of 
Montreal for their interest. I am grateful to Mr. S. E. 
Melling, F. I. C., for efforts to supply me with improved 
charcoals, and to Pharmaceutical Specialities (May and 
Baker) Ltd. . and Messrs. Gerrard and Sons, Swinton, 
for generous supplies of charcoal. Cordial reference must 
be made to the codperation of Hope Hospital stafi—medical, 
pathological, and nursing. 
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PALPEBRITIS FROM EYELID “ SHADING ”’ 
By Henry C. Semon, D.M. Oxon., F. R. C. P. Lond. 


PHYSICIAN TO THE DERMATOLOGICAL DEPARTMENTS, 
ROYAL NORTHERN, HAMPSTEAD, AND KING GEORGE 
GENERAL HOSPITALS 


TINTING of the eyelids, apart from tinting of the 
lashes, is now adopted by increasing numbers of 
women in all ranks of society. It is being fostered 
by the manufacture of appropriately coloured pig- 
ments and dyes of varying composition and cost. 
There is nothing novel in the practice. Actresses 
are familiar with the stage effects afforded by 
judicious application of the right colour in the 
right place. 

So long as it was confined to the professional 
and the demand was relatively small, little or nothing 
occurred to draw medical attention to the ill effects 
which might ensue. It is a fact, moreover, that only 
one or two ‘‘ shades ”—e.g., black, or varying degrees 
of it, manufactured from various forms of carbon 
(lamp-black, vegetable and animal charcoal, &c.), 
incorporated in a suitable base—were procurable. 
Such preparations, provided the base or vehicle 
(usually an indifferent oil or ointment) was neither 
too alkaline from admixture with a soap, nor rancid 
from decomposition, would be relatively harmless ; 
for carbon is the end of all things and therefore 
inert, unless its particles are gritty. 

The position now is different. The beauty specialist, 
aided and stimulated by new methods in the pro- 
duction of fine chemicals, vies with the Parisian dress- 
maker in issuing his fashion edicts, and, as all smart 
women know, you can match your eyelids not only 
to your complexion (itself a changing factor), but to 
suit the varying demands of light and shade, boudoir 
and ballroom, day and night ! 

Is it surprising then that there is a whole series 
of colours, and varying shades of the same colour, 
available for that one purpose alone? And this is 
where mischief is born, for without the coal-tar 
derivatives, as in all the other dyeing industries, the 
technique of the chemist is cramped. He can provide 
us with only a limited range of colour from quite 
innocuous substances. There are calamine, carmine, 
ultramarine, umber, and indigo, and many salts of 
less innocuous elements such as lead, arsenic, sulphur, 
and antimony. Quite apart from the question of their 
toxicity they cannot vie in convenience or effect 
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with the cheaper and more easily standardised 
derivatives of the aniline group which are beginning 
to occupy the same relative position as para-phenyline- 
pee in the dyeing of human hair and animal 

8 

Just as with them, the efforts of the chemist are 
directed to diminishing or eliminating their latent 
toxicity, which as we now know is bound up with 
the variable susceptibilty, acquired or inherited, of 
the individual concerned. In Case 4 here recorded 
the patient had been applying two “shading?” pre- 
parations, consistently purchased from the same firm, 
for a period of four years, and must presumably have 
acquired her sensitivity. It was her case that led 
to an interview with the chief chemist of the firm 
concerned, and I am beholden to him for his courtesy 
in affording the following information. 


The manufacture of the “shades follows the same 
principles as are employed in dyeing furs. The dye is 
“ bound ” or fixed so that it becomes chemically inert, 
‘to another substance—in this case aluminium oxide or 
barium sulphate—before it is mixed in tbe correct per- 
centage with its vehicle or base. In such a fixed condition 
there should emerge no trace of colour in certain chosen 
solvents, such as saline solutions of the isotonic strength 
of tears, or fatty substances corresponding in composition 
to the sebaceous secretions of the eyelids. The possi- 
bility of a rancid or super-alkaline vehicle is eliminated 
(in his laboratory) by using only mineral substances such 
as petrolatum, of varying melting points, according to 
the consistency required. It was stated that in the 
cheaper samples, soaps were sometimes used as ingredients 
in the vehicle, and to counteract their alkalinity, super- 
fatting agents such as lanoline (which might go rancid) 
added to the mixture. The combination of dye with 
alumina or barium sulphate is termed a lake, and it 
was emphasised that lakes only were employed by his 
firm, and that lakes could not possibly give rise to derma- 
titis af they were free from impurities—i.e., from unfixed 
traces of the particular dye employed. The contingency 
should, he thought, be minimised by using only neutral 
substances such as petrolatum for the vehicle in which 
the lake was applied. Physically speaking, every particle 
of the lake was thereby surrounded by a thin film of 
mineral oil which should prevent them from coming into 
actual contact with ‘the skin itself. 


A study of his argument might incline the reader 
to conviction were it not for the facts now to be 
recorded. 

CASE RECORDS 


CasE 1.—Mrs. H, aged 39, consulted me on July 17th, 
1936, for severe irritation all over the face, but concen- 
trated chiefly on the eyelids and the skin below the orbits, 
symmetrically. There was no lacrymation or conjunc- 
tivitis, but there was marked palpebral adema, and an 
eczematous erythemato-vesicular eruption of the skin 
over the maxillary and suborbital regions. She had had 
a similar attack in the previous December. The condition 
suggested a reaction to some external irritant, and on 
questioning she admitted applying blue eye-shade by 
a well-known maker of cosmetic preparations for about 
two months before the first attack, and for about a week 
before the second. In the interval, when her evening 
engagements had been few, she did not recollect applying 
it, and she had been entirely free from all irritation. 
A patch test on the thigh resulted in a pruritic papular 
rash after 18 hours. Sedative treatment relieved the 
symptoms promptly, and there has been no relapse to 
date. 


CasE 2.— Mrs. G, aged 35, who had previously consulted 


me for sensitivity to the sun, first apparent in Vienna, in 

June, 1935, came again towards the end of July, 1936, 
with a somewhat similar eruption on the face and pro- 
nounced edema of the eyelids. She admitted applying a 
green and blue pigment stick (some trace of the latter 
colour was apparent on the right upper lid), and refuted 
the possibility of trouble from that source as she had been 
using it for over two years ! A patch test on the fore- 


arm was negative to the dye but there has been no recur- 
rence since she gave up the habit. Looking back on this 
case I am inclined to think that the first diagnosis of 
solar dermatitis in 1935 was probably erroneous. 


Casm 3 was referred for diagnosis and treatment by 


an ophthalmologist. ‘The patient, a woman of 21, had been - 


using both an eye-shading preparation and a brown eye- 


lash pigment on and off for about a month, and the patch 


test applied on July 27th, 1936, was strongly positive for 
the latter. ‘There was acute cedema of both lids, and 
lacrymation—a symptom not observed in the ‘other 
cases. There was no conjunctivitis or photophobia. 
Examination with a lens revealed traces of the pigment 
on both upper and lower lid margins. Chemical analysis 
of the preparation established the presence of Bismarck 
brown, which has been scheduled as a skin irritant, 1 and 
is derived from meta-phenylene-diamine, which with para- 


phenylene-diamine has become notorious in fur- dye 


dermatitis. The eye-shade pigment contained only ultra- 
marine, which was stated to be harmless in itself, but the 
slight excess of alkali present was undesirable, and might 
cause dermatitis. The analyst drew attention to a paper“ 
in which much of the trouble ensuing from toilet pre- 
parations of this kind is ascribed to the perfumes and 
essential oils incorporated. | 


CasE 4,—Mrs. T, aged 52, had been using a green shade 
at night and a blue by day for four years. It had been 
obtained from the same firm consistently, and without 
ill effect apparently, until Oct. 22nd, 1936, when severe irri- 
tation developed on both sides, more so on the left lower 


‘lid. On examination there was some cedema of the lower 


lids of both eyes, and on the left lower additionally a 
small ill-defined brownish patch of infiltration, adjoining 
the punctum lacrymale, and just palpable to the finger. 
She had been trying to relieve the itching with golden 
ointment. With frequent applications of boric lotion in 


‘the form of compresses, and a cold cream, the symptoms 
of itching subsided in four days, and when.she was again 


examined on Nov. 12th all trace of the patch of induration 
had vanished. The patch test to the blue colour was 
negative. 


COMMENT 


I think the evidence here recorded will be sufficient 
to convince all but the most sceptical of the possi- 
bility of inflammatory response to the more commonly 
used eyelid pigments, and nothing that the chemist 
can adduce will entirely obviate the risk if aniline 
dyes—no matter how treated or mordanted— 
continue to be employed in their manufacture. 

The test as regards solubility in saline, or fats, is 
not reliable, for it overlooks the possible effects of 
changes in the pH values of perspiration, or of other 
and less ascertainable alterations in the composition 
of sebum. The effects, physical and chemical, of 
direct sunlight, changes of temperature, and the 
presence, especially in towns, of sulphur dioxide, are 
ignored in such tests. From the dermatological 
point of view it will be safe to add that there is 
scarcely a more delicate epidermal covering than 
that of the eyelids in the whole integument, and 
that this fact may account for the occasional failure 
to bring off a patch test in other areas more toughly 
designed, such as the forearm or back. 

In any case it would be very unwise to exclude 
the possibility of a dermatitis on the eyelids being 
due to an eyelid pigment because the patch test 
failed to provide the proof. If however legal action 
were being contemplated such evidence would of 
course be of great importance. The epidemic of der- 


` matitis from dyed fur, reported on by A. C. Roxburgh, 


among others, demonstrates the varied response of 
individuals to the same dye, the preliminary incuba- 


1 Oox, H. Chemical Aspects of Dermatitis, Jour. Soc. 
Chem. indust. ' Oct. 9th, 1936. ; 
2 Baer, H. L.: Arch. Derm. and Syph., 1935, xxxii., 726. 
Brit. Jour. Derm. and Syph., 1925, xxxvii., 126. 
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tion period in most of the cases, and the apparent 
shortening of the incubation-time in regular wearers. 
It is to be expected that the same factors will apply 
in the case of eye-shading pigments if aniline dyes 
are utilised. 


AMAUROSIS IN PERNICIOUS ANAMIA 


By CHARLES R. Box, M.D., F.R.C.P. Lond., 
F. R. C. S. Eng. 
SENIOR PHYSICIAN TO THE ROYAL MASONIO HOSPITAL ; 


CONSULTING PHYSICIAN TO Sr. THOMAS’S HOSPITAL AND 
THE LONDON FEVER HOSPITAL 


Prof. Henry Cohen’s communication on optic 
atrophy as the presenting sign in pernicious anæmia, 
published in THE LANCET on Nov. 21st, prompts 
me to send the following notes. | 


A doctor, aged 67, was admitted to the Royal Masonic 
Hospital on June 21st this year on account of an unex- 
plained failure of vision. The history was as follows. 
He had when a young inan suffered in the East from 
malaria and dysentery. With this exception his health 
had been good as also that of his wife and son. No special 
diseases could be traced in his family or relatives. The 
patient was a light smoker and abstemious. Two months 
before admission to hospital he began to notice tingling 
in his hands and feet with stiffness of the knees. Also a 
rather severe attack of diarrhcea ensued which lasted for 
a fortnight and caused much loss of weight. Soon after 
the onset of these symptoms all his teeth (15) were re- 
moved at two sittings under gas, with one day’s interval. 
Four days later he collapsed and his vision suddenly 
failed. He was seen by two eye specialists who finding 
very little are said to have attributed his loss of vision 
to“ opacities in the vitreous.” ö 

On admission to hospital the following were outstanding 
features of the case. With the right eye the patient 
could only count fingers, and the left vision was 
only 6/60 improved to 6/12 by plus glasses. Retinal 
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arteries were small. Fine vitreous opacities were present 
in both eyes, in the right there was in addition a small 
macular hemorrhage. The left field was full. Mr. 
J. M. Cardell who made the examination wrote: I sug- 
gest a, Wassermann test. I am not satisfied that the loss 
of vision left eye is due to intraocular causes. The left 
fundus looks unhealthy.” Examination of the cardio- 
vascular and respiratory systems had negative results, 
but the knee- and ankle-jerks were only obtained with the 
greatest difficulty, and one ankle-jerk was thought to 
be absent. There was no cutaneous anesthesia or analgesia, 
but the vibration sense over both legs and up to the costal 
margin was absent. The cerebro-spinal fluid proved 
perfectly normal with a negative Wassermann reaction. 
The W.R. was also negative in the blood. Although the 
patient was not markedly pallid the nervous symptoms 
prompted a blood count with this result :— 


Red cells .. . . 2,700,000 Polymorphs .. 68% 
White cells s 6000 Lymphocytes . 23 7 
Hœmoglobin 54% Eosinophils .. ae 3% 
Colour-index 1-0 Hyalines i we 5% 
Basophils 0 
Myelocytes 1% 


The red cells showed anisocytosis and punctate basophilia. 
Later measurements of their diameters gave results 7-6, 
7-5, and 7-3. This blood count was followed by a frac- 
tional test-meal which showed complete absence of free 
HCl. 

It is not necessary to recount the weekly blood examina- 
tions. These showed a steady improvement. On Sept. 18th, 
three days before discharge, the count was: red cells, 
5,000, 000; white cells, 8400; Hb., 92 per cent.; C. I., 
0-92. Treatment consisted of 2 c. em. Anahemin injected 
weekly for six weeks, followed by liver extract and iron 
by mouth in full doses. At the end of his stay the patient 
was able to read his newspaper, which he was quite unable 
to do on admission. The deep reflexes in the legs were 
more easily obtained but vibration sense was still absent. 


The lessons of this case are so obvious that no 
comment is needed. I am indebted to Dr. Stephen 
Falla, our senior resident medical officer, for the 
careful notes on which the account is based. 


MEDICAL SOCIETIES 


ROYAL SOCIETY OF MEDICINE 


SECTION OF OBSTETRICS AND GYNZCOLOGY 


Ar a meeting of this section on Nov. 20th, with 
Mr. CLIFFORD WHITE, the president, in the chair, 
a discussion was held on the present position of 


Hormones in Obstetrics and Gynzcology 


Prof. E. C. Dopps explained that the control of the 
ovary and testis, and of ovarian periodicity, was 
vested in the anterior lobe of the pituitary gland. 
The gonadotropic hormones produced by this lobe 
stimulated the production of the two ovarian hormones 
estrin and progestin—or more accurately cstradiol 
and progesterone—the latter being formed in the 
corpus luteum. These two in turn acted on the 
uterus to bring about the cyclical changes known as 
menstruation. The gonadotropic hormone also stimu- 
lated the pre-puberal testis to produce testosterone, 
which induced the secondary sexual characteristics 
of the male and rendered the male capable of reproduc- 
tion. The thyrotropic hormone of the anterior lobe 
was also responsible for the continuous stimulation 
of the thyroid. Hence removal of this lobe was 
followed not only by atrophy of the genital organs 
but by atrophy of the thyroid and diminution in the 
secretion of thyroxine ; strangely enough, myxedema 
did not result. The injection of a suitable amount 
of anterior lobe extract caused increased secretion 


of thyroxine and a rise in the metabolic rate. The 
suprarenals bore a similar relation to the anterior 
lobe of the pituitary, while other tropic hormones 
from the same lobe influenced growth, lactation, 
the pancreas, and the parathyroids. The posterior 
lobe of the pituitary produced two substances, 
oxytocin and vasopressin, one causing contraction 
of the uterus, the other a rise in blood pressure. 

Hormones in clinical use had to be on the market 
in stable and accurately standardised forms. This 
consideration limited the discussion to ostradiol, 
progesterone, gonadotropic hormone, thyroxine, 
adrenaline, oxytocin, vasopressin, insulin, and para- 
thormone. Prof. Dodds wished to draw attention 
to the possibility of myxedema occurring in associa- 
tion with gynecological conditions such as amenor- 
rhea, since often the failure of oestradiol or 
progesterone therapy was attributable to a degree 
of myxedema. He had seen many cases where the 
administration of thyroid extract or thyroxine had 
increased the patient’s sensitivity to those two 
hormones. 

The international unit of cstrin had been fixed 
at the amount sufficing to bring a mouse into cstrus. 
The astronomical figures, running into hundreds of 
thousands, used for proportionate doses in humans 
alarmed some workers. In reality the quantity 
referred to as 500,000 units was very small, and 
it was to be hoped that soon the substances would be 
described in milligrammes; there was no reason 
why this should not be so, for they were of crystalline 
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structure and known constitution. The chemical 
structure of these hormones resembled that of the 
.carcinogenic hydrocarbons and the possibility of 
dangerous effects from these so-called enormous 
doses had been pointed out. Conclusions on. this 
point should be drawn from evidence; it could be 
‘definitely. stated that cstrone and its derivatives 
had absolutely no carcinogenic activity when tested 
in the same way as the carcinogenic hydrocarbons; 
structurally cstrone and its derivatives were less 
saturated and resembled testosterone much more 
closely. On the other hand, Lacassagne had shown 
-that if mice were injected continuously from birth to 
maturity with large quantities of cestrone, the 
incidence of carcinoma mamme increased, though’ 
only in susceptible animals. Similarly the production 
of sarcomata by subcutaneous injection of ostrone 
had been described. These: experiments bore no 


relation to the physiological use of the hormones and 


it seemed unjust to limit it on this account; the. 
excellent results from the treatment of kraurosis 
‘vulva, a precancerous condition, was one of the most 
‘potent arguments in favour of hormone therapy. 
Some had advocated estimation of hormone excretion 
‘in the urine before starting treatment, but as there 
-were no standard methods for determining the 
excretion of these hormones nor for interpreting 
-abnormalities the speaker said that no help could be 
gained at present from such analyses ‘for non- 
pregnant patients. 
Dr. H. GARDINER-HIIL said that in contrast to the 
achievements of the scientists the results of hormone 
therapy were generally regarded as disappointing. 
Perhaps this was because clinicians expected too 


much: endocrine therapy was essentially substitution 


therapy, for hormones did not stimulate the glands 
‘that secreted them. Considering the results of 
hormone therapy in various clinical conditions, he 
said that when delay of puberty was hereditary or 
‘due to cachectic diseases it did not call for hormone 
therapy; but some of the cases in which there was 
endocrine imbalance responded well to it, more 


especially those with thyroid deficiency. The anterior . 


pituitary deficiencies were not so gratifying, for they 
were often due to a serious lesion which itself 
would be unaffected by substitution therapy. 
Moreover, the pituitary growth and gonadotropic 
hormones were not available; the gonadotropic 
hormone obtained from pregnancy urine was 
not identical with the latter and was unlikely to 
help these cases, Œstrin and corpus luteum hormone 
led to development of the breasts and menstruation 
only so long as treatment continued. Though these 
two hormones in association could also reproduce the 
normal uterine changes in nearly every case of 
secondary amenorrhaa, the cycle would not continue 
spontaneously, Oddly enough he had had better 
results several years ago; using only small doses then, 
60 per cent. of the patients treated had continued to 
menstruate. The results had been attributed to a 
trigger effect but the underlying reason for the success 
was not known. It might have been psychological. 
Selected cases of menorrhagia and metrorrhagia 
in his experience responded well to corpus luteum 
hormone. He believed they would also respond to 
gonadotropio hormone but of that he had had no 
experience. Thyroid extract was very valuable in 
thyroid metrorrhagia. The results of treatment of 
dysmenorrhœa were always difficult to assess because 
of the psychological factor. Theoretically cestrin 
should help those cases associated with undevelop- 
ment of the uterus and corpus luteum hormone those 
due to excessive contractility and irritability. Good 
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results had been reported in both types and further 
trial was worth while. 

Some case of diminished fertility could be very 
satisfactorily treated with thyroid. Anterior pituitary. 
deficiency probably accounted for the majority of 
the other endocrine oases of sterility, there being 
either amenorrhœa or anovular menstruation. Failure 
‘of ovulation’ was the commonest trouble, and in his 
experience pregnancy urine hormone had done no 
good for it. Some cases of repeated miscarriages were 
of thyrogenic origin; they too responded “well to 
thyroid therapy. Others were thought to be due 
to deficiency of corpus luteum hormone and some 
good results had been reported with pregnancy urine 
hormone. In his experience cstrin relieved the 
vasomotor symptoms of the menopause, it cured 
kraurosis and pruritus vulve, and could improve some 
allergic conditions such as migraine occurring at 
the menopause. The difficulty was that in full 
doses it produced menstruation even in one patient 
of 65. In conclusion Dr. Gardiner-Hill said that the 
clinical results were not sò disappointing if the 
limitations of endocrine therapy were borne in mind. 
Anterior pituitary gonadotropic hormone promised 
well when it should become available, but even then 
that would only make further substitution therapy 
possible. 

Dr. P. M. F. BIsHO H (London) drew attention 
to two guiding principles of hormone therapy: 
(1) endocrine deficiency might be due either to 
deficient. secretion or to defective utilisation; (2) 
local and systemic treatment should be considered 
apart in evaluating its results. He had been. using 
the vaginal-smear method of Papanicolaou in estimat- 
ing response to cstrin therapy and had found that 
small doses (1000 to 5000 units daily by mouth) 
would for instance induce a typical estrous smear 
in a menopausal woman. whereas five injections of 
50,000 units might fail in a long-standing case of 
amenorrhea. ' He had seen cases of amenorrhœa 
with an excess of cstrin in the blood and urine yet 
with a distinctly hypoplastic uterus and undeveloped 
endometrium; the variations in response impaired. 
the value of hormone estimations. _ In amenorrhea 
“ local” treatment in the form of wstrin administration 
could induce the hypoplastic uterus to grow to adult 
size, but only in a few cases would it continue to 


respond to the natural secretions. It was possible 


that if we had satisfactory therapeutic extracts of 
the follicle-stimulating and luteinising pituitary 
hormones, and if we knew the correct timing and 
dosage, we might be able to restore ovarian function. 
At present we had only the luteinising factor and 
probably used too small doses. In metropathia 
hemorrhagica a bout of flooding could usually be 
checked in three or four days by the daily injection 
of progestin or luteinising extract. This treatment 
was more effective than ergot, and less discomforting 
and more logical than curettage; it seemed definitely 
to contra-indicate hysterectomy in a comparatively 
young woman. This being a form of local treat- 
ment was temporary in effect; attempts at 
systemic treatment by administering a gonadotropic 
principle were far less successful. Quite small 


quantities of œstrin were usually enough to control 


the hot flushes, headaches, and dizziness at the meno- 
pause,.and rather larger doses had- a miraculous 
effect on such sequels as pruritus vulve, atrophic 
senile vaginitis, vaginal ulceration, and kraurosis. 


Mr. T. N. A. JEFFCOATE (Liverpool) said that the 
theoretical knowledge of endocrinology had increased 
so rapidly that thé clinician could hardly keep up. 
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The practical application was limited. Progress 
demanded recognition of failures and he deplored 
any tendency to gloss them over. The treatment of 
functional uterine hemorrhage with gonadotropic 
and corpus luteum hormones was commonly regarded 
as one of the few triumphs in organotherapy, but 
investigation of published cases showed that while 
it was sometimes helpful it was often useless. 
Progestin gave almost identical results. Of 79 
Liverpool cases of functional hemorrhage only two- 
thirds were adequately controlled and a third of these 
had a recurrence comparatively soon. The treatment, 
among these cases, had been useful for puberty hæmor- 
rhage (80 per cent. success) and least effective over 
the age of 40; indeed organotherapy had little place 
in the treatment of menopausal hemorrhage. Metro- 
pathia hæmorrhagica showed the best results. 

Pregnancy in its early stages could not be terminated 
with cestrin, even in massive doses, but if a dead 
fœtus was retained in utero its spontaneous expulsion 
could be brought about by sensitising the uterus 
with estrin. Dr. Bishop’s present technique was to 
give 40,000 international units of estradiol benzoate 
intramuscularly every eight hours. On the fifth 
day, if evacuation had not occurred, quinine-and- 
pituitrin induction was tried. Failing that, the 
estrin injections were continued and the same 
method of induction tried on the eighth or ninth day. 
The treatment had been successful in 7 out of 12 
cases before the twenty-eighth week of pregnancy, 
taking on an average 2,000,000 units and 140 hours, 
and in all of 15 cases after twenty-eight weeks, the 
average dose being slightly less and the average time 
97 hours. Speaking of the use of wstrin for uterine 
inertia, he said he had obtained definite clinical 
improvement in a fair proportion of uncomplicated 
cases of primary and secondary inertia; but the 
results were poorer where there were complications. 

Mr. T. N. MacGREGOR (Edinburgh) explained how 
he differentiated between three types of metrorrhagia 
requiring different hormone therapy. Some cases 
were due to early failure of the follicle-ripening 
hormone as a result of anterior pituitary hypo- 
function; this was diagnosed by finding resting 
endometrium on curettage and should be treated 
by anterior pituitary therapy. Other cases were due 
to under-development of the uterus and responded 
to estrin. Thirdly, in metropathia hæmorrhagica, 
corpus luteum probably gave the best results. 
Amenorrhea also required careful investigation. 
After excluding systemic disturbances and gross 
pathological lesions he had found hyperfunction of the 
anterior pituitary in a few cases and hypofunction in 
the majority. As the ovarian conditions merely 
reflected the anterior pituitary function he considered 
estrogenic hormones merely subsidiary in treatment. 
In such cases he gave 5mg. of estradiol benzoate 
twice weekly for five injections and repeated the course 
after ten days; then after the commencement of 
bleeding the treatment was continued in the first 
half of each month for three months. Estrin was 
given to patients with uterine hypoplasia until the 
uterus was normal in size and was then followed by 
anterior pituitary preparations. The treatment of 
conditions associated with anterior pituitary hypo- 
function had become more hopeful since an anterior 
pituitary substance had been prepared from serum of 
pregnancy. He had used it for six months with 
encouraging results, giving 200 mouse units of it 
together with 200 rat units of urinary gonado- 
tropic hormone. 

Dr. MALCOLM DONALDSON suggested that there 
should be some centre set up in London for the study 
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of these cases. — Mr. EaRDLEY HOLLAND urged the 
keeping of careful records and showed charts which 
he had been using for the purpose.—Mr. J. W. A. 
HUNTER (Manchester) had found that the treat- 
ment of 52 carefully selected cases had cost £800. 
He had had good results in a fair proportion of 
cases of secondary amenorrhea, pruritus and 
adolescent menorrhagia, but poorer results in scanty 
menstruation and no benefit in dysmenorrhea 
and sterility——Prof. James Youne ventured to 
suggest that the great expense of treatment 
in Manchester was attributable to their not 
supporting British goods. He sounded a note of 
warning about the use of hormones for the treat- 
ment of habitual abortion. One of his patients had 
started treatment early in pregnancy and the doctor 
through a misunderstanding had continued the 
injections until four weeks after term; the woman 
had a 13} lb. baby which she lost, and she very nearly 
lost her life. He endorsed the good results claimed 
for sensitisation of the uterus in cases: of missed 
abortion and for menopausal conditions; but he had 
had two menopausal patients who complained of pain 


in the breasts after treatment. 


Dr. CHass AR Mom thought that in assessing treat- 
ment consideration should be given to the previous 
duration of the condition; there should bé some 
measure of likelihood of cure without treatment. 
He considered that no hormone treatment should 
be given until the patient had been under observa- 
tion for six months, and that the results should not 
be considered successful unless response was obtained 
quickly and to a few doses. | 


SECTION OF PHYSICAL MEDICINE 


AT a meeting of this section held on Nov. 20th, the 
chair was taken by Dr. C. W. BucKLEy, the presi- 
dent, and a discussion on 


Short-Wave Therapy 


was opened by Dr. E. P. CUMBERBATCH. This 
therapy, he said, was a first cousin to diathermy, but 
the frequency of oscillation was much higher: ten 
to fifty or even a hundred billions a second. The 
heat generated appeared to play a secondary part, 
and might not cause rise of temperature or be felt 
at all. It had been thought that the biological 
changes were not due to heat, but possibly ordinary 
thermometric instruments could not measure heat 
restricted to minute points in a conductor. If the 
heat could be produced in the depths of the trunk, 
as was theoretically possible, a great advance had 
been made, but there was some doubt. Experiments 
with thermocouples in esophagus and ureter had shown 
a rise of one or two degrees, but had not been con- 
firmed as yet. The therapeutic field of short-wave 
treatment was approximately the same as that of 
diathermotherapy. Dr. Cumberbatch compared cer- 
tain diseases treated by short-wave and by diathermy 
methods. The short-wave method had the advantage 
that the electrodes need not exert pressure or even 
be in direct contact with the tissue; heat could 
therefore be used for boils in the external auditory 
meatus and irregular surfaces like sinuses. It was 
insufficient to treat by short waves and nothing else. 
Spectacular results were obtained, but they did not 
prove everything. The results from short waves 
and diathermy were indistinguishable in 62 cases of 
carbuncle, in furuncle, adenitis, and paronychia. 
For varicose ulcer both methods were equally dis- 
appointing. Septic diseases of bone had yielded 


E encircling the heart. 
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well to short waves according to Schliephake, but 
Dr. Cumberbatch had failed to confirm this claim. 
Relief of pain was certainly obtained and healing 
began, but he had failed to eradicate infection with 
either method. Schliephake claimed success in intra- 
thoracic sepsis; in one case in his experience Dr. 
Cumberbatch had found neither treatment success- 
ful; both had given some relief in asthma. Chronic 
infections of nasal sinuses had remitted in a very 
few cases, but in the majority there had been no 
response. In angina of effort short waves had been 
found more effective than diathermy in a number 
of patients. Primary glaucoma responded admirably 
to either diathermy or short-wave therapy. 


Mr. H. J. TAYLOR, Ph.D., explained the physical 
differences between diathermy and ultra-short-wave 
therapy, and their methods .of generating heat. 
Diathermy developed the greatest heat in tissues of 
high resistance near the surface. Ultra-short waves 
offered entirely different problems. As the frequency 
increased, the displacement current increased, and 
this current produced heat. The least conductive 
tissue was not necessarily the one most heated. A 
di-electric constant came in to determine the heating 


of any tissue which corresponded with the formula 


p= = . For any specific resistance there would be 
increased heating at increased frequency, without 
any maximum. Specific resistance changed with 
frequency, and deductions could not therefore be 
drawn from existing calculations. In inductothermy 
the most conductive tissue (vascular tissue) had most 
heat developed in it. A number of specific effects 
of ultra-short waves had been claimed—e.g., that 
at 3°4 m. tumours would be destroyed. No one had 
ever explained the meaning of the term specific 
effect.” There was in fact no evidence of any such 
effect on tumours; any action was due to heat 
alone. Another false claim made was that there 
were surface tension effects.” A third so-called 
effect which had got into the literature was a destruc- 
tive influence on bacteria; the claim was not new, 
and had been equally made for the relatively long 
waves of d’Arsonval. A number of workers had 
failed to produce it. There was no change in di-electric 
constant at 3-4 m. On the whole, it must be said 
that specific effect had not been proven. 


Dr. C. B. HEALD welcomed a truly critical spirit 
brought to new work, and quoted two cases of sinu- 
sitis treated by short waves with success at first but 
ultimately continuing until the original source was 
traced and removed. In a third case associated with 
cholecystitis the symptoms had remained after 
cholecystectomy, but had been entirely relieved by 
short-wave therapy. The problem was not one of 
short waves but of fundamental diagnosis. There 
were clinical experiences not provable in any labora- 
tory ; the laboratory must be the clinician’s aid and 
not his master. 

Sir LEONARD Hit demonstrated on the excised 
frog heart the effects of applymg an inductotherm 
coil to the neighbourhood of a long loop of wire 
The heat generated caused 
acceleration of the heart-beat, and the fact that the 
effect was due to heat was shown by irrigating with 
cold Ringer solution. Finally, the heart went into 
heat rigor. Another experiment, with a nerve- 
muscle preparation, the nerve on the electrodes, 
showed increased contraction and tetanus under 
ultra-wave influences, also stopped by cooling. He 
described other experiments. which went to prove 
that the ultra-short-wave field produced a purely 


chronic diseases. 
gradual, and adequate depth effect must be obtained. 


heat effect on normal tissues. The human mouth 
could be warmed to 102° or 103° F. by ultra-short 
waves, as by no other means. 


Dr. Justina Witson thought Dr. Gumberbateh 
had damned. short-wave therapy with faint praise. 
She herself had found it equal in every respect to 
diathermy, and in some cases to act where diathermy 
wholly failed. These were in gynecological work, 
non- inflammatory surgical conditions, and some 
Dosage must be very mild and 


Daily treatments of six or seven minutes should 
begin the treatment, working up to 20 or 30 minutes 
in a fortnight. The depth effect was the crux of the 
whole thing, and depended on spacing and dispersion 
of the lines of force. Because of the higher frequency, 
adequate air-spacing could be introduced. Glass 
and air alone should be used as di-electrics, and very 
large electrodes were essential. Mercury and spirit 
thermometers were useless in the electric field, but 
a thermometer of quartz and pure benzol had been 
produced, and showed a rise of one and a half or 
nearly two degrees in the vagina. Even if there 
were no temperature reaction there might be a defen- 
sive reaction. Even the small Siemens -machines 


gave infinitely better results than diathermy in 


inflammatory conditions of the adnexa, but the 
large apparatus was better still. High energy was 
necessary where vascularity. was so poor. The 
hyperemia of diathermy was limited by the fact that 
it was a conduction current, but ultra-high- frequency 
current could adjust itself and get through fat and 
bone much more easily. One encouraging feature 
was the immense improvement in general health. 
She was convinced that it was not heat alone that 
caused the improvement in pelvic conditions. Few 
people realised what a help ultra-short-wave therapy 
was in injuries of soft parts such as ligaments, whether 


recent or of longer history, especially if there were 


circulatory complications. Diathermy was inferior 
to short-wave therapy in osteoarthritis of the wrist, 
acute sciatica, and spondylitis deformans. 


Dr. A. Erpinow thought that some short-wave 
workers tried to make a new physiology and a new 
pathology, and challenged them to show the effects 
they claimed. Heat was undoubtedly the cause of 
the reactions and was a most valuable therapeutic 
agent. The heat put in should show itself on ordinary 
thermometers. There was a danger of excessive 
heating, especially when electrodes were put into the 
abdomen. He had seen two cases of severe internal 
hemorrhage, one of them fatal and the other nearly 
so. This bleeding of the bowel might be the direct 
effect of application of electrodes, or might result 
from toxæmia due to excessive heating. The larger 
the electrodes, the greater the general pyrexia. 


Dr. P. Bauwens spoke of doses producing just a 
sensation of warmth; he had found them useful in 
sinus conditions, Defensive processes were extremely 
difficult to detect, and short waves in small doses, 
he thought, initiated or encouraged these processes. 
The waves could be used in two ways: as asubstitute 
for diathermy or to initiate defensive processes. 


Dr. W. K. RUSSELL reported results in disseminated 
sclerosis, general paralysis, tabes, and rheumatoid 
arthritis. The results had varied. Chorea did v 

well, as did gonococcal infections, with electro- 
pyrexia. He had had good results with varicose 
ulcer, and sometimes with osteomyelitis and sinusitis. 


Dr. GEORGE GRAHAM said that at St. Bartholomew’s 
Hospital five cases of general paralysis of the insane 
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had done very well indeed, both clinically and sero- 
logically. Results had also been striking in gono- 
coccal arthritis; subacute infective arthritis had 
shown only a little improvement, and the patients 
proved much more difficult to treat. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND 


A MEETING of the section of obstetrics was held in 
Dublin on Oct. 16th with Dr. J. F. CUNNINGHAM, 
the president, in the chair, when a discussion on 


Puerperal Sepsis 


was opened by Prof. A. H. Davipson. He gave an 
account of an outbreak of hemolytic streptococcal 
puerperal infection, fourteen cases with four deaths, 
which occurred at the Rotunda hospital in the spring 
of 1936. It was coincident with a severe epidemic 
of streptococcal throats in the hospital and in the 
city, and also with a number of structural building 
changes taking place in the hospital. Swabs were 
positive for streptococcal infection in all cases and 
blood cultures were taken in eight patients and found 
to be positive in two—both of whom died. Throat 
swabs were positive for hzemolytic streptococcal 
infection in seven cases. Ten cases had spontaneous 
births and in seven cases there was no vaginal 
interference of any kind. Eight of the patients were 
in direct contact with droplet infection from a positive 
streptococcal throat of a doctor or nurse. Three 
patients developed peritonitis, two of whom died and 
one recovered. The abdomen was opened and 
drainage-tubes inserted in each of these three patients. 
None of them had a positive blood culture. Three 
patients developed insanity. The treatment consisted 
in polyvalent antistreptococcal serum, antiscarlatinal 
serum, and intra-uterine glycerin where the lochia 
were purulent or fetid. Prontosil was used in the 
last case only, with satisfactory results; it was not 
available in the earlier cases. The cases were isolated 
in a large ward with separate staff, crockery, and 
dressings. All the nurses, students, and staff of the 
hospital had their throats swabbed and any with 
positive streptococcal infection were sent home or 
off duty. Vaginal examinations were completely 
stopped and all operative intervention was cut down to 
a minimum. Masks were worn in the labour ward 
and puerperal wards. The importance of spray and 
droplet infection was, he said, well borne out in this 
epidemic, showing the necessity of early recognition 
and segregation of those with infected air-passages. 


Dr. R. M. CORBET reported an outbreak of six 
cases of puerperal infection occurring in the Coombe 
hospital at the beginning of June, 1936. In one 
case streptococci were grown from the blood, in two 
from the uterine swabs. In the four others, although 
streptococci were seen in the smears from the uterine 
cavity, no organisms could be grown aerobically. 
These four patients formed large quantities of pus 
in the uterine cavity, yet no growth could be obtained. 
Treatment was with prontosil by intramuscular 
injection and by mouth, and by intra-uterine douching 
where any quantity of pus was found in the uterine 
cavity. All the patients survived. No conclusion 
was reached as to the origin of the outbreak; at the 
time of the outbreak there was one patient with an 
acute streptococcal throat, three nurses off duty with 
sore-throats and one with scarlet fever, and a swab 
of the staff showed hemolytic streptococci in the 
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throats of one assistant and 14 nurses. The patients 
who were infected had all been in contact with at 
least three nurses carrying hemolytic streptococci. 
The usual precautions of isolation and the elimina- 
tion of active streptococcal carriers were taken. 


DISCUSSION 


Dr. G. C. DockzrRray said that during the epidemic 
at the Rotunda the rule had been introduced of taking 
a swab from anyone in the hospital who had the least 
sign of a cold in the head or a sore-throat, and this 
would be continued in the future. It was important 
that no nurse should be allowed back on duty until 
a release swab had been taken. Dr. Colebrook had re- 
cently stated that in his experience about 50 per cent. of 
puerperal deaths were due to streptococcal septicemia, 
and in many of these the infection was contracted from 
sore-throats. He was of opinion thatin the next edition 
of the rules of the Central Midwives Board sore-throat 
should be mentioned. 

Dr. C. J. MCSWEENEY said that at Cork-street fever 
hospital since September, 1934, he had treated 
52 cases of puerperal sepsis. Twenty were cases of 
pure septicemia; of these eight died. In all the 
fatal cases a pure culture of hemolytic streptococcus 
was obtained from the blood. There were two cases 
of pyemia, both of which recovered. Of the thirty 
cases of various types that remained, none died. Out of 
the fifty-two cases eight died. The place of surgery 
in the treatment of puerperal sepsis was, he thought, 
very limited. There was really no treatment of 
puerperal sepsis because it was not a clinical entity ; 
every case had to be treated on its own merits. 
Conservative treatment was best. The only serum 
of value in treatment was scarlatinal antitoxin, 
given in big doses repeatedly. Glycerin was useful 
in local pelvic conditions, and Collosol iodine as an 
adjuvant to serum. No other drug had been found 
consistently of service, He thought that some cases 
were discharged too soon from the maternity hospitals. 
Puerperal septicemia was much more the result of 
endogenous than exogenous infection. He felt that 
the day of the large ward was gone; small wards and 
aseptic nursing were necessary in every hospital. 
No mask was of use except a cellophane one; gauze 
masks quickly got moist and bacilli gathered in them. 


Dr. J. McGratH said it should be more widely 
understood that streptococci were not the only cause 
of puerperal sepsis ; staphylococci and coliform 
organisms also gave rise to sepsis. A swab should 
be taken from within the cervix and from within the 
uterus. He had found hemolytic streptococci in 
the cervices of women with whom there was practically 
nothing wrong. Only some of the hemolytic strepto- 
cocci were dangerous, and to find out which required 
expensive sugar examinations. Damp masks were 
a source of danger; cellophane masks only diverted 
the current of air and were not really efficacious. 


Dr. BETHEL SoLomons said that during his seven 
years of mastership at the Rotunda, when about 
thirty thousand cases were delivered, there was no 
outbreak of sepsis. It had been suggested that 
building operations predisposed to sepsis ; during his 
mastership a new wing had been built. At the 
Rotunda lately when masks were not worn such an 
outbreak had occurred; at the Coombe where masks 
were worn there had been a similar outbreak. Did 
masks stop an outbreak? It had been proved that 
many people carried virulent hemolytic streptococci 
in their respiratory passages, and he agreed that the 
Rotunda could not continue the avoidance of masks. 
If masks were worn there should be a layer of 


1274 THE LANCET] 


cellophane between the layers of gauze; this prevented 
the occurrence of moisture. Nurses and students 
should be taught not to talk over the genitalia, 
Small isolation wards were essential. He had always 
taught that puerperal sepsis consisted of a group 
of diseases and that it depended on the ability of the 
accoucheur to find the correct treatment for the 
individual case. Mild cases would be cured by any 
drugs; hence the variety of drugs recommended 
and the cures achieved by different methods. 
Severe cases required meticulous care in diagnosis. 
Surgery had a place, but an extremely small one. 
He was sorry to hear of intra-uterine douches still 
being given; drainage by tube was safer. He was 
surprised that quinine had not been mentioned. 


Dr. W. P. O’CALLAGHAN said that the absence of 
fever did not negative the presence of hemolytic 
streptococci. In Holles-street hospital the routine 
swabbing of septic throats had reduced the sepsis 
rate, 

Dr. W. H. ASHMORE said he was convinced that, 
although endogenous infection might occur, nurses 
with septic teeth or tonsils were the principal cause 
of sepsis. Nurses did not realise the danger of 

i on a conversation during parturition. 


c 
He looked forward to the day when no doctor or . 


ee would attend labour without wearing a 
mask. 

Dr. ALAN THOMPSON said the most likely route of 
infection was through the woman’s own throat. 
A probable mode of infection in some cases was an 
intermittent invasion of bacteria in the blood stream, 
which infected the uterus and the breasts. He 
suggested the routine swabbing of women’s throats 
while they were waiting for their confinements. 


Dr. T. O. GRAHAM said he did not know how to 
disinfect an infected throat. If the tonsils were 
badly infected he enucleated them. By aspiration 
t was possible to get rid of some of the pus, but the 
srypts were deep and it was impossible to get all the 
ous out. He found that 25 per cent. of his patients 
1ad hemolytic streptococci in their throats, and this 
was, he thought, the proportion in the population 
is a whole. He painted throats and gave a gargle, but 
here was nothing else to be done. Antistreptococcal 
erum was useless; two cases of septicemia to whom 
e had given scarlatina antitoxin had recovered. 
f pus formed in a case of septicemia, the patient 
vould probably. recover; fixation abscess was 
elpful. He had given up using collosol iodine; 
rontosil he had found very efficacious. 


The PRESIDENT thought that masks should not 
ave less than four layers of gauze and should be 
hanged frequently. Nurses should be watched to 
ee that they did not handle the masks once they 
ad been put on. In Holles-street hospital (of which 
le was master) before a nurse was allowed to go into 
he labour ward a swab was taken from her throat 
nd if it was found to contain hemolytic streptococci 
he was not allowed to go on duty. Every nurse’s 
hroat was sprayed every day. Infection through 
he air sometimes occurred. There should not be 
uch a thing as an isolation ward; infected patients 
hould be in single rooms. The place of surgery was 
ery limited, but in some cases exploration of the 
terus was indicated. He did not think serum was 
ny use unless given prophylactically or in the very 
arly stages. 


REPLY 


Prof. Davison said that the real thing about 
aasks was that they should be changed frequently. 


NEW INVENTIONS 
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He had operated for years with masks with only a 
single layer of gauze. Masks should be made simply, 
changed frequently, and destroyed after use. In 
most cases he used at least 150 C. cm. of antiscarlatinal 
serum; antistreptococcal serum was of no use. He 
had the strongest belief in glycerin; it drained 
these cases in a better and safer way than anything 
else. He did not believe in collosol iodine. | 


Dr. CORBET said that he looked on intra- 
uterine douching in general as a dangerous weapon, 
but in some cases it was useful; Eight days was too 
short a time to keep patients in hospital, but patients 
were anxious to get home and if kept for eight days 
instead of nine it was possible to handle one hundred 
more deliveries in the year. He thought that the 
good results of prophylactic serum were largely due 
to the fact that it was given to patients who were 
not going to get sepsis anyhow. 


NEW INVENTIONS 


A RING KNIFE FOR 
ADENOIDECTOMY 


[ Wrrka large curette, however thoroughly 
it is used, it is impossible to remove all 
‘adenoid tissue from the nasopharynx. 
Owing to the depth of the blade remnants 
are left especially in the region just behind 
the choanal orifices. The instrument here 
shown is a specially shaped ring knife on 
a bent shaft. After the removal of the 

main mass of adenoids with an ordinary 
curette this instrument can be introduced 
into the posterior part of the nasal cavity, 
first on one side then on the other, and 
with a few gentle sweeps the last traces 
of the most anterior portions of lymphoid 
tissue can be cleared away. The instru- 
ment is also very useful in removing adenoid 
masses situated laterally in the neighbour- 
hood of the Eustachian cushions. 


This instrument can be obtained from 
Messrs. Mayer and Phelps, 59-61, New 
Cavendish-street, W.1. 


NORMAN PATTERSON, F. R. C. S. Eng. 


ELIZABETH GARRETT ANDERSON HOSPITAL.—A new 
nurses’ home is much needed at this hospital, for 
the nursing staff is at present distributed between a 
hotel, ‘two houses, and the old nurses’ home. These 
quarters cost over a thousand a year to rent. The new 
home will cost £50,000, of which so far £20,000 has been 
raised. 


MILLER HOSPITAL, GREENWICH.—It is proposed 
to change the name of this hospital to the Duke of 
Kent’s Hospital for South East London. The hospital 
was known as the Kent Dispensary and also as the 
Royal Kent Dispensary before it was renamed im 
1908 after Canon Miller. A new out-patients’ department 
is to be erected, and King Edward’s Hospital Fund has 
given £4000, making a total of £10,500 available for the 
scheme. The maintenance cost of the hospital for the 
last financial year was £43,591, and the income £49,257. 
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REVIEWS AND NOTICES OF BOOKS 


Syphilis and its Treatment 


By WILLIAM A. Hinton, M.D. Boston. 
Henry Kimpton. 1936. Pp. 321. 16s. 


THE author’s wide clinical and laboratory experience 
in syphilology have given him an exceptional insight 
into the difficulties and problems of this study. 
His views reflect the modern spirit of doubt and 
inquiry, which is a natural reaction from the wave 
of extreme optimism which followed Ehrlich’s dis- 
covery of salvarsan nearly 30 years ago. But any 
temptation to wander in the realms of controversy 
has been strongly resisted and the necessary facts are 
set forth in clear and concise style. On debatable 
matters the author’s own opinions are given with 
firmness and decision and mostly the reasons which 
have led him to such conclusions are stated. 

All will agree with Dr. Hinton on the importance 
of treating the syphilitic patient and not positive 
blood tests; but his view that serum reactions are 
of small value in assessing the response to treatment, 
and in judging the necessity for further treatment, will 
not receive such ready acceptance. An example of 
the practical application of these views may be seen 
in his method of dealing with the young and symptom- 
less patient without signs of active syphilis in whom 
the serum reactions are positive. He recommends 
treatment only if the patient is pregnant or contem- 
plates early marriage, or if there are positive findings 
in the cerebro-spinal fluid ; otherwise he advises close 
observation for one year with monthly blood tests 
and two examinations of the spinal fluid, and then 
yearly examination for 15 to 20 years. Treatment 
is thus withheld unless signs of syphilis appear. This 
course of action seems hardly likely to inspire the 
patient with confidence and might easily induce an 
intractable type of anxiety neurosis. 

Dr. Hinton includes mercury in the treatment 
recommended at all the stages of syphilis, believing 
this drug to be unexcelled in preventing the develop- 
ment of new lesions. He deplores the modern 
tendency to replace it entirely with the bismuth 
preparations. For the treatment of early syphilis 
he adopts the alternating continuous method and in 
every such case maintains treatment for three years 
unless there is some contra-indication. Mostly this 
involves more treatment over a longer period than 
syphilologists in this country consider necessary. 
Stovarsol, the pentavalent arsenical for oral therapy, 
is condemned outright, an opinion which many who 
have used this drug successfully in congenital syphilis 
will not endorse. 

This practical and stimulating manual contains 
all that practitioners and students need to know 
of the subject. The absence of illustrations and of 
detailed directions for the administration of drugs 
is not to be regretted, for the technique of treatment 
of syphilis can far better be learned through 
demonstrations; the expert should not ignore this 
book as too elementary for he is likely to derive 
profit as well as interest from its pages. 


London : 


The Diagnostics of Pain 
By TH. B. WERN GE. Copenhagen: Levin and 
Munksgaard ; London: Humphrey Milford, 
Oxford University Press. 1936. Pp. 116. 7s. 6d. 
SEVEN lectures delivered in 1934 to medical students 
and physicians in the University of Copenhagen are 
here translated into English and published in a neat 
little volume. Pain in general is subdivided into 


direct pain, felt at the site of the stimulus which 
produces it; projected pain, felt at the periphery 
when irritation occurs of some part of the long path 
from the end-organ to the thalamus and the cortex ; 
referred pain, felt in the periphery at some spot remote 
from the stimulus; pains arising in muscle, and in 
the vegetative nervous system; and psychogenic 
pain. These groups and the mechanisms involved 
are discussed and exemplified with engaging clearness 
and simplicity, though not always with entirely 
convincing arguments. Much of the ground covered 
is familiar, but the author refers to some observations 
and theories of his own, especially to his demonstra- 
tion of areas of cutaneous anemia coinciding with the 
areas in which referred pain is felt in visceral lesions ; 
he thinks that nerve impulses from the viscus are 
reflected to the periphery, where they somehow cause 
stimulation of the sensory nerve-endings there and 
so give rise to pain, which can be abolished by local 
anesthesia of the area in question. He offers this 
as a partial, but not as a complete, explanation of 
the mechanism of visceral referred pain. In places 
he seems to walk on rather uncertain ground, as where 
he accepts lesions in sympathetic ganglion cells as 
the cause of Raynaud’s disease. The book is meant 
to be a general introduction to its subject, and is 
to be followed at some later date by a larger work 
on the special diagnostics of all the pains that human 
flesh is heir to. | 


Medicine and Mankind 


Edited by Iago GaLpston, M.D., executive secre- 
tary, New York Academy of Medicine. Introduction 
by EUdNER H. POOL, M.D., President of the 
Academy. London: D. Appleton-Century Co. Ino. 
1936. Pp. 217. 7s. 6d. 


THis small book consists of eight lectures delivered 
at the New York Academy of Medicine to lay 
audiences by outstanding medical men; the object 
of the lectures, which was to admit the public behind 
the scenes and to reveal to them the influences which 
direct the working of the medical mind,” has -been 
remembered in making the collection. The changing 
relationships between the medical profession and the 
public, which can be noted in this country in all 
directions of social affairs, have also manifested them- 
selves in the United States, and nothing could be 
better for the medical profession than that lay 
authorities and workers should be able to follow, as 
they arise, the issues which medicine has to deal with. 

The lectures are divided into two groups, four of 
them being sponsored by the bureau of medical 
information set up by the Academy under the chair- 
manship of Dr. J. J. Moorhead, and four of them 
coming from the Academy’s committee on medical 
education under the chairmanship of Dr. Carl Eggers. 
Although published with a common object, the 
chapters have nothing to do with each other. In 
the first essay, Prof. Benjamin Watson gives a rapid 
historical sketch of medical history, and in the second 
chapter another historical contribution from the 
pen of Dr. Howard Haggard depicts medicine in the 
days of Louis XIV. He reigned from 1643 to 17165, 
and it will be seen that under his rule medicine had a 
unique opportunity of development inasmuch as 
just before he came to the throne the whole of 
physiology in relation to medicine had to be trans- 
formed by the discovery of the circulation of the blood. 
An interesting chapter by Dr. Harlow Brooks 
summarises the contributions of the primitive 


; solution. 
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American to medicine and gives opportunity for a 
good story. illustrating the influence which suggestive 
' therapeutics was wont to play, and continues to 
Play, among the Indians. An educated and superior 
“ medicine man brought his wife to a hospital to 
be operated on for appendicitis which he had diagnosed 
correctly, saying: You white men can treat some 
diseases a great deal better than we can, such things 
as gall-stones and appendicitis, but I can treat 
some diseases much better than you can, such diseases 
as nervousness” (or as he expressed it), diseases of 
the spirit. Neither one of us is any good treating 
pneumonia.” 

Other chapters, also by men of professorial standing, 
reveal their import by titles such as the organic 
‘background of mind,” and the common denominator 
of disease”; and the book closes with a simple 
exposition of what is meant by vitamins, and a 
chapter by Prof. Alexis Carrel on the mystery of 
death which closes with the optimistic surmise: 
„Perhaps, in a very distant future, some genius, 
greater than Galileo, Newton, or Pasteur, will 
conquer from life, in the abysses of the body, the 
mystery of e 4 


Elementary Physics 
For Medical, First Year University Science Students, 


and General Use in Schools. Fifth edition. By G. 
` STEAD, M. A., F. Inst. P., Reader in Physics in the 


University of London (Guy’s Hospital Medical 


School); University Lecturer in Physics as applied 
to Medical Radiology, Cambridge. London: 
J. and A. Churchill Ltd. 1936. Pp. 559. 128. 6d. 


Mr. Stead’s book has already proved its value, 
especially to medical students, and it is now to embrace 
a wider circle of readers, for there are nearly 100 pages 
of fresh material in the present edition, which should 
meet the needs of those doing physics for the Higher 
School Certificate. A variation in type allows the 
differentiation of the more advanced parts of the 
subject. We have nothing but praise for this book. 
The writing is lucid, and the material well selected and 
illustrated by good diagrams. The last 40 pages, 
dealing with X rays, radio-activity, and atomics 
generally, succeed in giving the reader an excellent 
idea of the unique features embodied in their study. 
The work can be recommended without reservation. 


L’année thérapeutique 


Médications et procédés nouveau. By A. RAVINA. 
Paris: Masson et Cie. 1936. Pp. 195. Fr.18. 


A BOOK containing some 70 concise articles and 
notes on recent therapeutics will always be welcomed 
by practitioners, especially when the measures 
described are almost without exception simple, 
practicable, and backed up by encouraging results. 
The book is divided into three parts. Part I. deals 
with the treatment of certain diseases and symptoms ; 
of coryza, for example, by infra-red rays, of cirrhosis 
by onion wine, and of heat-stroke by the ingestion of 
salt solution. Other notes of interest are one on the 
treatment of eczema by splenic extract, of enuresis 
by sex hormones and, most important, of diphtheria 
carriers by powdered neutral O-oxyquinoleine. sul- 
phate. Mention must also be made of a method of 
treating secondary parotitis by injections of Lugol’s 
A series of ten cases without a death is 
recorded under this treatment. Part II., methods 
and techniques, deals inter alia with suboccipital 


puncture and blood transfusion. Part III. is con- 
cerned with recent ànd particular applications of 
certain substances; of insulin, for example, in the 
treatment of uterine hemorrhage of ovarian o 
and of methylene-blue for the cyanosis and dyspnea 
met with in acute pulmonary disease. The practitioner 
who is therapeutically speaking up against it will 
certainly find in this book something else worth 
trying, even if he suspects that the rationale of 
some of the treatments suggested would not bear 
statistical . 


Hospital Accounts and Financial Adminis- 
tration ö 


Second edition. By Captain J. E. STONE, F. S. A. A., 
F. S. S., F. R. Econ. S., Secretary, Birmingham Hos- 
pitals Centre. London: : Faber and Faber Ltd. 
1936. Pp. 278. 21s. S 


In view of the revolutionary changes which are 
now taking place in hospital management, governing 
bodies of hospitals must be glad to avail themselves 
of every source of authoritative information on the 
subject. Captain. J. E. Stone’s book is the result 
of the patient accumulation of facts, and the 
expression of these facts in an orderly arrangement 
provides a reliable picture, administrative, financial, 
and statistical, of the well-managed hospital. Captain 
Stone is no amateur. Once chief accountant at 
St. Thomas’s Hospital and now seoretary to the 
Birmingham Hospitals Centre, he has a packed 
lifetime of experience in this field of social Service 
between those two activities. His gospel is organi- 
sation unit. system of hospital. accounts, designed 
to bring about in the scheme of hospital management 
economy, efficienoy, and a retention of the humanities. 


Medical Procedures, Operative and Diagnostic 
By Mowsamip IBRAHIM, M. D., M. R. C. P. Lond., 
Assistant Physician, Kasr-el -Ainy Hospital; 
Lecturer in Medicine to the Dental School, Egyptian 
University; and PAUL - GHALIOUNGUT, M.D., 


M.R.C.P. Lond., Medical Tutor to the Faculty of 


Medicine; formerly Registrar to the Medical Unit, 
Kasr-el-Ainy Hospital, Egyptian University. 
Printed by Norry and Sons. Obtainable from 
H. K. Lewis and Co., Ltd., London. 1936. 

Pp. 139. 38. 6d. 


INTENDED for junior house physicians, presumed to 
be still ignorant of these procedures, and for general 
practitioners, presumed to have forgotten them, 
the authors express the hope that this book will 
provide in a compact form information which is 
scattered through many books. The hope is vain, 
for other and better books on similar lines have 
already appeared. The technique for applying 
leeches is described, and also that for introducing 
Southey’s tubes into wdematous legs; both these 
procedures are surely obsolescent, if not obsolete. 
Apart from the risk of sepsis, most practitioners 
would hesitate to use Southey’s tubes in these days 
of mercurial diuretics. Describing the technique of 
vaccination against small-pox, the authors recom- 
mend two or three scarifications an inch apart; it 
is noteworthy that in this-country public vaccinators 
are now only required to make one. The appendix, 


tabulating the composition of the blood, cerebro- 


spinal fluid, and pleural effusions would have been 


more useful had the normal and abnormal cytology 


of the-blood, as well as its biochemistry, been included. 
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A REGIONAL SCHEME FOR RADIUM 
TREATMENT 


FROM its inception in 1929 the National Radium 
Commission has adopted as one of its fundamental 
principles that radium should be loaned to a few 
hospitals, each of which should form a centre 
serving an area larger than that of its ordinary 
circle of influence. This was because it was 
recognised that owing to the scarcity of radium 
there was not enough for every hospital to have a 
supply of its own, and that there were not enough 
skilled workers to serve more than a few centres. 
Dr. R. Paterson describes 1 the organisation that 
has been built up by the Manchester Radium 
Institute to provide an efficient radium service 
over a large area, and considers how far centralisa- 
tion is possible. The central unit at the Christie 
Hospital and Holt Radium Institute, of which he 
is director, possesses a large quantity of radium, 
adequate modern X ray therapy plants, a specialist 
radiotherapeutic staff, a physicist, a well-equipped 
physical laboratory, consultants in their specialties, 
and a clerical staff large and skilled enough to do 
the intricate work that is necessary for the success 
of an elaborately organised scheme. Agreements 
have been made between this central unit on the 
one hand and voluntary hospitals and public health 
authorities on the other for the treatment of their 
patients by the staff and radium of the centre, 
the treatment to be carried out if possible at the 
centre itself, but if not at their outlying hospitals. 
The advantage of these agreements is that local 
interest and enthusiasm is preserved, the patients 
more readily use the facilities provided in their 
own localities than those situated at a distance, and 
the difficulties of bed shortage are greatly eased. 

Dr. PATERSON thinks that the provision of a radio- 
therapeutic centre for an area with a population 
of less than 250,000 would be essentially futile 
and lead to poor work. TO achieve the full 
advantages of centralisation with a central unit with 
two or three medical officers and a physicist,” 
he says, the unit would have to serve exclusively 
a population of about 1,500,000 to 2,000,000.” 
A unit of this size has been achieved at Manchester 
by these agreements made with other bodies, and 
during 1935 out of 2075 patients 873 were referred 
from the centre and 768 under the schemes. As 
the radium service is being used by many hospitals 
its cost has to be borne in part by each of them, 
and Dr. ParmRson discusses the principles on which 
such payments should be made. A distinction 
is drawn between payments by voluntary hospitals 
—the charge covering only the actual cost of 
medical services, travelling expenses, and the hire 
of radium—and payments by public health 


2 Public Health, November, 1936, p. 41. 


of services given, including maintenance of their 


patients while in the Institute; and the estimated 
value of all the services rendered therein. Pay- 
ment of this kind by health authorities to voluntary 
institutions, being payments for services received, 
is not new, but its extension to many parts of the 
country might help to finance those radium centres 
which are hampered by the lack of funds. The 
Radium Commission has acted on the assumption 
that a centre that. cannot keep half a gramme of 
radium and a whole-time radiotherapist constantly 
occupied cannot function as an efficient centre, 
and as time goes on it would appear that these 
figures are by no means too large. The association 
therefore of several hospitals to form one unit 
appears to be inevitable and the organisation of 
such a centre presents many problems which 
have to be solved. The Manchester scheme 
is a bold and ingenious solution of the problem 
and its full description will be of value to those 
contemplating’ similar organisations. 


WORK AS A REMEDY 


As the function of a hospital is to cure, it seems 
obvious that its governors should make the fullest 
use of those forces in the patient that most power- 
fully assist healing. One of the greatest of these 
is the creative or constructive function. An idle 
patient is a miserable one, and a miserable patient 
is not going to get well as soon as a cheerful one. 
This simple principle was seldom applied, however, 
until quite recently when physicians in charge of 
mental hospitals began to discover that occupa- 
tional therapy made a magical difference in 
their patients’ happiness, docility, and recovery- 
rate. From another angle the physiotherapists 
took up the new science of re-educating patients 
who had suffered injury to limbs and joints, and 
now it is beneficially invading the hospital. 

The name ‘occupational therapy” is not 
perhaps a fortunate one, but it is difficult to think 
of a better. At first, of course, the reformers set 
out to occupy their patients and keep them busy, 
but the method has broadened into something 
much wider, for it is now a whole physical, mental, 
moral, and perhaps even spiritual system of re- 
education. Its scope and manifold resources were 
explained by several speakers at the Public Health 
Congress last week, notably by Mr. H. F. SaR- 
TON, who administers the Children’s Hospital, 
Birmingham, and Dr. RICHARD EAGER, a mental 
hospital superintendent of long experience. Dr. 
EAGER, after a visit to Holland, put what he had 
learnt to such profit that soon three-quarters of 
the patients in his hospital were systematically 
occupied. He found that physical drill and folk- 
dancing became very popular as well as improving 
the patients’ health, and that organised games and 
dances, in which patients performed themselves 
as well as watching members of the staff, made a 
vast difference to the atmosphere of the hospital, 
and introduced a sociable and homely feeling. As 
his subject was recreations and amusements, he 
did not deal much with the side of occupational 


1278 THE LANCET] 


herapy which most interested Mr. SHRIMPTON— 
he constructive side, which trains a man and 
ses him, and gives him in return for his effort a 
leveloped faculty, a usefulness, and often a means 
f earning his livelihood in spite of his disability. 
Jr. EAGER finds that to call occupation “ work 
epels the modern mind, but Mr. SHRIMPTON 
oldly advocates real work as one of the deepest 
eds of the hospital patient, and it is now.a com- 
nonplace experience that the work of the mental 
ospital’s farm, garden, laundry, engine-house, 
nd so on is almost a necessity of life to many 
tients if they can be given a certain variety 
nit. HENRY FoRD gave his bedridden employees 
pile of bolts and nuts to assemble ; so far from 
ating’ this commonplace work the men begged 
or it, and became better at it than their healthy 
nates. To increase the patient’s self-confidence, 
n fact, it is almost essential that the work should 
e real. This may not apply so much to the 
nental hospital, but it has been found to. apply 
losely to institutions faced with the problem of 
tting blind, crippled, and tuberculous patients 
o earn their living. At Papworth Hall and in the 
ettlement of the Disabled Sailors’ and Soldiers’ 
futual Association the patients are taught, not 
rt-and-crafty work, but everyday, sound trades 
ke printing and carpentry, and industries have 
een built up that will compete in the open market. 
Some physicians believe that all illness, and 
ven all injury, is one expression of a psychic 
roblem : nearly all will agree that if the problem 
not primary, it is almost always present as a 
econdary handicap. If, then, the hospital’s 
ervice is going to be complete each patient should 
e studied from the beginning with the object of 
iscovering what help can be given him in his 
e-education for health. If the illness is likely to 
e a long one he might be started on some form of 
onstructive occupational therapy, suited as closely 
s possible to his needs, as soon as he is well enough 
—and that is very early, for even the acutely ill 
ill sometimes benefit from the right kind of 
ccupation. As he gets better, he may perhaps 
e trained out. of his bad mental and physical 
ttitudes and fitted better for living a healthy 
nd useful life so that he will not need to come 
ack. Sometimes, after discharge to a convalescent 
r continuation hospital, he may need to keep 
2 touch with the out-patient department, where 
he staff are trained to assist and supervise him 
1 the new activities he has learnt. This is one 
f the chief functions of the modern hospital as 
Ir. SHRIMPTON sees it, and one that would make 
; even more valuable to the community than it 
3 at present. On the other hand, many will feel 
hat the problem of convalescence—the return 
> life—is one that should properly be tackled ° 
y family doctors rather than by institutions. 
f so (as we have said before!) they must be 
mily doctors with sound facilities behind them. 
Ince again we are back at the conception of 
rimary health centres adequately equipped for 
urative and preventive medicine. 


1 The Problem of Convalescence, 1933, i., 145. 
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BONE TRANSPLANTATION 
THE ingenious method devised by Dr. Svante 
ORELL of Stockholm for the study of bone 
transplants in the human subject has led him 
to further practical results.! We have already 


seen? how Orell has used the defect, left by the 


excision of a large slice of tibia for an Albee graft, 
as a convenient bed in which to implant bone. 
The active regeneration that followed the sub- 
periosteal implantation of bone led him to try 
the effect of grafting between the periosteum 
and bone in the intact tibia. By this expedient 
he provided a local excess of calcium, at the 
same time raising from the bone surface the tissue 
that, rightly or wrongly, has been regarded as a 
membrane limiting bone production. The result 
is the formation on the surface of the tibia of a 
mass of soft vascular spongy bone filling the gap 
between tibia, transplant, and periosteum. This 
is the substance Orell calls os novum ” which, 
by regrafting in various situations in the body, he 
has used so successfully to repair bony defects 
and to ankylose diseased joints.“ The os novum 
is loosely attached to the subperiosteal implant 
and to the periosteum, but it has to be chipped 
off the tibia, so firm is its attachment. The obvious 
conclusion is that it grows from the shaft of the 
bone and not from the deep surface of the peri- 
osteum. The implant that stimulates the growth 


of os novum may be fresh bone, but it is not 


essential to implant living cells, for Orell generally 
uses bone that has been freed of fat, periosteum, 
marrow, and of the cellular contents of the 
Haversian canals. By soaking the bone in warm 
salt solution, albuminous substances are removed 
and connective tissue elements are dissolved by 
warm potash. Nothing remains but the bony 
framework with its calcium content. This “os 
purum is left undisturbed under the periosteum 
for a month or two and then removed with its 
attached os novum, ready for regrafting as a 
whole or in smaller pieces where it is needed. 
Orell usually grafts os purum and os novum 
together, but for certain purposes, such as pro- 
moting regeneration of the lunate bone after 
necrosis, or aiding ankylosis of one of the smaller 
joints, os novum may be employed alone. The 
ease with which the os novum can be shaped to 
fit its new bed has been found a great advantage. 
Orell has been particularly pleased with its value 
in operations for ankylosis of the vertebra in 
tubercle of the spine. Where the splinting function 
of the graft is needed, as for example in recon- 
struction of a metacarpal bone, os purum is of 
more value. In arthrodesis of the sacroiliac joints 
he has used os novum embedded in a groove in 
the bones directly over the joint, and os purum 
outside the bone to serve both as an indication on 
the radiograms and as a source of calcium. The 


1 Acta chir. Scand., 1934, Ixxiv., suppl. xxxi. 
- THE LANCET, 1935, i., 158. 

3 Acta soc. med. Suencanae. (Lennander-Vorlesung, gehalten 
in der Schwed. Arztegesellsch., April 1936.) Stockholm, 1936. 


THE LANCET] 


time taken up while the graft of os novum grows 
on the tibial surface is a disadvantage, but we 
have Orell’s assurance that the patient can be up 
and about from the second day of the trans- 
plantation of the os purum. 

What is the fate of these grafts when used to 
promote bony consolidation? Orell is definitely 
of the opinion that in the case of os purum the 
whole of the graft is absorbed ; it acts essentially 
as a source of calcium, and its presence is a 
stimulus to the connective tissue of the graft bed 
to form bone. He distinguishes between true 
osseous connective tissue and extraskeletal con- 
nective tissue. The former reacts rapidly, evidence 
of bone formation being evident in two or three 
weeks, whereas fibrous tissue such as surrounds 
the ends of a pseudarthrosis takes months to 
absorb the graft and form bone. Os novum 
consists of loosely constructed osteoid tissue, with 
very vascular and richly cellular young connective 
tissue. Orell believes that the osteoid tissue is all 
absorbed, but that the connective tissue remains 
and is the essential part of the graft. In grafts 
of fresh mature bone the proportion of osteoid 
tissue and connective tissue is small, and for this 
reason they are not so suitable for implantation. 
The vascularity of the bed which receives the graft 
is important; where the young connective tissue 
is well nourished growth will be correspondingly 
more rapid. Orell believes that the growing con- 
nective tissue of the graft meets the connective 
tissue of the bone, which in its turn is stimulated 
to growth by the presence of the calcium, and that 
the two become incorporated. Os purum can 
readily be implanted without periosteal attach- 
ment and is just as active in this condition. This 
would appear to dispose of the theory that the 
graft owes its osteogenic power to osteoblasts 
adherent to the deep surface of the periosteum. 
Orell has found it unnecessary to excise the fibrous 
tissue from the ends of a pseudarthrosis, but he 
advises using a large mass of new bone, and making 
sure that it is in close contact with the healthy 
shaft well beyond the broken ends. 

One of the most interesting operations described 
by Orell is the resection of diseased bone, followed 
by its rapid sterilisation and reinsertion into its 
periosteal bed. This he has done successfully in 
two cases of chronic suppurative osteomyelitis, 
with primary healing in one case. In a case of 
sarcoma of the upper end of the humerus, the 
greater part of the shaft was resected, the tumour 
mass scraped away, multiple perforations made 
in the shaft, and the bone boiled for ten minutes 
and reinserted with the aid of a bone peg at its 
lower end. The patient at the end of six months 
has developed secondary deposits in the lung, but 
there is no evidence at all of local recurrence. 
The reimplanted bone is of course absorbed, but 
its presence during reconstruction of the shaft 
maintains the length of the bone and prevents the 
disabling deformity and non-union dreaded after 
Massive resections. It also provides a local supply 
Jf calcium for the formation of the involucrum. 
All Orell’s three patients regained strong limbs 
‘mith good function. 
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~ WORKMEN'S COMPENSATION AND THE 
DOCTOR 


Tae drastic Workmen’s Compensation Bill, 
which was refused a second reading in the House 
of Commons a fortnight ago, raised issues which 
survive its defeat. It is an old complaint that 
expert witnesses of all kinds are prone to partisan- 
ship and over-statement. In introducing the 
Bill, Mr. Matywarina, M.P., elaborated this 
accusation against the medical profession in 
compensation cases. Medical witnesses, he said 
in effect, were partisans and advocates; medical 
referees were part-timers who might be acting 
for employers one day and sitting in judgment 
the next. Both employers and workmen— 
Mr. Mainwaring was careful not to blame one 
side only—‘‘can get any medical expert to say 
anything they want in their favour.” The Bill 
proposed to eliminate the medical referee entirely. 
Mr. Mainwaring, to his regret, found it impossible 
to get rid of medical witnesses altogether, but he 
roundly criticised the prostitution of medical 
science.” Although, as already noted, he did not 
charge the employers alone with buying tame 
experts to give evidence, he and other supporters 
of the Bill left no doubt that their reforming zeal 
aims at making generous compensation automatic 
upon injury to the workman; the medical 
witness, like the medical referee, is somehow an 
obstacle to this ideal. The workman, if injured, 
is to be treated as an industrial soldier whose 
wounds justify payment and pension at the hands 
of a prosperous community. 

The supporters of the Bill voiced the conviction 
that at present the amount of compensation avail- 
able is too small and its basis too narrow, that the 
employers’ organisations are too anxious to belittle 
or deny the workman’s claim, the insurance 
companies too impersonal and inhuman, the 
judicial arrangements too indirect and formal, the 
law itself too blindly obsessed with the citation 
of decided cases and too little inspired by the 
supposed intentions of Parliament. For remedy 
the Bill proposed to wipe out all the existing 
statutes and to substitute for the law courts a 
new and independent Compensation Board with 
exclusive jurisdiction and apparently final and 
unlimited powers of awarding compensation. The 
Board was to consist of a legal chairman, two 
representatives of employers and two of trade- 
unions, one medical and one financial expert. 
Its function would be the simplified duty of 
ascertaining the fact of injury and tendering the 
victim the appropriate sum out of a single new 
Accident Fund to which all employers would 
contribute. Winding up the debate for the 
Government, Mr. GEOFFREY LLorp, Under- 
Secretary of State for the Home Department, 
offered the observations which we summarised 
last week (p. 1242). He thought the criticism 
of doctors had gone a good deal too far, though 
he was willing to agree that medical views of 
nystagmus, of which much had been said during 
the debate, had changed considerably in the past 
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generation. He realised the objection to part- 
time referees, but pointed out that there is need 
Of referees who are on the spot and are of high 
professional standard; in some districts there 


was not an unlimited supply of medical men and 


they had consequently to be used for more than 
one purpose. The question of a possible right of 
appeal from the absolute decision of the referee is 
apparently being considered at this moment by 
the valuable interdepartmental committee over 
which Judge STEWART presides. The committee, 
which is investigating several of the problems 


(including. nystagmus) raised in the discussions ` 


on the Bill, is taking evidence from all sides, from 
trade-unions, doctors, lawyers, and officials. It 
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was inevitable that Members of Parliament would 
prefer to wait till the committee’s conclusions are 
available. Mr. Mainwaring’s Bill was, he said; 
revolutionary. The proposal to oust the jurisdic- 
tion of the county court and hand all compensation 
disputes over to a novel non-judicial tribunal was 
in itself far too startling for the average legislator 
who thinks that the usurpation of judicial functions 
by bureaucratic bodies has already gone far enough. 
The Bill was rejected by a slender but sufficient 
majority; it will doubtless reappear anon. Mean- 
while the views of its supporters should be pondered. 
It would be a pity if all trade-unionists were 
encouraged to believe that the hand of every 
doctor is against them. 


ANNOTATIONS 


- THE CINEMA IN PSYCHIATRY 
THe cinema, penetrating every side of everyday 


life, is being used increasingly in medicine, and has 


proved serviceable for recording and analysing 
neurological abnormalities. Broadly speaking, the 
most useful ‘neurological text-books are those most 
profusely illustrated, for the study of many photo- 
graphs of main-en-griffe, main-de-prédicateur, the 
various types of dystrophy, and other such problems 
in differential diagnosis brings home to the reader 
the essential points in the anatomy and pathology 
of these disorders. In the allied department of 

psychiatry the problem is very different. It is on 
the language that the patient uses or does not use, 
rather than his appearance, that we form conclusions 
about his instability, the danger he presents to him- 
self or others, the seriousness of his condition, and 
its probable duration. Such language may be 
described but cannot be reproduced effectively in 
any text-book, and the newly qualified practitioner 
must chiefly rely on recollections of what he gleaned 
on a few expeditions to mental hospitals during his 
student career—expeditions that are not very likely 
to have left him with clear ideas of the fundamentals 
of psychological medicine. In such hospitals there is 
often an immense mass of teaching material, but it 
can seldom be. presented in such a way as to be 
assimilable. In the talking cinema, we suggest, 
psychiatry has an instrument not only for entertaining 
the mentally afflicted, but also for educating the 
uninitiated. Visits to mental hospitals will still be 


necessary, but clinical. lectures implemented by 
cinematograph demonstrations to which all can 


attend—and not merely the few near the patient in 
the hospital—must impress the essentials of psychiatry 
- on those who both see and listen. They would see 
the methods the psychiatrist adopts to reveal the 
disordered thinking. The lecturer could during the 
silent course of the film draw special attention to 
the important points without arousing the absent 
_ patients’ antagonisms or sensibilities. Moreover, by 
presenting in succession a depressive with hypo. 
chondriacal delusions and much affect, a schizo- 
phrenic with such delusions and no affect, and an 
anxiety-laden neurotic with gastric symptoms of 
& conversion type, certain important points in 
differential diagnosis could be exemplified. 


The clinical demonstration of cases of psycho- 


neurosis is a matter of difficulty and delicacy. But 
a film could well be made to show some of the methods 


of elucidation and persuasion with which the milder 
forms of these disorders are tackled. Such a film 
might be of first-class educational value. 


HELIUM IN THERAPEUTICS 


THE low-specific gravity of helium as compared 


with nitrogen (the relation is 2 to 14) has led to the 
use of this gas as a diluent for oxygen in certain 
types of dyspnœa. A. L. Barach of New York has 
recently set out + the theoretical basis for the use of 
helium, adding some clinical observations of his own. 


The substitution of helium for nitrogen in a volume 
of air provides a respirable gas mixture which is 


one-third the density of air. During quiet breathing 
the influence of this substitution is negligible, but 


with obstruction in any part of the respiratory tract 


there may be a saving of effort when the lighter gas 
mixture is substituted. The technical problem is to 
exclude nitrogen from the apparatus and to control 


the percentage of helium. For short periods of 
administration, such as half to three hours, a closed 


circuit (rebreathing) apparatus has been used with a 
mouthpiece or mask. At the beginning nitrogen is 
washed out of thelungs by a rapid flow of the helium- 
oxygen mixture (about 15 litres per minute), and the 
first few breaths are exhaled through a two-way 
valve. After this the apparatus is fed with the 
helium-oxygen. mixture at the rate of about 4 litres 
per minute. For more prolonged administration s 
modification of the oxygen tent made with helium- 
proof fabric has been employed. In the treatment of 
asthma, particularly for the patient in status asth- 
maticus to whom adrenaline and other measures 
have ceased to give relief, the use of the helium- 
oxygen mixture has given prompt relief both objec- 
tively and subjectively, probably because of the 
decreased respiratory effort required for pulmonary 
ventilation with the lighter gas. In patients with 
obstructive conditions of the trachea, larynx, and 


bronchi, the use of this new gas mixture has ako 


produced beneficial results in some instances thereby 
averting tracheotomy. The value of helium with 
oxygen in emphysema, associated with bronchiectasis 
or fibrosis or both, is shown by certain records which 


indicate that smaller concentrations of oxygen are 
necessary to produce similar restoration of pulmonary — 


function when helium is used as the diluent, The 
cost of helium may at the moment prevent its more 


general use, but Dr. Barach explains that a Bill has 
already passed certain stages making Governmel | 
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helium available at a cost comparable to that of 
oxygen in the United States. After Dr. Barach had 
related his experience it was pointed out that in 
certain clinics anesthetists are already using helium- 
oxygen mixtures. In Boston when operations upon 
goitre are in question it is usual for the angsthetio 
apparatus to have a cylinder of helium attached. 


AN EXHIBITION OF BRITISH ARCHITECTURE 


THE Royal Academy is preparing for January and 
February, 1937, an Exhibition of British Architecture 
in the Twentieth Century, in which it hopes to show, 
in a wide variety of examples and without restriction 
as to style, the best work done by British architects 
in the past thirty-six years. The work will be classed 
in six main sections—Domestic, Civil, Monumental, 
Commercial, Ecclesiastical, Bridges—and will consist 
for the most part of the architects’ own working 
drawings, illustrated by photographs, perspective 
views, and models. A retrospective section, surveying 
British architecture from the seventeenth century, 
will be included. <A representative committee of 
members of the Royal Academy and other well- 
known architects has undertaken the selection 
of the works. Architects who wish to offer one or 
two examples of their completed work for the choice 
of the committee in any of the classes mentioned are 
requested to apply without delay to the secretary, 
Royal Academy of Arts, Piccadilly, W.1, for forms 
and instructions as to sending in works. With the 
extensive construction, reconstruction, and recon- 
ditioning that is now taking place in hospitals, an 
exhibition giving examples of modern work and 
theories should be of high value to the medical 
profession. 


THE HEART IN VITAMIN DEFICIENCY 


THe fact that there is often cardiac enlargement 
in beri-beri has attracted attention to the possible 
relationship of disorders of the heart to deficiency of 
vitamin other than B. Claims have been made for 
a scorbutic basis, for example, in cardiac rheumatism, 
and even vitamin-D deficiency has been suggested 
as a possible cause of cardiac enlargement in young 
children. Rabinowitz and Rogers! now report 
a remarkable example of chronic avitaminosis in a 
four-year-old child with serious affection of the heart 
which became quite normal following adequate treat- 
ment. This child, who had been late in sitting and 
standing, had been fed on a thoroughly unsatisfactory 
diet in which the solid elements consisted of some 
bread, jolly, and cake, the only other food or medicine 
taken being milk and Karo syrup. When he came 
under observation there was severe anemia, hemor- 
rhages round the gums, fever, and muscular flabbiness. 
The most important findings, however, were in the 
cardiovascular system, of which the following is a 
description: the pulse was rapid, small, and 
irregular with the presence of a transitory gallop 
rhythm. A precordial thrill was present. The area 
of cardiac dulness was markedly extended to the 
left axilla. Loud blowing systolic and diastolic 
murmurs were heard over the mitral area trans- 
mitted to the axilla and back, and entirely obliterating 
the heart sounds. A blowing diastolic murmur was 
noted in the pulmonic area transmitted down the 
sternum. The aortic first sound was louder than the 
aortic second sound, while the first pulmonic sound 
was softer than the second pulmonic sound.” X ray 
examination of the chest showed much enlargement 


1 Rabinowitz, L., and Rogers, E. J.: New. Eng. Jour. Med., 
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of the heart shadow. The child was confined to bed 
and given a varied diet rich in vitamin C accompanied 
by liver concentrate, iron, and a concentrate of 
vitamin D. After quite a short period the tempera- 
ture dropped to normal and the anæmia improved, 
and after six months the patient was discharged in 
good health with no evidence whatever of cardiac 
disease, this regression being confirmed by a normal 
radiographic appearance of the cardiac shadow. 
Perhaps the most interesting feature of this unusual 
case lies in the evidence afforded that murmurs such 
as those mentioned may occur in the absence of 
valvular disease. 


A NATIONAL DENTAL SERVICE FOR SWEDEN 


GROWING attention has been paid in Sweden 
during the past twenty years to the possibilities of a 
comprehensive dental scheme on a national scale, 
and a committee of inquiry has reported to the 
Government. The proposals made by this committee, 
which are described by Dr. Nils Hellström, 1 are 
ambitious ; for skilled dentistry is to be available for 
every Swede, irrespective of income, from the cradle 
to the grave. Dental work of a purely esthetic 
character does not, of course, enter into the scheme, 
but otherwise there seem to be no limits to the dental 
welfare envisaged. It is anticipated that ultimately 
the public dental service will assure an annual over- 
haul for all who want it, but this will not be realised 
until the scheme has been adopted throyghout the 
country. The actual extent of dental caries in 
different parts of Sweden is unknown, and a survey 
would have helped the committee to calculate the 
amount of work likely to be required in each dental 
area; but the cost of such an investigation was 
considered prohibitive, and the committee has had 
to be satisfied with an approximate estimate according 
to which a dentist employed by the public dental 
service would devote 1000 hours a year to school 
dentistry and 1100 hours a year to other dental 
activities. Some 425 dental districts would be 
created, staffed by 575 district dentists and 40 
assistants. Each district dentist would be aided by 
at least one dental nurse, who would be entitled to a 
pension. Provision is also made for the dental care 
of the insane and mentally defective, for prisoners 
and the occupants of hospitals and sanatoria. It is 
calculated that this scheme will cost the State 
4,658,000 kronor (£256,500) a year, the local 
authorities 2,034,500 kronor, and the four principal 
towns with more or Jess independent health organisa- 
tions 408,000 kronor. 


CHEMISTRY OF DERMATITIS 


IN a paper read last month to the London section 
of the Society of Chemical Industry,? Mr. H. E. 
Cox, D. Sc., points out that dermatitis is a biochemical 
problem requiring collaboration for its solution. 
The question is why does the dermatitis resulting from 
one of the chemicals in Dr. Cox’s list, or from simple 
salt or sugar, from cement or turpentine, continue 
for months or years, long after every trace of the 
causal irritant has been swept away? There are of 
course answers in plenty, but, nearly all of them 
rest on a basis of theory that is hard to put to the 
proof. One great exception that escapes mention 
in his otherwise admirable summary is the experi- 
mental work of the late Bruno Bloch, so far the 
most significant achievement in this difficult field, 
in that it definitely fixes the site of the reaction we 


1 Bull. mens. de l’off. internat. a hyg. pup, August, 1936. 
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term dermatitis in the epidermal cell, and thus 
renders experiments on permeability to the under- 
side of the skin as performed by Cox, Francis, 
Sachs, and others of questionable value. On the 
other hand certain substances undoubtedly have 
great powers of penetrating the skin, and it must 
not be forgotten that the blood and tissue fluids can 
to some extent dissolve volatile oils or other 
irritant substances and thus cause dermatitis from 
the “‘ underside.” Dr. Cox classifies such noxæ into 
four main groups: (1) reducing agents, (2) oxidising 
agents, (3) substances affecting oxidation-reduction 
processes, and (4) special poisons such as arsenic. 
This classification has the merit of simplicity and 
serves both the biochemist and physician. Dyes are 
thereby relegated to the third group, although, as he 
remarks, it is impossible to form a clear picture of 
what happens, and the wide variation of individual 
susceptibility adds another difficulty. Those interested 
will be glad to have Dr. Cox’s list of textile dyes, 
25 in all, that have been experimentally found to 
cause dermatitis or irritation, and among them will 
be noted picric acid, malachite-green, and methyl- 
violet, the first still used by many surgeons as a skin 
disinfectant and in the treatment of burns, the two 
last by dermatologists in 1 per cent. aqueous or weak 
spirit solutions mainly in the treatment of eczematised 
mycotic infections. Speaking broadly it seems that 
the more soluble the dye, the more likely it is to cause 
trouble, especially in the presence: of weak acid. 
Of particular interest and importance is a paragraph 
on hair dyes, of which it is stated, on the authority 
of C. Griebel, that no less than 10 million packets are 
sold annually in Germany alone ! Worth remembering 
too is the assertion that henna dyes are by no means 
always innocuous, since they are sometimes mixed 
with pyrogallol or a diamine.” On another page 
of our present issue Dr. Semon shows that the current 
practice of shading the eyelids must be added to the 
list of cosmetic hazards. 


THE OUTLOOK IN ADVANCED CANCER 


Two recent evenings at the Royal Society of 
Medicine were given up to consideration of the 
management of advanced malignant disease. In 
his presidential address to the section of surgery 
Prof. Grey Turner recalled a remark he had made in 
his Murphy oration six years ago that there is a real 
Tisk of a generation arising who are ignorant of what 
surgery can offer in the treatment of cancer. From 
long experience and mature consideration he was 
prepared to say that the outstanding feature about 
the treatment of malignant disease is the not infre- 
quent great success of its local removal. But, he 
added, it must be the aim of the operator to remove 
the whole of the affected part together with a wide 
area of healthy tissue and the path of probable 
malignant invasion. The surgeon must visualise 
the extent of the proposed interference and plan 
the incisions so that the parts are thoroughly. exposed 
under the guidance of the eye. During the whole 
operation he must keep to the demarcated tissue and 
not come nearer the growth than was originally 
planned, and there must bé no niggardly dealing with 
the tissues in proximity to the primary focus. The 
area of lymphatic invasion to be removed must 
include not only the lymphatic glands that may be 
‘expected to be involved but those in which there is 
even a possibility of involvement, and this removal 
must include the soft tissues in which they lie and 
the intervening lymphatic channels between the 
primary growth and such glands. Throughout such 


THE OUTLOOK IN ADVANCED CANCER 


.[Nov. 28, 1936 


an operation all manipulations must be deliberate. 
Good cancer surgery was bound to be time-consuming, 
and he suggested that operations successfully 
practised by such men as Halsted and Lawson Tait 
had never been fully described. It was the full 
account of an operation and the detailed notes of 
progress which were -needed for real education in 
surgery, and in the hope of dispelling some prevalent 
pessimism he went on to give details of cases which 
he had himself followed for many years—cancer of 
the rectum alive and well thirty years after operation; 
endothelioma of the gum removed sixteen years ago, 
and followed six years later by carcinoma of the 
rectum which was in turn removed, the patient being 
now alive and well; with other examples of extensive 
operations for cancer of the breast, of the colon, and 
of bone. Even the continued attack on recurrences 
might be of immense benefit to the patient. 

The second occasion was the visit of Prof. Hans 
Holfelder of Frankfort-on-Main to the section of 
radiology on Nov. 20th. The mode of action of 
X rays on cancer cells was, he was satisfied, mainly 
an effect on the cell nucleus and he made the interest- 
ing suggestion that in certain cases damage to the 
genes might have a lethal effect upon the daughter 
and grand-daughter cells while leaving the cells 
actually irradiated apparently unaffected—thu 
accounting for the cases in which the tumour only 
begins to disappear. some. time after irradiation. 
For the lethal effect on the cancer cell it was the 
quantity and not the quality of the radiation that 
was the ‘important factor. The optimum. voltage 
was 180-200 kilovolts, and nothing was to be 
gained by the use of higher tensions. Fractionation 
of the dose was all-important, and he did not believe 
in the superiority of the low-intensity irradiation 
of the Coutard school. Above all adequate dosage 
was necessary if the best results were to be obtained, 
and this meant that skin reactions have frequently 
to be taken to a stage which looked alarming to the 
uninitiated. At the same time that technique 
should be chosen which produced the least possible 
general effect upon the patient. If this was done 
‘benefit could often be obtained even in very advanced 
growths. and even when the disease had become 
generalised. In Holfelder’s clinic only the metastases 
causing the most serious symptoms or that consti- 
tute the gravest threat to the patient’s comfort are 
irradiated and it was, he said, often observed that 
untreated metastases regressed pari passu with 
those treated. Specially gratifying were the results 
obtained with secondary deposits in the bones from 
carcinoma of the breast, in which cases five-year 
survivals were not uncommon. In carcinoma of 
the breast 22 per cent. of the primary inoper- 
able cases survived 5 years and 36 per cent. 
of the post-operative recurrences were alive 
after a similar interval.- The 5-year survival-rate 
with post-operative prophylactic irradiation was 
53 per cent. He was very satisfied with his results 
in bone sarcoma, of which only the osteoblastic type 
was sometimes radioresistant. The osteoclastic 
sarcomas, whether endosteal or exosteal, gave good 
results. Even metastases in the lungs from bone 
Sarcoma were not necessarily fatal. On the other 
hand giant-celled sarcoma was often truly malignant 
and tended to be ‘radioresistant. 

Dr. N. S. Finzi, who followed Prof. Holfelder in 


the discussion, instanced cases of secondary deposits 


in the mediastinum following carcinoma of the breast 
that were well 10 years after radiation treatment. 
One patient, who originally had bilateral supra- 
clavicular and mediastinal metastases, was alive and 
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well more than 12 years after treatment. For the 
treatment of the more sensitive growths such as 
lymphosarcoma the regional X ray bath had been 
developed with success at St. Bartholomew's Hospital; 
many patients with widespread disease had been 
given thereby additional years of life. Rapid ly 
growing tumours should, he felt, be regarded as radio- 
logical emergencies; they were often so sensitive 
that their response to treatment was almost immediate 
and a day’s delay might make all the difference 
between metastasis and its avoidance. But even 
when metastases had occurred palliation might still 
be obtained by X ray treatment. Prof. Woodburn 
Morison agreed with Prof. Holfelder that there was 
probably no quantitative difference in the effects 
of different qualities of radiation. There was nothing 
that radium could do that X rays could not. 


THE MEDICAL STAMP DUTY INQUIRY 


In 1929 the revenue from the sale of patent 
medicine stamps was £1,320,780; from that peak 
it dwindled year by year and by 1935 the revenue 
had fallen to less than £750,000. In the meantime 
it is obvious that the sale of such medicines has 
increased substantially. This is the case for inquiry 
and the Select Committee of the House of Commons 
which began to hear evidence on Thursday last week 
should have little difficulty in touching the spot. 
When Lord John Cavendish, then Chancellor of the 
Exchequer, introduced in 1783 the tax on medicine, 
he estimated that it would yield the surprising ” 
sum of £15,000, and his estimate was not far wrong. 
In the first two years of last century the yield was 
£14,000 and £14,790 respectively, and it is significant 
that Scotland contributed only £78 and £94 to these 
sums. From that time onward the revenue began to 
grown until in 1914 it reached £360,375. The rate of 
duty was doubled in 1915 and it was not until 1919 
that the revenue reached the million mark, after which 
the demand began to run wild. Then began a search 
for lawful means of evading the duty. It was dis- 
covered in a judicial ruling that medicines the 
composition of which was declared were not subject 
to duty if sold by registered chemists and druggists. 
One after another, the owners of proprietary medi- 
cines began to take advantage of this exemption and 
altered their labels to the extent of indicating upon 
them the names of the ingredients of the pills and 
potions. That, however, did not render the goods 
non-dutiable if they were sold by shopkeepers who 
were not chemists, and the strange situation arose— 
and is still with us—under which patent medicines 
are sold by chemists in packages bearing no stamp 
and by ordinary shopkeepers in packages bearing a 
stamp. Strange as this anomaly may appear, it is 
not in discord with the intentions of the framers of 


the legislation, for Lord John Cavendish, in intro- 


ducing it, said, ‘‘I shall require all persons who sell 
medicine and who were not regularly bred to the 
profession of doctors etc., to take out a licence, and 
this being done there will be a duty of 8 per cent. 
laid on the medicines.” But Chancellors of the 
Exchequer do not like to see revenues going down 
when expenditures are going up. 


LIMITATION OF OPIUM PRODUCTION 


AT the last meeting of the Assembly of the League 
>f Nations which closed on Oct. 10th, attention was 
specially directed to the limitation of production 
yf raw opium. It was realised that the alarming 
levelopment of clandestine manufacture of narcotic 
lrugs, to which illicit traffickers resort, renders the 
imitation of production of the raw materials increas- 


ingly necessary. Allowing a yearly average of 240 
tons of raw opium as being required for the legitimate 
manufacture of drugs, and some 300 tons said to 
be necessary for making prepared' opium, the 
world-requirement for what are deemed legitimate 
purposes is put at 540 tons a year. On the other 
hand the world-production of raw opium in 1933 
was not less than 1530 tons and in 1934 not less than 
1080 tons. Difficulties in the way of such limitation 
of production have been urged by the fact that 
whereas the manufacture of drugs from opium is 
limited to some 60 factories in 15 countries, the 
cultivation of the opium poppy concerns hundreds 
of thousands of farmers over an area of 100,000 
hectares without including China, The other opium- 
growing countries are Afghanistan, Bulgaria, Greece, 
India, Iran, Japan, Korea, Turkey, Soviet Russia, 
and Yugoslavia. It is however anticipated that 
agreement may be arrived at with those responsible 
for drug factories which receive the raw material, 
as well as with the monopolies dealing with opium 
for smoking and thus bring about limitation of the 
market for these permitted purposes. Accordingly 
the Assembly, at length convinced that the limitation 
of raw materials constitutes a decisive step in the 
League’s campaign against the abuse of narcotic 
drugs, is urging all governments to furnish the 
advisory committee, before Jan. 3lst, 1937, with 
replies to the questionnaire that has been addressed 
to them. Two preliminary conferences are to be 
summoned as soon as possible by the advisory com- 
mittee, one to be composed of representatives of 
countries producing raw opium for export and the 
other of representatives of countries exporting pre- 
pared opium for smoking and of countries having 
monopolies for the same. 

A report made by the Permanent Central Opium 
Board indicated that in the year 1935 there was an 
excess of 2303 kg. of morphine manufactured, 68 kg. 
excess of heroin, and 269 kg. excess of cocaine. The 
quantity of morphine produced in 1935 exceeded the 
amount in 1934 by 4649 kg., that of cocaine in 1935 
exceeded the amount produced in 1934 by 538 kg., 
while there was a decrease of 39 per cent. in the 
amount of heroin manufactured. 


BCG AGAIN 


Ir the Swedes have in some respects departed 
from the principles laid down by Calmette with 
regard to BCG and the route by which it is 
administered, they have more than made good their 
digressions from the path of conformity by supplying 
controlled tests. From a lecture by Prof. Israel 
Holmgren? of Stockholm it appears that expert 
Swedish opinion is on the whole definitely in favour 
of BCG vaccination. The most convincing evidence 
comes from the county of Norrland where Prof. 
Naslund supervised a large-scale test under the ægis 
of the Swedish National Association against Tuber- 
culosis. Between 1927 and 1933 the children given 
BCG numbered 7765. The tuberculosis mortality 
was about five times higher among the controls 
than among those receiving the vaccine, and as all 
concerned were convinced that the conditions under 
which the children lived were approximately identical 
for the two groups, a favourable verdict could not 
be evaded. Prof. Holmgren uses the B C G provided 
by Dr. Anders Wassén of Gothenburg, and he has 
found that the abscesses easily provoked by large 
and superficial injections can be avoided by giving 
it subcutaneously in small doses and at long intervals. 
It can also be given with impunity by intramuscular 
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or intravenous injection: with an experience of some 
200 intravenous injections, Holmgren has seen no 
more serious reaction to them than a transient rise 
of temperature; but on the whole he prefers as a 
routine measure deep subcutaneous injections for 
adults. The vaccine prepared by Wassén contains 
0-6 mg. of bacilli per c.cm., and of this Holmgren 
gives a minimum of 0-1 mg. and a maximum of 0-5. 
After describing the high and varied tuberculosis 


morbidity in the personnel of his hospital of recent 


years, he concludes that the way to, reduce this 
morbidity is.to treat every new member of the staff 
with BCG if he or she is tuberculin- negative; and 
he is inclined to extend this benefit also to tuberculin- 
positive entrants. 


ADVENTURES IN MEDICAL RESEARCH 

Sir Robert ‘McCarrison, delivering the Lloyd 
Roberts lecture to the Medical Society of London 
last week, took as his thesis that we shall only reach 
the final solution of the causes of human disease by 
studying its natural occurrence. Having devoted 
much of his life to medical research in the laboratory 
as well as among native populations in India, he was 
certainly not decrying the experimental method ; 
but he told how actual medical practice had faced 
him with problems to solve, as in a detective story, 
and how by examining every clue he had Jed up to 
the discovery of one disease and contributed much 
to our knowledge of many others. He first went to 
India as an army doctor at the age of 23, and eighteen 
months later, in 1903, found himself stationed at a 
fort in Chitral. A regular outbreak of fever there 
at one season of the year had been set down as ague, 
but this diagnosis he was able to refute by the 
controlled use of quinine, for the sufferers recovered 
as quickly without the drug as with it. The fever 
did not correspond to any in the text-book and he 
set out therefore to make what deductions he could. 
It was, a place disease contracted by troops at the 
fort, even if only visiting it for a few hours: it did 
not occur above a certain altitude, it was not con- 
tagious, and its appearance, disappearance, and 


distribution corresponded in a remarkable way with 


those of the sandfly. He inquired into local know- 
ledge, sent for a microscope, and improvised incu- 
bators. Blood culture proved negative, transmission 
of the disease by nasopharyngeal swabs and blood 
injections failed, and repeated attempts to make 
sandflies transmit the fever met with no success. 
Transference to Gilgit prevented McCarrison from 
confirming his strong suspicion that the fly trans- 
mitted .the illness, but. this suspicion was proved 
correct by Doerr in 1906. 

In 1903 also he began a survey of goitre. At that 
time little or nothing was known of its causation 
and so, as he said, he approached the task without 
preconceptions. He found that the distribution was 
geographical, the endemicity varying from village to 
village and from house to house. Observing that. 
nine villages in a group were affected with goitre 
according to the degree of pollution of their drinking- 
water, he was led to try the. effect of intestinal dis- 
infectants. The drugs, thymol in particular, did cure 
early cases. He proceeded to test the goitrogenio 
quality of the water by arranging that 36 men, 
including himself, should consume large quantities 
of suspended matter separated from the water; 
10 of the volunteers, including himself, developed 
goitres, while 31 others living in similar circum- 
stances but taking boiled suspended matter did not 
develop it. The association of low iodine content of 
the soil with the occurrence of goitre found com- 
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monly in other parts of the world was not invariable 
in India, and he had tackled this problem by finding 
out the normal size of the gland in large numbers of 
animals and then building. on this basis a series of 
large-scale feeding experiments on animals. The 
outstanding conclusion from these investigations was 
that there were many factors: polluted water; 
intestinal infection; fats, fatty acids, and lime in 
excess—all these had a goitrogenic action. Deficiency 
of other substances, of vitamins A, C, and probably B, 
of protein where vitamin A was deficient, of phos. 
phates where there was excess of lime, and deficiency 
too of iodine had the same effect. There wer 
therefore positive and negative factors in the 
causation of goitre. 

Experiments on beri-beri, begun in 1913 ‘and 
continued after the war, others on urinary caloulw 
and on gastric ulcer, combined always with clinical 
observation, enabled McCarrison to show up several 
causal factors in each condition: Some would envy 
him his opportunities for observations on a large 
scale, and hearing the tale when his findings have 
become common medical knowledge might forget 
the immense difficulties of breaking fresh ground. 
Others would hesitate to venture outside a laboratory 
where they can study one factor at a time; though 
many problems of field work would then remain 


unknown. Sir Robert's work has shown how happily 


the two means can be used by one who has the 
ability to use them, and how necessary they both ar 
to the advance of knowledge. 


A SECOND VOLUME 
EARLY in the year a series of articles on treatment 
in general practice, which had appeared week by 
week in the Brittsh Medical Journal, were made 
accessible to a wider public in a volume which included 
the management of disorders of the respiratory 
system, acute infectious fevers, and cardiovasculat 


affections. The second volume? now before u 


follows the same plan, its chapters being grouped 
under diseases of the nervous system, digestive 
system, blood and blood-forming organs, rheumatic 
diseases, metabolic diseases, and diseases of the 
kidney. Two articlés on diagnosis have been included 
to illustrate points raised in the articles on treatment. 
The articles are written by well-known clinical 
teachers in various schools, each of whom was asked 
to give well-defined guidance to the general pra 
titioner in handling a particular disorder. The two 
volumes form a useful vade-mecum for the newly 
qualified as well as for the older practitioner of 
medicine. | i 5 


AT a meeting of congregation on Tuesday last 
Lord Nuffield said he understood that the money he 
has given to the University of Oxford for medical 
study and research was insufficient to produce. the 
effect he anticipated. He would therefore. increase 
his donation to £2,000,000; for I would hate to 
leave this building, with the feeling that that Scheme 
was not complete.” l 


On Thursday, Dec. 10th, at 2.30 P.., Mrs. Meyer 


Sassoon will open the Mozelle Sassoon high-voltage 
X ray therapy department at St. Bartholomew’ 
Hospital. Lord Rutherford, F.R.S., and Lon 


Horder will speak, and a memorial plaque to Dt 


Ronald Canti, late clinical pathologist to the hospital, 


will be unveiled by Dr. Malcolm Donaldson, director 


of the cancer department. 
volts will be available in the new installation. 
Treatment in General Practice: Management of Some Maler 


Disorders. Articles republished from the British Medical Jou 
Vol. II. London: H. K. Lewis and Co., Ltd. 1936. Pp. 426. 104 U 
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CXXI.—PROGNOSIS IN BREECH. 
PRESENTATION 
(Concluded from p. 1228) 


Prognosis to the Mother 


BREECH delivery is for the mother associated with 
certain risks which, although very real, are scarcely 
capable of being expressed in terms of statistics. 
There is greater likelihood of difficulty than in vertex 
delivery, but it is also true that many cases—even 
those looked forward to with apprehension—are in 
the end uneventful, easy labours. Much depends on 
the relative size of fœtus and pelvis, and, as has 
already been indicated, it is impossible to gauge 
this with even reasonable certainty. 

Labour in breech delivery usually lasts longer than 
average time, and on occasion—especially in the 


primiparous patient—it is greatly prolonged. This. 


fact alone leads to complications. The patient may 
become physically exhausted at a relatively early 
stage, and obstetrical injury will follow premature 
attempts at interference. Equally well the patient 
may show undue mental exhaustion, and mental 
trauma may result from withholding the same 
interference which, from the strictly mechanical 
point of view, is considered inadvisable. The obstet- 
rician may thus have a difficult task to manage 
the labour in the best interests of both mother and 
fetus. Sedatives and analgesics such as opium 
should be freely given during the early stages; and 
throughout labour abundant glucose drinks will help 
to guard against dehydration and liver damage. 


THIRD DEGREE TEARS 


Of the obstetrical injuries suffered by the mother 
during breech delivery by far the commonest is a 
perineal and vaginal tear involving in many cases the 
sphincter ani, and resulting not infrequently in a com- 
plete rupture of the rectum. This most disabling 
injury is almost always the result of forcing the hand 
into the vagina in order to pull down extended arms. 
Since the vagina is already fully distended by the 
fetal trunk, it is scarcely possible to carry out this 
procedure without serious injury to the mother. 
The preliminary performance of a generous postero- 
lateral episiotomy will, however, overcome much of 
the difficulty associated with extended arms, and all 
danger of rupture of the rectum will be avoided. 
Apart from complications such as extended arms, it 
is doubtful if even one in four primiparous patients 
escapes perineal injury during breech delivery. 
There is, therefore, good reason for the routine use 
of episiotomy in such cases. The clean incision can 
be stitched with far greater accuracy than the irre- 
gular tear of a perineal and vaginal rupture, and the 
end-results of healing are undoubtedly better. When 
to these reasons is added the benefit which the foetus 
derives from the lessened stress of labour, there 
seems to be an unquestionable case made out for the 
routine employment of a postero-lateral perineal 
incision in every primiparous patient in whom the 
fetus is not obviously less than normal size. 


POSTPARTUM HZMORRHAGE 


Hemorrhage after birth of the foetus is not 
uncommon in breech delivery, and is the result 
partly of the prolonged labour witl consequent 
uterine exhaustion, partly of the frequency with 


which deep anzesthesia is administered and continued 
even into the third stage, and partly of the presence 
of cervical, vaginal, and perineal tears. All means of 
checking hemorrhage should be at hand, and injection 
of pituitary extract or of Ergometrine at once resorted 
to if there are signs of uterine atony. Direct injection 
into the uterine muscle through the abdominal wall 
is a particularly effective method of administering 
these drugs. Hemorrhage from a perineal rupture 
is best treated by immediate suture of the torn 
vagina and perineum. l 


Prognosis in Prophylactic External Cephalic 
Version 


Since breech delivery carries with it a grave risk 
of death to the fœtus, it is obvious that prophylactic 
external cephalic version is a desirable operation. 
The version should be performed after the thirty- 
fourth week of pregnancy; before that time it is 
scarcely necessary because the footus varies its posi- 
tion so often. After the thirty-sixth week the opera- 
tion is increasingly difficult to carry out, although 
always worth attempting. It is sometimes said that 
if the fœtus has extended legs (frank breech), external 
version is impossible. This is not so, although the 
operation is certainly more difficult to perform than 
in the case of the full breech. 

Many criticisms have been made of prophylactio 
external cephalic version based on the supposed 
dangers of the manipulation. These dangers have 
been dealt with by Norman White and J. D. S. 
Flew, who in 1933 reported to the obstetric section 
of the British Medical Association meeting in Dublin 
the results of 293 cases treated in the obstetric unit 
of University College Hospital. In a private com- 


munication the authors have kindly supplied me 


afresh with the figures submitted to that meeting. 


Of patients after the thirty-second week of gestation, 
and including cases dealt with under anesthesia, version 
was successful in 76 per cent. of the cases in the primi- 
parous group, and in 94 per cent. in the, multiparous 
group. The risk of premature labour being induced by 
attempts at version was found to be negligible when the 
operation was performed without an anesthetic. With 
anesthesia, premature labour occurred in 8 out of 40 
cases. All these patients had already advanced to at 
least the thirty-seventh week of pregnancy. Amongst 
201 versions performed without anzsthesia there was no 
instance of hemorrhage occurring as the result of the 
manipulation; when the manipulations were performed 
under anesthesia bleeding was provoked in 6 of 92 patients. 
The bleeding was never severe from the mother’s point 
of view, but the associated placental separation was 
apparently responsible for foetal death on two occasions. 


These.statistics are of great help in determining the 
merits of this simple operation. It would appear 
that there is always a slight risk of placental separa- 
tion, but except in the very rare circumstance of 
the patient having an unsuspected placenta previa, 
the danger is negligible provided that the mani- 
pulations are carried out with gentleness and care. 
Anesthesia should be resorted to with reluctance, 
and only in cases in which the patient’s nervousness 
and apprehension prevent muscular relaxation. It 
should not be used in order that a degree of force 
can be exerted which the unanæsthetised woman 
could not tolerate. If anssthesia is used at all, 
ether or chloroform is required: neither evipan 
nor nitrous oxide give the necessary relaxation. 
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Finally, the ocoasional inability to perform version 
is not a confession of incompetence, for in a minority 
of cases the fotus with its breech impacted in the 
maternal pelvis will resist all attempts at dislodgment. 
Having regard to the possible dangers, it can still 
be said that the benefits of this operation are so great 
that it should certainly be attempted as a routine 
in every patient in whom an abnormal fœtal position 
is discovered after the thirty-fourth week of preg- 


nancy. By its use much maternal distress and fostal 


ee can be avoided. 


Conclusion 


The seriousness of breech delivery has been under- 
estimated. It is not generally realised that the risk 
of death to a full-sized fœtus in a primiparous woman 
is higher than the risk associated with even the most 
major of the standard surgical operations. The 
foetus faces a risk of death greater than does, for 
example, the patient who is to have a pituitary 
tumour removed. Because of this grave outlook, 
prophylactic external cephalic version should be 
. performed whenever possible. The patient of forty 
or over who is pregnant for the first time, and in 
whom gentle attempts at Version have failed, should 
be given the option of having her child delivered by 
Cesarean section. 

Lest the dangers and difficulties of breech delivery 
have been over-stressed, it must be stated that 
parturition is in many cases—even in the majority 


an easy event requiring little or no help from the 


obstetrician. Perhaps for this reason the under- 


thing is certain: 


graduate student too often neglects the subject in 
the practical midwifery course, and prefers to spend 
time in learning ‘details of the technique of forceps 
delivery. In my experience at least twice the time 
is required to teach the undergraduate student the 
elementary principles of breech delivery as is required 
to teach him the essentials of the forceps operation. 
Instruction and practice on the mannikin should be 
an important part of the training in undergraduate 
schools. For this purpose Prof. Dougal’s porcelain 
model is excellent, for it permits of the use of a 
preserved footus—a far superior object for teaching 
purposes than the time-honoured stuffed doll. 

Breech delivery can never carry with it a prognosis 
equivalent to that of normal labour. All too often 
it brings to the expectant mother a disappointment 
of cherished hopes, and to the medical attendant a 
humiliating experience. By implication the obstet- 
rical training of our medical schools must often be 
held in reproach.. Yet many of the dangers inherent 
in breech delivery may be lessened by simple means, 
and some of them may be entirely avoided. One 
statistics relative to breech delivery 
show beyond doubt that this obstetrical abnormality 
is in general regarded too lightly, and too often 
those methods of treatment are neglected by which 
the relatively grave prognosis for mother and child 
can be substantially improved. 


Cassar Mor, M.D., F. R. C. S. Edin., F. C. O. d., 


Reader in Obstetrics and Gynmoology, British Postgraduate 
Medical School, University of London; Assistant 
Obstetrician and Geese Hammersmith 
and Fulham Hospi itals. 


SPECIAL ARTICLES 


MEDICAL LIBRARIES * 


By SR HUMPHRY ROLLESTON, Bt., G. C. V. O., F. R. C. P. 


` EMERITUS REGIUS PROFESSOR OF PHYSIO, UNIVERSITY 
OF CAMBRIDGE l 


' + LIBRARIES and museums are important instruments 
in medical education and progress.. They resemble 
each other as reservoirs of sound learning gathered 
from practiċal experience. This corrélation of know- 
ledge, shown by the oldest scientific museum in 
Great Britain—the Ashmolean Museum (1679) at 
Oxford—which was under the same roof as the 
library of natural history and philosophy, and also 
by the original British Museum (1754) in Bloomsbury, 
the natural history part of the museum being moved 
to South Kensington and opened in. 1881, was con- 
firmed, as regards medicine, by the Army Medical 
Museum which contains the Army Medical Library. 
- Another resemblance is that verbal descriptions 
and illustrations in books and atlases reproduce 
specimens on the shelves of museums; and con- 
versely complete accounts of such morbid specimens, 
the latter being the original documents (Keith), 
should include the clinical details. 

The earliest repositories of records—the repre- 
sentatives of books—were either in temples because 
in all civilisations the priesthood has been par excel- 


* Extracts from an oration delivered in M eared D.C., 
on Nov. 16th at a celebration of the centennial of the Army 
Medical nicer The latter part, not reproduced tae con- 
tained grap ical sketches of the librarians J. S. Billings, 
Robert Fiefeher and Fielding Garrison 

t It may be interesting to note that by his will il (1695) . Anthony 

ood left all his manuscripts and books h hmo 
Museum rather than to the Bodleian Librarp (founded 1598) 
of which he had been given the free run; was this evidence o 
ingratitude and in conformity with his difficult temperament, 
or of an unsuspected broad-mindedness? | 


lence the learned class, or in palaces, because rulers 
often patronised literature and art. Chambers for 
the storage of records in the form of inscribed tablets 
and cylinders of baked clay were discovered by Sir 
Henry Layard in 1850 in the Assyrian palaces of 
the Kings Sennacherib, Esarhaddon, and Ashur-bani- 
pal, going back to 700. B.C. The subsequent history 
of libraries in ancient Greece, Alexandria, Pergamos, 
and Rome has been discussed by J. W. Clark. 
Museums, especially medical museums, were 3 
, more modern development. 


Alexandria about 300 B. C. by Ptolemy Soter (367-28 
B. C.); but this did not conform to the modern mean- 
ing of the word, for it was an academy or meeting 
place for learned men (Flower). John Hunter's 
great collection in the eighteenth century exerted a 
powerful influence, as shown by the activities in the 
last century of Sir ‘Astley Cooper (1'768—1841) of Guy's 
Hospital, Sir Benjamin Brodie (1783-1862) of St. 
George’s Hospital in London, by Sir Henry Acland 
(1815-1900), who from 1845 taught the preliminary 
medical sciences with the help of a museum at Oxford, 


and by Sir George Humphry (1820-96), who adopted 


the same method in Cambridge. The relative import- 


ance attached to medical libraries and museums has 


varied to some extent from time to time, no doubt 
as a result of the enthusiasm of prominent authorities 


Physicians have usually turned more to libraries, 


and surgeons done more for museums, but this is far 
from being a rigid rule. Rarely has the same man 
whole-heartedly and equally promoted them both; 


such, however, were the physicians Sir Hans Sloane 
(1660-1753), president of the Royal Society and of 
the Royal College of Physicians of London, whos — 
collections of natural history, articles of virtu (69, 353) 


It is true that the first | 
reborded institution to bear the name of museum 
(temple or haunt of the muses) was that founded at 


i 


{ 
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books (50,000), and valuable manuscripts formed the 
nucleus of the British Museum, and Sir William Osler 
(1849-1919) whose generosity to many libraries, 
especially to his alma mater, Montreal, and his 
advocacy of medical museums is known to all. 

About the middle of the last century the formation 
of museums was more keenly carried out than that 
of libraries, and may have represented a healthy 
opposition to mere traditional authority, and have 
been inspired by a preference for an appeal to the 
visible evidence or in obedience to John Hunter's 
admonition to Edward Jenner Don't think, try.” 
This advice is equally, if not even more, applicable 
now that functional disorder in medicine has taken 
a part, formerly almost monopolised by morbid 
structural change. The use of the experimental 
method in the elucidation of disease has tended to 
transfer the illustrations of disease from the patho- 
logical museum to the laboratory. 

Medical libraries a century ago were generally 
those of individual medical men and, as in the case 
of the famous libraries of Richard Mead (1673-1754), 
and Anthony Askew (1722-74) in the previous cen- 
tury, were often sold and dispersed after the death 
of their owners. Those of institutions left much to 
be desired, as John Shaw Billings found to his dis- 
comfiture in 1860 in the United States. In the 
'seventies of the last century when the Surgeon- 
General’s library was coming to its second birth and 
rapid growth, the idea of medical libraries was stirring 
in North America, and in some instances, such as at 
Boston, quickened after a somewhat remote con- 
ception, and very probably by the activities of 
Billings. 

I need not attempt to preach to the converted on 
the value and inspiring virtue of medical libraries, 
for this has been so conclusively set forth by Billings, 
by Oliver Wendell Holmes (1809-94) at the first 
opening of the Boston Medical Library in 1878, by 
Osler in Books and Men,” also at the Boston 
Medical Library when a new building was opened in 
1901, and in 1926 at Cleveland in the charming 
address The Doctor and his Books by Harvey 
Cushing, Osler’s pupil and Boswell, who could so 
convincingly have shown here and now how that 
tradition survives. 


The Army Medical Library 


The layman might be puzzled to explain why 
and how it came about that the surgeon-general of 
an army, however great, should have such a library 
as this attached to his office which is devoted more to 
active organisation and orders than to medical 
bibliography ancient and modern. The answer, clear 
to everyone here, is the personality of John Shaw 
Billings of the Surgeon-General’s Office and the 
creator of its library. Originally a small collection 
of reference books for the use of the Surgeon-General 
(Joseph Lovell) in his office at Washington (according 
to Billings some time before 1836) it long remained 
in a state of suspended animation. In 1840 a manu- 
script catalogue listed 135 works (228 volumes); at 
the outbreak of the Civil War (1861) the number of 
volumes was between three and four hundred; on 
May 10th, 1864, seven and a half months before 
Billings came on the scene as the first person to be 
m any way—for he was only nominally not officially 
responsible for the books, a printed catalogue showed 
a total of 1365 volumes; in another printed cata- 
logue dated Oct. 23rd, 1865, the number had risen 
to 2258. Growth then became rapid; in 1868 the 
sum of eighty thousand dollars left over from the 


funds of Civil War hospitals was made available for 
the library, Billings being given discretionary powers ; 
and on June 12th of that year a printed catalogue 
referred to 6066 volumes, showing that Billings had 
not lost any time in building up the library; in 
1871 a catalogue, published in 1872, ran to 454 pages 
and showed that the number (13,380) had doubled. 
In 1873 a printed catalogue of 2468 pages in 3 volumes 
—the first two arranged under the heading of authors 
only, and the third containing anonymous works, 
transactions, reports, and periodicals, came out 
under Billings’s direction. The library then contained 
25,000 volumes and 15,000 separate pamphlets. It 
may be safely assumed that Billings was now steering 
straight towards the great conception ultimately 
achieved by the Surgeon-General’s library and its 
Index-Catalogue. In 1876 the library contained 
forty thousand volumes and as many pamphlets, and 
in 1895, when he retired, the number had increased 
to 308,445. 

Besides books, pamphlets, the valuable collections 
of 450 out of the estimated 600 medical incunabula 
(books printed before 1500), and of Paris theses 
unrivalled even in their native city, the library has 
five thousand portraits of medical men, and a collec- 
tion of medical autographs to which Abraham Jacobi 
and Garrison made generous contributions. The 
Army Medical Library stimulated beneficial imita- 
tion, which charitably began at home, for in 1929 
there were 200 medical libraries in the United States 
as compared with 118 in Europe. 

From 1865 to 1887 the Army Medical Museum, 
not a fire-proof building which contained the library, 
occupied the old Ford’s theatre in which Abraham 
Lincoln had been assassinated on April 14th, 1865. 
This soon became quite inadequate, and Billings, 
rising to the occasion, obtained funds, Congress 
appropriating 200,000 dollars, for the construction, 
according to his plans, of the present home of the 
Army Medical Museum, of which he was also curator, 
and of the library at the corner of Seventh Street 
and B-street (now Independence-avenue), S. W. This 
was successfully carried through in time to receive in 
1887 the ninth International Medical Congress held 
at Washington. 

History repeats itself, and the Army Medical 
Museum (up till 1922 always called the Library of 
the Surgeon-General’s Office) has now, as happens 
sooner or later to active libraries, been faced for some 
time with the impossibility of further expansion on 
its present site which indeed is now wanted for the 
further development of Washington (Reynolds). 
What better way of celebrating the commencement 
of the second century of the library could there be 
than the erection of a new building so urgentl 
needed and so thoroughly deserved ? . 


The Index-Catalogue 


A library is obviously an essential factor in the 
preservation of knowledge and history. It has, 
however, been rather pessimistically said that a 
library is a mausoleum where knowledge lies dead 
and mummified ; this may be a real danger unless 
it is activated and kept alive by a guide to its con- 
tents. A library is not complete without a good 
catalogue—namely, one with the double entry of 
author and subject; and it is obvious that the larger 
the library the more fully will such a catalogue afford 
access to existing knowledge, especially when printed 
and distributed widely to other libraries. The Army 
Medical Library is the largest of its kind, and more 
current periodicals are devoted to medicine than to 
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any: other branch of science. As long ago as 1887 
the library of the Surgeon-General's office obtained 
annually 700 published medical periodicals exclusive 
of those devoted to pharmacy and to dentistry. 
Since then they have become much more numerous ; 
at the end. of 1912 the total number of current 
periodicals were estimated at 1654; the. library 
received 1895 annually in 1916, the number fell to 
1240 in 1920, but rose to 1925 in 1927, and now is 
about 2000. Medical journals vary in their span of 
life ; some are ephemeral, and there appears to have 
been a considerable mortality during the world war. 


Their fluctuating population is compatible with“ 


Bulloch’s estimate that of the 23,000 items in the 
„World List of Scientific Periodicals, covering the 
years 1900-31, 5000 were medical. The biblio- 
graphical scope of the Index-Catalogue is therefore 
phenomenal, and widespread appreciation of its help 
is graphically shown by the worn state of the original 
bindings, or by new bindings, of its volumes in the 
medical libraries of Europe. 

How does the Index-Catalogue) compare with 
previous medical bibliographies which Osler pre- 
scribed as the best float through posterity ” for 
the authors? Conrad Gesner (1516-65), the. father 
of bibliography,“ supplied what was in some respects 
the model for, the Bibliotheca Osleriana (1929), 
hailed by Prof. John Fulton “ as the greatest achieve- 
ment of the humanistic movement in medical biblio- 
graphy.” Albrecht von Haller (1708-76), the greatest 
medical bibliographer of the eighteenth century, 
dealt with botany, anatomy, physiology, surgery, 
and medicine. W. C. Ploucquet (1744~1814) of 
Tübingen attempted to provide a complete catalogue 
of medical literature in his Initia Bibliothec medico 
practice et Chirurgice realis (1793-97). Robert 
Watt (1774-1819), of Glasgow, published in 1812 
for the guidance of his students at the Royal Infirmary, 
“a Catalogue of. Medical Books.” This led to his 
ambitious and posthumous Bibliotheca Britannica, 
or a General Index to British and Foreign Literature 
in four volumes in 1824, covering law and other 
subjects in addition to medicine, thus reverting to 
the status of the scholar-physicians in the sixteenth 
century when. medicine and the natural sciences 
formed, part of the equipment of learned men. The 
labour thus entailed is said to have been responsible 
for. the death ‘of: Watt and later of two of his sons. 
‘Thomas Young ( 1773-1829), physicist, Egyptologist, 
and. _ physician, the. most comprehensive. genius and 
man, of sciendé who, ever entered the medical profes- 
sion, broug ib. out. in 1813 An Introduction to 
Medical Literature, including a ‘System of Practical 
Noeology.“ A. C. P. Callisen (1787-1866), a Danish 
surgeon, in the 33 volumes of his. “‘ Medicinisches 
Schriftsteller-Lexicon ” (1830-45) dealt exhaustively 
with medical publications from the middle of the 
eighteenth until the end of the first quarter of the 
nineteenth century. A comic relief to these many- 
_ volunied works might. be supplied by the Medical 

Bibliography (1834) of James Atkinson (1759- 
1839) of York ‘who gave up the task after the 
letter B; and it has been shrewdly suspected that 
he never had any intention of carrying it further. 
It abounds in witticisms after the manner of Sterne’s 
“ Tristram Shandy,” and has earned for him the 
title of “ a disciple of Rabelais and as well qualified 
for residence in the Abbey: of Théléme. 

Without in any: way detracting from the services 
of these bibliographical fathers it is obvious that the 
life of a Government department or public institution 
is potentially perpetual and not limited by the rela- 
tively short span of an individual life. Other medical 


bibliographers were described by Osler as lilliputian 


as compared with the gargantuan: character of the 


Index-Catalogue. 


Among bibliographies that of modni now ‘takes 
a very high if not the highest place. As largely respon- 
sible for bringing this about the Index- Catalogue 
of the Library of the Surgeon-General’s Office 
which is beyond any comparison the most exhaustive 
medical bibliography ever undertaken— and the 
Index Medicus have made the whole medical 
world, especially English-speaking ` readers, zü 
lessly insolvent debtors. 

The history of the Index-Catalogue ogai: in 
Billings’s brain from his experience in:1860 when the 
need for such a bibliography was painfully forced 
on his notice, and it is probable that he began. to 


form plans after being given in 1868 a practically — 


free hand with the fund of eighty thousand dollars; 


the catalogues published in 1872 and 1873 Jed up to 


the definite proposals in 1876 contained in’ his “ Speci- 
men Fasciculus of the National Medical Library, 
under the Direction of the Surgeon-General, United 
States Army.” This was submitted widely to. univer. 
sities, libraries and medical men for. criticism and 
suggestions. It was arranged under both, àuthon 
atid subjects, and so far-seeing that its style and 
arrangement were practically tliose subsequently 
adopted in the Index-Catalogue. It was -warmly 
welcomed in his dedicatory address at the opening 
of ‘the Boston Medical Library in 1878 by Oliver 
Wendell Holmes, who correctly prophesied: that. a 
liberal appropriation by Congress to carry out such 
a, work for this advancement of sound knowledge 
and the improvement of human conditions. would 
greatly redound to the honour of the nation. 


THREE COMPLETE SERIES 


i The first series of the Index- Catalogue 1 in 
1880 when Congress, then urged by Abraham Jacobi 
(1830-1919) made the first appropriation for this 
purpose, and its sixteen volumés came out yearly, 
closing in.1895; it indexed 85,663 author titles, 
151,504 pamphlets, of subject: titles 168,587 books 
and. 511,112 journal titles. It was edited by Billings, 


Who in the last volume spoke of it as .“‘a labor of 


love,” with the coöperation of Fletcher, who super- 
vised the proof-reading and devised- the abbrevia- 
tions of the periodicals. As criticisms of an advers 
character of the Index-Catalogue have been extremely 
rare, reference may be made to what Billings said 
in 1891, when the first twelve volumes of -tho first 
series had been published—namely, that the chief 
serious errors were those of ‘omission, and that of 
these about fifty had so far been detected. In the 
final volume. Billings gave a list of the ‘errors, and 
remarked that there are few medical writers now 
living who have not sent to the library at least one 
pamphlet.“ In the last volume of the second series 
(1916) the librarian, Liout.-Col: „C. C. McCulloch, 
jun., repeated this statement With a wider applica- 
tion —to all members of the profession —namelß, that 
“few physicians have not donated some’ book, 
pamphlet, or reprint of their own composition.” 


The second series consisted of 21 volumes which 
were issued between 1896 and 1916, and were, edited 
by Fletcher until his death in 1912. ‘It was then 
completed by Garrison and Allemann. 
The third series (1918-32) consisted of ten volumes 
and indexed medical literature up to the end of 1925; 
under the direction of Albert Allemann, who. Was 
principal assistant librarian from 1922 tor 1932. 


| 
| 
| 
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THE FOURTH SERIES 


At one time it was arranged that the Index- 
Catalogue should come to an end with the third 
series. This would have been a bibliographical 
catastrophe of the first magnitude and have required 
some corresponding substitute, such as a clearing- 
house of knowledge under the League of Nations. 
But fortunately in the following year anxiety was 
relieved by Surgeon-General M. W. Ireland who, 
after receiving and considering opinions from various 
sources, announced that another series would at once 
be undertaken. In the recently issued first volume 
of this fourth series some changes have been made: 
the abbreviations have been shortened; in the 
references the volume numbers are in arabic instead 
of roman type, the arabic numbers being printed in 
bold-face type, and the use of eponymous titles in 
the nomenclature of diseases is avoided as far as 
possible, an example which it is hoped will be widely 
followed. An important factor in the success of the 
Index-Catalogue has been the way in which the 
difficult task of separating the chaff from the wheat 
has been carried out. The decision of what articles 
should be inoluded has probably presented less 
difficulty from that of exclusion, for a paper mani- 
festly unorthodox and badly expressed may yet 
contain an idea or observation destined to be most 
important. 


The Index Medicus 


This famous and invaluable monthly bibliography 
of the world’s medical publications, though long a 
close companion and immediate supplement of the 
Index-Catalogue, was never an official government 
periodical, and therefore depended for financial 
support on its sales, thus causing its devoted editor, 
Fletcher, much business worry. In Garrison’s words 
(1913) “the work of copying out the library cards 
for redaction was parcelled out, as the celebrated 
Haller did with his eighteenth century bibliographies 
of medicine, among the wives and daughters of the 
library force as private work.” It became a sort of 
annual Index-Catalogue in miniature and, like the 
larger work, had.a double entry of subject and 
author. Starting in January, 1879, a year before 
the first volume of the Index-Catalogue appeared, 
it came out monthly. until May, 1899, when it sank 
in financial deep water.; for, in spite of the help it 
gave medical writers, its subscription list was never 
large, much less sufficient to meet the expenses of 
publication. Many of us, it must be feared, regarded 
the Index Medicus and the Index-Catalogue as 
natural blessings, like. fresh air and sunshine, and did 
not realise that gratitude should take a more prac- 
tical form than passive expectation of their con- 
tinuance. Three more volumes (1900-02) were brought 
out under the title Bibliographia Medica (Index 
Medious) in Paris with the support of C. Potain 
(1825-1901), G. Debdve (1845-1920), Charles Richet 
(1850-1935) with Marcel Baudouin (1860— ) as 
editor-in-chief. In 1903 the Index Medicus was 
given a fresh lease of life by the wise generosity of 
the Carnegie Institute of Washington, which had 
been incorporated in- 1902 with Billings as vice- 
chairman of the board.of trustees. The Index Medicus 
continued until 1927 when it was amalgamated with 
“ The Quarterly Cumulative Index to current Medical 
Literature,“ published since 1916 by the American 
Medical Association, under the title of The Quarterly 
Cumulative Index Medicus,“ the Carnegie Institute 
and the American Medical Association both giving 
their support. Billings and Fletcher edited the 
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twenty-one volumes of the first series (1879-99), and 
Fletcher, who had previously been mainly responsible 
for the editorial arrangements, was editor-in-chief 
for the nine years 1903-12, with the active help of 
Garrison, who completed the second series (1903-20) 
without any co-editor. The third series (1920-26) 
was edited by Garrison and Albert Allemann who 
both joined, as associate editors, the board of the 
Quarterly Cumulative Index Medicus, Garrison resign- 
ing in June, 1929, a year before he was retired from 
the active list of the army. 


Librarians 


Like many other lovers of literature, whole-time 
librarians usually lead secluded lives outside the 
ambit of the limelight. The ideal librarian is a 
saintly, self-denying character with a keen interest. 
not only in books but in their would-be readers, 
whose time he saves thereby helping them, rather 
than himself, into print and prominence. He thus 
obeys the precepts and follows the example of Henry 
Bradshaw (1831-86), librarian of the University of 
Cambridge, England, from 1867 to 1886; this parti- 
cular office, it may be mentioned, was for three 
centuries (1278-1577) held by the University chaplain, 
an arrangement possibly appropriate as combining 
the care of the soul with that of the mind. Librarians 
in medical libraries often play a ghostly part in the 
contruction of books and papers. The number of 
medical men who have been whole-time librarians 
of medical libraries is small; but in the United 
States what may have been lacking in quantity has 
been more than made good by quality. To three 
bibliographer-librarians of the Army Medical Library 
tribute is most justly due—Billings, Fletcher, and 
Garrison ; for, like the history of the world, that of 
this great library is the biography of its great men. 


PUBLIC HEALTH CONGRESS 


AT a session of this Congress held on Nov. 20th 
the chair was taken by Sir LAWRENCE BROCK,‘and a 
paper on the organisation of 


Recreations and Amusements in Mental 
Hospitals 


was read by Dr. R. EAGER. He described how he 
had visited Dutch hospitals and introduced a similar 
occupational system into the Devon Mental Hospital 
with the result that 75 per cent. of the patients 
became systematically employed. Idle hands would 
always find mischief, and the organisation of interests 
in non-occupational therapy hours needed attention. 
The occupation should not be called work, must be 
free from monotony, and be a complete change if it 
were to constitute a recreation. Physical drill classes 
had proved most successful, and there was no need 
to seek an instructor outside the nursing staff. The 
class must be kept small; the activities could be 
those of ordinary Swedish drill, and deep-breathing 
exercises were good. Organised games had been used 
successfully in some mental hospitals; elevens and 
fifteens must, however, be composed of patients and 
not largely of staff. Dances were popular in the 
winter ; it had long been the custom to urge patients 


to join in. Walking parties resembling flocks of 


sheep were strongly to be deprecated ; parole partly 
took their place, but apathetic and introspective 
patients should be taken in small parties for country 
walks. 
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In the provision of amusements, also, every effort 
must be made to get patients to codperate. Often 
recreation halls were too small. Inter-ward parties 
and competitions might be organised. Wireless and 
the cinema were essential in every hospital, but 
must be controlled. Occasional escapes from reality 
into the film world were good for everyone, but 
must not become a habit nor a refuge. Films which 
reacted on the emotions should be excluded; many 
patients were profoundly affected by what they saw 
on the screen. Staff concerts were very popular and 
did much to take the patients out of themselves. 


Theatre managers were always sympathetic to hos- 


Pitals, and would no doubt extend this attitude to 
mental hospitals if approached in the right way. 
Recreational therapy called for extensive organisa- 
tion and coöperation and real enthusiasm. More 
individual treatment and less herd treatment was the 


stepping-stone to further advancement in the treat-. 


ment of mental disorder. 


PHYSICAL FITNESS THROUGH EXERCISE . 


Dr. R. STRÖM-OLSEN said. that exercise should 
form an integral part of an organised system of 
occupational therapy in every modern mental hospital. 
It exerted its influence both on the physical and on 


the mental health. Exercises of effort, such as weight- 


lifting and sprinting, developed the qualities of 
concentration, alertness, neuromuscular coérdination, 
and economy of energy. Exercises of endurance, 
like walking, running, and rowing, had a greater 
effect on circulation and respiration and on the 
. capacity to deal with fatigue products, and in the 
long run produced more constitutional vigour and 
physical robustness. Every mental hospital should 
possess a gymnasium, especially for winter use when 


outdoor exercise was impossible. The most. essential 


requirements were parallel bars, trapeze bar, flying 
rings, vaulting box and springboard, ropes, high 
jump outfit, Indian clubs, dumb-bells, skipping ropes, 
medicine balls, and padded mats. Basket ball had 
the advantage, among games, of being playable 
indoors. Patients for physical drill classes should be 
carefully selected and graded. Extreme emotional 
depression was aggravated by forcing patients to 
join a class, and the attention was too defective in 
maniacal excitement. Much could be done for 
dementia præcox cases by diverting energy from the 
phantasy life. Three grades were convenient: 
“A” grade consisted of newly admitted psycho- 
neurotics, mild psychotics, and convalescents; B 
grade of chronic patients, perhaps demented, but 
with enough interest and coöperation; and “C?” 
grade of excited, difficult, and repressed patients. 
Promotion from one class to another accompanied 
improvement. C grade could do simple drill, marching 
exercises, and medicime ball in the open air or enter- 
tainment hall. Music was a great help, and the 
exercises must be varied. It was useful to have a 
‘nurse or two to help the instructor. The results of 
tact and perseverance were surprising and gratifying. 
Suitable patients in the higher groups should be 
allowed to take the instructor’s part at certain times. 
Folk dancing was often successful. 

Every scheme should allow adequate proportion 
of exercises of effort and of endurance; the optimum 
ratio was discovered by experience. Mental results 
varied according to the case, but were usually quite 
definite. Stubborn negativism could often be over- 
come more readily by rhythmic exercise than by any 
other means. Restless over-active cases might be 
benefited by an hour’s informal exercise or play, 
followed. by an hour’s walk in the evening, engendering 


natural sleep and minimising the need for sedatives, 
In a few months the saving on narcotic drugs among 
60 female patients had been £15 and no hypnotic 


had been given at all. Many dementia præcor 


patients could be brought into contact with their 
surroundings by music, rhythm, and the urge to 
imitation, especially in group drill and ball throwing, 


Once the vicious circle of negativism and sell 


absorption had been broken, the time was ripe for 
the occupational therapy class. Exercise was a 
useful adjuvant for the benign and recoverable case, 
but must be subordinated to individual needs, It 
was applicable to all neuroses except perhaps severe 
anxiety with panic. : 

DISCUSSION- 


Dr. H. Dove Cormac. (Parkside) spoke of the 
value of special costumes: bright- coloured -skirts 
and shorts. Two-thirds of the patients were over 


45 years of age, and.the use of strenuous games was 


therefore limited.’ Nor were they of the social class 
accustomed to playing tennis and badminton. One 
benefit of regular games and exercise was that the 


number of breakages had greatly decreased. At 


Parkside they were not ashamed to show their 
refractory wards to visitors. 

Dr. J. MACARTHUR (Bracebridge) pointed out that 
„recreation and “amusement” were defined a 
“an agreeable occupation and “a pleasant diver- 
sion.“ Patients in mental hospitals had more leisure 
for playing games than they had ever had in their 
lives before, and many of them did not know how 
to play any game. For physical drill, cases should 
be very carefully selected by the medical officer, 


and music and proper kit were essential. A band 


was one of the most important features in. a mental 


hospital. A cricket team from each ward, playing 


an American tournament throughout the summer, 
awakened interest. Five-a-side football matches, 
seven minutes each way, were useful. Dancing 
instruction in the wards encouraged nervous patients 
to take part in the weekly dances. Any entertain- 
ment by children was popular. Ward parties had 
always been a specialty at Bracebridge. Champions 
at all kinds of games were selected from each ward 
and competed with each other, the winner getting a 
prize from the chairman at the Christmas party. 
Patients wanted a refuge from the wireless. A small 
ciné camera to make and show pictures of local 
events was very successful. A supply of periodicals 
was very important, and local papers and Sunday 
papers-should not be forgotten. A great event was 
the Old English Fair, with plenty of noise and infinite 
variety of side-shows, tests of skill, and gambling 
devices. . 
Dr. A. C. Hancock (Maidstone) said that Barmmg 
was the third oldest mental hospital in England 
but, apart from that handicap, had very fine traditions 
which helped to create a good atmosphere. His 
committee were very keen, and let him get on with 
his work without worrying him. If the coöperation 
and interest of the nursing staff were obtained, the 
job was done. It was part of the training of nurse 
to go thoroughly through the occupational therapy 
department. The result of putting a football or 
string-cricket ball in the ward gardens had been 
marvellous; fears of broken windows and flower 
beds had not proved justified. In bowls and darts 
the patients’ teams ‘held their own in competitions. 
Dr. J. I. Russ LL. (North Riding) stressed the fact 
that the value of physical exercise was not limited to 
improved physical fitness. Games improved codpers- 
tion with others and should lead patients to think 
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well of themselves. The spirit created in the hospital 
benefited every patient and the staff as well. Many 
patients would not make use of equipment provided 
for them, but would soon become keen if the nursing 
staff joined in. However willing the staff might be, 
they must have time for the work; the proportion 
of nurses to patients must be increased. The daily 
segregation of large numbers of patients in fenced 
enclosures was humiliating and inconsistent with the 
principles of therapy. The evil of the airing court 
must be abolished. Playing fields were generally 
too small; ten acres should be the aim. It should be 
possible for bowls, croquet, and tennis to be played 
at the same time as cricket. Male members of the 
staff playing games should be considered to be on 
duty so as to be covered against injury. Holiday 
camps were helpful features. 

Dr. P. K. McCowan (Cardiff) pointed out that 
man was a social being, and recreational therapy 

tried to reach the patient through his social interests. 

Recreation had been used for many years, but the 
modern idea involved systematic investigation into 
the reactions of the patients. It was a process of 
readjustment, re-education, and resocialisation. Drill, 
dances, and games were but the instruments, and 
the individuals who used them would decide the 
results, rather than the instruments themselves, For 
success there must be genuine enthusiasm. 

The CHAIRMAN stressed the importance of the 
difference between providing facilities and organising. 

Dr. D. REI D (Hellingly) suggested that the life of 
the mental hospital had been very dull and unin- 
spiring in the past. If the patient’s environment was 
„dull, idle, apathetic, and indifferent,“ his mental 
state could not be expected to be otherwise. In 
winter there should be a minimum of four enter- 
tainments a week. Club nights had proved successful ; 
the sexes mingled informally and could smoke and 
play games. Whist drives were valuable. In the 
summer there should be three or four games available 
every day, and evening amusements for those who 
disliked early bed. The results of this therapy were 
general happiness, avoiding of dementia, and immense 
reduction of sedative drugs. 

Alderman Lock (Newcastle) urged the importance 
of allowing laymen to coéperate in these discussions; 
and asked if there had been an improvement in the 
recovery-rate as a result of this therapy. Committees 
wanted to know what they were getting in return for 
the money. 


Holidays for Mental Hospital Patients 


At another meeting, when Sir LAURENCE Brock 
took the chair, Mr. E. W. CEMLYN JONES read a 
paper on the extension of holiday provision for 
working patients in mental hospitals. He recalled 
the recent improvements in the lot of mental hospital 
patients as regards food, clothing, recreation, and 
occupation, but regretted that in most public mental 
hospitals there was no provision for holidays. Four 
years ago the Central Association for Mental Welfare 
had begun to provide holiday facilities for patients 
in mental deficiency institutions. The association 
now had three holiday homes, at Bognor, Seaford, 
and Rhyl, and this year 1050 patients had had short 
holidays by the sea. A fourth home, at Redcar, 
would be opened next spring. They had now started 
taking working patients from mental hospitals with 
the happiest results. Chronic patients, of reasonably 
good behaviour, who had no homes to which they 
could go, had been received. The cost varied from 
20s. to 258. a week, and Mr. Cemlyn Jones discussed 
means by which this charge could be met, 


Dr. Davies-JonES cordially supported the pro- 


vision of these holidays, and thought they might be 


profitably extended to voluntary patients as well. 


Place of Epileptics in the Community 


Dr. TYLOR Fox, in a paper on the need for com- 
munity care of epileptics, pointed out that research 
into epilepsy, as well as its treatment, had concerned 
itself more with the occurrence of fits than with 
mental conditions associated with the disease, and 
that the social handicap from which so many 
epileptics suffered had received little attention. The 
care of epileptics in the community was nobody’s 
business. Out-patient treatment of the chronic 
epileptic was unsatisfactory and incomplete. Often 
little notice was taken of the patient’s mental condi- 
tion, and still less of his status in his home or the 
community. If the hospital physician could work 


in coöperation with a social worker who had inter- 


viewed the patient and his relatives in the home, 
he would be able to give advice of value. He could 
then treat the epileptic as well as the epilepsy. The 
Central Association for Mental Welfare, Dr. Fox 
said, had recently carried out a most useful inquiry 
concerning epileptics in a part of Essex. They had 
found epileptics living in their homes in a proportion 
of nearly 1 per 1000 of the population, and admittedly 
this number was far too low. They had classified 
the epileptics into those who were mentally defective, 
those who were emotionally unstable or difficult, 
and the mentally normal. Personal visits had 
impressed the investigators with the gravity of the 
problems that arose in the home. Some of the 
problems could be dealt with by common-sense 
advice. Thus the attitude to risks ayising from fits 
varied from excessive caution to frank neglect. 
Some epileptics were kept in bed or indoors all the 
time; others were allowed to ride about on bicycles, 
The problem of unemployment was widespread and 
less easy to deal with. The whole question could be 
regarded as one of mental ill health. Continued 
unemployment, resentment, and anxiety increased 


the fits, and increase of fits caused further mental 


deterioration. A vicious circle was set up with 
destruction of personality as the end, Anxiety with 
regard to fits, distress at their occurrence, and the 
burden of a useless and often difficult patient inevit- 
ably led to mental strain for other members of the 
household. It was often hard work for a household 
with an epileptic in it to be a happy household. 

Dr. R. H. CROWLEY pressed for effective after-care 
for epileptic children leaving school, Some form of 
supervision should be given to epileptics living at 
home, and this the C.A.M.W. hoped to provide 
through local voluntary associations. Possible open- 
ings in employment should be carefully explored. 
For many, home trades would be the best, and here 
the Council for the Provision of Occupational Indus- 
tries among the Physically Handicapped could be of 
great service in providing simple training. With the 
coöperation of the Home Office it would be possible 
to find home industries for many epilpetics. The 
C.A.M.W. had been impressed with the need, and 
were going to follow up their work in Essex, and to 
check the information obtained there by a further 
investigation in another area. The idea that 
epileptics should receive community care was a new 
one, but if carried out by voluntary agencies acting 
within the framework of the State, much might 
be done. 

Mr. L. W. GREENHALGH deplored the fact that so 
many epileptics were in public assistance institutions. 
But colonies were few, and often badly placed 
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geographically. Hestressed the need for the after-care 
of epileptics leaving residential schools. 3 


Dr. S. E. Gn believed that the incidence of 


epilepsy would be found to vary. greatly in different 
districts. He had found that selected cases of 


guardianship. 


epilepsy did extremely well when. placed out under 


ROYAL COLLEGE OF SURGEONS OF 
N ENGLAND 1 


ANNUAL. MEETING OF FELLOWS AN 
MEMBERS. 


' THE statutory meeting of fellows and members of 
the Royal College of Surgeons of England was held 
at the College on Nov. 19th, the quorum of thirty 
being reached just as the clock struck 4 p.m. Sir 
CUTHBERT , WALLACE began by welcoming those 
present to their old College, and then turned to con- 
sider salient matters in the report of the council for 
the year ended July 31st. The fellowship of the 
College, he remarked, increased year by year in 
prestige and appreciation. The primary examina- 
tion held at Calcutta in 1935 was to be followed next 
year by a series of overseas examinations in Australia, 
New Zealand, India, and Egypt. He recalled the 
remarkable response to his appeal for new specimens 
to meet the needs of the museum which was 
visited last year by more than 10,000 people. The 
Groves bequest was keeping up the world-wide repu- 
tation of the College for anthropology. Mr. R. R. 
James’s transcript of the apprentice books of Barber- 
Surgeons was now complete. He alluded again to 
the solution by the Bernhard Baron trustees of the 
provision for research work at Lincoln’s Inn where 
the new laboratories would enhance the character 
of the work done. During the rebuilding the research 
farm at Downe and offers of bench space elsewhere 
were tiding over the difficulty of space for research 
work. He mentioned the award of Leverhulme 


research scholarships, and asked for more money 


for the purpose. The: Imperial Cancer Research 


Fund was not, as sometimes supposed, an independent 


body but. was really a laboratory of the two Royal 
Colleges; the site at Queen-square had outgrown 
its need, and the work was to be transferred to Mill 
Hill in the autumn of next year. The College had, more 
than any other agency, given support to the Radium 
Beam Therapy research. He recalled.the award of 
the honorary College medal.to Dr. J. A. Murray, and 
of the Walker prize to Dr. E. L. Kennaway. Sir 
Cuthbert concluded with some account of the recep- 
tion of Paris surgeons at the College in the summer, 
a visit which would be returned next year. 

Mr. REDMOND Roomse (M. R. C. S., 1894) referred to 
the shelving of the proposal for a diploma in dietetics. 


1 


The College should, he thought, recognise certain 


weaknesses. in the armamentarium of the. general 
practitioner. He would like a standing. committee 
of the licensing bodies to consider the instruction of 
doctors and students in matters specially useful to 
them in. practice. Suitable questions, e. g. on dietetics, 
might be put in examination papers. —Mr. RICHARD 
GILLBARD. (M. R. C. S., 1892) asked who selected the 
guests from among the members for the Buckston 
Browne dinner. The PRESMENT replied that the 
curriculum conference was now closed but those who 
set the examination papers would bear in mind what 
had been said. Specialist questions were put 
from time to time. The selection of members for 
the dinner was made by a committee of the council. 


Representation of Members 
Dr. GILBERT ORME (M. R. C. S., 1899) then moved: 

That this forty-sixth annual meeting of Fellows and 
Members of the Royal College of Surgeons of England 
again affirms that the Members, who constitute ninety per 
cent. of the College, should have some representation a 
the Council, -a similar resolution having been passed 
forty-five times and never once lost. 

It was, he said, almost incredible that for 47 yearn 
the members should have knocked without avail 
at the door of the council chamber. So convincing 
were their arguments that the resolution had never 
been lost. He could discover only one answer, 
namely, that the council were not conscious of any 
widespread desire for representation on the part of 
the members ; but in the 1930 postal census in which 
12,542 voting papers were sent out 6936 vote 
were cast for representation and only 156 ‘against; 
and that in a profession which had the reputation 
of committing nearly all official correspondence to 
the wastepaper basket. Appeal to common sense 
having failed, he now, appealed for fair play. Among 
the members who constituted 90 per cent. of the 
College surely there were some who could be of help 
to the specialists with their knowledge of general 
practice, e.g., the surgical questions in industrial 
practice, such as strained back, that led to wide 
fields of investigation. He would like the College to 
give a lead to the education of the publio in th 
matter of quackery, osteopathy, and chiropraxs. 
It was the general practitioner who came into contac 
with these things; members should confer with 


.fellows upon them, and regain some part. of the 


freedom they enjoyed before the year 1843. | 
Dr. P. B. SPuRGIN (M. R. C. S., 1898), who seconded 
the resolution, spoke of the increasing atmosphem 
of friendliness at this meeting. We know, he said, 
there is a feeling among the council that the interes’ 
of the common herd should be represented. Other 
bodies had their direct representatives ;. they 
enhanced the prestige of the General Medical Counal 
The British Medical Association stood for democracy; 
in that body every member could rise to the highest 
position. He likened the situation to the outline of 
a quadruped of which the skull (being the counei) 
was filled with the best grey matter but had no 
value without the backbone (being the general 
practitioner).. They were not askihg even for the 
whole backbone, they would be content with the 
caudal appendage; there were times when it might 
stand upright and even wag, but there was no risk 
that it would ever wag the dog. The time had come, 
he felt sure, to give some representation to the 
members who could produce some of the best brams 
in the country. If that required an amending Act 
the Society of Members would gladly contribute 
towards the expense. | 
In the discussion which followed Mr. HOWABD 
STRATFORD (M. R. C. S., 1899) suggested that when 
surgery was so big and complicated it was diffoult 
for pure surgeons to keep in touch with everything. 
What about a gas attack, for instance! Did 
council know all about measures for that 1—Dr. A. E. 
BLACKBURN (M. R. C. S., 1904) said he had no criti- 
cism to make of an excellent report but he criticised 
the motion: He did not believe in democracy—) 
because the tail did control the head. But there wa 
he thought, no harm in occasional codption by the 
council of members on a committee dealing with 
this or: that—Mr. GILIBARD (M.R.CS., 1892 
asked what was really the attitude of the fellow 
on the council; we are unable, they say. But 
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2300 fellows could not represent 20,000 members. 
Members might, he thought, set up their own parlia- 
ment—and organise their own dinners.—Mr. GRAYDON 
Hume (M. R. C. S., 1919) thought that finality had 
not been reached even in the Hunterian Museum, 
and the research farm was yet in its infancy. With 
the war cloud looming it would be useful, he thought, 
to realise the part that members would then play.— 
Dr. H. H. SANGuINETTI (M. R. C. S., 1897) said the 
College was excellently managed but the council 
was elected for surgery. Are examiners, he asked, 
specially suited to arrange the affairs of the profes- 
sion? Whatever we think of the council we may 
still regret that members have no voice in their 
election.—Dr. C. L. BATTESON (M. R. C. S., 1898) 
asked if they might hear what objection to the 
resolution was raised by the fellows on the council. 

The resolution being put to the vote the PRESIDENT 
declared it to be carried (in favour, 28; against, 6). 
“We all wish the College well, he said. How this 
is to be obtained is the question. Up till now the 
meeting had failed to convince the council of the 
need for change; but he recognised the friendly 
feeling present that day. With regard to unprofes- 


sional cults the College, he said, had opposed the Bill 


in the House of Lords at a cost of £920. 


OXYGEN LAID ON 


It is notorious that the sight of an oxygen cylinder 
often depresses the patient; for the public still 
regard its use as a last resort. On the other hand, 
oxygen often has its greatest value in the early 
stages of illness (e.g., pneumonia) when it may 
reduce the effort of breathing and the burden thrown 
on the heart. Hence there is much to be said for 
any new method of giving it that will arouse less 
alarm or despondency. The arrangements now made 
at the Royal Free Hospital, | 
London, go far to obviate 
unfavourable emotional 
reactions, for the oxygen 
is brought in pipes to the 
wards and is obtainable 
at the bedside without fuss 
or difficulty. A system 
of pipe lines 3000 feet in 
length takes oxygen at low 
pressure to taps in seven 
wards, each tap serving a 
group of beds. 3 

The source of supply is a 
group of cylinders in the 
porter’s lodge; there are 
six cylinders each holding 
150 cubic feet of oxygen, 
and they are arranged in 
a rack as shown in the 
accompanying photograph. 
By an arrangement of 
valves, either of two banks 
of cylinders can be con- 
nected to the pipe lines. 
In the centre of the con- 
trol panel is a pressure 
gauge fitted with an elec- 
tric contact‘ that closes 
when the pressure falls 
below 100 Ib. per sq. in. 
The closing of this contact 
sounds a buzzer mounted 


above the left-hand cylinder manifold, and at the 
same time lights a lamp. The porter on duty then 
takes the necessary steps to restore the pressure, 
either by putting another cylinder on the line or by 
changing over to the other manifold. ST 
The high-pressure pipe-lines, which are of welded 
construction, travel outside the building as far as the 
points where they enter the wards. The mains then 
pass through the brickwork into the back of a reducing 
valve, which brings the pressure down to about 20 lb. 
per sq.in. The tubing in the wards is carried out with 
lighter-gauge copper tubing with soldered sleeve joints, 
small screw-down valves being provided near each 
group of beds. These valves are arranged to take 
a length of rubber tube that can be connected to 
any simple apparatus for administering the gas, or 


to an oxygen tent or other apparatus. 


The whole of the high-pressure mains are installed 
with welded connexions and were tested to a pressure 
of 3000 Ib. per sq. in. The seven wards now served 
contain 150 beds, and provision has been made 
for extending the service to four more. 


As must be expected, the consumption of oxygen 
in the hospital has somewhat increased since the 
installation was put in; for oxygen is now used for 
patients to whom it might not otherwise have been 
given. This however is compensated for by the 
cheaper rate at which the large 150 foot cylinder can 
be purchased. The nursing staff, moreover, are relieved 
of the trouble of handling cylinders, and any risk 
attached to their use in the wards (explosion or fire) 
is. eliminated, The saving in porterage and wear 
and tear on the lifts is also considerable; the porter’s 
lodge, where the manifold is placed, is beside the 
roadway, and the cylinders thus have very little 
distance to travel to and from the lorries. | 


The installation was carried out by the British 
Oxygen Co., of Wembley, to the design of Messrs. 
Richards and Bright, consulting engineers. 


The oxygen-supply. of the Royal Free Hospital's installation. 
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ADVANCES IN CANCER RESEARCH 


THE thirteenth annual report of the British Empire 
Cancer Campaign—a volume of over 300 pages— 
contains reports from nearly fifty different institutions 
and individuals whose investigations have received 
financial support. It is clear that many interesting 
results have been obtained during the current year. 


ETIOLOGY 
The various investigations into what may be called 
the fundamental problem of cancer fall into two 
clearly defined groups relating to the carcinogenic 
substances and to the virus tumours. | 
It has now become evident that the property of 
inducing cancer is not confined to the hydrocarbons 


having a phenanthrene nucleus, but is possessed also 


by other organic substances of quite a different 
chemical structure. A number of such substances 
having a nitrogen atom in their molecule have been 


synthesised in the research laboratory of the Royal 


Cancer Hospital, and one of them is remarkable in 
that it produces hepatomata when applied to the 
skin. It appears now that the problem of the 
chemistry of carcinogenesis is much more complex 


than was believed recently, and that the variety of 


tumours arising naturally in different organs might 
possibly be due to the formation under abnormal 
conditions of a variety of carcinogenic chemical 
substances. The knowledge that certain pure organic 
components produce malignancy when introduced 
into the body naturally opens up the question of the 
fate of these substances in the organism. This has 
been investigated by several workers, Dr. P. R. 
Peacock in Glasgow, Dr. C. C. Twort in Manchester, 
and Dr. I. Berenblum and Mr. L. P. Kendal, Ph.D., 
in Leeds, with the same result—namely, that these 
substances rapidly disappear from the site of injection 
and that this disappearance is due not to a rapid 
elimination but to a chemical change. Perhaps the 
most interesting, because the most unexpected, 
observations are those made by Dr. A. Haddow of 
Edinburgh. He found that the injection of carcino- 
genic compounds into animals bearing transplanted 
tumours greatly slowed the growth of these tumours, 
whereas substances chemically closely related but 
devoid of carcinogenic property had no such effect. 
This inhibition of growth is not specific for tumours, 
but can be demonstrated also for the normal growth 
of young animals, although it is relatively less 
striking. 

The nature of an entirely different carcinogenic 
agent—namely, the agent present in the so-called 
filtrable fowl tumours—has been investigated inde- 
pendently by Prof. J. McIntosh of the Middlesex 
Hospital and by Dr. C. R. Amies working in the 
Lister Institute, and the same conclusions have been 
reached. By means of special high-speed centrifuges 
it has been possible to demonstrate that this agent 
is of a. particulate nature of a size similar to, but 
somewhat smaller than, those that represent the causal 
agents of such typical virus diseases as vaccinia and 
fowl-pox. By a method of fractionate precipitation 
Dr. Amies was able to prepare a suspension of this 
agent free from fowl protein, and such a suspension 
could, be specifically agglutinated by the serum of 
tumour-bearing fowls, in which an antibody to the 
agent could also be demonstrated by other methods. 
These two workers agree that the evidence so far 
obtained justifies the conclusion that the agents of 
these filtrable fowl tumours are of a virus nature. 
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It is important to bear in mind that an immune 


serum for these agents is a very different thing from 


an immune serum for malignant cells. This is clearly | 


shown by the fact that a serum which will inactivate 


a cell-free extract of a filtrable fowl tumour and which 
will also agglutinate a suspension of the agent has m 
effect on the living malignant cell, in which the agent 
is present. Indeed Prof. McIntosh states that an 
anti-cancer-cell serum cannot be prepared with any 


- regularity. 


Until recently filtrable tumours have been found 
only in fowls. They are all connective tissue tumoun 
which have appeared spontaneously. Prof. Molntosh 
has been able to show that sarcomata induced by the 
injection of carcinogenic agents were also filtrable 
—i. e., they contained a virus-like agent. The present 
report records the remarkable fact observed by Dr. 
L. D. Parsons of the Royal Cancer Hospital that a 
sarcoma which has developed in a mouse after the 
injection of a carcinogenic agent is also transmissible 
by a cell-free extract. This is the first recorded instance 
of a filtrable malignant tumour in mammals, The 
tumour has, however, the peculiarity that its growth 
in the mouse is accompanied by conspicuous changes 
in the blood. 


TREATMENT AND INCIDENCE 


The biological and therapeutic effects of radium 
have been actively studied in a number of different 
institutions. The view hitherto generally accepted 
that cell division is the factor which determine 
radiosensitivity is now being questioned by Dr. J. C. 
Mottram. The clinical results obtained in the different 
hospitals are now for the first time tabulated in 3 
uniform manner. This is a great advantage since a 
direct comparison is now possible. The results 
obtained in the Marie Curie Hospital by radio- 
therapy of cancer of the cervix are very striking. 
Using the 5-year survival-rate and the division into 
four clinical degrees of the disease, the figures for a 
5-year survival for the first degree are as high as 
85 per cent. They fall to 66 per cent. for the second 
degree, 32 per cent. for the third degree, and 10 per 
cent. for the most advanced cases, the result for all 
cases irrespective of the degree of the disease at the 
beginning of treatment being 37 per cent. of 5-year 
survival. Figures such as these are the best propa- 
ganda to encourage patients to seek medical advice 
early and they should put a stop to the foolish 
statements, so frequently made even by medical 
men, that no cure for cancer has yet been found. 

Of other investigations of importance for the 
treatment of cancer. the studies may be mentioned 
of Dr. Cuthbert Dukes at St. Mark’s Hospital on the 
lymphatic spread of cancer of the rectum, and of 
Dr. G. H. Gray at St. Bartholomew’s on the 
lymphatic spread of cancer of the skin and in 
mammary cancer. Dr. Gray, whose report contains 
some striking illustrations, questions the permeation 
of lymphatics by cancer cells. He holds that when 
cancer cells enter a lymphatic vessel they do not 
remain for any length of time within the lumen but 
are rapidly conveyed to a lymph gland. He warns 
against the danger of excessive palpation of malignant 
tumours, because this may hasten metastatic spread 
and he doubts the justification for extensive opera- 
tions planned on the permeation theory in so far 38 
they require the removal of deep fascia. 

Lastly, reference must be made to the striking 
statistical charts prepared by Dr. Percy Stocks, 
medical statistical officer at the General Register 
Office, demonstrating great variations in the incidence 
of cancer of the more important organs in the 
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different counties and boroughs of England and 
Wales, and to the statistical investigation by Prof. 
and Mrs. Kennaway on the remarkable increase in 
the recorded mortality from cancer of the lung. 
After discussing the factors possibly concerned, the 
Kennaways conclude that no evidence has been 
found that tarring of the roads has affected the 
incidence of cancer of the lung upon the general 
population.” 

Great care has been taken in the difficult task of 
editing this report; and rightly so, because it ranks 
as an annual scientific publication. A study of its 
contents and of other recent publications of a similar 
kind leaves the impression that while the com- 
plexity of the cancer problem is increasingly evident 
each aspect of it is becoming better defined. Human 
ingenuity has rarely failed to solve a scientific 
problem when once it has been clearly and correctly 
formulated. 


AN AMBULANCE IN SPAIN 


THE. following is a letter written by Mr. K. Sinclair- 
Loutit, a student of St. Bartholomew’s Hospital, 
who went to Spain in charge of the ambulance unit 
sent out by the Spanish Medical Aid Committee. It 
is dated Nov. 6th. 


“I am extremely sorry that your letter has not 
yet been answered, but we have been overwhelmingly 
busy. We have had up to date 1523 patients and 
our ambulances have gone about 14,000 miles. This, 
for two months’ work, is not bad going, and has 
placed a very severe strain on all our resources. Of 
course, a large percentage of these cases are not very 
grave, but we have had days on which we have 
done twelve or fourteen major operations. 

“The hospital is at Graiien, a small, dirty, ill- 
developed village in a key position behind a fan- 
shaped front. All the roads fall into it, and it is the 
railhead. It drains about 35 kilometres of front, it 
is the divisional hospital, and its prime duty is 
evacuation. We therefore only keep such cases as 
cannot be evacuated. We have a medical, a surgical, 
and a V.D. ward, with a total accommodation for 
40 patients, which can be increased on emergency 
by a further 30. There are two theatres—one for 
major work, one for dressing—a receiving-room, and 
various other accommodations, the whole contained 
in a large, rambling house of feudal design. When 
we arrived (Sept. 8th) it was indescribably dirty 
and only half of it fit for habitation, and though 
in use as a Clearing-station it was quite unsuited for 
medical work. We have now, in addition to carrying 
on our medical work, cleared over a thousand square 
meters of floor from dirt approximately one-third of 
a meter deep. Our working parties are just com- 
pleting the clearance of the patio from many tons 
of accumulated dung. It is to be drained, levelled, 
and used for the parking and repairs of the ambu- 
ances. We have to do nearly all our own work here, 
as the man-power of the village is greatly reduced; 
18 young men were taken by the fascists as hostages 
hen they passed through the village, and most of 
jhe remainder are in the militia. Until recently in 
he kitchen all cooking was done over an open 
ire. The Spanish staff were first in awe of our 
rimus stoves and ovens, but are now delighted 
‘vith them. We have also installed two coke ranges 
which seem to be unworkable without a skilled 
‘echnician in continuous charge. There is no running 
vater in the house, the supply of very dirty looking 
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but not grossly contaminated water is brought daily 
by mule-cart. I have found a spring from which 
we now obtain quite pure drinking water. Similarly 
in everything we have had to start from scratch. 
Our drivers and orderlies installed electric light and 
built heating stoves and cupboards. Dr. Saxton 
(whom you may remember at Bart.’s) has proved 
himself quite a competent sanitary and civil engineer. 

We lie on a plateau between two ranges of moun- 
tains ; to the right is Huesca which guards the pass 
to Jaca. It was there the Napoleonic invasion had 
one of its final reverses. To the left is the Sierra 
Alcubierre, in which there is much guerilla fighting. 
It is barren country, in summer dusty and mosquito- 
ridden, in winter cold, windswept, and approached 
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through a sea of mud. It is interesting to note that 
right up to within one kilometre of the firing-line 
agriculture continues. I was out surveying the 
ground for a front-line dressing-station and was led 
by a daft guide across a field open to fascist machine- 
gun fire. We kept dodging about for over an hour, as 
the position was enfiladed from two posts. We were 
sitting behind a small breastwork when we saw a 
peasant staggering across the field bearing two 
enormous baskets of pimientos. He paid absolutely 
no attention to the fire till two-thirds of the way 
across, when he sat down to swear. His effrontery 
was only equalled by his luck, for he got across the 
field unharmed. It is now crossed by a communica- 
tion trench, in which one of our field nurses got shot 
—quite lightly. Only a little further back they 
were harvesting. It is extremely dangerous to wear 
Red Cross emblems or display them on vehicles 
near the line, as they merely form a target for the 
fascist forces. Our stretcher parties have been fired 
on, and the hospital train has been bombed and 
machine-gunned from the air. Similarly the mere 
suggestion of the display of the customary Red Cross 
ground flag convulsed the local comite de guerra. 


“I have just been called away to superintend the 
installation of a refrigerator for canned blood. It is 
put up in 200 c. em. glass phials under gas pressure. 
This practice is converting transfusion from a luxury 
to a routine treatment in suitable cases. This also 
shows how our hospital has progressed in two months. 
At first only the crudest intervention was possible. 
Abdominal surgery was unthinkable owing to the 
dirt. Now, though the place doesn’t look like Bart.’s, 
our theatres are on a par with those in any cottage 
hospital, and we can and do tackle anything. 


„The hospital is of necessity polyglot; the 
Government forces contain in their ranks practical 
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sympathisers from all European nations, so that 
in the wards one hears English, French, German, 
Italian, Polish, and Yiddish, though of course 
Spanish predominates. : l 

It is a tremendous social experiment this isola- 
tion of 29 English people, none of whom were 
previously known to each other. We are forced to 
live in conditions of considerable intimacy. We have 
turned two big granaries at the top of the house 
into dormitories where we sleep on mattresses or 
stretchers. On one occasion these had to be given 
over to patients and we worked our first 24-hour 
day. Cut off as we are, there are not many amuse- 
ments, nor have we many books. We spend any 
spare time learning Spanish, listening to a wireless 
lent us by one of our Spanish interpreters, discussing 


the military and political. situations and grumbling 


as bizarre: What we really need is a first-class radio, 
and a regular supply: of. newspapers, periodicals, and 
books. I believe a large consignment of food ison 
the way. Needless to say, there is a continuou 
call on the committee for money. You can help u 
greatly in that. There is also room for an absolutely 
first-class surgeon. Do you by any chance know of 
an .ex-chief assistant who might fancy the job! 
Most of the major work is at present done by Dr. 
Aguilo, a very charming Spaniard, ` 

1 have tried to compensate to some. extent for 
the inevitable delay in answering, so I hope thut 


good wishes.“ 


this is of some interest to you. Thanks for yow 


“PANEL AND CONTRACT PRACTICE 


The Year’s Work 
PRACTITIONERS 


Tus is the time of the year when the chairmen of 
insurance committees give an account of the com- 
mittees’ doings during the previous twelve months. 
Two of the accounts before us have the added interest 
of being by medical men. Dr. D. Campbell, who is 
chairman of the St. Helens committee, says there 
are 32 names of principal practitioners and 6 permanent 
assistants in the local medical list, and that 18 prac- 
titioners are in partnership. During 1935 the sum 
of £18,218 was paid to practitioners for treatment, 


the 26 living. in St. Helens receiving an average of 


£682 for treatment. The number of persons on 
doctors’ lists at July Ist, 1936, was 42,949, the 
average number on the lists of doctors living in the 
county borough being 1610. Dr. E. A. Gregg, 
retiring chairman of the London committee, deals 
with 2143 practitioners in the metropolis who have 
on their lists 1,821,149 patients, the ‘average number 
being 952 per list (excluding assistants), or 843 per 
practitioner. The sum distributed in respect of 1935 
was £810,328, and the average amount per prac- 
titioner on the medical list was about £375. l 
In St. Helens 23 notices on the appropriate form 
were received from doctors claiming that they had 
rendered services outside the scope of medical benefit 
to insured persons on their lists, while in London 
the figure was 114, a much smaller proportion. The 
paradox is to be explained by the facilities available 
for treatment in hospital for Londoners requiring 
surgical treatment; it appears to be the exception 
for surgical treatment other than in its simpler 
forms to be given by London insurance practitioners. 
At all events, very few claims in respect of major 
surgery are made. Forms G.P.45 other than in 
respect of surgical, optical, or ray treatment are 
5 unknown, as the following analysis will 
show: f 


Ophthalmic services 75; ultra-violet rays 17; infra- 
red rays 3; diathermy 3; psychotherapy 3; surgical 
services 11; X ray service 1; radiant heat and massage 1. 
Six practitioners were concerned with the ophthalmic 


services and twelve submitted claims for the non-optical 
services, 


The average cost of a prescription in St. Helens is 
7-60 pence, and 28. 11d. per insured person in/ respect 
of 4-59 prescriptions. In London a prescription cost 
7°87 pence, and with an average of 4°85 prescriptions 
the cost per insured person was 38. 3-24d. 


REGIONAL MEDICAL OFFICERS 


at the food, which on some days can only be described | 
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In 1935, according to the Minister’s report, th 


total number of references in England to regional 
medical officers for advice as to incapacity for work 
was 444,964, of which 2117 were from insurane 
practitioners and the remainder from approved 
societies. Of these references 164,371 (37 per cent) 
related to men and 280,593 (63 per cent.) related to 
women. The number of persons actually examine 
on incapacity references was 232,457. The number 
who were reported to have received a final certificate 
before the date fixed for their examination we 


129,704, and 82,017. others did not attend for 


examination. Of the persons examined, 167,219 
were reported as incapable and 65,238 as not incapable 
of work. Consultation references numbered 10%, 


- of which 978 were from societies and 69 from insuran 


practitioners. i 
THE SERVICE 


The number of insured persons entitled to medial 
benefit in England in 1935 was round 4 
14,994,000. Nearly 16,000 doctors were in insuran 
practice, and medicines and appliances were supplied 
as part of medical benefit at about 12,000 chemist 
shops. The total expenditure on medical benet 
was £8,917,300, of which sum insurance doctors 
received over £6,520,000 in respect of their duties of 
attending and treating insured persons, and £1,925,100 


. was paid to insurance chemists for the supply of 


drugs and appliances. It should, however, be 


remembered that from Jan. Ist to June 30th, 19%, 


the capitation fee payable to insurance doctors 
the dispensing fees payable to chemists were 
subject to an emergency deduction of five per cent 
The remainder of the expenditure, is accounted for u 
follows. About £204,000 was paid to insuran 
doctors in rural areas on account of mileage: 
£191,000 to doctors for medicines and appliance 
supplied by them personally or for medicines di- 
pensed by them in country districts where patients 
are out of reach of chemists ; £63,700 on account 
insured persons who exercised their option to chin 
treatment (including medicines) through approval 
institutions; and £7900 on account of ‘insured 
persons who were required or allowed to make thet 
own arrangements for medical benefit. Nearly £700 
was set aside for other purposes—e.g., to ens 
country. doctors to attend courses of post-gradust 
study—an outlay of £1100 enabled 46 doctor 5 
attend short post-graduate courses; to providi 
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Under this heading appear week by week the unfettered thoughis of doctors in. 


various ocowpations. 


Each contributor is responsible for the section for a month; 


his name can be seen later in the half-yearly index. 


FROM A DOCTOR IN RETIREMENT 


IV 


I HAVE recently visited an exhibition of works 
of art which must be unique. It is a collection 
of genuine inn-signs which have been sent from 
all parts of the country to adorn the walls of a 
Bond Street gallery. Brave show though they 
make, these Boar’s Heads, Black Bulls, Old Ships, 


Blue Boys, and Fox and Hounds, there is another 


and more important object in the exhibition than 
simply to amuse or instruct the sightseer. It is this: 
there is a growing tendency amongst some firms of 
brewers, and some of them are wealthy and important 
firms which should know better, to replace the old 
painted inn-signs by modern and vulgar ones, made 
of enamelled iron, on which are written the name of 
the inn. Instead of a noble painting of a square- 
rigged ship in full sail or of a pack of foxhounds in 
full cry, these unimaginative mass-production brewers 
have hung up in front of their premises what is no 
sign at all, but merely the name of the inn. Now 
this is altogether wrong. For one thing it is doing 
away with one of the few traces which remain of an 
earlier and more picturesque age, when every trades- 
man hung out a sign to inform the illiterate what 
goods he sold. The innkeeper is now the only shop- 
keeper or merchant who still keeps up this age-old 
custom. Surely it is a very short-sighted policy and 
misplaced economy on the part of the brewers to 
remove these old signboards, for a good painting 
representing. a Man Loaded with Mischief, or that 
‘friend of the brewers the late Marquis of Granby, 
is far more likely to tempt a thirsty traveller to stop 
and enter and taste his ale, than is a commonplace 
enamelled plate. Fortunately there are certain 
enlightened brewers who are setting a splendid 
example, such as the Chichester firm of Henty and 
Constable, who employ a first-class artist, Mr. Ralph 
Ellis, to paint the signs on all their hotels and inns ; 
and the Bury St. Edmunds brewers, Messrs. Green, 

ing and Sons, whose principal sign-painter is Mr. 
E. M. Dinkel, and who take a great pride in preserving 
the signs on their houses. 

Altogether and in every way this exhibition has 
turned out to be a great success. There is only one 
criticism which I venture to offer to the committee 
who organised it. They should provide a bar-parlour 
where the visitors to the show may get a tankard of 
ale to quench a thirst inevitable after gazing at four 
hundred and twenty-nine ‘“‘pub-signs,” every one 
designed with the praiseworthy object of stimulating 
thirst and inviting hospitality. 


(Continued from previous page) 


country doctors with or to assist them to maintain 
facilities such as telephones, motor-cars, and branch 
surgeries; and to establish or maintain essential 
practices which would not otherwise provide a com- 
petence. In a few cases special grants. as high as 
£275 have been made to doctors in remote and 
inaccessible districts. While of course these grants 
come out of insurance funds, it should not be over- 
looked that the recipients have been assisted thereby 
to proves medical service for uninsured persons as 
well, 


The belief by the human race in the occalt, the 
un-understandable, is very, very old, and to judge 
from the constant crop of new remedies, new diets, 
faith-healers, and other much-lauded aids to health, 
is still as strong as ever. The practice of black magic 
is of profound antiquity, and the profession was 
mostly, if not exclusively, in the hands of women. 

Amongst the odd grains of not very important 
news which have caught my eye in the newspapers 
is that this year is the bicentenary of the passing 
of the Witchcraft Act. The term witch includes, or 
included, many varieties of practitioner who exploited 
the foolish and the gullible—conjurors, sorcerers, 
quacks, diviners, astrologers, crystal-gazers, and 
necromancers. In all countries the witch was well 
known to possess magical powers ; she could assume 
the form of other people and of animals; she was 
able to ride through the air, preferably on a broom 
handle or seated on the back of a bat. : 

The old laws against witchcraft were both pitiless 
and savage, and none more merciless than the eccle- 
siastical laws, particularly those of the Inquisition, 
which were framed to punish heretics. In England 
trials of witches were particularly frequent during 
the 17th century when there arose a professional class 
of witch-finders, who searched for witches and gave 
evidence in court against them. The originator and 
the most notorious of these witch-finders was Mathew 
Hopkins, son of the minister of Wenham in Suffolk. 
He had a smattering of the law, and in 1644 com- 
menced his three years’ career as a witch-seeker - a 
trade never taken up in England till this.” At first 
Hopkins was very successful. He proclaimed him- 
self Witch Finder Generall”’ and used to be invited 
by different towns in Essex, Norfolk, and Suffolk 
to search for witches. He and his two assistants, one 
a woman searcher, rode on horseback, and Hopkins’s 
fee was twenty shillings for every town they visited. 
All the aged women, particularly those with a squint, 
or those who lived alone, were in terror when they 
heard that Mathew Hopkins the witch-finder was 
coming to their neighbourhood. It would sometimes 
happen that old women would come on their own 
account to be examined; divers,“ says Hopkins, 
“ have come ten or twelve miles to be searched, of 
their own accord, and hanged for their labour.“ 
The tortures and hangings of witches brought to 
trial by Hopkins were numerous. Sixty were hanged 
in Essex in 1644, and several at Norwich. In the 
same year sixteen executions took place at Yarmouth, 
and nearly forty the following year at Bury St. 
Edmunds, and others in Huntingdonshire. But the 
„Witch Finder Generall' was soon to overreach 
himself. He accused the octogenarian John Lowes, 
vicar for fifty years of Brandeston in Suffolk, of 
witchcraft, had him arrested and put to torture, 
when the old man “confessed ’’ he had two ‘‘ imps,” 
one of which he had sent to sink a ship. For this 
he was found guilty and hanged at Framlingham, 
after reading his own burial service. 

But at last Hopkins was to meet his match. The 
newly arisen witch-finder was the Reverend John 
Gaule, vicar of Great Staughton in Huntingdonshire. 
He believed in witchcraft but not in Hopkins. With 
great courage Gaule wrote a book in which he exposed 
the impostor. One passage in it runs: Every old 
woman with a wrinkled face, a furr’d brow, a hairy 
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lip, a gobber tooth, a squint eye, a squeaking voice, 
or a scolding tongue, having a rugged coate on her 
back, a skull-cap on her head, a spindle in her hand, 
. and a dog or cat by her side, is not only suspected 
but pronounced for a witch.” The bold author 
concluded that Hopkins's signs discovered no 
other witch but the user of them.“ This hint was 
soon taken, and being brought to the notice of the 
judges of the Norfolk assize, Hopkins was put upon 
his trial as a witch, and underwent application of 


his own methods of torture to extract a confession. ' 


With- his thumbs and toes tied crosswise he was 
thrown into a pond to see if he “swam ” or sunk. 
He swam, sure proof of guilt according to the Witch 
Finder Generall,’? and so Mathew Hopkins ended his 
short but profitable career on the gallows. 

In his Hudibras,” it is to Hopkins that Butler 
refers as à leger to the devil ” 


“Who after proved himself a witch 
And made a rod for his own breech.’’ 


The last English trial for witchcraft took place in 
1712, the last in Scotland ten years later. In France 
and Spain trials and executions for witchcraft con- 
tinued until the end of the 18th century, and a woman 
was burnt by the Inquisition at Seville in 1781. 
Vast numbers of witches were tortured and executed 
for witchcraft during the 17th century on the Con- 
tinent; One judge alone, Benedict Carpzor, is 
credited with having passed sentence on twenty 


* 


thousand victims. l | 
* k*k . * 


There is no better reading than a good biography, 
though I must confess I prefer those about men 
who have not achieved riches or fame. To me the 
lives of the failures in life are often far more interest- 
ing to read than those of super-men who have become 
famous. The obscure and the unsuccessful often 
appear to me to be more likeable and sympathetic 
characters than the Great and Good. It is this 
interest in the unhonoured which set me inquiring 
into the lives, and doings of certain none-too-respect- 
able members of our own profession. These are the 
surgeons who served on board buccaneer and pirate 
ships in the 17th: and early 18th centuries, when 
these two similar callings were at their height. There 
was the Frenchman, Alexander Exquemelin, who 
qualified as a barber-surgeon at Amsterdam and sailed 
for several years with the buccaneers. It is to him 
we owe a large part of our knowledge about those 
extraordinary men who plundered and burnt the 
Spanish settlements and towns in Central and South 
America. His famous book, The History of the 
Buccaneers in America,” was translated into English 
from the Dutch and published in 1684. Another 


barber-surgeon who shaved the beards and bandaged 


the wounds of the buccaneers and who also wrote a 
book about his adventures was Lionel Wafer, whose 
“New Voyage and Description of the Isthmus of 
America gives a very readable account of his 
captivity with a savage tribe of Darien Indians, and 
how he saved his life by successfully treating, by 
bleeding, the favourite wife of the chief. A fellow- 
captive of Wafer’s was one Richard Jobson who, 
tired of the dull routine of a druggist’s assistant in 
London, had run away to sea to become a buccaneer ; 
a out-throat calling which he combined with the 
study of divinity, carrying always with him “a 
Greek testament which he frequently read and would 
translate extempore into English to such of the 
company as were disposed to hear him.“ 

A less lovable pirate was Dr. Peter Scudamore, 
surgeon to Captain Bartholomew Roberts, of the 


A 


Royal Fortune. He did many things unbecoming 
one of his learned profession, as stealing the surgical 
instruments of a brother surgeon, and, what gave 
far greater offence, a backgammon board from a 
fellow pirate. He could speak the Angolan language, 
and was one day caught red-handed attempting to 
foment a mutiny amongst a hold-full of stolen slaves, 
At last the gallows claimed him, when he died penitent: 
but unregretted, at a wholesale hanging of pirate 
at Cape Coast Castle in 1722. 

Nor can we take any pride in the career of Dr. 
Bullock, who attended the buccaneers when they 
landed and took a town on the coast of Peru; for 


the doctor, while the plundering was taking place, 


became so drunk as to be unable to accompany the 
troops on their return march to their ship, and 80 
fell into the hands of the Spaniards. But any sort 
of a doctor was a luxury in a Spanish settlement, 80 
Dr. Bullock, although a prisoner, was allowed to 
practise his profession, and was indeed “ civilly enter- 
tained, especially by the women.”’ 

These few notes about a few strange medical 
characters cannot be brought to a close without a 
word or two about the most remarkable of them all, 
Dr. Thomas Dover, who remains immortalised by 


the diaphoretic powder which he invented. He was 


an amazing character, who sailed, if not as a pirate 
captain, as a very open-minded privateer captain, 


‘and was the author of The Ancient Physician's 


Legacy to His County,” a book which ran into several 
editions, and in which he claimed that almost every 
ill to which the human body is subject could be cured 
by copious draughts of metallicmercury. Dr. Dover 
it was who marched at the head of his troops when 
they sacked Guayaquil in Peru, and when plague 
broke out amongst his crew he gave orders to the 
surgeons to bleed each patient in both arms and 
leave them bleeding until each man lost not less than 
a hundred ounces of blood. This heroic treatment 
Dr. Dover followed up by copious draughts of oil of 
vitriol mixed with lemon juice and water. Well 
might the physician boast of his success, for out 
of one hundred and eighty men down with the 
plague, all were saved but eight, whose deaths Dover 
attributed to the strong liquor they had been given 
to drink by their messmates. Another adventure in 
the life of Thomas Dover was his rescue of Alexander 
Selkirk, the original of Robinson Crusoe, from the 
island of Juan Fernandez. 
i * * * 

But I perceive that, I am in danger of giving an 
overdose of these grains and scruples, so will retire 
once again into that rural obscurity to which I belong, 
and out of which nothing would have drawn me but 
the generous invitation of the Editor to contribute 
for one month to THE LANCET. 


* During next month A Ohronicler will be responsible 


for these columns.—ED. L. 


STAFFORDSHIRE GENERAL INFIRMARY.—The founda- 
tion-stone of the extensions to this hospital was 
laid on Nov. 7th by the Earl of Lichfield. The 
accommodation will be increased from 100 to 150 beds. 


BoGnoR REGIS HosPITAL.— Extensions costi 
£10,000 are to be made to this hospital as a memori 
to the late King and permission has been received 
to rename it King George V Memorial Hospital. 
Originally a small building known as the Cottage 
War Memorial Hospital, the demands upon its 14 beds 


necessitated in 1932 the erection of a larger institu- 
tion on the Chichester-road. This accommodation has 


also become insufficient, largely because’ of the number 
of road accident cases. 
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GENERAL MEDICAL COUNCIL 
PRESIDENT’S ADDRESS 


On Tuesday Sir NorMAN WALKER opened the 
144th session of the Council. After mentioning the 
appointment of Mr. Harold Collinson as representative 
of Leeds University on Prof. J. K. Jamieson’s 
acceptance of the chair of anatomy at Trinity College, 
Dublin, he congratulated Sir Henry Dale on receiving 
the Nobel prize for medicine, and announced that 
the subject of education, our primary concern 
under the Medical Acts, will occupy the consideration 
of the Council at this and probably one or two 
subsequent sessions. He went on to quote from 
an address, describing the origin and development 
of the Medical Students Register, delivered by Sir 
Donald MacAlister at Manchester in 1906. In this 
address Sir Donald pointed out that there is abso- 
lutely nothing in the Medical Acts about the general 
or non-professional education of medical students, 
and nothing about matriculation or preliminary 
examinations. The Royal Commissioners of 1882 
had agreed that every intending medical student 
ought to pass an examination in general education 
before entering on medical study and that the 
subjects of this examination should not be of a 
technical or professional nature; but somehow the 
necessary provisions for giving statutory effect to 
these recommendations were not formally embodied 
in the new Medical Act which followed the Com- 
mission. The recommendations practically described 
a system that had already grown up. The question 
had arisen: on what conditions shall a student be 
registered ? What must he do before he is invested 
by the Council with the rights and privileges, if any, 
of a registered medical student? At a very early 
stage most, if not all, of the bodies providing medical 
education had insisted that every one of their own 
students should first show that he had enough general 
education to justify his admission to a liberal pro- 
fession, and to profit by the scientific and technical 
training that prepared him for it. The Central 
Register had had no chance of acceptance by bodies 
like these unless it was based on the same principle. 
Thus the Council had been impelled to require a 
“sufficient ” certificate of preliminary education as 
a pre-requisite to registration. Again the question 
of “sufficiency led to the defining of a minimum 
requirement, and to the enumeration of the authorities 
whose certificates as a matter of fact fulfilled the 
requirement. Without its seeking, the Council had 
thus had to embark on inquiries concerning general 
as well as professional education, and indirectly to 
exert an influence on the former as well as on the 
latter. 

Sir Norman Walker also announced that the 
Medical Council of India was not at present forwarding 
any proposals for recognition of the degrees of Indian 
universities additional to the proposals adopted 
last May. 

A vote of thanks to the President for his address 
was proposed by Prof. A. W. SHEEN and seconded by 
Prof. J. W. BIGGER. Sir Norman Walker was re-elected 
President for the period ending November, 1939. 

The Council then proceeded to penal cases. 


PETERBOROUGH AND DISTRICT MEMORIAL HOSPITAL. 
—The sum of £10,000 has been collected towards the 
£45,275 required for extensions to this hospital. They 
include a maternity ward and pay block which are both 
urgently needed. 


GENERAL MEDICAL COUNCIL.—MEDICINE AND THE LAW 
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MEDICINE AND THE LAW 


Damages for Professional Negligence against 
Doctor's Widow 


In Connolly v. Rubra a judge, sitting alone without 
a jury, has awarded £5000 damages against the 
widow of a doctor on the ground of his alleged 
negligence—a serious warning to the medical profes- 
sion of the risks of posthumous litigation. The 
patient died of tuberculosis in 1933. The defendant, 
Dr. Rubra, was seriously ill when the case first came 
into court last June; proceedings were adjourned on 
that account and he himself died in July. It is 
reasonable to suggest that the defence was prejudiced 
by the absence of his evidence at the trial. 

Mrs. Connolly complained, on behalf of herself and 
her two infant children, that Dr. Rubra had diagnosed 
bronchitis in December, 1930, had remained in 
attendance on her late husband till his death from 
tuberculosis in July, 1933, and during that period 
had failed to diagnose his true illness or to make 
sufficient examination for symptoms of tubercle. 
The defence admitted diagnosing severe influenza 
with bronchitis in 1930 and admitted death from 
tuberculosis, but denied negligence and denied that 
death was due to, or was accelerated by, any neglect 
or unskilfulness on Dr. Rubra’s part. Mr. Justice 
Greaves-Lord observed that it was not enough to 
show that a doctor had failed to take as much care 
as other medical men might have taken, or even as 
he himself might have taken; the plaintiff had to 
show a failure to take reasonable and competent care 
in treating the patient. The judge found that from 
July, 1930 (six months before the beginning of the 
final illness), there had been blood in the sputum 
and a progressive loss of weight. Medical evidence 
agreed that the presence of blood indicated one 
special danger: so long as it was present, the possi- 
bility of tuberculosis could not be eliminated. The 
failure to have the sputum microscopically examined 
in 1930-31 was not a mere failure to take care, but 
an omission to take elementary care such as no 
medical man should have been guilty of; if that 
examination had occurred, tuberculosis would have 


been discovered in time for treatment to be possible. 


The radiogram, when it was taken, indicated tuber- 
culosis in the early part of 1932 and possibly much 
earlier; it was not possible to assume that the 
disease was not present in 1931. The court held 
that, if proper steps had been taken, the disease 
would have been found in 1931; if so, it might 
have been arrested and the patient’s life might have 
been much prolonged. In view of the change in the 
patient in 1932, there was no excuse in not con- 
sidering tuberculosis in the early part of 1932 when 
there might still have been hope of arresting it. 
One of the medical witnesses indicated to the court 
the possibility of an alternative diagnosis. Had the 
case been a simple one, said the judge, he might 
have come to the conclusion that Dr. Rubra had 
formed the alternative diagnosis and had been 
justified in doing so. But, as Dr. Rubra’s evidence 
could no longer be obtained on that point, the idea 
of an alternative diagnosis remained a mere sug- 
gestion. Thus we see how gravely a doctor’s case 
may suffer by his death. 

The court had to assess the financial consequences 
to the widow and children. Mr. Connolly was a 
civil servant employed at a salary just over £1000 
a year, with the chance of promotion to a grade 
rising to £1400, with a pension at 60 of £536 5s. 
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and a gratuity of £1400. He was a delicate man ; 


it was possible that he would not have responded to 


treatment and that his expectation of life might 
have been less than normal. The award of £5000 
was apportioned as £3500 to the widow, £700 to the 
elder child, and £800 to the younger child. A stay 
of execution was granted, so that more may be heard 
of the case. The evidence for the plaintiff was 
carefully stated in the judgment. It was said that 
after severe coughing in 1930, the patient went to 
Torquay and, on his return, was told by Dr. Rubra 
that the cough would probably remain in the form of 
chronic bronchitis or catarrh. This was said to have 
deterred Mr. and Mrs. Connolly from further inquiry 
during 1931. During severe illness in February, 
1932, when influenza was diagnosed, the doctor was 
stated to have accounted for the condition by 


suggesting tonsillitis or adenoids ; night-sweats were 


attributed to rheumatism, and the idea of a second 
opinion was put aside on reassuring statements from 


the doctor that he himself was experienced in chest 


complaints. The sputum test was tried for the first 
time in February, 1932; when it proved negative, 


Dr. Rubra (it was alleged) took no further steps. 


Mr. Connolly was examined by a consultant in 
March, 1933, when a radiogram of the lungs left no 
doubt of the diagnosis; sputum tests confirmed it. 
The opinion on the radiogram was that the con- 
dition, though serious, was reasonably curable. 
Death took place, however, three months later. It 
will be observed that the failure to examine the 
sputum was regarded as the cardinal act of professional 
negligence. E o 


Hospital Patients’ Property 


The Middlesex public health committee has, in 
consequence of the appropriation of the county 
hospitals, framed regulations for the refund of 
property found on patients. These are given in the 
Public Assistance Journal of Nov. 13th. They do 
not apply to any case where it is known that probate 
or letters of administration are being sought. Clothing 
and articles of no intrinsic value are returned to the 
nearest living relative. The wedding ring of a 
deceased patient, if the estimated value does not 
exceed £3, is returned to the widower or to an only 
child. Generally, if money or other property is 
claimed on the ground that it did not belong to the 
patient, the point is referred to the clerk of the 
county council for investigation and disposal. 
Otherwise money found on a patient or handed 
over by him for safe custody is returned to him or, 
with his formal consent or written authority, to 
such other person as he may direct. If he is not 
physically fit to consent, and if his wife or other 
dependant applies, a sum not exceeding £3 may be 


handed over to the applicant, provided that the 


hospital steward is satisfied that the applicant is 
such a dependant and is in urgent need. In the 
event of death in hospital, a sum not exceeding 30s. 
can be handed over to necessitous dependants ; 
subject to this, there are special arrangements for 
funerals where the council holds money or valuables 
to the amount of £15 or upwards. In the latter case, 
either the relatives can arrange for the funeral with 
an assurance from the hospital steward to the under- 
taker that a sum not exceeding £15 will be reserved 
for this purpose; or, if there are no relatives or 
friends ready to act, the council will pay up to £15 
for a private funeral; if the relatives or friends are 
willing to provide a private funeral and the amount 
in the council’s hands is less than £15, the assurance 
to the undertaker will extend to the less amount. 
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These arrangements for refunding seem reasonably 
simple and just. Inasmuch as legal complication 
are never entirely absent, applicants will probably 
take advantage of the permission to refer to thé 
clerk of the council in cases which seem not to be 
covered by the new regulations. 


„ 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 
Surg. Comdrs. O. D. Brownfield, O.B.E., to Pembroke, 


for R.N.B.; H. Hurst to Pembroke, for H.M. Dockyard; 


W. Flynn to Victory, for R. N. B.; A.J. Tozer to Pembroke’ 
for Sub-Depét, Sheerness; P. N. Button, O. B. E., to 
Furious; and J. C. Souter to President for course. 
Surg. Lt.-Comdr. J. Cussen to Hæeter (on recommg.). 
Surg. Lt. R. W. G. Lancashire to Exeter. 
Mr. G. M. Holliday of Leeds has been appointed 
Admiralty Surgeon and Agent for Leeds. 


ROYAL ARMY MEDICAL CORPS 


Lt.-Cols. A. C. Elliott and E. D. Caddell, M.C., having 
attained the age for retirement, are placed on ret. pay. 
6 Maja, F. G. A. Smyth and K. P. Mackenzie to be Li. 

ols. 

Maj. W. I. FitzG. Powell is restd. to the estabt. 

Lts. (on prob.) secd. under the provisions of Art. 213, 
Royal Warrant for Pay and Promotion, 1931: A. F. H. 
Keatinge, J. A. Manifold, W. G. MacDougall, R. A. 
Smart, R. J. Niven, and D. G. Levis. 

To be Lts. (on prob.): W. D. Eustace, I. N. Fulton, 
N. R. Murdoch, and S. H. Gibbs, and is secd. under Art. 
213 as above. 

TERRITORIAL ARMY 

Capt. A. H. Whyte to be Maj. 

M. S. Campbell (late Cadet Sergt., Felsted Sch. Contgt., 
Jun. Div., O. T. C.) to be Lt. 

Supernumerary for service with O. T. C.: Capt. R. F. 


Phillips (emplyd. Univ. of Lond. Contgt. (Med. Unit), 


Sen. Div., O. T. C.) resigns his commn. 


REGULAB ARMY RESERVE OF OFFICERS 

Col. H. R. Bateman, D.S.O. (late R. A. M. C.), having 
attained the age limit of liability to recall, ceases to belong 
to the Res. of Off. 

ROYAL AIR. FORCE 

Wing Comdr. T. J. D. Atteridge to Headquarters, 
R.A.F., Aden, for duty as Deputy Principal Medical 
Officer (Hygiene). 

Flight Lts. A. W. Callaghan to R. A. F. General Hospital, 
Hinaidi, Iraq; and O. S. M. 
Lympne. 

Dental Branch. —Flight Lt. F. F. Kennedy to R. A. F. 
Depét, Middle East, Aboukir, Egypt. 


INDIAN MEDICAL SERVICE 


Majs. to be Lt.-Cols.: G. R. McRobert and A. C. Chatterji. 

Lts. (on prob.) to be Capts. (on prob.): P. A. Hubbard 
and F. E. McLaughlin. 

Indian Medical Department.—Asst. Surg., Ist Cl., 
Osborne Halliburton Gade to be Lt. (Sen. Asst. Surg.). 

Maj. (Sen. Asst. Surg.) K. W. Blinkworth and Lt. (Sen. 
Asst. Surg.) R. C. Ireland retire. i 


DEATHS IN THE SERVICES 


Colonel JoHn CoLroys Connor, who died on Nov. 16th 
at Hythe, Kent, was born in Ireland in August, 1867, the 
son of the late John Connor of Stoneyford, Co. Antrim. 
He was educated at Queen’s College, Belfast, and the 
Royal University of Ireland and qualified M.B. R.UL 
in 1889. He joined the R.A.M.C. in 1891, became 
lieut.-colonel in 1913 and colonel in 1921, retiring in 
1924. He served in South Africa, 1899-1902 (Queen’s 
medal with two clasps, King’s medal with two clasps), 
and in the European War, being mentioned in dispatches. 
and created C. M. G. in 1917. He had also acted as 
A. D. M. S., Salisbury Plain and South Midland Area. 
He married in 1906 Evelyn, third daughter of Francis 
Archibald: Primrose of Torquay. : 


Williams to R. A. F. Station, 
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CORRESPONDENCE 


BASES OF NATIONAL FITNESS 
To the Editor of THE LANCET 


Sm,—In your leading article of Nov. 21st you 
juote from a medical writer in one of the daily 
1ewspapers. I had not seen this particular article, 
but I am impressed, because it is the one and only 
ime, that I am aware of, when anyone has emphasised 
n the press the mental aspect in the campaign for 
ational fitness. Individual courage and “ happi- 
jess before physique are I think matters of great 
mportance which must not be overlooked. 

There are certainly many sides of the problem 
vhich we, as a profession, must stress to those who 
re preparing for new legislation in Parliament, and 
mongst the matters which need consideration this 
juestion of mental health is of great importance. 
Ve must not allow our legislators to slip back into 
he old fallacy that a healthy body will produce a 
wealthy mind. The existence of anxiety, or indeed 
ny other psychoneurotic tendency in an individual, 
vill in most cases effectively prevent him from getting 
enefit from physical training. Moreover the psycho- 
jeuroses are, as we now know, responsible for much 
nvalidism and general inefficiency amongst the whole 
pulation. It should be, therefore, the responsibility 
f the profession to urge that, instead of a campaign 
lirected to the betterment of the national physique,“ 
yhich is the phrase which has been used chiefly 
n the lay press, efforts should be made for national 
itness, the concept which you have adopted so 
\ppropriately. If this is to become an Al nation 
hen certainly we must have a policy of social better- 
nent, of sounder feeding ; and of physical recreation, 
ut we must also think hard and spend wisely to 
mprove the mental health—the balance and adjust- 
nent ” of the individuals who compose the nation. 

Keep fit classes and playing-fields are splendid. 
t is less easy, perhaps, for our legislators to realise 
hat child guidance work, psychotherapeutic clinics, 
nd education for mental health are fully as important. 

. I am, Sir, yours faithfully, 

London, W., Nov. 23rd. J. R. REES. 


NTRACRANIAL INJURIES OF THE NEW-BORN 
To the Editor of THE LANCET 


SR, —If it is still true, as you say in your last issue, 
hat the general opinion of intracranial injuries 
f the new-born is that they are .. better fatal, 
t seems clear that those who have worked at this 
ubject and have learnt the incorrectness of the old 
iew above recorded must increase their efforts to 
onvince others. The paper by R. H. Nattrass 
n the Medical Journal of Australia will help by 
mphasising the frequency of intracranial birth 
njury, especially in its slighter forms, and by restating 
ome important points in treatment. 

The neonatal deaths in England and Wales amount 
o approximately 19,000 each year, and it is obvious 
hat we cannot hope for any reduction in the number 
Scribable to birth injury so long as general opinion 
f this lesion remains morbidly and unjustifiably 
essimistic. This pessimism has presumably arisen : 
rstly, because it is common knowledge that intra- 
ranial birth injury may be fatal, and that severe 
ut non-fatal trauma is occasionally followed by very 
erious physical or mental disability; secondly, 
ecause examples of (a) spastic paralysis due to 
ongenital maldevelopment, (b) various types of 
mentia, and (e) other less common non-traumatic 


disorders are sometimes incorrectly ascribed to the 
trauma of birth; and thirdly, because there is a very 
human practice of consoling the mother for the 
death of her infant during or shortly after birth by 
assuring her that if the child had lived he might or 
would have been crippled. 

My experience during the thirteen years that I 
have been pediatric physician to the Liverpool 
Maternity Hospital has encouraged me to take an 
increasingly optimistic view of this question, even 
when allowance is made for two factors which 
undoubtedly influence the problem—namely, that 
slighter cases are diagnosed more often, and that 
treatment is improving. There is no treatment in 
the whole range of medicine or surgery which does 
not suffer if it is carried out in an atmosphere of 
pessimism, and I trust that, in the interests of the 
new-born baby, general medical opinion may soon 
become enlightened regarding the prognosis of intra- 
cranial birth injuries. 

I am, Sir, yours faithfully, 
Liverpool, Nov. 23rd. Norman B. CAPON. 


INJECTION TREATMENT OF HERNIA 
To the Editor of THE LANCET 


Sim, I heartily endorse Mr. Maurice Lee’s remarks 
in your issue of Nov. 14th. I have been using 
injection treatment for inguinal hernia during the 
past six years, and the more I see of its results, 
the more I am convinced that it has a great future. 
It is free from operative and angesthetic risk and 
in properly selected cases the results are excellent. 
The solution I use is that evolved by the late Dr. 
Ignatz Mayer of Detroit, U.S.A., who carried out 
this treatment for over thirty-five years with great 
success. It is prepared for me by Mr. J. G. Parsons, 
chemist, of 156, Church-road, Hove. My technique 
has been frequently, and fully, described elsewhere. 

In any commercial undertaking the customer who 
does not see what he wants walks out and goes to the 
opposition shop. Patients confronted with operation 
always ask: Is there any alternative non-operative 
treatment ? If we tell them ‘‘ No,” some will seek 
advice in the opposition camp of the unqualified 
practitioners. These in the past have not been slow 
to exploit and, through lack of proper training, bring 
into disrepute sound but novel methods of treatment. 
If a patient has a hernia and asks: “Is there an 
alternative non- operative treatment?’ the true 
answer is: Tes, there is; injection in suitable 
cases. If the medical attendant is unacquainted 
with the treatment, that is no valid reason for 
condemning it. His patient who is subsequently 
cured by injections only thinks him a fool or worse. 
Nearly three hundred years ago William Penn wrote : 
Neither despise nor oppose what thou dost not 
understand.“ 

I would particularly draw attention to the state- 
ment on p. 1107 of your issue of Nov. 7th that 


“inquiries at selected hospitals have shown that 


though most of them do not employ injection, it is 
regarded as effectine and safe in those that do.“ Is the 
opinion of those who have not tried it worth the 
breath with which it is uttered? Experto credite. 
I am, Sir, yours faithfully, 
St. GEORGE B. DELISLE GRAY. 
Queen Anne-street, W., Nov. 21st. 


1 Brit. Med. Jour., 1932, ii., 12; Med. Press and Circ., 1934, 
ta fee Maing ot’s Post-Graduate Surgery, London, 1936, 
vol. ii., p. : 


1302 THE LANCET] 


CHLOROFORM CAPSULES 


nov. 28, 1998 


i — „ 


GSTRIN IN TOXIC GOITRE 
To the Editor of THE LANCET 


SR, —In your issue of Nov. 21st Dr. Foss stresses 
the necessity for massive doses of œstrin to obtain 
results. In particular he mentions the. excessive 
‘doses he has used for the affection of the skin known 
as kraurosis vulvæ, much larger doses than normally 
used in human therapy.“ 

At would appear from experimental work on animals 
that the injection of crystallised folliculin and its 
salts stimulates the development of cancer, and that 
. carcinoma of the uterine cervix, mammary cancer, and 
Cancer of the prostate gland have all been produced 
in this way in animals. Can the risk of stimulating 
@ cancerous neoplasm be entirely dismissed when such 
injections are given to the human subject, more 
especially if the subject is predisposed ? Dermato- 
logists have seen in the past the disastrous results 
of a variety of skin remedies ; to mention only two, 
thallium acetate in the treatment of tinea capitis, 
X rays in the treatment of lupus vulgaris. In these 
the risks were only recognised after the event. In 
the case of œstrin there seems to be definite 
experimental proof in advance. 

‘These preparations are being recommended with 
increasing frequency, and it is a singular paradox that 
in the midst of a widespread campaign against cancer 
the use of remedies which are potentially carcino- 
genic is extending. Should not a woman be informed 
of the possible risk to which she is to be exposed and 
her consent to the treatment be obtained before 
injections are given, in the same manner in which 
the risks of any surgical procedure are explained and 
consent obtained for the operation ? 

. I am, Sir, yours faithfully, 

Welbeck-street, W., Nov. 21st. ELIZABETH HUNT. 


*„ * Reference to the possible risk of inducing 
cancer with œstrin will be found in our report of last 
week’s discussion at the section of obstetrics and 
gynecology of the Royal Society of Medicin 
(p. 1269).—Ep. L. 


CHLOROFORM CAPSULES 
To the Editor of THe LANCET 


Sir,—May I add my testimony to that of Lieut.- 
Col. T. Hunter in his letter to THE LANCET of Oct. 24th 
on the safety of chloroform as an anesthetic. In a 
long period of service in India I used chloroform 
almost entirely, without any fatality attributable to 
the anesthetic. Other methods and other anesthetics 
have their advantages, but chloroform has still its 
own advantages and uses, and it is a mistake to 
decry its usefulness and to exaggerate its dangers 
for all occasions, as it is the custom to do nowadays. 

After my retirement I took up the suggestion for 
the use of chloroform by midwives as an analgesic 
in childbirth and, with the help and interest of the 
National Birthday Trust Fund, crushable capsules 
(brisettes) of 20 minims of chloroform were tried out 
in maternity hospitals, and in many hundreds of 
cases with success, with few if any bad results. I 
agree that in hospitals, as shown in your annotation 
in the same issue (p. 992), Dr. Minnitt’s or some other 
gas-and-air apparatus may be preferred. But I am 
sure that those mothers who are attended by midwives 
in their own homes, as is the case with 60 per cent. 
of the births in this country, can be more easily 
given safe relief from the pains of childbirth by the 
use of these capsules. Instructions and rules for 
their use were drawn up, and were followed in the 
investigation and trial of the capsules in maternity 


hospitals. But the fear of chloroform—tor th 
greater part, unnecessary fear—has militated against 
the training of pupil midwives in their use. Mid. 
wives are allowed to use bromides, chloral, and opium, 
and chloroform capsules are no more dangerom, 
With a short training in their use and attention to 
the simple rules they can, I am sure, be employed 
with safety and advantage. | 
I am, Sir, yours faithfully, 
W. D. HAYWARD, 
London, W., Nov. 19th. Lieut.-Col. I. M. S. (retd), 


UVEOPAROTITIS 
To the Editor of THE LANCET 


SR, — The important conclusions drawn by th 
authors. of the paper on uveoparotitis published in 
your last issue merit the consideration of ophthalmo. 
logists and physicians alike. Even if these conclasion 
appear to be vague, they will achieve good in empha. 
sising the fallacy of regarding this disease as essentially 
tuberculous. Admittedly, some observers har 
presented a strong thesis in favour of this assump 
tion, yet a different type of case is met with which 
one would be very hesitant to label tubercolom 
In two examples that I have followed up since my 
report in THE LANCET of 1934, to which these author 
refer, the patients have remained in good health, 
and these certainly appear to belong to the latter 
variety. I am, Sir, yours faithfully, 
Windsor, Nov. 24th. C. B. V. Tan. 
To the Editor of Tue LANCET | | 


Smr,—The question of whether uveoparotitis l 
always of tuberculous origin has been raised again, 
and I think that various points arise in the paper 
by Lewis, Raines, and Stewart, published in Ir 
Lancet last week, which require an answer. 
recording a new oase of uveoparotitis these authors 
suggest that this syndrome may not be due w 
any one specific infection,“ but to my mind they 
produce no evidence to refute the contention o 
Thomson and myself that this condition is always of 
tuberculous origin. . 

They state that “tubercle bacilli have never ben 
demonstrated in this condition”; but ths 8- 
incorrect and they apparently realise this in th 
later statement that “ guinea-pig inoculations have 
nearly always been negative.“ The demonstrat 
of the tubercle bacillus is extremely difficult in tht 
type of tuberculosis, but Cavara (Boll. d’oculist, 
Firenze, 1928) succeeded in producing tuberculai 
in a guinea-pig inoculated with portions of 1 
affected lacrymal gland; the inoculation expen 
ments failed in three rabbits and two guinea-pig 
before a positive result was obtained. In our secon! 
paper (THE LANCET, 1934, ii., 743) Thomson aud! 
recorded a case previously under the care of Mr. 
Lawson of Leicester. This case was recorded 2 
second time (Brit. Med. Jour., 1934, ii, 1041) by 
Tanner and McCurry, who by this time had su 
in demonstrating tubercle bacilli in sections from 3! 
affected parotid gland. | 

Turning to the new case record, there can be ™ 
doubt that this is an example of uveoparotitis Wi | 
the unusual development of a scotoma, this finding 
only once being noted before (Souter, W. C.: Tram 
Ophth. Soc. U.K., 1929, xlix., 113). The Manu 
test was strongly positive but we are not ol 
whether or not there was any focal reaction, the 
presence of which would be of paramount impo 
The blood sedimentation-rate is not recorded and | 
no mention is made of the heart, though it app”. 
to be enlarged in the radiograms. We have, therefor, 


d 
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he case of a man whose father died of pulmonary 
uberculosis, who had an attack of slight general 
ll health in 1926, a lung illness of somewhat doubtful 
rigin in 1934, an attack of uveoparotitis with 
pyrexia in 1935, and a strongly positive tuberculin 
reaction in 1936. Yet although the authors advance 
10 alternative theory based on facts, they are unable 
o agree that tuberculosis forms the basis of the 
iveoparotitis in this case. 

Their statement that ‘‘in previously reported cases 
period of malaise has been described before the 
mset of frank uveoparotitis does not contain the 
whole truth. In the 47 cases reviewed by Thomson 
md myself prodromal symptoms had occurred in 
20 only. But I think one of the most important 
points raised in their paper is the statement that 
‘the presence of a round-celled infiltration, even 
gether with giant cells, is not always necessarily a 
proof of a tuberculous infection’’; this statement, 
f course, must be admitted, but I think it is of the 
reatest significance that all the biopsies performed 
ther on the iris, parotid, or lacrymal gland in this 
syndrome have shown identical microscopic appear- 
ances, and the pathologist concerned has unhesi- 
tatingly labelled the section tuberculous. Further, 
in the new cases recorded by Thomson and myself, 
as well as in Souter’s case and others subsequently 
recorded from Reading and Leicester, the sections 
have been examined by Prof. M. J. Stewart; there 
has never been any question about the identity of the 
condition, and while admitting that round cells and 
giant cells do not necessarily mean tuberculosis 
[ should like to know if there is any proof that any 
other condition can produce the characteristic picture 
which has occurred in all these sections. 

To say that even if miliary tuberculosis super- 
vened it might be argued that the uveoparotitis 
itself was not necessarily tuberculous,” is to my 
mind no argument at all. Here we have a syndrome 
in which all affected biopsy material shows the 
histological appearance of tuberculosis and in which 
four persons have died; one of these died of per- 
nicious anæmia, and the pathologist concerned did 
not consider this to be associated with the uveo- 
parotitis, which had healed; the three remaining 
cases all died of miliary tuberculosis, and showed 
the characteristic microscopical changes in the 
affected parotid glands. I maintain that there is 
nothing to suggest the presence of another allergen ” 
operating in these three cases. 

Finally I suggest that the latest case to be recorded, 
far from throwing doubt on the universal tuber- 
culous etiology of this syndrome, rather lends 
support to this theory. 

I am, Sir, yours faithfully, 
Leeds, Nov. 23rd. HUdh G. GARLAND. 


ETIOLOGY OF ACUTE RHEUMATISM 
To the Editor of THE LANCET 


Sm, Dr. Poynton’s request for opinions on the 
current nomenclature of streptococci will, I hope, 
lead to some authoritative pronouncement on the 
subject. 

Since I took an active part in the work recorded 
in Coburn’s paper in your issue of Oct. 3lst I may 
be able to contribute a little information, and this 
san best be accomplished by referring to a specific 
dase quoted by him. The history reported on p. 1029 
8 that of a boy who contracted follicular tonsillitis 
om Feb. 17th, 1935. Clinically this was a straight- 
forward streptococcal sore-throat. The predominant 
Organism, also present in other members of the 
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family, was a hæmolytic streptococcus belonging to 
Group A (Lancefield) Type 13 (Griffith). In common 
terms it was Streptococcus pyogenes. This particular 
type is a common epidemic strain—hence it may be 
classified S. epidemicus. It can produce scarlet fever, 
and is entitled to be named S. scarlatine. Otitis 
media and puerperal sepsis are frequently due to it, 
and I have seen Type 13 pyæmia, septicemia, and 
pneumonia. Thus to S. pyogenes, vel epidemicus, 
vel scarlatine, vel rheumaticus we can add a number 
of qualifying adjectives. We add nothing to our 
knowledge! By retaining a term which is in common 
use we shall, in time, realise that the ordinary 
Streptococcus pyogenes is a villain playing many 
parts. One of his minor rôles is in the pathogenesis 
of acute rheumatism. What part he plays in this 
act, and how, is as yet unknown; it is certainly 
not by the mechanism which justifies the qualifica- 
tion “pyogenes,” and the qualification ‘‘rheu- 
maticus is also doubtfully deserved. 

We may find some practical value in qualifying 
the classification of hemolytic streptococcus by the 
addition of a serological type number. Although we 
do not yet know the significance of the fact that 
this boy’s organism was Group A, Type 13, we have 
a reasonable chance of recognising and identifying a 
similar organism obtained from another source. 

I am, Sir, yours faithfully, 
W. H. BRADLEY. 


Department of Medicine, University of 
Cambridge, Nov. 23rd. 


THE MEDICAL REGISTER 
To the Editor of THE LANCET 


Srr,—I am directed by the President of the Council 
to say that he would be glad if you could publish this 
intimation that any orders for the office edition of 
the Medical Register, 1937, published by the Council 
at the special price of 10s. a copy, post free, must 
be received, with a remittance, at the office of the 
Council not later than Dec. 31st, 1936. 

The office edition differs from the ordinary edition 
of the Register to the extent that it does not contain 
reprints of the Medical and Dentists Acts and other 
preliminary matter, and is printed on more inexpen- 
sive paper and bound in boards. It includes, however, 
the same entries relating to registered medical practi- 
tioners as are included in the ordinary edition, and 
is therefore equally serviceable to public authorities 
and others who find it necessary to ascertain whether 
particular persons are registered medical practitioners 
or not. 

I am to take the opportunity of stating that the 
Council also prepare monthly lists of names added 
to, and removed from, the Register, and that parti- 
culars of the terms and conditions upon which copies 
of these lists may be made available can be obtained 
on application to the office of the Council. 

I am, Sir, yours faithfully, 
MICHAEL HESELTINE, 
egistrar, General Medica] Council. 


R 
44, Hallam-street, Portland-place, 
London, W.1, Nov. 19th. 


Mr. Hugh Lett will deliver the Bradshaw lecture 
to the Royal College of Surgeons of England on 
Thursday, Dec. 3rd, when he will speak on the early 
diagnosis and the treatment of renal tuberculosis. 
A week later on Dec. 10th Dr. George W. Corner, 
professor of anatomy in the University of Rochester, 
will address the College on Salernitan surgery in the 
twelfth century when he gives the Thomas Vicary 
lecture. Both lectures will take place at the College 
at 5 P.M. 
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OBITUARY 


VALTER HOLLAND OGILVIE, k. B. E., C. B., C. M. G. 
LATE DIREOTOR OF MEDICAL SERVICES, INDIA ö 


TuE death occurred at the age of 67 in Edinburgh 


n Nov. 20th of Major-General Sir Walter Ogilvie, 
distinguished member of the I. M. S. 

Walter Holland Ogilvie, born in Alexandria, was the 
on of the late Dr. J. F. Ogilvie, a prominent officer in 
he Egyptian medical service. He was educated at 
zedford Grammar School and Edinburgh Uni- 


ersity, where he graduated as M. B., C. M. in 1891, 


obtaining later 
the degree of D. Sc. 
He entered the 
Indian Medical 
Service and all his 
- multifarious duties 
were in connexion 
with that service. 


military employ 
till June, 1912, 
when he was 
appointed medical 
and sanitary 
adviser at Delhi. 


long period with 
the 40th Pathans, 
but was on several 
oocasions ordered 
from regimental 
duty to civil 
employment. He 
was on famine 
duty in the Central 
Provinces in 1897, 
nd in 1900 was present at the relief of Peking. In 
912, when he was appointed medical and sanitary 
fficer at Delhi, he was also civil surgeon and super- 
tendent of the district jail. He remained in Delhi 
yr four years and was then appointed health officer 
t Simla, but in 1916 in response to repeated applica- 
ons he was able to see military service during the 
ar. He joined the 7th (Indian) Division and was 
resent at the capture of Baghdad; and later, being 
‘ansferred to Egypt, he was with Lord Allenby in 
ne final operations against the Turks. In 1917 he 
ceived the C. M. G. and in 1923 was appointed 
At the conclusion of hostilities Ogilvie returned to 
adia and in 1927 was appointed Director of Medical 
ervices. In this post he showed himself especially 
nxious for certain reforms within. the organisation 
f the I.M.S., for which however the political times 
ere found to be inopportune. In 1928 Ogilvie was 
ade a K. B. E., and in 1929 he retired from the 
srvice for which he had worked with such distinction 
nder the age regulations. 


SIR WALTER OGILVIE 
[Photograph by Elioti & Fry 


WILLIAM LEONARD BRADDON, M.B. Lond., 
F.R.C.S. Eng. | 


THE death of Dr. W. L. Braddon, which occurred 
b the end of September at Serimban in the Federated 
lalay States, brought to a close an interesting career. 
orn in 1861, the son of a doctor who practised at 
pton-on-Severn, his early education was received at 
wens College, Manchester (Victoria University), while 
ə completed his medical studies at Guy’s Hospital. 


* 


He remained in 


He served for a 


He qualified as M. R. C. S. in 1884 and took th 
diploma of F. R. C. S. Eng. in the following yeu, 
while in 1887 he graduated in the University of 
London as M. B., B. S. He was a distinguished stadet 
throughout his career, gaining a‘ scholarship at th 
hospital and a gold medal in forensic medicine at 
the university, after which he entered into partne. 
ship with his father at Upton-on-Severn. : 

But the roving spirit which he had manifes 
through his student days prevailed, and he made 
several voyages as medical officer in connexion with 
various shipping lines, and eventually settled dow 
as district surgeon in Malaya. It was then that he 
began to take a practical interest in tropical diseases, 
the results of: which. gained him distinction; his 
researches into the etiology of beri-beri were of a 
valuable nature and were recognised as such by the 
award to him of the Stewart research prize of fhe 
British Medical Association in 1912. Dr: Braddon 
added to his medical duties investigations into the 
production of rubber, became a successful planter, 
and was closely interested in the problems which its 
production presented. When the war broke out he 
joined the R.A.M.C. with the rank of major, and his 
long and practical acquaintance with malaria enabled 
him to render valuable service in Salonika. 

Dr. Braddon was widely known by all classes of 


society in the F. M. S. He was president of a larg 


estate owners’ association, had been a coroner and 
an immigration officer, and a popular sportsmat, 
and one is not surprised to learn that in Serimben 
a street has been named after him. He married in 
1897 Miss Marion Philpott, by whom he had thre 
daughters, two of whom are married and live m 


To the grief of a large circle of friends and patients 
Dr. H. G. Greaves, anesthetist to the Cardiff Royal 
Infirmary, was the victim of a fatal accident on 
Nov. 18th, being knocked down by a motorea. 
He was moved to the infirmary and died almos 
immediately afterwards. 

Gordon Greaves was a Derbyshire man, bis father 
being a bank manager in Derby. He went to Cam. 
bridge and graduated as M.B., B. Ch. in 1911, having 
received his medical education at St. Bartholomew’ 
Hospital where he was, for a time, resident aus 
thetist. He then took a post as resident medical 
officer to the Royal Boscombe and West Haat 
Hospital at Bournemouth, and later commenced 
practice in Limpsfield. There he did excellent work 
as a general practitioner, and we learn from UI. 
G. D. Laing, who later became his partner, what? 
good and straight colleague he was. At the outbreak 
of the war, in August, 1914, Greaves went to Fran 


ya. 
HENRY GORDON GREAVES, M.B. Camb. 


and saw much heavy fighting and was in the Mon 


retreat, but when he came home in 1915 he u 
unfit for further service abroad. “But he had nor 
to take on the work of two, for Dr. Laing, M bs 
turn, went to the front. With the exception of somè- 
six months Greaves bore the burden of the practi | 
until the end of the war, but he. was, by that tine 
obviously not strong enough to meet the strenum 
physical claims of a general practitioner in a coutry 
district, and he retired to Cardiff to become: 
specialist in anæsthesia, a subject which had attracted , 
him from his early professional days. His lea ) 
Limpsfield was the subject of great regret, for mt 
only was he an efficient and extremely kind dost | 

: l | 
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ut he had entered keenly into the social life of the 
laco. He was a good actor and helped to found a 
iramatic club in Oxted which is still running success- 
uly. He proved of great use in getting the local 
ottage hospital started, he played cricket for the 
illage, golfed, and was a good billiard player. The high 
egard of his friends and patients was manifested on 
is departure by the presentation to him of a 
notor-car. 

When Greaves settled in Cardiff in 1923 he was 
he only specialist in anesthetics in the city. He was 
oon appointed lecturer in anesthetics to the Welsh 
Jational School of Medicine, and anesthetist to the 
‘ardiff Royal Infirmary, working in the surgical unit 
f the school; he became also anzsthetist to the 
rince of Wales Orthopedic Hospital and to the 
landough and City Lodge Hospitals of the Cardiff 
‘orporation. His services were also much in demand 
or private cases for he was an excellent anesthetist, 
ell versed in modern methods, while as a teacher 
li his instruction was thorough and well informed. 
t the time of his death he was a member of the 
ouncil of the section of anesthetics of the Royal 
ociety of Medicine. At Cardiff also his outside 
iterests were large and many of them were centred 
n various forms of sport. He was an active 
upporter of the Glamorgan County Cricket Club 
nd the Welsh Amateur Boxing Association. He had, 
deed, a decided and vigorous personality and his 
terest in patients was not confined to that of an 
næsthetist. 

Dr. Greaves leaves a widow but no children. 


FREDERICK WILLIAM OLDERSHAW, 
M.R.C S * Eng. 9 D.P.H. 


By the death of Dr. F. W. Oldershaw, medical 
ficer of health for Weymouth, the town and neigh- 


ourhood have lost an important official. He 


ceived his medical education at the London Hospital 
nd was Drapers’ open science scholar at the Univer- 
ty of London. He took the English double diplomas 
1 1924 and, having secured the D. P. H. in 1928, 
sted as assistant school medical officer to the 
ottinghamshire county council. He was then 
pointed deputy M. O. H. for the borough of Swindon, 
terwards becoming M. O. H. and school medical 
ficer at Colne, a post he had held for two years, 
hen in 1931 he became medical officer of health for 
ſeymouth. During his occupation of this last post 
> proved himself an extremely hard-working and 
rward-looking officer; in fact, in the opinion of 
8 fellow citizens, his early death could be attributed 
the self-sacrificing way in which he interpreted 


his duties. For the past five. years he was a tireless 
public health reformer, waging a steady campaign 
against overcrowding and bad housing, and tackled 
insanitation generally whilst he voiced his criticisms 
of those who appeared apathetic in these matters 
in an outspoken manner. During his short period of 
office the sanitary conditions of the town, which 
came to include additional areas, called for strenuous 
work, The health institution at Westham, which 
was largely the creation of his predecessor in office, 
developed under him, and in particular he was 
instrumental in establishing orthopsedic and chiropodic 
clinics there, while during his term the re-drainage 
of the borough now in progress was started. 

Dr. Oldershaw’s health failed in the summer, and 
about two months ago he went away for a complete 
rest, going to Lincoln where his parents lived. He 
had there an attack of rheumatic fever which proved 
fatal. He leaves a widow and three children, with 
whom widespread sympathy is felt, for he was onl 
40 years of age. 


THOMAS PERCIVAL BERRY, M.D. Lond. 


THE recent death of Dr. T. P. Berry occurred at 
Zurich shortly after his retirement from his position 
as chief medical officer to the Great Western Railway 
at Swindon. Dr. Berry received his medical educa- 
tion at Guy’s Hospital, and graduated in 1898 as 
M.B. Lond., proceeding later to the M.D. degree. 
At Guy’s he filled the post of assistant house surgeon, 
and later held a resident obstetric office, at the 
termination of which post he was appointed medical 
officer at St. Saviour’s Infirmary, East Dulwich. He 
later went into practice at Swindon and, in 1921, 
was appointed chief medical officer to the Great 
Western Railway at Swindon. He was associated 
with the Swindon G.W.R. Medical Fund Society for 
thirty-two years, and was also physician to the 
Swindon Victoria Hospital and the Swindon Mater- 
nity Home. In his private practice he was much 
esteemed by his patients, and.in the administration 
of the medical fund he was notable for the generous 
way in which he interpreted the needs of the cases 
that came before him, This kindness of heart he 
was wont to display at Christmas by making a round 
of visits, sometimes in the traditional costume of 


Santa Claus, to sick children and cripples who had 


come under his care in the course of his professional 
duties, his car being loaded with suitable gifts. 

When he retired last May, for reasons of health, 
he went on a continental tour, but despite specialist 
treatment recovery did not ensue, and he died at 
Zurich, the home of his wife, at the too early age 
of 61. | 


PUBLIC HEALTH 


Middlesex Sewage Scheme 


THE inauguration by the Minister of Health of 
e new sewage treatment works for West Middlesex 
; Mogden, near the Twickenham football ground, 
ill have far-reaching results. It will eliminate the 
lisance or unpleasantness in the near neighbourhood 
some of the smaller works which it replaces and 
will improve the condition of the non-tidal reaches 
the Thames for some distance above the intakes 
the Metropolitan Water Board as well as the tidal 
rt of the river bordered by the county of Middlesex. 
stead of the sewage of a million people being treated 
more than twenty small works of varying antiquity 
d efficiency it is brought to one entirely new works, 


designed in the light of modern knowledge by Mr. J. D. 
Watson, whose long experience at the Birmingham, 
Tame, and Rea works places him in the first rank of 
sewage experts. ae 

The effluent discharged from the Mogden works 
into the Thames at Isleworth Eyot will need to be 
very good, since the self-purifying power of the river, 
which to some extent nullified the pollution caused 
by one discharge before another came in a few miles 
down stream, does not now come into play. The 
Middlesex authorities have such confidence in their 
power to produce a good effluent that they have 
consented to very drastic requirements on the part 
of the Port of London Authority, which is in charge of 
the tidal river. The combined scheme of sedimentation 


‘, 
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and biochemical treatment in use at Mogden 


should be sufficient to justify these hopes, at least 


for some years to come; the testing time will come 
later, for the 160 square miles served by the scheme is 
a district of rapidly growing population. The erection 
of the works at Mogden and the sludge digestion works 
a short distance off where combustible gas sufficient 
to provide power for the various purposes of the works 
is generated by fermentation of sludge is only one 
part of the scheme. Middlesex is not a hilly county 
and the area served includes the Hounslow Heath 
flat, but the linking of the many scattered districts 
has involved a great system of main sewers the 
construction of which has taken some years and has 
required much scheming, negotiation, and engineer- 
ing work, and incidentally has caused: much incon- 
venience to householders which is now happily at an 
end. ` 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
NOV. 14TH, 1936 


~ Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0 ; 


PARLIAMENTARY 


DIVORCE LAW REFORM 


IN the House of Commons on Nov. 20th Mr. DE LA 
BERE moved the second reading of the Marriage 
Bill. Mr. A. P. HERBERT, in seconding the motion, 
said he did not espouse this cause because he was a 
lifelong Bohemian who was anxious for sexual licence 
or as a hard-luck story, but because he believed that 
it would bring new strength to the institution of the 
family and tó the relations between Church and 
State. At the moment the law of divorce was mocked 
not only in words but in deeds. There was collusion 
and perjury, and the wrong people got what they 
wanted and the right people could not. They were 
rapidly reaching a situation in which no stigma 
whatever would attach to a public confession of 
adultery. 


Under Clause 1 of the Bill there would be no dissolution 
of the marriage tie within five years of the date of marriage. 

Clause 2 dealt with the grounds upon which divorce 
‘should be granted. The first was adultery—the only 
ground which existed at present in this country—deser- 
tion, cruelty and habitual drunkenness (plus a period of 
three years separation on that ground), and incurable 
insanity. The general intention was that where an 
unfortunate person became incurably insane and had 
been continuously insane—however that might be defined 
—for a period of five years the spouse of that person 
should be able to form a new home. In 1930, the last 
year for which figures were available, there were 40,000 
married lunatics in this country, and 20,000 of these had 
been certified for more than five years. The evidence 
before the Royal Commission showed that of the number 
of lunatics who recovered 88 per cent. recovered in two 
years ; 9 per cent. in three to five years; 1-6 per cent. 


between five and ten years; and a negligible 0-5 per cent. 


between 11 and 20 years. Those he would emphasise 
were the proportions of the number who recovered .and 
not of the entire number of lunatics. The last ground 
for divorce mentioned was that the respondent was under- 
going imprisonment under a commuted death penalty. 
At present there were 74 people, not necessarily married, 
serving such sentences. 

Clause 3 dealt with technical safeguards against collu- 
sion and connivance. 

Clause 5, which dealt with the new grounds for nullity, 
followed the recommendations of the Royal Commission. 

Clause 6 was intended to clear up the tangle created 
when a man disappeared for seven years and then turned 


up again. ° 


scarlet fever, 2250 ; diphtheria, 1373; enteric fovea, 
17; pneumonia (primary or influenzal), 640; pues 
peral fever, 37; puerperal pyrexia, 101; cerebro 
spinal fever, 8; acute poliomyelitis, 8 ; encephalitis 
lethargica, 4; dysentery, 19; ophthalmia ` neons 
torum, 61. No case of cholera, plague, or typing 
fever was notified during the week. : 
Th b f in the Infecti i 
County Council on N ay 20th was Si 1. Path ande: ore 
fever, 1150; diphtheria, 978; measles, 21; whooping 
cough, 326; puerperal fever, 13 mothers (plus 8 babie): 
erer Hocnital’ terra de Fo e rc fas 
with ophthalmia neoaterumn er W seen 
Deaths.—In 122 great towns, including Londo, 
there was no death from small-pox, 1 (0) from enteric 
fever, 4 (0) from measles, 7 (1) from scarlet fever, 
8 (1) from whooping-cough, 39 (5) from diphtheris, 
44 (10) from diarrhoea and enteritis under two years, 
and 32 (7) from influenza. The figures in parenthess 
are those for London itself. 
Newcastle-under-Lyme reported the only fatal case of entai 
fever. Stoke-on-Trent had 2 deaths from measles; Sunderland 
had 2 deaths each from scarlet fever and whooping-com. 
Fatal cases of diphtheria were reported from 24 great tows; 
Liverpool 4, Hull and Manchester each 3. l l 
The number of stillbirths notified during the wek 
was 280 (corresponding to a rate of 45 per 1000 total 
births), including 51 in London. 


INTELLIGENCE 


Clause 7 abolished the decree nisi. When a wifo in 
poor circumstances had to complain of the cruelty, dew- 
tion, or drunkenness of her husband she went to th 
police-court. It might be that some medical questo 
arose which could be dealt with by medical advice, u 
in such cases a doctor was called in. That procedure wat 
on when the application. was for separation, but if th 
wife wanted a divorce the case passed out of the kindly, 
human domestic. atmosphere of the police-courts to th 
Assizes or the High Court. Here it was a question o 
legal rights and not one of adjustment and conciliation. 

The proposal in Clauses 9 and 10 was to give the fm 


bearing of divorce cases to magistrates selected by th 


Lord Chancellor. „ 


Sir DONALD SoMERVELL, Attorney-General, sii 
that it was quite clear from the speeches apie 
that the House desired this Bill to get a second reat: 
ing. On the face of it there were a number of or 
siderations in it which would require the most 
examination. There were a certain number of tha 
to which he saw objections. Members must vote 
for or against the second reading according to ther 
convictions. He did not think that he could de 
called upon at that stage to express either appro 
or disapproval of the principles of the measure. 

The second reading of the Bill was carried 
78 votes to 12. yk 


NOTES ON CURRENT TOPICS 
Infanticide Bill 


In the House of Commons on Nov. 24th Mr. Jac 
asked leave to introduce the Infanticide Bill, tè 
object of which is to provide that a woman who 
wilfully causes the death of her child being under th 
age of eight years may, in certain conditions, | 
convicted of infanticide. He said that the Bil 
consisted of one clause. It merely sought to! 
what had been the consistent practice for nearly 
90 years, and to remove the legal anomaly and 
cruelty involved in sentencing women to death wba 
it was perfectly well known to everybody, erap 
the unfortunate prisoner, that there was no in 
of the sentence being carried out. There 
six cases of that character in the last 12 months 
and one judge had told the prisoner that she 
take no notice of the dread sentence he was about to 
pass upon her. In this class of case, Mr. Jag 
contended, there was a very real need of doing ay? 

e 


thing more than was done by the Infantici 
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1922. Of the eleven cases which had occurred 
1 recent years, he would instance two. One was 
hat of a girl of 18, who drowned her illegitimate 
hild of 18 months. The child’s father, a military 
an, failed to pay alimony as ordered by the court. 
wentually the girl was driven to desperation. 
ccording to the medical evidence, the girl had only 
he mentality of a child of 11. After being sentenced, 
he was in the condemned cell for 13 days and was 
hen reprieved. Another, and more recent case, 
as that of a domestic servant of 26, who had an 
legitimate child. The father failed to pay alimony 
nd the girl tried to earn money to pay the foster- 
arents. She got behind with the payments and the 
yster-parents ordered her to remove the child. The 
roman jumped into the river with the child in her 
ms, The child was drowned, but the mother was 
aved, and there followed what was almost the farce 
f a judicial trial for murder. A verdict of guilty ” 
as brought in, she was sentenced to death and 
aprieved within 24 hours. The promoters of the 
ill desired that the Infanticide Act of 1922 should be 
apealed, and should be replaced by the present Bill, 
hich would so amend the original Act as to make it 
ossible for juries in situations of the kind to which 
e had referred, even though the period exceeded 
he present limit which in practice was interpreted 
y the judges as being about 21 days, to extend it 
o as to cover mothers who committed acts of the 
ind he had referred to under extreme stress arising 
om other causes than the immediate effect of 
hildbirth. 

Leave was given to introduce the Bill which was 
ad a first time. 


QUESTION TIME 
WEDNESDAY, NOV. 18TH 
Enlistment for the Royal Air Force 


Mr. Day asked the Under-Secretary of State for Air 
je number of applications received for enlistment into 
10 Royal Air Force for the year ended March 3lst, 1936; 
1e number that were medically examined and found 
hysically fit; the number attested during the same 
eriod; and the number rejected for any cause.—Sir P. 
ASSOON replied : The number of definite applications for 
listment during the year ended March 31st, 1936, was 
245. During the same period 18,889 were medically 
amined and found physically fit and 14,005 were 
tested. I regret that details are not available as to the 
imbers rejected for different reasons. 


. THURSDAY, NOV. 19TH 
Unemployment Regulations and the Means Test 


Mr. KENNEDY asked the Minister of Labour if he had 
msidered the case stated on Thursday last against the 
nanges proposed in the new unemployment regulations 
nd the operation of the means test by the deputation 
presenting the national hunger marchers; and if any 
tion was proposed by the Government on the lines 
the changes suggested by the deputation.—Lt.-Col. 
UIRHEAD, Parliamentary Secretary to the Ministry of 
abour, replied : When my right hon. friend met a depu- 
tion of Members of Parliament accompanied by marchers 
1 Thursday last, he found that there was considerable 
isunderstanding as to the way in which the new unem- 
oyment assistance regulations would work, and he offered 
have inquiries made into the individual cases that had 
en referred to if details were sent to him through the 
embers. At the same time, he made it clear that the 
overnment had no intention of proposing any change 
the regulations. 


Canned Goods and Public Health 


Captain CUNNINGHAM-REID asked the Minister of Health 
he would consider the desirability of promoting legis- 
tion both to provide for the marketing of canned goods 
ith an indication of the date and place of preparation, 
id to prohibit the sale of such canned goods beyond safe 
riods. Mr. Hupson, Parliamentary Secretary to the 
inistry of Health, replied: My right hon. friend has 


considered this question but, having regard to the adminis- 
trative difficulties involved, he is not satisfied that the 
advantage to the public health would be sufficient to 
justify the adoption of the measures suggested by my 
kon. friend. 

Milk Pasteurising Plants 


Sir ARNOLD WILSON asked the Minister of Health 
whether his attention had been called to the statement 
in the report of the medical officer of health of Bootle 
that, of 13 samples of pasteurised milk taken from two 
licensed plants of modern design erected in the previous 
year, only eight conformed to official standards, and of 
21 samples of school milk only 15 came up to standard ; 
and whether, in view of the proved inefficiency of many 
modern pasteurising plants, as shown by the official report 
of Sir W. Dalrymple-Champneys, and of similar reports from 
other county boroughs, he would initiate fresh scientific 
inquiries into this matter—Mr. Hupson replied: My 
right hon. friend is aware of the statement in the annual 
report of the medical officer of health for Bootle. My 
department in May, 1935, circulated to local authorities 
a detailed memorandum on the requirements for ensuring 
the efficient working of pasteurisation plants, and on 
April 24th last, in a circular letter, my right hon. friend 
again drew their attention to the matter. He then sug- 
gested that they should survey all licensed plants in their 
areas and cause frequent inspections to be adopted in 
future. My right hon. friend does not consider that 
any fresh scientific inquiry is at present required on this 
subject, but rather continuous activity on the part of 
the licensing authorities in supervising the operation of 
pasteurisation plants. 

Brigadier General CTrrrowW Brown: Has the hon. 
gentleman seen the report of the Reading Agricultural 
College that a disturbingly high proportion of samples 
taken are contaminated ?—Mr. Hupson: That appears 
to emphasise the need for local authorities to follow the 
advice of the Ministry and to exercise strict supervision 
over the pasteurising plants in their areas. 

Mr. A. V. ALEXANDER: Is the Parliamentary Secretary 
aware that owing to the use of unpasteurised milk at 
Bournemouth there were 500 cases of typhoid and 40 
deaths ?—No further answer was given. 


MONDAY, NOV. 23RD 
Black-listed Elementary Schools 


Mr. LEcKIE asked the President of the Board of Educa- 
tion the number of elementary schools now on Black 
List A; whether any additions had been made to that 
list during the past two years; and when he expected 
that they would all have been dealt with.—Mr. GEOFFREY 
SHAKESPEARE, Parliamentary Secretary to the Board of 
Education, replied: The number of schools now in 
Category A of the Board’s list of public elementary schools 
with defective premises is 166. No additions have been 
made to the list during the last two years. As regards 
the last part of the question the attention of local educa- 
tion authorities has recently been called to the need for 
action in this matter, and my right hon. friend is anxious 
to see all the outstanding cases dealt with as soon as 
possible, 

TUESDAY, NOV. 24TH 


Illegal Operations and Maternal Mortality 


Mr. Bootrusy asked the Minister of Health if any 
statistics existed to show whether the prevalence in this 
country of illegal operations for abortion by unqualified 
persons was a contributive factor to the high rate of 
maternal mortality ; and whether, in view of the recom- 
mendations of the British Medical Association, following 
the report of its special committee, His Majesty’s Govern- 
ment would consider setting up a Royal Commission to 
inquire into the operation and results of the present law 
relating to abortion, with a view to its reform.—Sir 
KinastEy Woop replied: The answer to the first part 
of the question is in the negative. The suggestion made 
by my hon. friend in the second part of the question will 
receive my careful consideration when I have before me 
the report, now in course of preparation, of the special 
investigations recently made by officers of my department 
into maternal mortality in various parts of the country. 


. University of Oxford 


1308 THE LANCET] = ; * 2 ate 


MEDICAL 


NEWS 


Nov. 28, 1036 


„ 


Mr. Victor Lack has been appointed clinical examiner 
in midwifery in place of Mr. A. C. Palmer who has resigned. 

It is announced that Sir Farquhar Buzzard will stand as 
the official Conservative candidate for the University at 
the parliamentary by-eléction that will become necessary 
when Lord Hugh Cecil resigns his seat. Sir Farquhar, 
who is 64, has lately received permission to retain office as 
regius professor of medicine until after his seventieth 
birthday. l . 
On Tuesday last Lord Nuffield stated that he has decided 
to increase his gift of £1,250,000 for post-graduate medical 
training and research at Oxford to £2,000,000. 


University of London | 
The title of professor of pathology of mental disease 
in the university has been conferred on Dr. F. L. Golla 
and the title of professor of psychiatry in the university 
on Dr. Edward Mapother in respect of the posts held by 
them at the Maudsley Hospital. E 
Sir Ernest Graham-Little has for the fifteenth conse- 
cutive time been re-elected chairman of the council for 
external students of the university. ' 
On Dec. 2nd, 4th, 7th, 9th, and llth Dr. F. W. Twort, 
F.R.S., professor of bacteriology in the university, will 
lecture on the study of ultramicroscopic viruses. The 
lectures will all be given at 5 P.., the first four at the 
London School of Hygiene, Keppel-street, W.C., and the 
fifth at the Brown Animal Sanatory Institution, 149, 
Wandsworth-road, S. W. S. Admission to the lectures is 
free without ticket. „ E 


Society of Apothecaries of London 

At recent examinations the following candidates were 
successful 

Surgery.—M. Barker, Univ. of Sheff; R. F. B. Bennett, 
Univ. of Oxford and St. George’s Hosp.; J. A. 
Welsh National School of Medicine; L. W. La Chard, St. 
George's Hosp. ; and H. L. W. Sixsmith, Welsh National School 
of Medicine. l 

Medicine.—F. Hamed, Royal Free and West London Hosps. ; 
O. R. Hardman, Univ. of Manch. ; O. J. S. Sergel, Univ. of 
Camb. and St. Mary's Hosp: ; H. L. W. Sixsmith, Welsh National 
School of Modicine ; and. F. J 


h.; C. J. S. “ergel, 

: Mary's Hosp.; H. L. W. Sixsmith, 
Welsh National School of Medicine; and F. J. C. Smith, London 
osp. . 
Midwifery.—O. O, B. Guest, Univ. of Sheff; T. A. M. Johns, 


Univ. of Oxford and King’s Coll. Hosp.; J. H. Lewis, Univ. of 


888111 and Charing Cross Hosp.; and F. L. Skinner, Univ. of 


Gill. 

The following candidates, having completed the final 
examination, are granted the diploma of the society 
entitling them to-practise medicine, surgery, and mid- 
wifery: C. R. Hardman, T. A. M. Johns, J. H. Lewis, 
C. J. S. Sergel, and H. L. W. Sixsmith. 


University of Aberdeen 5 

Dr. Dugald Baird, first assistant to the Muirhead 
professor of obstetrics and gynecology in the University 
of Glasgow, has been appointed regius professor of mid- 
wifery in the University of Aberdeen in succession to 
Prof. R. G. M’Kerron who has resigned. 


Gyneeco- 
ts in 1932, and in the same year delivered the 55 


y8- 
D. with honours 


was elected F. O. O 
tbe Glasgow Royal 


in logy of the 
British Empire, and last February he contributed to our columns 
a suggestive address on maternal mortality in hospital. 


G. Gulliford, | 


7 Royal Sanitary Institute 


A meeting of this institute will be held at 90, Bucking 
ham Palace-road,. London, S. W., on Tuesday, Deo, 8th, 


at 5.30 P.M., when Mr. H. H. George, assistant secretary ` 


of the Ministry of Health, will open a discussion on ths 
abatement of overcrowding : the results of the first steps. 


Pharmaceutical Society of Great Britain 
Dr. J. G. Tait has been appointed resident secretary 


in Scotland to this society in succession to Mr. J. Ruther 


ford Hill who has retired. Dr. Tait is the pharmacist 
representative on the consultative council on medical and 
allied services of the Department of Health for Scotland 
Glasgow University Club, London 

The autumn dinner of this club will be held at th 
Café Royal, Regent-street, London, W., on. Fridsy, 
Dec. 4th, at 7.30 P. M., with Prof. D. M. Blair in the chai. 
Any Glasgow University men who, though not memben 
of tlie club, wish to attend are asked to write to the hu 
secretaries, 62, Harley House, London, N. W. I. 


Society of Medical Officers of Health 


The annual dinner of this society was held on Nov. 20th 
at the Piccadilly Hotel, Dr. Ernest Ward presiding over 


a large and enthusiastic company. In proposing “Th | 


Society,” Sir Kingsley Wood, surveying the gathering, 
suggested that a medical officer of health required th 
personal and social qualities of the accountant, th 
imagination of the advertising agent, the zeal of the mit. 
sionary, the patience of Job, and the hide of the hippo- 
potamus, “ coupled,” he added, I suppose, with medical 
knowledge,” to which his delighted hearers returned a 
ironical “ No.” The M. O. H., he went on, occupied the 


front-line position in the campaign for the reduction d 


disease and the promotion of healthy living. I regard 


you,” he said, as captains of the health army.” Th 


best results were only to be achieved by codperation and 
understanding between the central government and 
engaged in health work at the periphery, and he mer. 
tioned gratefully the part played by the medical sern% 
in the national housing campaign which without its hep 
would have been futile. He foreshadowed facilities for 
further dental treatment and for adequate equipment in 
physical education.—Dr. Ward, in reply, said he deeply 
felt the honour of being the first clinical officer to occupy 
the chair of the society, and if in the past he had bea 
unduly critical he pleaded that the ardent reformer was 
apt to be distrustful of reforms initiated by others. He 
welcomed the initiative of the society in promoting pot- 
graduate courses for M.O.H.’s, and in this undertaking 
they hoped for the advice and coöperation of the Minty 
of Health. He concluded with thumb-nail sketches o 
some of the leaders of pu! lic health.—The toast of “ Th 
Guests was proposed by Dr. F. T. H, Wood, who happily 
described his approach to the subject as cito tuto & 
jucunde. Whatever branch of medicine we practise, be 
said, we are one, and he compared the work of the surge 
with that of the M. O. H. The surgeon’s work was indivi 
dual, his results immediate, and his reward ma 
The. M. O. H. 's work was communal, his results less easily 
demonstrated, and his reward a contented: mind. 
Cuthbert Wallace said be was conscious that surgery 
contributed less to public health than any other scien® 
although the health service had many points of contat 
including, as it did, everything from teeth and tuber 
to bathing-pools and backboards. But he plea ed the 
surgeons lived on the deficiences of the other branches: 
on accidents for which the Minister .of Transport u 
responsible, on the failures of physicians, immunologist 


and even of the preventive men.—Sir Comyns Berkely, 


who also responded, spoke of friendly coöperation betwee 
the Central Midwives Board and the official health ser 
and of the forthcoming issue of rules for refresher cows’ 
Among the other guests were the master of the 

of Apothecaries, the president of the British 
Association, the chairman of the General Nursing Cou 
the chief medical officer and the secretary of the Ministy 
of Health, the president of the British College of 0 
ricians, and the chairman of the Metropolitan Boro 
Standing Joint Committee, 
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Tue King has given permission to Major W. I. F. 
-owell, principal medical officer, Egyptian Army, to wear 
he decoration of Commander of the Order of the Nile 
onferred upon him by the King of Egypt in recognition 
f his valuable services. 


keds Public Dispensary and Hospital 

On Tuesday, Dec. Ist, at 8.30 P.., Dr. J. Forestier of 
\ix-les-Bains will deliver a lecture at the arthritis clinic 
f this hospital on rheumatoid arthritis and its treatment 
vith gold salts, a review of eight years’ experience. 


Diploma in Psychological Medicine 

A course of lectures and practical instruction for the 
).P.M. will be held at the Maudsley Hospital, Denmark- 
ill, London, S.E., from January to May. It is divided 
nto two parts, and Part I. will begin on Jan. 4th. Further 
articulars may be had from Prof. F. Golla, honorary 
lirector of the medical school at the hospital. 


ritish Serbian Units Branch 


The ual dinner and dance of this branch of the 
sritish Legion will be held on Saturday, Dec. 5th, at the 
aysbeth Hall, Soho-square, London, W., at 7.20 P. M. 
pr. C. R. Cooke - Taylor will preside. The hon. secretary 
nay be addressed at 24, Melcombe- court, Dorset - square, 
ondon, N. W. I. All Who served Serbia and friends of 
Yugoslavia are welcome. 


scottish Lord Rectors 

The students of Edinburgh University have elected 
sir Herbert Grierson, emeritus professor of rhetoric and 
inglish at the University, to be their Lord Rector. 
Dr. Donald Pollock and Dr. Chalmers Watson were 
mong the candidates. The students of Aberdeen Univer- 
ity have elected Vice-Admiral Sir Edward Evans 
Evans of the Broke — to be their new Lord Rector in 
uccession to Mr. Walter Elliot. 


British Institute of Radiology 

On Dec. 2nd, at 3 P.m., Sir Farquhar Buzzard will open 
he tenth annual congress of this institute which will be 
eld at the Central Hall, Westminster. On Dec. 3rd 
ind 4th medical and physical and technical papers will be 
ead and the official lectures will be given. Details of 
hese will be found in our Medical Diary. The annual 
linner will be held at Claridge’s Hotel at 8 P.m. on 
Dec. 4th. An exhibition of apparatus organised by the 
British X ray industry will be held in connexion with 
he congress, The secretary of the institute may be 
addressed at 32, Welbeck-street, London, W. I. 


Chadwick Trust 


On Tuesday, Deo. Ist, Prof. S. D. Adshead will give 
he first of six Bossom lectures on improved methods and 
naterials employed in building. He will speak on modern 
nethods of building: On Dec. 17th Sir William Collins 
vill take the chair at the second lecture of the series 
when Mr. Herbert Welch will speak on the construction 
~ the modern house. Both lectures will be given at 
the Royal. Institute of British Architects, 66, Portland- 
lace, London, W. at 6 P.. Further information about 
ihe series may be had from the secretary of the Chadwick 
Trust (204, Abbey-house, London, S. W. I), under whose 
zuspices it is being held. 


The Red Cross and Spain 

At a statutory meeting of the council of the British 
Red Cross Society on Nov. 18th Sir Arthur Stanley, as 
hairman of the executive committee, reported on Red 
Cross action in Spain. The International Red Cross 
Committee, he said, had sent a delegate to visit both sides 
n the civil war, and had subsequently appealed to all 
1ational Red Cross societies to send assistance in personnel, 
naterial, and money. The British Red Cross immediately 
ent a donation of £500 to the International Committee, 
which festablished a number of centres in Spain, staffed 
vith their own personnel, for the relief of soldiers and 
‘ivilians of both sides. An appeal was made in this 
ountry for additional funds, as a result of which a further 
2500 had been sent to the International Committee as 
yell as a supply of bandages. The total reached by the 
elief fund now stood at £1132 116. 10d. 


On Tuesday night Lord Dawson. of Penn was enter- 
tained at dinner at the House of Commons by his medical 
colleagues in both Houses and his ex-colleagues in the 
lower House, the occasion being to congratulate. him on 
his viscounty. 


Medicine in the Mission Field 


An exhibition illustrating medical missionary work 
will be held, under the auspices of the West London 
Mission, at Kingsway Hall in the last week of January 
next. The secretary and treasurer is the Rev. W. Allan 
Harling, who, from Kingsway Hall, will be glad to give 
any further information. 


National Ophthalmic Treatment Board 


A new clinic has been opened in Torquay by this board 
in connexion with its national eye service. The ceremony 
was performed by Mr. A. W. Ormond, F.R.C.S., who 
explained that after the late war the Government had 
asked the British Medical Association to organise an 
ophthalmic benefit scheme run by medical men at a 
cost within the monetary reach of members of approved 
societies, and the present scheme was the result. The 
ordering of glasses and the treatment of ophthalmic 
patients should not, he held, be undertaken primarily 
by an optician. In his experience half of all ophthalmic 
patients had a medical cause for their troubles. 


o 
Appointments 
Costin, C. Fe: M.D., M.R.C.P. Lond., bas been appointed Hon. 
Assistant Physician to Margaret-street Hospital for Diseases 


eee ne the Ebeet⸗ London, 
A. O., L.D.S., Hon. Dental Surgeon to the Royal 
oo eo Hospital London. 
B. Liverp., F.R.C.S. Eng., Hon. Surgeon to 
the Sutton and Cheam Hospital. 
MoCowan, P. K., M.D. Edin. FRCP. Lond., D.P.M., Faye 
cian Superintendent of the Crichton Royal Institu on, 
Dumfries. (From March Ist, 1937.) 
Mom, A. R. M., ee Edin., D. P. H., Assistant Medical Officer 


SHAP M. B., M. R. C. P. Lond., F. R. C. S. Eng., 
Pathologist an Curator to the Royal London Ophthalmic 


London County Council Hospitat Staff—The following appoint- 
ments, promotions, and transfers are announced. A. M. O. 
(I.) and (II.) Assistant Medical Officer, Grades I. and II. 
Temp. Temporary D. M. O. District Medical Officers. 


GUNN, A. L., M.D. Wales, F. R. C. S. Edin., M. O. O. G., Part- 
ane Obstetrician and Gyneecologist (Temp. J, * Lewisham 
and St. Giles’; 

Dopps, R. L., M. Ch. Belf., F. R. O. S. Eng., M. C. O. d., Part- 
time Obstetrician and’ Gynecologist (Temp.), Dulwich 
and St. J a ate 

ren tosis E. J. . Camb., D. M. R. E., Assistant Radio- 


GRANT, ae M. B. Aberd. AIS. i), Te 

Roserts, J. C., M. B., A. M. O. (II.), St. Nikola 

TULLIDGE, GLADYs M., eo Lond., D.T.M. and ad A.M.O. 
(II.), St. Benedict's ; $ 

Ross, S. RaM D: Edin., D.P.H., A. M. O. (II.), Queen Mary's, 


ALLAN, D V. l. p. N. Z., A. M. O. q . St. Stephen, s; 
DAvis, E11, M.D. Manch., A.M.O. St. cit Ham 8; 
Jongs, D. E. A., B. S0., Assistant Ihre Hammersmith 


Sana orium ; 
Dans, E. R., M. R. O. S. os House Physician, St. Giles 
POND, E. D., M. R. C. S. Eng., House Surgeon, St. Mary Abbot 
GAYER, LENA B., M.R.C.S. Eng., Clinical Assistan 
MAYER, ELLEN, M. R. G. S. Eng., Clinical Assistant, St. Giles’ ; 
8 E., M. R. G. S. Eng., D. M. O. (Temp.), Peckham, 
Dulwich, and Sydenh 


am ; 
ROWNTREE, ALYSOUN H., M. R. C. S. Eng., D.M.O. (Temp.), 


Finsbu 

GREEN, R. B. M. A one A. M. O. (I.), St. Pancras ; 

5 J. H., „M. R. G. P. Lond., Senior A.M.O. (I.), 
Mile End; JN 

CUNNINGHAM A., M.D. Dub., M.R.C.P. Lond., D.P.H., 
Senior A.M. fo. (I. ), Worth Western 

FAIRY, JAMES, M. B. Glasg., Senior A. M. O. (II.), Constance- 
road Institution ; 

M. R. O. S. Eng., Senior A. M. O. (II.), St. 

Luke's’ 8, Lowesto tt; 

Cao Brem, V., M. B., F. R. O. S. Edin., Senior A. M. O. (II.), 

e’8; 

CARDWELL, KUPHEMIA, L. R. O. P. Edin., A. M. O. (II.), Brook; 
Hear, F. R. G., M.D. Camb,, Principal A. M. O. in connexion 
with the Schemo for the Treatment of Tuberculosis ; 
n ROBERT, M. R. O. S. Eng., D.P.H., Senior A. M. O. (J.), 

rook. 
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Information to be included in this column, should reach us 


in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TUESDAY, Dec. 1st. 

Pathology. 8 P. M., for 8.30 P. M. H. H. Brown: Immunity 
after Different Diseases. R. J. V. Pulvertaft: Post- 
hysterectomy Tetanus. H. P. Bayon: The Virus of 
Leukeemic Diseases in the Domesticated Fowl. Cuth- 
bert Dukes: Histological Grading of Rectal Cancer. 

Orthopedics. 3.30 P.M. Mr. H. A. F. Fairbank : Internal 
Derangement of the Knee in Children and Adolescents. 
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Mr. Ralph Brooke: Bone Shortening for Inequality . 


of Length in the Lower Limbs. 
Brown: Arthrodesis in Children. 
WEDNESDAY. PS 

History o Medtoine. 5 P.M. Prof. G. W. Corner: Ana- 
tomical Illustration and the Fine Arts. 

Surgery. 8.30 P. M. Mr. Geoffrey L. Ke The 
Operative Treatment of Uncomplicated Inguinal 
Hernia. Cumberlidge, Mr. W. H. Ogilvie, 

and Mr. O. C. Woman will also speak. 


FRIDAY 
Otology. 10. 30 A.M. (Cases at 9.30 a.m.) Dr. Paul 
Sinography, a Method of 


Miss M. Forrester- 


e8 : 


Frenckner (Stockholm) : 


Radiography in the Diagnosis of Sinus Thrombosis. 


Hallpike: Some Recent Work on the Elec- 
trical n of the Cochlea and Auditory Tracts. 
Laryngology. 5P.M. Dr. Frenckner : Bronchospirometry 

and its Clinical Application, with a Short Account of 
Bronchial Cathete tion. Dr. A. Soulas (Paris): 
Bronchoscopo-therapy in Broncho-pulmonary Sup- 
uration; its 5 and Results. Prof. S. 
elinoff G80 8 2 e without Anæsthesia 
Anesthetics. George Edwards: The Ideal 
Structure of as Mo odern Operating Theatre from the 
Anesthetist’s Point of View. 
WEST LONDON MEDICO-CHIRURGICAL SOCIETY. 
FRIDAY, Dec. 4th.—7.30 P.M. (De Vere Hord, S. W.), Dr. 
G. Konstam, Mr. H. L. Attwater Mr. A. E. 
Roche: Non-venereal Infections of the ‘Urinary Tract. 
BRITISH INSTITUTE OF RADIOLOGY 
WEDNESDAY, Dec. 2nd.—3 P.M. (ganman Hal, Westminster) 
Sir Farquhar Buzzard: Qpenin ning a ddres 
THURSDAT.— 10.30 A. M., Dr. J. rallsford- Dr. R. E. 
Roberts, and Dr. L. M. Worth : Symposium on Bone 
Tumours. 2.30 P.M., Symposium of the Measurements 
of Ionisation Currents. P.M., Dr. A. C. Christie: 
Diagnosis and eee of Primary Cancer of the 
Lung. (Nineteenth Silvanus Bea lecture.) 
F DAT.—10. 30 A. M., Sir a ore Dr. R. Boulton. 
Myles, and Dr. S. G 
mical Variations a the ‘Alimentary 3 P.M 
Mr. D. Cockcroft: High Velocity TPOSitwe Tons. 
' (Seventeenth Mackenzie Davidson lecture.) 


LECTURES, ADDRESSES, DEMONSTRATIONS, &e.. 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, 


1 Dec. 3rd.—5 P. M., Mr. Hugh Lett: 
` Diagnosis and Treatment 
(Bradshaw lecture.) 
UNIVERSITY OF LONDON. 
WEDNESDAY, Dec. 2nd.—5 P.M. (London School of Hygiene, 
Keppel-street, W. C.), Prof. F. W. Twort, F. R. S.: 
‘The Study of Ultra-microscopic Viruses. (First of 


five lectures.) 
ROYAL INSTITUTION 21, pipe roet, 
TUESDAY, Dec. lst: —5. 15 P. M., Prof. E . Mellanby, F. R. S.: 
Chemical Messengers of the Body. 
INSTITUTE OF HYGIENE, 28, Portland-place, W. 
i WEDNESDAY, Dec. 2nd — 3.30 F. M., Dr. Alfred Cox: 
days in Winter. 
ROYAL FREE HOSPITAL, W. Cc. ` 
- FRIDAY, Dec: 4th.—9.46 A. M., Mr. McLaggan : Diagnosis 
, of Diseases of the Ear, Nose, and Throat. 10.30 A. M., 
Miss Collier : Recent Advances in their Treatment. 
11.30 P. M., Mr. Shattock: Some Diseases of Bone. 
2 P. M., Dr. Hobhouse: Nervous Disorders. 3 P. M., 
Dr. Gregory: Children's Diseases 
SATURDAY.—9.45 A. M., Mr. Verrall : Orthopedics. 11.30 P.M., 
Dr. Brain: Common Skin Diseases. P.M., Miss 
Mann: Squints. 3 P.M., Prof. Mieming: Uses of 
Radium in 5 
Diet in Chronic Rheu- 


SUNDAY.—10.15 A. M., Dr. Hare: 
matism. Dr. Howitt: Differential. Diagnosis and 
Treatment of Chronic Arthritis. Dr. Taylor: Patho- 
logy and Bacteriology of Rheumatism.\ 

The course is open only to former students of the hospital. 

BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane- 
ro 

MONDAY, Nov. 30th.—2.30 P.M.. Dr. R. D Lawrence: 
Diabetes and Diseases of Pancreas. 

TUESDAY, Dec. 1st.—2 P. M., pathological demonstration. 

WEDNESDAY. Noon, clinical and pathologica leica! con” 


Tract. 


Early 
of Renal Tuberculosis. 


Holi- 


medical). 2.30 P.M., clinical and pathol gical con- 
erence (surgical). 4.30 P.M., Pro 
F. R. S.: Virus Diseases. 


T Bedson, 
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THURSDAY.—2.30 P.M., Dr. pancar tiia : radiologia) 
demonstration. 3. 30 P. M., Mr. . Gibberd: Torm- 
mias of Pregnancy. 

FRIDAY.—2 P. M., operative obstetrics. 2.30 P. M., Prot 
Seymour Barling: Acute Surgical Infections othe 
than Bone. 3 P.M., department of gynecology, patho- 
logical demonstration. 

Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics œ 
e obstetrical and gyngcological dinis æ 


erations 
WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 


Hammersmith, W. 

MONDAY, Nov. 30th.—10 A. M., skin clinic. 11 A. M, surgia 
war 2 P.M. operations, surgical and gynsecological 
wards, medical, surgical, and gynsecological clinics. 
4.15 P. M., Mr. Green-Armstage : Obstetric Adventures. 

TUESDAY, Dec. Ist.—10 A. M., medical wards. 11 AL, 
surgical wards. 2 P. M., operations, medical, surgical, 
and throat. clinics. 

WEDNESDAY.—10 A. M., children’s ward and clinic. 11 au, 
medical wards, 2 P.M. „ gyneecological operation, 
medical, surgical, and eye clinics. 4.15 P.M., Dr. 
Redvers Ironside: Diseases of the Skeletal Muscle. 

THURS DAT. —10 A.M. neurological and gynecol 
clinios. Noon, fracture clinic. 2 P.M., O 
medical, surgical, genito- urinary, and eye clina, 
4.15 P. M., venereal diseases. 

FRIDAT.— 10 A. M., medical wards, skin clinic. 
lecture on treatment. 2 P.M. 
surgical, and throat clinics. 

SATURDAY.—10 A.M. „children's and surgical clinics, 11 AA., 
medical wards. 

The lectures at 4.15 P.M. are open to all medical practi 


tioners without fee. 
O AND POST-GRADUATS 


, operations, cal, 


FELLOWSHIP OF MEDICINE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 

MONDAY, Nov. 30th, to SATURDAY, Dec. 5th.—Lonpoy 

Lock HOSPITAL, 91, Dean- street, W., afternoon course 

in venereal diseases (open to non m 


NATIONAL TEMPERANCE HOSPITAL, Hampstead - road, 
N. W., 8 P.M., Tues. and Thurs., clinical and patho- 
logical course.—ST. MARK’S HOSPITAL, City. road. 
E. O., all-day course in proctology. — NATIONAL k 
PERANOE HOSPITAL, Hampstead-road, N. Ws 
8. 30 P. M., Dr. Donald Hunter: Parathyroid. Fri., B stra 
Dr. R. A. Hickling: Pancreas.—These courses 
lectures are open only to members. 

HOSPITAL FOR SICK CHILDREN, Great Ormond-etret, 

WEDNESDAY, Dec. 2nd.—2 P.M., Mr. T. Twistington ` 
Diagnosis and Treatment of Genito- -urinary 
malities. 3 P.M., . Doggart : Development a 
Vision and Disturbances in Infancy. 

Out- er clinics daily at 10 A. M., and ward visits at 

NATIONAL, HOSPITAL, Queen- square, W. O. 

MoNDAT, Nov. 30th. —3.30 P. M., Dr. Hinds Howell: The 
Meninges and Cerebro-spinal Fluid. 


gay eon bar 1Ist.—3.30 P.M., Dr. Critchley: Aphasia, 
raxia, &c. 
WEDNESDAY. —3.30 P.M., Dr. Kinnier Wilson: Clinical 
Demonstration. 
THURSDAY.—3.30 P.M., Dr. Riddoch: Epilepsy and ifs 
Variants. 


es a .—3.30 P.M, Dr. Purdon Martin: The Cranial 
Out-patient clinic daily at 2 P.M 
HAMPSTEAD. GENERAL AND NORTH-WEST LONDOY 
HOSPITAL. 


ee Dec. 2nd.—4 P. M., Mr. L. R. Broster: The 
Surgery of the Gall-blad der 
CENTRAL TOND ON THROAT, NOSE, AND EAR HOS 
PITAL, Gray’ 8 Inn-road, Ww 


oon: —1 8 Mr. J. D. McLaggan: Acute 


MEDICINE, 42, Ratialagh road, S 
FRIDAY, Dec. 4th . 30 P.M., Dr. R. G. Gordon: Rhew 
matic Diseases of the Spine. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION, 
WEDNESDAY, Dec. 2nd.—3 P.M., Major H. N. Stafford: 
The Rôle of the General Practitioner in the Airrai 
Precaution Scheme. 
MANCHESTER ROYAL INFIRMARY. | 
TUESDAY, Dec. 1st.—4.15 P. M., Mr. P. S. 1 Diag 
nosis and Treatment of Cancer of Fine Rectum. 
_FrRmay.—4.15 P.M., Mr. D. L. Sewell: Direct Examinatica 
of the Larynx with Cases. 
saya acral HOSPITAL FOR CONSUMPTION, Deanr 
ate 
: WEDNESDAY, Dec. 2nd.—4. 30 P.M., Dr. Simon Kelly: 
Heemoptysis. 
ANCOATS HOSPITAL, Manchester. 
THURSDAY, Deo. 3rd.—4.15 P. M., Clinical Meeting. 
LEEDS GENERAL INFIRMARY. 
TUESDAY, Dec. 1st.—3.30 P.M., Dr. Vining : Clinical Case 
LEEDS PUBLIO DISPENSARY. 
WEDNESDAY, Dec. 2nd.—4 P.M., Mr. A. Gough: Th 
Treatment of Sterility. 
TUESDAY, Dec. ist.—8. 30 P. M., Dr. J. Forestier : 
matoid Arthritis and its ‘Treatment with Gold a 
a Review of Bight Years’ Experience. (Under 
auspices of the Leeds Division of the British oF 
Association.) 
GLASGOW POST-GRADUATE MEDICAL ASSOOILIATION 
WEDNESDAY, Dec. 2nd.—4.15 P.M. (Victoria Infirmary) 
Dr. Ivy McKenzie : Extrapyramidal Nervous Disease 


* 


Noon. 
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NOTES, COMMENTS, AND ABSTRACTS 


A GROUP OF CRIMINALS 


Dr. Gabriel Langfeldt, who for many years has 
served as a prison doctor in Bergen, has undertaken 
a far-reaching study of 50 Norwegian criminals serving 
sentences for theft or burglary (Norsk mag. f. laege- 
vidensk., June, 1936, p. 561). Besides carrying out 
Binet-Simon-Terman intelligence tests, he submitted 
them to & physical examination and friendly ques- 
ioning, supplementing the information thus obtained 
by conversations with police officials and the prisoners’ 
elations. He is unable to subscribe to Lombroso’s 
onception of the criminal born as such, and finds 
nuch in the prisoner’s antecedents to explain his 
onduct. He notes that in the case of criminals 
oming from religious homes it took many years for 
he inhibitions created by religious influences to 
lisappear, and they often did so comparatively late 
n life under the action of alcohol or some other 
eleasing factor. Of the 21 prisoners who had grown 
ip in a religious atmosphere, only 3, however, had 
aken any interest in religion; and only 3 of the 50 
ad developed ‘any political interests. In as many 
8 17 cases, the school records and other data showed 
hat well-defined intellectural deficiency had become 
vident early in the child’s career. The intelligence 
ests showed about half the prisoners to be mentally 
elow normal; and it was observed that a relation- 
hip could be established between the level of intelli- 
ence and the age at which the prisoner was first 
entenced ; the higher the age on first sentence, the 
treater the intelligence. Dr. Langfeldt finds that 
uch “ criminogen radicals” as impaired intelligence 
r weakness of will, may not singly give birth to crime ; 
ut an undesirable combination of two or more of 
hese ‘‘ radicals may produce a criminal disposition. 
In my thieves there were often three or four such 
radicals combined. This undesirable combination 
lay be so dominating that .. even the best sur- 
ndings cannot prevent their development.“ One 
f his recommendations is that every first offender 
ould be subjected to a psychological-psychiatric 
samination if he is to be properly understood and 
ven fair play. 


MIDWIFE AND BABY 


In his introduction! Dr. Moncrieff says that his 
m has been to teach simple methods which may be 
uTied out as easily in a cottage as in a well-equipped 
stitution. The general plan of the book is to follow 
e programme of a baby’s life, beginning with 

in prenatal considerations and passing on 
rough events likely to occur in the early days 
ring which the midwife is largely responsible for 
e infant’s welfare. The earlier sections, dealing 
ith establishment of the breath, general hygiene, 
d feeding, will probably be those found most useful 
the midwife. The importance of avoiding chill 
r a young baby is strongly emphasised. The new- 
m infant, Dr. Moncrieff says, is liable to have an 
credibly low body temperature, and a special 
ermometer, reading as low as 90 F., should be 
ed and used regularly. Much sensible advice as 
bathing, clothing, ventilation of the room, and 
neral care of the body is included in this part of 
e book, Dr. Moncrieff believes that many unneces- 
ry operations for circumcision are performed, and 
at the majority might be avoided if the nurse and 
ther would take the trouble to loosen and retract 
> foreskin in the early days of life. Here and there 
> author tends to depart from his self-imposed 
e of simplicity, especially in the sections on dis- 
lers and malformations. Does every midwife 
dily understand such terms as cedematous reaction, 
chial plexus, hypertonic saline, spina bifida, 
ugo, and know just how to distinguish between 
aeea a 86 
The Management of the New-born Baby: A Guide for Mid- 


es. By Alan Moncrieff, M.D., F. R. C. B. London: Association 
Maternity and Infant Welfare Centres. 1936. Pp. 48. 9d. 


small multiple abscesses which she is advised to 
treat with antiseptic lotion and pemphigus, for which 
she must secure immediate medical help ? The pre- 
mature infant has a section to itself, and one which 
all midwives might profitably study with care. 
The book is well printed and indexed. 


NEW METHOD OF SECURING BANDAGES 


THE Hxpedo Speedy Fastener is designed to 
facilitate the frequent dressing and inspection of 
wounds. Two long safety-pins are provided with 
hooks which allow of their being laced together. 
The pins are inserted at a little distance from the 
opposing edges of the material covering the dressing 
(whether bandage, adhesive strapping, or plaster- 
of-Paris) and are laced : | 
together under appro- 
priate tension, which may 
be greater at one end of the 
wound than at the other. 
The use of these pins, 
which embody more than 
one device to prevent slip- 
ping of the lace, should be 
a convenient variant of the 
usual method of drawing 
together gaping abdominal 
wounds by threading tape : 
through perforations in two strips of adhesive 
strapping. The expedo pins, being easily re- 
moved for sterilisation, can be reinserted into a 
freshened cut edge of strapping, and the dress- 
ing can thus be kept much cleaner. The manu- 
facturers (Messrs. Alexander and Fowler, Pembroke- 
piece i 3) suggest that, by use of their 
astener, a split plaster-of-Paris casing can be reapplied 
without bandaging. One expedo is placed along 
either cut edge, with the hooks slightly back from the 

as edge. A plaster bandage, pre- 
“| viously soaked in water, is then 
f, | folded over the straight side 
of the pin and smoothed down, 
and when the plaster has dried 
the splint is ready to be laced 
up. Bandaging of split plaster 
is such an easy matter that it is 
doubtful whether trouble is here 
saved by use of the expedo, 
Bow =; especially as at least two pins 
-~ would be required along each edge 
to span a splint of the usual length. A more useful 
application of the method would be in the dressing of 
compound fractures, where movements of the limb 
as a whole must be restricted to a minimum, and. 
where the inspection of the wound after the first 
toilet—often performed in the casualty department— 
may be a matter of some anxiety. It will be seen 
from the illustrations that the pin is provided with a 
tubular mount at either end for the insertion of a 
small safety-pin. This prevents all tendency to 
“ rucking when the pins are inserted into soft 
material, 

The expedo fastener is made in three sizes (3, 4, or 
5in. long), and there is also a small size with one 
hook for connecting up any two sizes when bandaging 
over the elbow or knee. . 
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ST. MARYLEBONE AND WESTERN GENERAL 
DISPENSARY 


In 1785 the St. Marylebone General Dispensary 
was founded to aid those who being poor, sick, and 
distressed persons’. . . have not occasion to go, or 
could not stay in an hospital.“ For some years it 
has been felt that as its neighbourhood—Marylebone- 
lane—has been changing to a business centre, there 
would be more scope for its work if it could be moved 
nearer to the homes of the poor. On Nov. 2nd, 
therefore, it was transferred to 48, Cosway-street, 
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where in amalgamation with the Western General 


Dispensary, under the joint title of the St. Marylebone 


and Western General Dispensary, it will continue its 
work. of “administering advice and medicines, for 
the relief of the sick and lame.” The dispensary’s 

activities include a children’s rheumatism supervisory 
centre, clinics for respiratory diseases, surgery, 
varicose veins, ultra-violet radiation, departments 
for infant welfare and women workers, and a London 

County Council elementary school-children’s. dental 
clinic. It is proposed to make use of the additional 
space at the new premises by establishing a physical 
treatment centre which will be open in the evening 
to treat sufferers from rheumatism and other com- 
plaints who are still at work and are therefore unable 
to seek treatment at hospitals during the day. 
Reconstruction and new equipment have cost about 
£5500 and to raise this sum the dispensary is E 
its first public appeal for prany years. : 


N 


F e 5 refer to the advertisement columns 
e al In — Hon. 5 urge 
Nose, toya E 9 5 y. on. Jun. Asst. S on for Ear, 
Ayr County Council. —Gbetetrielan, £700. 
Bath and Wessex Children’s Orthopedic Hospital, Combe Park.— 
Batian General, Hospital, Batt te k, SW: 0. 
ersea Genera 0 ersea ar —C 
Out- pees al Dept., at rate of F ap tor 


Hospital. —Res. HS 
55 = 


Ear, Nose, and Throat. 


2700 
“Control. i £847. 
A Royal Infirmary.—Asst. Physicist, £300. 
mC spas Hospital for Women., "Windiesham-road. — 


Royal Alexandra Hospital for Sick Children. H.P. 
Also Hon. Clin. Asst. to Hon. Phys. 
Bright aot Sussex Eye Hospital, Eastern-road.—H. S., at rate of 


Onesie Founty ‘Mental Hospital.—Jun. Asst. M. O., £350. 


for. Diseases the H. 
144700. Bark. E. es. 20. 418 1 


rt and 
M. O., £350. Also H. P., at rate 


on © London Maternity Ho l, City- d, — ‘ 
ee materni Yy spita ity-road, E.C.—Jun. Res 


Coonan Surrey, AYA Home of Recovery. —Resident, at rate 


Dreadnought Hospital, 
l ran. at rate of £200. Also H. P. and H. S., each at rate 
Dudley. Guest Hospital. — Hon. Gynœco 


‘Durham County Council.—Asst. W 


nen, 
` H.P. 
Brighton,’ 


logist. 
elfare ogis O., £500, 


Durham, Seaham : ora Sanatorium for Women and Girls. 8 


Jun. Res. M. O., £200. 
Ealing, King Edward Memorial Hospital.—Two Cons. Physicians. 
en. 


Also S at 557 of £250. 
Eastbourne Royal Eye Hospit al, Pevenseij-road. —H.S., £100. 
East am Memorial H s hrewsbury-road, E.—HS. to Spec. 
epts. and Oas. O., at rate of £120. 
East T Child Guidance Clinic, Bell-lane, E.—Hon. Asst. 
Ha DS for gp l and N.W. London: Hospital, 
am ral a ; ospi Haverstock- 
par N.W.—H.S., at rate of £100. 


Hertford County Hospital. —Hon. Asst. Ophth. S 
non ater Diseases, Gordon-street, wW. 
; i of 
Hospital for Women, Soho-squa W.—Res. M. O., at 3 of 
2100. Hon. Olin. Assets. to Ouk. patients. Also Registrar, g 75 
Hospital tor St. m and St. "Elizabeth, 60, Grove End-road ad, N. 


Hull Royal Infirmary. 1175 S. for Branch Hospital, 2160. Also 


Seco 
Ilford, Ring George o Hoas teal, —Two H.S.’s, each at rate of £100. 
l Ipswich, East Suffolk and Ipswich Hospital.—Three H. 8.78 to 
Special Depts., each 2144. 
Kent st our “Aart, Pathol 225 ” Visiting 8 £300. Als 
mgston a — urgeon . o 
Res. Asst. M.O., at rate of £375. : 
er City General Hospital, —Res. M. O., at rate of £300. 
Liverpool, wo 130 55 for Children, Heswall.— Res. 
Liverpool Fazakerley Sanatorium.—Res. Asst. M.O., £200. 
London Homeopathic Hospital, eat Ormond-street, W.. C.— 
Pathologist: and Bacteriologist, at rate of £350. 
on Ho Medical College, #.—Demonstrator of Anatomy 
and Histology and Demonstrator of Pharmacology, each 


eon. 
HP., at 


London Shin 5 40, Fitzroy-square, W.—Hon. Ph sician. 
London Uni aeg Duveen Studentshi p, £450. 
more Curie Hos ‘Hospital, » Mitzjohn’s-avenue, N.W.—Res. M. O., 


00. 
Manchester Hospital for Consumption and Diseases of the Throat 
! ana Nest: .— Res. Surg. O. for Far, Nose, and Throat ä 


VACANCIES, BIRTHS, MARRIAGES, AND DEATHS 


West 750. * of Yorkshire County Council.— Cons. 


Greenwich, S.E.—Receiving Room 


(Nov. 28, 1936 


Manchester, Monsall 5 ital for Infectious Diseases.—Second 
Res. Asst. M.O 
i Grae Hospitals. Four H.S.’s to Special 
Depts., each at rate of £50. 
€ ounty Council.—Asst. M.O., £400. 
Norn. e er and Norwich Hospital. — P., H. S. 's to Spec. 
Depts. Also Cas. O., each at rate of £120. 
Nottingham City Hospital.—H.S., at rate of £150. 
Pontefract General Infirmary. —Res. M. O., at rate of £150. 
Princess Elizabelh of York Hospital se Children, Shadwell, E. 
l Re. M.O., £200. Also H.S. and Cas. O., each at rate of 


Queen’s Hospital for Children, Hackney-road, E.—H.P. and Cas. 
O., each at rate of £100. 
. Infirmary and Dispensary.—H.P., £150. 
Royal Cancer Hospital, Fulham- road. S.W.—H.S. to Radium 
Dept., at rate of £200. 
Royal ree Hospilal, Gray’s Inn-road, W.C.—Half-time Reg. 
for Ear, Nose, and Throat Dept., first H. S., Med. and Surg. 
' Regs. each £200. Res. Cas. O., at rate of £150. Dist. Obstet, 
Asst. and Gynrecological Reg., each at rate of £100. 41 
Res. Antesthetist in Obstet. and Gyn. Unit, at rate of £15, 
Royal, Waterloo Hospital for Children and Women, wW 
Hon. Surg. Reg . 


l St. Joins Hospital, e S. E.— H. S. and Cas. O., each at 


rate of £100. 

St. Mark’s Hospital for Cancer, e., City-road, E. O. — HS, at 
rate of £65. Also Clin. Assistantships for Out- is E 
Mary’s Hospital for Women and Children, E 
Hon. Asst. Physician. 

St. veers Hospital -for Stone, Henrietta-street, F. O. mn. 

Assts. to Hon. Staff. 
St. Thomas’s Hospital, Medical Unit, S.E.—First Asst. £500— 


Salford Royal Hospital.— Res. Surg. O., £200. Also two H. S. A. 
each at rate of £125. 
agers ve Hospital) Society, Greenwich.—H.S. for Tilbury Hoe- 


, at rate of £140. 
shefhela, Jessop Hospital for Women.—Sen. Res. O., at rate of 
Sheffi 


877 Hoat d Infirmary.—Clin. Asst. to Surgical Dept., at 
- rate o 
Southampton, Roya South Hants Hospital. H. P., at rate of 815. 
Southend M unicipal Hospital.—Asst. M.O., £325 
Sua Genera: and Eye Hospital. P. ana! H. S., each at 
rate o 5 
Warwick, King Edward VII Memorial Sanatorium, Hertford 
Hill.—Jun. Asst. M. O., £250. 
Weir Hospital, Grove-road, Balham, S.W.—Sen. Res. M.O 2200. 
West End Hospital for Nervous Diseases, 73, Welbeck-street, W 
Hon. Med. Psychologist for Child Guidance Dept.. 
West London Hospital, Hammersmith- road, W.—Cas. O., £250 
* Also H. P. and two H.S.’s, each at rate of £100. | 
Westminster Hospital, Broad Sanctuary, S.W.—Asst. Surgeon. 0- 
Tuber. 0, 


Wickford, Essex, Runwell Hospital for Mental and Neros, 
'Disorders.—Sen. Physician, £550. 

Winchester, Royal Hampshire County Hospital.Res. Surg. O. 
at rate of £200. Also H.P. and- H.S., each at rate of £125. 

one and Midland Counties Eye I nfirmary.—H S. 


. and District War Memorial Hospital, Shooters Ha, 
S. Z. H. S., at rate of £100. 

Worksop, Victoria Hospital.—Sen. and J un. Resident, at rate 

of 2150 and £120 respectively. 

York County Hospital. —Asst. H. S. and Res. Aneesthetist, £150, 

The Chief 8 of Factories announces vacancies for 
Cer Factory Surgeons at Presteign (Radnor), Barnsley 
(Yorks, W. ee ), and Ebbw Vale (Monmouth). 


Births, Marriages, and. Deaths 


„ BIRTHS 

MATHESON. -——On Nov. “13th, the wife of Dr. B. Matheson 
. Rowhill Mount, Wilmington, of a daughter 
MONCRIEFF. Nov. 19th, in London, to Boner: wife of Alan 
- + Moncrieff, M.D.—a daughter. 
SwaNn.—On Nov. 16th, at ‘Costock, Loughborough, the wife ad 
a Dr. W. D. Swan, of a Pete re 

at astbourne, the wife of Mr. T. 


Wuson.— On Nov. 18th, 
Henry N F. R. C. S., of a son. 


MARRIAGES 


nese “Groves —On Nov. 14th, at All Saints Church, Din 
stone, Suffolk, Kenneth Charles Buck, M.D. Lond., 
Ida Mabel, third daughter of Mr. D. Clover, Drin Erime 
Mills; Bury S t. Edmunds. 


DEATHS 


CUMMING. —On Nov. 9 90 8 at St. Mawes, Cornwall, J ohn Hami- 
ton camme; M.R. 0. S. Eng., of Queen's Gate, London. 


age 
LAWSON. 85 Nov. 20th, Garnet Gloag Lawson, XI. B. Viet, 
D. P. H., of Dulwich- road, Herne Hill, late of Hebda 
Bridge, aged 61. 
MoMuRRAY.—On Nov, 17th, Alexander Muir McMurray, MB 
Oc ome 85 Noe 20th, at Edinburgh, Major-G 
cr niter n OV. urgh, Major- enera] S 
Wal vie, K. B. E., CG. M. G., M. B. Edin., late LMS 


and Aon athans, aged 67 97 

TAYLOR.-On Nov. ‘21st, at Thornbury, Bradford, 3 
van Someren Taylor, L. R. C. P. & S. Edin. date Capt 
R. A. M. C.), pe 55 years. 

.— 4 fee of Is. 6d. is charged for the insertion o otices 
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ADDRESSES AND ORIGINAL ARTICLES 


RENAL TUBERCULOSIS 
EARLY DIAGNOSIS AND TREATMENT * 


By Hues Lett, C. B. E., M. B. Vict., F.R.C.S. Eng. 


CONSULTING SURGEON TO THE LONDON HOSPITAL 


RENAL tuberculosis is not a primary and indepen- 
dent disease. It is a local manifestation in a tuber- 
oulous subject, and the result of a systemic infection. 

Its incidence in different parts of the world varies 
with the local prevalence of tuberculosis in general. 
Where this disease is common we find a relatively 
large number of cases of renal tuberculosis, but 
where it is seen less frequently there is a corresponding 
diminution in their number. 

In London and the surrounding districts renal 
tuberculosis is comparatively rare. An analysis of 
the records of the London Hospital shows that among 
116,713 cases admitted to the surgical wards during 
the twelve years 1923-34 there were only 208 of 
renal tuberculosis, and in more than one-third of 


these cases nephrectomy was considered inadvisable | 


on account of the serious condition of the patient 
and active tuberculosis elsewhere, or because the 
disease was bilateral. An indication of its relative 
frequency to other surgical diseases of the urinary 
tract may be gathered from the fact that during the 
same period there were 1248 cases of urinary calculus 
alone. 

In Paris, on the other hand, no less than 568 
nephrectomies were performed in Marion's clinic 
during the ten years 1919-28. He states that 20 per 
cent. of the patients admitted to urological clinics 
suffer from renal tuberculosis, and that in a series 
of 100 consecutive operations on the kidney, 50 were 
performed on patients suffering from this disease. 
Mr. Swift Joly kindly informs me that in a similar 
series of operations at St. Peter’s Hospital there 
were 27 cases. 

Renal tuberculosis is therefore far more common 
in Paris than in London, and this fact is associated 
with the greater frequency of general tuberculosis 
in the former city. In the year 1930 the incidence 
of tuberculosis in Paris and London was 231 and 
99 respectively per 100,000 residents. | 

In a review of 742 cases of hematuria which came 
under my observation in the genito-urinary depart- 
ment of the London Hospital during the years 1924-30, 
Debenham found that urinary tuberculosis accounted 
for 5 per cent. This may be compared with 
Fullerton’s experience in Belfast and the surrounding 
districts where tuberculosis was considerably more 
prevalent than in London. In a series of 600 cases of 
hematuria he found that 16-6 per cent. were due to 
tuberculosis. 


ITS ASSOCIATION WITH TUBERCULOSIS ELSEWHERE 


In many papers on renal tuberculosis reference 
is made to the presence of tuberculosis in other 
parts of the body, but the proportion of cases in which 
such lesions are said to have occurred varies. The 
difference between the statistics must depend to 
some extent on the care taken in obtaining an account 
of the previous health of the patient, and on the 
thoroughness with which the rest of the body is 
examined. Bugbee in a recent paper reported that 
in a series of 79 patients upon whom he had per- 
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formed a nephrectomy there was evidence or a 
history of tuberculous disease elsewhere in 84 per cent. 

When extra-urinary lesions are present they are 
most commonly found in the lungs, but in the male 
sex genital tuberculosis occurs with considerable 
frequency. Among the 124 male cases in the London 
Hospital series there were 45 in which there was 
tuberculosis in some part of the genital system, the 
epididymis was affected in 32, and in the remaining 
13 evidence of tuberculosis in the prostate or 
vesiculæ seminales was found on rectal examination. 
In 8 of the cases in the former group epididymectomy 
or orchidectomy had already been performed. 

During the last few years the problem has been 
approached from another angle, and a careful routine 
examination of the urine has been made in a certain 
number of patients undergoing treatment for tuber- 
culosis outside the urinary tract. R. I. Harris 
investigated 100 cases of bone and joint tuberculosis, 
and found by inoculation of guinea-pigs that 16 
(37 per cent.) of the adults and 9 (13-8 per cent.) of 
the children had tubercle bacilli in the urine. Band 
reported that among 174 cases of extra-urinary 
tuberculosis, tubercle bacilli were isolated from the 
urine by animal inoculation in 25. | 

We see therefore how commonly renal tuberculosis 
is associated with obvious tuberculous lesions in 
other parts of the body, and that it frequently 
develops in patients who are undergoing treatment 
for tuberculosis in the lungs, bones, joints, or else- 
where. 


EARLY SIGNS AND SYMPTOMS 


In the early stages symptoms may be entirely 
absent. Thomas and Kinsella, who were the first to 
carry out a routine examination of the urine in cases 


of extra-urinary tuberculosis on a large scale, say 


that among those in which they found tuberculosis 
of the kidney there were no symptoms in 11:1 per 
cent. 

Frequency of micturition is nearly always the first 
and may be the only symptom; in some cases it 
soon disappears, but when it persists it is generally 
associated with pain. When these two symptoms 
are slight and temporary they are often regarded as 
of no importance, the necessary examinations are 
omitted, and consequently the tuberculosis of the 
kidney remains unsuspected. 

Hematuria.—Although the hematuria that occurs 
in urinary tuberculosis is usually due to ulceration 
of the bladder, it may come from the kidney and 
precede all other signs and symptoms by weeks, 
months, or even years. Symptomless hematuria in 
young subjects should always arouse the suspicion 
of renal tuberculosis, and if tuberculosis is discovered 
in any other part of the body the presumptive 
evidence is very strong. In 16 of the London Hospital 
cases hematuria occurred independently of any other 
signs or symptoms. In 5 of them it was still the only 
sign when the patient came under observation, and 
had recurred at longer or shorter intervals over 
periods of from three weeks to ten years. 

The urine.—Pus is nearly always present, except 
in very early cases, or when the focus in the kidney 
is occluded, but if the urine is sent for bacteriological 
examination it is usually reported to be sterile. 
Pus in a sterile urine is recognised as being very 
suggestive of renal tuberculosis. It may occur 
however in 11-5 per cent. of cases of urinary calculus, 
excepting prostatic calculi, and also in some cases 


of long-standing chronic prostatitis. In the absence 
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of pus there may be an excess of leucocytes with or. 


without red blood corpuscles. The constant presence 
of albumin in the absence of pus, blood, casts, 
or any obvious medical cause is another sign of 
importance. | 

Time does not allow me to discuss the various 
methods of finding the tubercle bacilli, but reference 
may be made to the fact that although tubercle 
bacilli are usually associated with pyuria they may 
be found in urine which contains no pus and is clear 
to the naked eye. 

Cases of chronic pyelitis and cystitis which do 
not improve under routine treatment, particularly 
those in which the onset has been gradual and the 
symptoms have become steadily more pronounced, 
should always be submitted to a full urological 
examination in order to exclude the possibility of 
tuberculous disease. Although the urine is generally 
sterile in cases of renal tuberculosis this is not always 
so, and Constantinesco and Vintici found that. a 
mixed infection was present in 11-4 per cent. of 
561 cases. Kretschmer in a smaller series of 43 
adolescent patients reported a mixed infection in the 
high proportion of 55-9 per cent. The diagnosis in 
cases of chronic and progressive cystitis or pyelitis 
is therefore not complete with the discovery of the 
Bacillus coli or other micro-organisms in the urine, 
for the condition may be primarily one of tubercu- 
losis and the tubercle bacilli overlooked unless a 
special search for them is made. Sometinies they 
are not found even on repeated examinations and 
then the diagnosis can only be determined by a 
complete urological investigation. 

Renal tuberculosis is commonest in young subjects 
and at its onset may give rise to prolonged malaise, 
anæmia, loss of weight, and perhaps an occasional 
slight rise of temperature. In such circumstances 
the possibility of tuberculous disease of the kidney 
should be borne in mind. Among the 208 patients 
in the London Hospital series, 111 (53-3 per cent.) 
were between the ages of 16 and 30. When the 
urinary findings are positive, further examination is 
necessary in order to ascertain which kidney is 
affected and how much destruction has already 
taken place. 

Cystoscopy may be entirely negative or it may 
show a diminution in the capacity of the bladder, 


the presence of a mild cystitis, miliary tubercles, or | 


even ulceration. Attention will be directed in par- 
ticular to the orifices of the ureters, in some cases the 
one on the affected side may be œdematous, with 
congestion of the mucosa in the immediate neighbour- 
hood such as is seen in cases of simple pyelitis, while 
in others there may be tubercles or even ulceration 
immediately above the orifice. 


Catheterisation of the ureters enables us to 


ascertain the presence or absence of tubercle bacilli, 
pus, or an excess of leucocytes in the urine from 
each kidney. Opinion is divided as to the value of 
estimating the renal efficiency, but if it is much 
lowered on one side it strongly suggests disease of 
the corresponding kidney. : 

Intravenous pyelography is often of great value, 
although when the lesions are very small the kidney 
will appear to be normal. As the disease progresses 
the films will show -dilatation of the pelvis and 
calyces, their outlines become irregular, and the 
calyces rounded and stumpy. One or more of the 
` calyces may be obliterated, and later still the dye 
may show a cavity which is perhaps isolated or may 
only communicate with the pelvis by a narrow neck. 
Dilatation of the ureter is not uncommon in the 
early stages. 
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Unfortunately we cannot rely on intravenous 
pyelograms in every case, as sometimes the outlines 
are so indefinite that it is impossible to draw any 
conclusions from them. When the diagnosis still 
remains in doubt we may have recourse to catheter 
pyelograms; they will give an admirable definition 
of the pelvis and calyces, but they should not be 
taken indiscriminately. Some surgeons say that 
they are not necessary and indeed that they are 


‘inadvisable, as the procedure is not entirely free 


from risk and cases have been reported in which 
the patients died shortly afterwards from acute 
miliary tuberculosis. ‘The greatest care must be 
taken to prevent overdistension of the pelvis, other- 
wise the delicate mucous membrane at the junotion 
of the pelvis and a calyx may be ruptured, pyelo- 
venous backflow take place, and fluid infected with 


' tubercle bacilli pass from the pelvis of the kidney 


into the venous system. If, however, adequate 
precautions are taken the risk is very small. 


l EARLY DIAGNOSIS 
Every surgeon who has seen a number of cases of 


- renal tuberculosis must be impressed by the frequency 


with which the patients present themselves with 
extensive destruction of the kidney, although they 
assert positively that they have been entirely free 
from symptoms until the last few months or even 
weeks. The following cases may be quoted a 
examples. 

A man, aged 22, said that he had never had any 
symptoms until two weeks previously, when frequency 
and pain on micturition with occasional slight hæmaturia 
began and persisted until his admission to hospital. 
There were numerous calcareous deposits in the kidney 
and a large caseous area in its upper pole. 

Another patient, aged 36, said that he had had pain and 
frequency of micturition for eight weeks, with hematuris 
on one or two occasions. The left kidney was very large, 
the site of extensive caseocavernous tuberculosis and its 
function was negligible. 


Is it inevitable that such a large proportion of 
these cases should be so advanced by the time that 
we see them, or is it possible to recognise them 
sooner, and make the diagnosis at an earlier stage 
of the disease ? 

The progress of medicine and surgery has led 
inevitably to specialisation in many branches. The 
specialist in his turn has succeeded in developing to 
a remarkable degree the science of his subject and the 
art and craftsmanship of treatment. But there is 
unquestionably a danger that he may lose his sense 
of perspective, focus his attention on that part of 
the body with which he is most concerned, and fail 
to make an adequate survey of the whole s 

This is a matter which concerns tuberculosis very 
closely, and a full appreciation of the fact that renal 
tuberculosis is hematogenous in origin and is only 
one manifestation of a systemic infection has a close 
relation to its early diagnosis. It is essential that we 
should recognise that any patient who is the subject 
of tuberculosis may sooner or later show signs of 
this disease in the kidney, that its onset is insidious 
and may be unaccompanied by any symptoms, and 
that not infrequently it can be detected only by 
examination of the urine. A regular systematic 
examination of the urine should be made therefore 
in the case of every patient under treatment for tuber- 
oulous disease, whether it is situated in the lungs, 
bones, joints, epididymis, or elsewhere. If such 3 
routine examination were practised generally, the 
number of patients who come to us when the disease 
is advanced would be considerably less, many more 
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cases would be diagnosed at an early stage, and there 
are grounds for believing that a few cases could be 
cured permanently without operation. 


Treatment 
THE EARLY CASE 


Medlar, Lieberthal and Huth, and Band have 
shown that the presence of tubercle bacilli in the 
separated urine is always due to a tuberculous lesion 
in the kidney. Further, the work of Medlar and 
others has proved that it is possible for small tuber- 
culous lesions in the kidney to heal and be replaced 
by fibrous tissue. These two facts have an important 
bearing on the question of the possible cure of early 
renal tuberculosis by medical treatment. 

During the last few years attention has been drawn 
to transient tuberculous bacilluria, particularly in 
patients who have been undergoing treatment for 
extra-urinary tuberculosis. What is the ultimate 
fate of the kidney in these cases? Does the disease 
remain quiescent for a time and then become active 
once more, or can we hope for a permanent cure! 
It is probable that in a few of these cases the lesions 
in the kidney heal completely, but the proportion in 
which this is likely to take place cannot be estimated 
until we receive full reports of the subsequent 
progress of a large number of patients. Reference has 
been made to the 25 cases of extra-urinary tuber- 
culosis in which Band fonnd the urine positive. In 
4 of them tubercle bacilli were absent from the urine 
at the end of two to three years. 

If the urine is examined at regular intervals and 
remains constantly free from tubercle bacilli and 
other abnormal constituents for two years, and if at 
the end of this time a full urological examination 
shows no evidence of tuberculous disease we are 
justified in believing that a cure has taken plece. 


A patient, aged 26, complaining of some discom- 
fort on micturition, with hourly frequency during 
the day and having to rise once or twice at night, 
was found to have tubercle bacilli, red cells, and 
occasional leucocytes in the urine. The presence of 
tubercle bacilli was confirmed on two further examina- 
tions, and I then carried out a full investigation. The 
bladder capacity was normal and nothing of importance 
was seen with the cystoscope. Tubercle bacilli were 
found in the urine from each kidney. The function of the 
left kidney was normal, but the urea-concentration test 
showed only 0-96 per cent. of urea in the urine from the 
right kidney, and the excretion of irdigo-carmine and 
Uroselectan was very slightly slower than on the opposite 
side. Pyelograms were negative. He went to Ventnor 
where he was under the care of Dr. G. O. Hempson for 
four months. He improved rapidly and after three 
months inoculation of a guinea-pig proved negative, 

i ptoms have not recurred, and when he was seen 
31 years after their disappearance the urine was normal 
and contained no tubercle bacilli, no red cells, leucocytes, 
or excess of epithelial cells. Intravenous pyelograms 
gave a very clear picture and the pelvis and calyces of each 
kidney appeared to be normal in every respect. 


In favourable conditions therefore early renal 
tuberculosis can be cured by general treatment 
alone, but this is only possible if the disease is in its 
initial stages, and the lesion is so small that it cannot 
be detected by pyelography. 


THE MORE ADVANCED CASE 


One of the most striking features of renal tuber- 
sulosis is a periodical remission of symptoms, which 
may last for months or even years. Sometimes the 
zymptoms will entirely disappear or at the most be 
o slight that both the patients and their doctors 
nay think that the disease is cured. 


MR. HUGH LETT: RENAL TUBERCULOSIS 


loo. 5, 1936 1315 


The improvement is not limited to relatively early 
cases but may be seen in patients in whom the 
disease is so advanced that the kidney is grossly 
disorganised, and may even present a tumour which 
can be readily felt on abdominal examination. In 
such cases obstruction in the ureter or occlusion of 
the affected area from the pelvis of the kidney pre- 
vents the tubercle bacilli from passing down to the 
bladder, and in many instances ulceration in the 
bladder will heal and the mucosa regain its normal 
appearance. These cases are sometimes described 
as examples of autonephrectomy, an unhappy and 
misleading term as it implies a permanent cure. 
This is very exceptional, and although some patients 
have been cured clinically and remained well for 
many years, such a kidney should be regarded in 
general as a menace to the patient and should be 
removed, provided that the opposite kidney is 
healthy. It is a focus whence the disease may spread 
to other parts of the body; miliary tuberculosis 
may occur; a perinephric abscess may form; and if 
at any time the resistance of the patient is diminished, 
communication with the bladder may be re-established 
and the symptoms recur. 

An absence of symptoms for one or two years or 
even longer and a urine which is free from tubercle 
bacilli or pus on repeated examinations do not 
justify the assumption that the patient is cured. In 
the light of our present knowledge such an event is 
almost impossible once the disease has progressed 
beyond a very early stage, and although one or 
two instances have been reported which may be 
accepted as spontaneous cures of advanced disease, 
they are so exceptional that they must be regarded 
as pathological curiosities. 

In a recent paper Schaffhauser says that only two 
undoubted cases controlled by adequate micro- 
scopical and bacteriological examinations have been 
recorded, one by Wildbolz and the other by Castaigne. 
The following case is of interest in this connexion. 

A man of 48 complained of recurring attacks of renal 
colic. Nine years previcusly he had had two attacks of 
hematuria associated with renal colic and was in a nursing- 
home for three months. Tubercle bacilli were found in 
the urine on numerous occasions over a period of twelve 
months, but for the last eight years every examination 
of the urine had been negative. When I saw him the 
urine was sterile and contained only a few leucocytes, no 
red cells, and no tubercle bacilli; on cystoscopy the 
orifice of the right ureter could not be seen. A very 
large lobulated kidney was removed containing turbid 
fluid. The kidney substance had disappeared almost 
entirely and was represented by a thin shell of what 
appeared to be fibrous tissue. The ureter was a thin 
cord and its lumen would not admit the finest probe. 
Microscopical examination showed evidence of old- 
standing tuberculous disease. Cultures of the fluid from 
the kidney remained sterile and no tubercle bacilli could 
be found. | 

The Operative Treatment 


When the diagnosis of gross renal tuberculosis 
has been established the question of nephrectomy 
has to be considered. An active lesion in the lungs 
or elsewhere is a definite contra-indication to opera- 
tion, for this focus will remain active, the ulceration 
in the bladder will persist, and it is probable that 
before long the remaining kidney will show signs of 
the disease. As Thomas has said, surgery will not 
benefit the patient until he has developed his 
resistance to tuberculosis, and until he has done so 
the removal of one focus will not help to control 
the disease in other parts of the body. If pyelograms 
show evidence of tuberculosis in both kidneys operation 
is inadvisable. A 

Z 
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The wider our personal experience of renal tuber- 
culosis becomes, and the more we learn of its course 
and the results of operation both immediate and 
remote, the more we are convinced. of the value of 
raising the resistance of the patient in certain cases 
before submitting him to a nephrectomy. The change 
that follows sanatorium treatment, a visit to the sea, 
or even prolonged rest in bed is very remarkable. 
The general health of the patient is improved, ulcera- 
tion in the bladder diminished, and the symptoms 
are greatly relieved. He goes through the operation 
more easily, his convalescence is more rapid, and 
there is an appreciably smaller. risk of tuberculous 
suppuration and sinus formation. 

In relatively early cases preliminary treatment on 
these lines is of great value, and operation should 
never be performed as soon as the diagnosis is. made, 
for the results of immediate operation are often 
unsatisfactory. Some patients have died within a 
few weeks or months from miliary tuberculosis, and 
in others, although the. operation was. performed 
with the greatest care, the wound has broken down 
three or four weeks later and a sinus persisted for 
many months. There is also a danger that within a 
short time of the operation disease in the remaining 
kidney may declare itself. This supports the opinion 
now held by many surgeons that the disease is 
primarily bilateral, although when the patients come 
under observation the little foci in the second kidney 
do not communicate with its pelvis, or are healed 
or quiescent. Examination of the urine and pyelo- 
graphy will give no evidence of their presence, and 
consequently the condition is regarded as unilateral. 

I have seen cases in which one kidney was the site 
of advanced disease, and the other excreted urine 
which contained tubercle bacilli and an excess of 


leucocytes, though its pyelograms were normal. 


After a stay of a few months in a sanatorium the 
tubercle bacilli and leucocytes were no longer present 
in the urine from the second kidney and the pyelo- 
‘grams remained unaltered ; the first kidney was then 
removed and the patient remained well. 
Nephrectomy for renal tuberculosis is not an 
operation of emergency; early cases and those in which 
the symptoms are acute should always undergo 
preliminary general treatment. 


THE OPERATION 


There are certain points in connexion with the 
technique of the operation on which there is general 
agreement: firstly, that the kidney should be handled 
as gently as possible lest tubercle bacilli and their 
toxins be forced into the bloodstream, and secondly, 
‘that the greatest care should be taken to prevent 
the escape of any pus or tuberculous material from 
the kidney or ureter into the surrounding tissues. 
Opinions still differ on the question of removing the 
perinephric fat, and the length of the ureter which 
should be excised. 

If the perinephric-fat is adherent to the kidney 
over one or more areas it should always be removed. 
Tubercle bacilli have been demonstrated in such 
adhesions, and if the latter are broken down the 
bacilli may escape into the wound. There is also 
the risk of opening a small abscess in the cortex of the 
kidney which may have perforated the capsule and 
be shut off by the perinephric fat. The serious results 
which may follow tuberculous infection of the large 
raw area which is left after nephrectomy compel us 
to take every precaution against such a possibility. 
If however the perinephric fat is not abnormally 
‘adherent there is less risk in leaving it, but its 
removal together with the kidney does not add very 


the bladder. 


as much as an inch in diameter. 


materially to the difficulty of the operation, and 


in view of the free communication between the 
lymphatics in the perinephric fat and those in the 
kidney it would seem to be a wise precaution, 
particularly in early cases. 

The close relation of the adrenal gland to the 
kidney must be borne in mind, and if the peri- 
nephric fat is very adherent care must be taken that 
the adrenal is not removed with the kidney. 
Wildbolz has recorded two cases in which this 
occurred and the patients died within a few days 
from adrenal insufficiency. At the autopsy the 
remaining adrenal gland was found to be extensively 
diseased in each case. 

The ureter.— The operative treatment of the ureter 
has been an open question for many years, and there 
has never been general agreement as to the extent 
to which it should be removed. At the present time 
most surgeons remove as much as can be reached 
conveniently through the lumbar wound, which 
means. in practice down to the level of the pelvic 
brim, and only a few remove the ureter in what is 
practically its whole length by dividing it close to 
An appreciation of the macroscopic 
changes which may take place in the ureter is 
essential to an intelligent discussion of the problem. 

In early cases the ureter may display little external 
evidence of disease, apart perhaps from some slight 
thickening and congestion of its superficial vessels. 
If it is laid open, patches of congestion, miliary 
tubercles, tuberculous ulceration, or granulomatous 
tissue may be seen. 

In a second variety the ureter is much thickened 
and converted into a rigid rod-like structure. It is 
considerably shortened, and pyelograms may show 
that it no longer follows its usual curved course in the 
pelvis but extends in a straight line from the kidney 
to the bladder. On cystoscopy further evidence of 
this shortening may be seen in its gaping ciroular 
orifice which is drawn up above its normal position 
in the bladder, so that there may be a little difficulty 
in determining its position with the cystoscope. 
The lumen of the ureter as seen on pyelography may 
be irregular from tuberculous deposits in its wall. 
Ureters of this type can be palpated through the 
vagina and sometimes. on rectal examination, and 
before we had the modern means of urological 
investigation at our disposal they were regarded as 
so characteristic that in suspected though doubtful 
cases some surgeons made a small incision in the 
iliac region and palpated the ureter in order to 


determine the diagnosis. 


In a third variety the ureter is dilated and may be 
Dilatation is 
common in the relatively early stages of the disease 
and various theories have been offered in explanation, 


varying from simple toxic atony of the ureter to 


spasm of its sphincter or temporary obstruction 
caused by the cedematous changes in and around it 
as it passes through the bladder wall. In the more 
advanced cases the dilatation is due to the presence 
of a stricture. Although there may be multiple 
strictures there is usually only one, which is found 
as a rule in the last two inches of the ureter. The 
presence of such a stricture is demonstrated by 
pyelography and also by the obstruction it offers 
to the passage of a catheter up the ureter. 
Occasionally narrowing of the terminal part of the 
ureter results from fibrosis extending from tuber- 
culous disease in the neighbouring vesicula seminalis 


and vas which lie in immediate apposition to it. 


Lastly there is the atrophic type. The ureter i 
converted into a thin cord, its lumen is very smal 
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and may even be obliterated in the whole or part of 
its length. 

The ureter after nephrectomy.—Those surgeons who 
remove only the upper part of the ureter say that the 
remaining part need not be removed, as in the course 
of two or three years it will be converted gradually 
into a fibrous cord. This is true, but what of those 
years ? Does the stump of ureter remain innocuous 
or can it have any ill effect ? There is no doubt that 
in many cases it does no harm, the patients make a 
rapid recovery from the operation, all their symptoms 
disappear, and they remain well. 

Other patients however are not so fortunate: the 
tuberculous process in the ureter does not always 
subside; it may continue, extend through the wall 
of the ureter and cause abscesses in the pelvis or 
iliac fossa. In some cases such abscesses may 
present in the lumbar region, the wound break down 
weeks or even months after the operation, and a sinus 
result which may continue to discharge for many 
months or even years. 

Still more important is it to remember that infection 
from the stump of the ureter may keep up the cystitis. 
This is a possibility which must be regarded with 
grave apprehension, for in cases of severe and pro- 
longed cystitis the disease may spread to the opposite 
ureter. An ascending infection may then take place 
along its mucous membrane or in the lymphatics 
in and around its wall and lead eventually to tuber- 
culosis of the remaining kidney. Equally important 
are the dangers of the development of a stricture or 
obstruction from caseous deposits in the wall of this 
ureter which will lead to hydronephrosis and ultimate 
death from renal failure. In isolated cases a sudden 
obstructive anuria has occurred. Prolonged contrac- 
tion of the bladder may result in patency of the 
ureteric orifice, reflux of the urine up to the kidney, 
and consequent dilatation of the ureter and renal 
pelvis with gradual destruction of the kidney 
substance. 

It is therefore essential that every effort should be 
made to control the bladder infection as soon as 
possible. We know that sometimes the bladder 
may recover with remarkable rapidity and the 
ulceration be healed within two or three weeks of the 
operation, but in many cases a considerable time 
may elapse before this takes place, as long as from 
two to five years according to Wildbolz, and there 
are still others in which the ulceration persists 
indefinitely. The delay may be due to infection 
from the remaining kidney or a tuberculous focus 
in some other part of the body, or to the low resistance 
of the patient, but in a few cases the remaining portion 
of the ureter is responsible. 

Lastly, attention should be drawn to the colicky 
pain which may arise from the ureter itself. This is 
likely to occur if the lower end of the ureter is narrowed 
by a definite stricture or other tuberculous changes. 

There are three cases among my personal records 
in which I regret that I did not make a complete 
resection of the ureter. 

The first patient was a man of 23 who had a large 
tuberculous pyonephrosis. The wound broke down 
completely three and a half weeks after the operation. 
He had prolonged sanatorium treatment, but eighteen 
months later he still had a sinus which gave vent toa 
profuse discharge. I then resected the remains of the 
ureter, with the result that in two weeks the sinus was 
closed and the wound soundly healed. This patient was 
operated upon nine years ago and unfortunately he cannot 
be traced. 

The second patient was a girl who had an adherent and 
extensively diseased kidney. Before operation the bladder 
was normal, apart from inflammation round the orifice 
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of the corresponding ureter. The wound healed rapidly 
and she was greatly improved. Three months later 
however she complained of a return of the bladder 
symptoms, ulceration gradually developed round the 
orifice of the ureter and ultimately multiple small ulcers 
appeared in the rest of the bladder. Fifteen months 
after the nephrectomy the remaining portion of the ureter 
was removed. She made a rapid recovery and the ulcer 
round the ureteric orifice was almost entirely healed in 
two weeks. Four years later she was quite well. 


An interesting feature in this case was the gradual 
development of ulceration in the bladder after the 
nephrectomy. 

The third patient was a woman of 29 who had 
an enlarged kidney with an abscess in its upper two- 
thirds. Nephrectomy was performed and three inches of 
the ureter removed. Soon after leaving the hospital she 
began to have colicky pain in the right inguinal region 
which seemed to radiate to the bladder. The pain recurred 
at intervals and used to persist for several weeks, when 
she would be free for a time. It was not severe, but was 
described as frightfully annoying.“ She complained 
of this pain for eighteen months, it then disappeared and 
she had no further symptoms. She is now well nine 
years after the operation. Incidentally attention should 
be drawn to the fact that the portion of ureter which was 
removed with the kidney showed no macroscopical signs 
of disease. 

It is not suggested that complete removal of the 
ureter in every case would lead to spectacular results, 
but it is reasonable to assume that it would save 
some patients from the discomfort and danger of 
prolonged tuberculous suppuration and in others 
facilitate the healing of the bladder. It is important 
that we should do everything in our power to enable 
the bladder to recover as soon as possible, bearing in 
mind the serious changes which may take place in the 
remaining kidney from extension of the infection 
to its ureter, or from prolonged contraction of the 
bladder. Suter, in reporting the ultimate cause 
of death in 127 cases, found that 40 per cent. of the 
men and 37 per cent. of the women died from tuber- 
culosis of the remaining kidney, and Persson found 
that 21 out of 45 cases died from the same cause. 
There can be little doubt but that in many of them 
the infection reached the kidney through the blood 
stream, but there is more than a probability that 
in others it was due to an ascending infection from the 
bladder. 

It appears therefore that there is a reasonable 
argument for removing the ureter in every case 
unless it is atrophied. Valuable information as to 
the condition of the ureter can generally be obtained 
by intravenous pyelography, pelvic examination 
(particularly in women), cystoscopy, and if necessary 
catheterisation of the ureter, but intravenous pyelo- 
graphy will be of no assistance of course if the 
corresponding kidneys fails to secrete the uroselectan. 

If one of our objects in the surgical treatment of 
urinary tuberculosis is to cure the bladder as quickly 
as possible, it does not seem logical to leave four or 
five inches of a tuberculous ureter in direct communi- 
cation with the bladder. 

Ureteronephrectomy.—Opinions are divided as to 
whether the operation should begin with the separation 
of the kidney and division of its vascular pedicle, or 
with the division of the ureter. The main argument 
in favour of the former is that in this case the division 
of the ureter is the last step in the operation prior to 
the closure of the wound, and therefore the risk of 
infection of the retroperitoneal tissues by the contents 
of the ureter or its divided surface is reduced to a 
minimum. 

If it is decided to operate upon the kidney first, 
when it has been separated and its vascular pedicle 
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ligatured and divided, it is pushed downwards towards 
the pelvis and the wound closed. The patient is 
then turned on to his back, a subumbilical para- 
median incision is made, the ureter freed up to the 
brim of the pelvis and divided close to the bladder, 
and the kidney and whole length of the ureter are 
brought out through the incision. If, on the other 
hand, it is decided to begin the opération. by division 
of the ureter, I prefer to make a low inguinal incision 
and split the muscles on the lines suggested by Kidd. 
The ureter is freed up to the level of the pelvic brim, 


divided close to the bladder, and the wound closed. 


The patient is then placed in the lateral position and 
the kidney and ureter removed in the usual way. 
In a straightforward case this does not add more 
than fifteen minutes to the length of the operation, 
and although my experience is limited to a short 
series of 16 cases I have never regretted it. There 
has been no evidence of any increased shock and 
the inguinal incision has healed firmly by first inten- 
tion in every case. In one patient who had tuber- 
culous disease of the epididymis on the same side I 
removed the whole length of the vas and performed 
epididymectomy. He was operated upon compara- 
tively recently, but he is now wellrather more than two 
years after the operation, and there is no evidence of 
tuberculosis anywhere in the genito-urinary tract. 

Tf however the ureter is much dilated it is perhaps 
more prudent to begin the operation by freeing the 
kidney and subsequently dividing the ureter. 

The technique of the division of the ureter calls 
for comment. Two ligatures are placed above and 
two below the point at which it is to be divided. It 
is then severed by the diathermy current and pure 
carbolic is applied to the two ends. The treatment 
of the distal end is important. In the first place it 
is essential to prevent any infection of the surround- 
ing tissues, and in the second, adequate precautions 
must be taken against the possible formation of a 
urinary fistula if the ureter is rigid and patent. 
Such cases have been described, but there is little 
risk of such an event if the above technique is followed. 
The second ligature on the upper end is an additional 
precaution against any leakage from the ureter while 
it is being drawn up to the lumbar wound. Removal 
of part of the bladder wall with the ureter has been 
practised, but it does not appear to be necessary or 
sound surgery, and it adds materially to the duration 
and risk of the operation. 


TREATMENT AFTER OPERATION 


Our responsibilities however do not end with the 
operation. It is true that many patients have been 
discharged from hospital and have remained well 
without any subsequent supervision or treatment, 
but too many have dragged on with ulceration of 
the bladder and possibly a discharging sinus, and 
have ultimately died from tuberculosis of the bladder 
and remaining kidney or of some other part of the 
body. We have seen how frequently there is evidence 
of quiescent or active tuberculosis elsewhere, and 
although there are some few cases in which the most 
careful clinical examination fails to reveal any 
evidence of the disease except in the urinary tract, 
we must remember that renal tuberculosis is the 
result of a systemic infection and that a small 
undetected focus may be present in the lungs 
or some other part of the body. The importance 
of building up the general resistance of the patient 
and increasing his immunity must therefore be 
recognised and they must be considered an essen- 
tial part of the treatment, and Bugbee and Keyes 
in the United States, and Wade, Hammond, and 


Jacobs in this country have emphasised the great 
value of a prolonged stay in a sanatorium. Marion 
makes the pregnant statement that whereas the 
prospect of cure by operation is only 50 per cent. 
among the poorest classes, it is as high as 80 per cent. 
in the well to do. A review of the statistics pub- 
lished by different surgeons suggests that, in general, 
nephrectomy for unilateral renal tuberculosis results 
in a cure in from 55 to 60 per cent. 

Tuberculin is of undoubted value, but the dose 
must be carefully regulated, for if too much is given 
the patient will have a relapse, hæmorr will 
occur, the bladder symptoms return, and the work of 
weeks or months will be undone. 


Conclusion 


We cannot view the present position of renal tuber- 
culosis with complacency ; the disease carries a high 
mortality and is attended by great suffering. There 
is unfortunately a number of cases in which there is 
but little prospect of cure, whatever the treatment, 
but on the other hand there is ample justification 
for the belief that on the whole better results can 
and will be obtamed. 

This however can only be brought about if certain 
fundamental facts are widely appreciated and acted 
upon. l | 

1. The onset of renal tuberculosis is insidious and 
may be symptomless. Repeated examinations of 
the urine should be made therefore in the case 
of every patient undergoing treatment for extra- 
urinary tuberculosis. If such examinations were 
carried out as a routine, many more cases of tuber- 
culosis of the kidney would be recognised in their 


early stages. 


2. Some cases of very early renal tuberculosis can 
be cured by medical treatment provided that they are 
recognised before there is any alteration in the 
outline of the pelvis or calyces. 

3. Unilateral renal tuberculosis becomes surgical 
as soon as pyelograms show the changes characteristic 
of the disease, for it is then beyond the hope of cure 
by medical means alone. 

4, The patient may be free from disturbing symp- 
toms for prolonged periods, but the disease will 
almost invariably progress and ultimately prove 
fatal unless the kidney is removed. 

5. Sanatorium treatment should always follow 
nephrectomy, and in some cases precede it: for renal 
tuberculosis is not a primary disease; it 1s always 
secondary to a systemic infection and indicates a 
lowered resistance to the tubercle bacillus. 

The early diagnosis and the treatment of renal 
tuberculosis do not concern the surgeon alone. In 
no disease which affects the human body is the close 
coöperation of the general practitioner, the physician, 
and the surgeon more desirable and indeed essential 
It is only by such coöperation that we can hope to 
improve our results. 
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IN a previous paper we reported the treatment of 
streptococcal peritonitis in mice by the injection of 
Prontosil soluble, and gave an account of 38 cases of 
human puerperal fever treated by injections of the 
dye together with oral administration of the less 
soluble compound, Prontosil. f The present paper 
deals with our experience in treating a further 
series of 26 consecutive cases, and summarises the 
impressions gained to date. 

During the next few months it is proposed to 
treat a new series of patients with the nearly related 
compound, p-aminobenzenesulphonamide, which has 
given results even better than prontosil in experi- 
mental infections of animals, and confers a much 
greater bactericidal power upon the blood. A com- 
parison of the clinical results obtained with the two 

substances will be published later. 


The Twenty-six New Cases 


With the exception of one case, whose temperature 
did not exceed 100° F. at any time while in hospital, 
all were notifiable as ‘‘ puerperal fever,“ and with the 
same single exception all were infected by hemolytic 
streptococci belonging to Group A (Lancefield). The 
pathological conditions are summarised in Table II. 


Dosage.—The two compounds, prontosil and pron- 
tosil soluble, have been employed as before in all 
cases, the former by the mouth, the latter by intra- 
muscular injection. Our present practice is shown 
in Table I. 


The injections are diminished pari passu with the 
fall of the temperature and discontinued one or two 
days after this has reached the normal level, The 
doses by the mouth are also diminished from 12 to 


e A further report to the Therapeutic Trials Committee of 
the Medical Research Council. A preliminary Toport by the 
same workers on the treatment with prontosil of human 
puerperal infections, and of experimental infections in mice, 
appeared in THE LANCET of June 6th, 1936 (p. 1279). 

7 Prontosil soluble and Prontosil were submitted to the 
Therapeutic Trials Committee by Messrs. Bayer Products 
Ltd., who now call the latter product red Prontosil, in 
contra distinction to the colourless compound, y-aminobenzene- 
sulphonamide. 
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6 tablets with clinical improvement, but the 6 tablets 
are continued for several days after the normal 
temperature has been reached. In the gravest cases 


TABLE I 
— By mouth. By 5 
Gravely ill 12 tablets per diem. | 20 c.cm. every 8 hours. 
patients. Total 4 g. Total 1°5 g. 


Cases of moderato 6 tablets per diem. | 20 c.cm. every 8 hours. 
sev > 


Mild cases. b z 10 or 20 c.cm. twice 
daily. 


large doses have been continued for a week or more, 
The Figure shows a typical scheme of dosage. 

No other treatment has been given beyond a daily 
vaginal douche, the application of Antiphlogistine to 
the abdomen when there is tenderness, and sedative 
drugs as required. The general care of the cases has 
remained the same for the past two years. 


TABLE II 


1. Infection limited to uterus, vagina, and perineum 17 
2. Infection invol pelvic cellular tissues, Fal- 


lopian tubes, pelvic peritoneum, or veins 8 3 
3. Infection of birth canal associated with generalised 
peritonitis (in one other case peritonitis was 
suspected) se ae T sä ee 1° 
4. Infection of birth canal associated with septicæmia 
(hemolytic streptococci in blood culture) ti 6 


* With positive blood culture. 


ANALYSIS OF RESULTS OF TREATMENT 


None of the patients has died. In one patient, 
admitted on the 25th day with an abdomino-pelvic 
mass, the treatment appeared to have no beneficial 
effect, but the inflammatory mass slowly resolved. 
Eleven others (42 per cent.) were mild cases which 
would almost certainly have recovered without any 
special treatment. The rapid and complete recovery 
of the remaining 14, more severe, cases makes it 
seem probable that the treatment assisted recovery. 
In at least three cases it was more than probable. 
Six of these 14 cases (23 per cent. of the whole series) 
gave a positive blood culture (hemolytic strepto- 
cocci) on admission ; in one case the signs and symp- 
toms pointed definitely to a generalised peritonitis, 
while in one other there was reason to suspect the 
beginning of that condition. 

The clinical details of the two most severe cases 
were as follows: 

Mrs. F. 1-para; admitted on fifth day of puerperium, 
with temperature of 103° F. and pulse of 140 rising to 150, 
signs and symptoms of generalised peritonitis, and a posi- 
tive blood culture. (This combination has almost invari- 
ably in our experience proved fatal.) After three days’ 
treatment her temperature and pulse-rate became per- 
sistently normal, and all signs of peritonitis disappeared. 

Mrs. S. I. para; developed fever to 105° F. on third 
day, and on admission was very gravely ill. Blood culture 
gave a growth of more than 5000 colonies per c.cm. on 
the first two days, and over 3000 on the third day, most, 
if not all, of the colonies being hemolytic streptococci 
although there were also some anaerobic streptococci 
present in fluid cultures made at the same time. On the 
fourth day of treatment a blood culture was sterile and 
the temperature fell to normal, remaining so except for 
one slight rise (to 100° F.) on the following day. She was 
discharged in good health 21 days after admission to 
hospital and has suffered no relapse (see Figure for 
temperature and details of treatment). 


In view of the fact that blood cultures yielding such 
a large number of hemolytic streptococci (equivalent 
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to something like 30 millions in the whole blood 
stream) have never previously been observed by us 
except in the terminal stages of a fatal infection, this 
patient’s prompt recovery was astonishing. 


TOXIC. EFFECTS 


These have been much the same as in the previous 
series—i.e., a very mild degree of urinary tract 
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Chart showing a typical scheme of dosage in a case of puerperal septicœmia. 


irritation, as shown by the presence in the urine of 
epithelial cells and occasionally a few red blood - 
cells; the cells have disappeared from the urine on 
cessation of treatment. There have been no further 
cases of sulphæmoglobinæemia, possibly owing to the 
fact that magnesium sulphate is not now given to 
any patient under treatment by prontosil. 


Commentary upon the Whole Series of 
Sixty-four Cases 


Table III. shows our experience of this series of 
cases, in contrast with all the similarly infected cases 
which had been admitted to the Isolation Block during 
the previous five years. The following points are 
worthy of notice.: 

(a) There has been a sudden and remarkable fall 
in the death-rate for all cases admitted with an 
infection by the hemolytic streptococcus. The signi- 
ficance of this is discussed below. 

(5) While there has been also a manifest falling-off 
in the deaths from peritonitis, it should not be 
assumed that the incidence of that condition has 
shown a similar decline. The figures given for 1931-35 
refer to proven peritonitis—i.e., proven by the 
finding of streptococcal exudates in the peritoneal 
cavity, either at laparotomy or at autopsy. The 
one death during 1936 was also in a case proven by 
post-mortem examination. Since neither laparotomy 
nor post-mortem examination was performed on any 
of the other cases presenting the clinical features 
‘of generalised or generalising peritonitis, it is impos- 
sible to say precisely in how many of the 64 cases 
that condition was present when the treatment by 
prontosil was begun. Members of the honorary staff 
of the hospital who have been observing puerperal 
infections for a number of years were of opinion that 
general peritonitis was almost certainly present in 
4 patients in addition to the one who died, while in 
6 more there was reason to think that spread of 
infection to the abdominal peritoneum was probably 
beginning. (In several other cases the clinical signs 
were only suspicious.) Previous experience has taught 
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us that at least half of the probable ” cases ordinarily 
develop into undoubted cases of generalised peri- 
toneal infection. 
conclude that not less than 8 cases (12 per cent. of those 
treated by prontosil)—and possibly 11 cases (17 per 
cent. of those treated)—were likely to have hada 
generalising spread of infection to the abdominal 
peritoneum, and that, in all except one case, this 
process was checked by the natural 
defensive mechanisms powerfully 
assisted by vigorous treatment with 
prontosil. If that conclusion is erro- 
neous, we are driven to the alternative 
judgment that the occurrence of general. 
ising peritonitis, which had continued 
steadily throughout the previous five 
years, stopped ‘abruptly at the end of 
1935, an alternative which seems to us 
extremely improbable. 

(c) The well-known tendency of puer- 
peral infections by the hemolytic 
‘streptococcus to spread to the cellular 
tissues of the parametrium and the 
pelvic walls, has been conspicuously 
absent in these 64 prontosil- treated 
cases. No case has developed a pal- 
pable pelvic or abdomino-pelvic inflam- 
matory mass after treatment began. 
By contrast with this, it is instructive 
to note that among the 20 cases which 
were considered too mild on admission 
to need treatment with prontosil, four subsequently 
developed a spread of infection to the pelvic cellular 
tissues, with irregular fluctuations of temperature, and 
the formation of a palpable inflammatory mass. These 


TABLE III 


Death-rate for all cases infected by Hæmolytic Streptococci 
` (Queen Charlottes Hospital) 


Blood- -positive 


Number Deaths cases (hrem. 
— of cases Deaths from | strept.) without - 
< all 2 peri- general peri- 
grades). tonitis.* tonitis, and 
death- rates. 
1931 98 31=316% 23 — ~ 
1932 90 192219 16 1 
(died = 100 *) 
1933 97 20 206% 14 9 
i (6 deaths = 66 %) 
1934 120 20=16-6%| 16 l 15 
(4 deaths = 27 %) 
1935 90 22 =244% 15 13 
5 (7 deaths = 53-8 %) 
1936 64 = 4:7% 8 
Jan.—Aug. | (treated by (2 deaths = 25 %) 
| prontosil)T 


* Hemolytic streptococcus cases only. 

t In addition to these 64 cases there were 20 cases also 
infected by hemolytic 1 in the early part of the 
year, which were considered too mild to need special treatment 
—and also one recent case whicb was treated by p-amino- 
benzenesulphonamide. None of these 21 cases had general 
peritonitis or septicemia, and none of them died. The death- 
rate for the 85 cases infected by hemolytic 8 during 
1936 (Jan. SAUD: ) was 3°5 per cent. 


four cases had to be kept in hospital for 30, 40, 60, 
and 65 days respectively. The limitation of the 
streptococcal invasion in the prontosil-treated cases 
has also been reflected in the temperature charts, 
and by- the duration of stay in hospital. The great 
majority of cases treated with prontosil have shown 
a prompt fall of temperature within 24-72 hours 
from the beginning of treatment, and their tempera- 
tures thereafter have remained normal, with none of 


On this assumption, we have to 
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the secondary rises and irregular fluctuations which 
so often in the past have heralded the extension of 
infection to the pelvic tissues. In no case has it 
been necessary to keep a patient in hospital for many 
weeks, waiting for the slow resolution of one of these 
inflammatory masses. Data based on the duration 
of stay in hospital are notoriously open to criticism, 
but it is perhaps worthy of record that the average 
stay in hospital for the 61 prontosil-treated patients 
who recovered was 18 days, while that of the 61 con- 
secutive non-fatal cases immediately before the 
introduction of prontosil was 31°3 days. 

(d) There has been no occasion to readmit any of 
these patients to the wards, and all of them, on their 
follow-up visits to the hospital weeks or months after 
discharge, have appeared to be in very good health. 

(e) Analysis of the cases giving a positive blood 
culture (hemolytic streptococci) is also instructive. 
No less than 12 of the 64 cases (19 per cent.) 
were of this kind. Of these 12, 9 recovered (75 per 
cent.). Of the three who died, one had a generalised 
peritonitis on admission and almost certainly for 
several days before. Of the remaining two cases, 
one was found at autopsy to have extensive thrombo- 
phlebitis ; in the other, an autopsy was not obtained, 
but there is very little doubt that a similar condition 
was responsible for death. Among the remaining 
nine cases who recovered, there were three in whom 
it appeared very probable that infection of the 
abdominal peritoneum had already commenced on 
admission. 


DISCUSSION OF CLINICAL RESULTS 


The death-rates shown in Table III., with the con- 
siderations put forward above, make it difficult to 
resist the conclusion that the remarkable improve- 
ment in the clinical results has been chiefly due to 
the introduction of treatment with prontosil. That 
conclusion is strongly supported by the analogous 
and unmistakable curative effects obtained in experi- 
mental animals. There are, however, other possible, 
albeit improbable, explanations of our clinical results 
which ought to be kept in mind. We might have been 
deceived by the purely fortuitous admission of an 
unusually mild group of cases ; or, on the other hand, 
by a spontaneous and rather sudden diminution of 
“ virulence ” (killing power) of the hemolytic strep- 
tococcus for the human subject. In view of the 
importance of arriving at a correct evaluation of the 
effect of prontosil, we have been at some pains to 
examine both these possibilities. 

First, is there any evidence that, by the mysterious 
operations of chance, the 64 cases treated with 
prontosil have included an unusually large proportion 
of mild cases and a correspondingly small proportion 
of severe ones? This question is to some extent 
capable of investigation, for it is well known that 
the great majority of deaths in puerperal fever due 
to infection by the hemolytic streptococcus occur in 
two groups of cases—viz., the group of generalised 
peritonitis ’’ and that of ‘‘ septicemia ” (cases with 
hemolytic streptococci actually detected in the 
blood stream). 

An analysis of the 64 cases treated with prontosil 
and of all the similar infections in recent years is 
shown in Table IV. There has clearly been no great 
‘eduction in the incidence of septicemia (and it 
should be borne in mind that in the prontosil-treated 
eries there were 3 cases admitted with an unusually 
ieavy blood-stream infection), The true incidence 
f general peritonitis is more difficult to assess 
or the reasons explained above, but even if we make 
ome allowance for mistaken diagnosis in a few of 
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the cases, it seems unlikely that there has been such 
a change as to account for the very saree reduction 
in the death-rate, 

A careful review of our prontosil- treated cases 
seems, therefore, to justify the view that their infec- 
tions as a whole were of approximately the usual 
severity. There remains the second question: has 
the ‘‘ virulence’? of the streptococcus for man 
diminished during the present year? This, of course, 
is very difficult to answer with assurance, but there 
are undoubtedly certain data which suggest that a 
change of this kind may be taking place—just as it 
has already taken place in scarlet fever. 

Let us first consider our own experience at Queen 
Charlotte’s Hospital, It was explained in our first 


TABLE IV 


Incidence of Peritonitis and of Septicemia among cases 
infected by Hemolytic Streptococci. (Queen Charlotte’s 


Hospital) 
* 82 Septicemia (hemolytic strepto- 
38 an 85 cocci in blood culture). 
883 20A 
8 88 g | 422 
— SS 3 | 888 (a) Associated (b) not asso- 
85 — Q 8 8 8 iai ciated with peritonitis. 
2 ota 
a‘ ngg 
(a) (b) 
1934 | 16-6 % 120 11=92% 15 = 
12:5% 
1935 | 24:4%| 90 5 2856 % 132 
, 14:4% 
1936 | 4:7%| 64 1 cer- 
Jan.— tain ral 
Aug.” 3 almost > =6:25% 8 = 
cer- 12:5% 
tainly 


* Only cases treated by prontosil. 
t See subsection (b) under Commentary upon the 64 cases. 


paper on this subject ł that at the beginning of 
the year we did not treat every case of infection by 
hemolytic streptococci with prontosil, but only the 
more severe cases. Actually, 20 cases were excluded 
on this account or for some other reason—e.g., sus- 
picion of nephritis, &c. And to these 20 cases we 
may add one mild case recently treated by p-amino- 
benzenesulphonamide instead of prontosil. If these 
21 cases (all non-fatal infections, localised in the 
pelvis) are added to the 64 analysed in Table IV., 
the incidence of septicemia changes from 18°7 to 
14:1 per cent., and that of general peritonitis from 
12°5 to 9°4, or from 17°2 to 13 per cent., according to 
whether we consider that there were 8 or 11 cases in 
this category. 

A more striking reduction in the number of severe 
cases is shown by a study of the records of puerperal 
fever cases admitted to the North Western Fever 
Hospital, London. We are greatly indebted to the 
medical officer of health, London County Council, 
and to Mr. James Wyatt for permission to quote 
the figures for 1935 and the first half of 1936 before 
their official publication. These records show : 


(a) That the fatality-rate for all cases admitted with 
hemolytic streptococcal infections, which in 1933 was 
actually a little higher (22 per cent.) than ours at Queen 
Charlotte’s Hospital, has progressively declined—to 11 per 
cent. in 1934, to 7-8 per cent. in 1935, and to 5:26 per 
cent. during the first half of 1936. (No prontosil was 
used during these periods.) 

(b) That the incidence of cases of general peritonitis ” 
during these years 1934-35 and 1936 has also been 


t Colebrook. L., Kenny, M., and the members of the Honorary 
Staff of Queen Charlotte’s Hospital, THE LANCET, 1936, i., 1279. 
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declining—e.g., it was 7:4 per cent. in 1934, 4:7 per cent. 
in 1935, and 2-6 per cent. in 1936. ; 

(e) That the incidence of septicæmia without peri- 

tonitis,” although it has not actually declined, has been 
always lower than that at Queen Charlotte’s Hospital 
during these three years—e.g., in 1934 it was only 5 per 
cent., in 1935 it was 6-4 per cent., and in the first half of 
1936 it was 8 per cent. 
It seems evident, therefore, that, whatever the 
reason may be, the average severity of the cases 
admitted to the London County Council hospital is 
decreasing, and the figures seem also to indicate that 
it is considerably less than that of the cases admitted 
to Queen Charlotte’s Hospital. | 

Apart from this question of the difference in 
severity of the two groups of cases, the falling death- 
rate in the London County Council experience might 
appear to throw doubt on our conclusion that pron- 
tosil has been largely responsible for the striking 
improvement in the clinical results at Queen Char- 
lotte’s Hospital. It should be pointed out; however, 
that, whereas at the London County Council hospital 
the fall in death-rate has been progressive over a 


number of years without prontosil treatment, at 


Queen Charlotte's Hospital it was as high as 24 per 


cent. even in 1935, and has fallen to 4'7 per cent. 
only since the beginning of 1936 when prontosil was 


first used. While, therefore, we are prepared to admit 
that a natural decline in the severity of the disease 
may well have played a part in this change in fatality,§ 
we feel that our present. high opinion of the value 
of prontosil and related compounds is probably 
justified, particularly in view of the impressive 
results of animal experiments and the clinical data 
summarised in Table IV. We find it difficult to resist 
the conclusion that the treatment has profoundly 
modified the course of the infection in 20-30 of the 
more severe cases in our series of 64 patients, and 
consider, therefore, that its further trial in hemolytic 
streptococcal infections is highly desirable. 


Problems for the Future 

It should be clearly realised that we are only at 
the beginning of the scientific and clinical investiga- 
tion of these new chemotherapeutic agents. Many 
important questions are at present quite unsettled. 
We do not know with any certainty whether it is 
necessary to use such large doses as have been 
employed in our cases, although clinical experience, 
unguided by blood tests, has seeméd to point that 
way. We do not know what is the relative value of 
oral and parenteral administration, nor whether oral 
administration alone might have been adequate. If 
parenteral administration appears to be necessary, 
could we eliminate the unpleasantness of the frequent 
large intramuscular injections, by one or at most 
two injections of a stronger suspension of prontosil— 
thus constituting a depôt from which absorption 
might proceed slowly for days or weeks? In the 
mouse this plan has worked very successfully, but 
we have not yet tried it in human beings. The 
Suspension appears to be remarkably non-irritant in 
mice, i 

Experiment.—Ten mice were injected with about 
23,000 virulent streptococci (100 or more M.L.D. of the 


the admission of a smaller proportion of cases of general 
peritonitis and of septicemia without peritonitis. 


Richards strain) into the peritoneum. Half of them 
received no subsequent treatment and all were dead 
within 30 hours. The other 5 were given 7-5 mg. of pron- 
tosil soluble subcutaneously three hours after the infecting 
dose of streptococci, and five hours later 50 mg. of pron- 
tosil suspended in gum arabic also subcutaneously. Four 
of these five animals have remained quite well for four 
weeks and their urine has had an orange colour during 
all that time. The fifth died of a hemolytic streptococcus 
infection on the 24th day. 


How far the chemotherapeutic effect of these drugs 
is limited to infections by the haemolytic group of 
streptococci is also not known with any certainty. 
We have used them in only a few cases of infection 
by other streptococcal species and always, so far, 
without success. Pending further investigation in 
the laboratory, there would seem to be no scientific 
basis for their employment in non-hemolytic strepto- 
coccal infections. | 

Another problem. of fundamental importance, 
which we.are now investigating, is that of the relative 
efficacies of prontosil and -p-aminobenzenesulphon- 
amide. Finally, we have yet to determine how. far 
these new remedies will lend themselves to the 
prophylactic control of infections by haemolytic 

streptococci. We have always kept before us 3 
glimmer of hope that some day we might have an 
effective chemotherapeutic or immunising agent 
which would render any woman temporarily immune 
from danger of infection if her confinement had. been 
conducted in circumstances which made such infec- 
tion likely. The work of the last few years has taught 
us that very many women are delivered in such 
circumstances. There are those delivered in private 
houses where there is, or has recently been, somebody 
with an open lesion infected by hemolytic strep- 
tococci—e.g., tonsillitis, scarlet fever, otitis media 
(or associated long-standing ear discharges), whitlow, 
an infected injury, impetigo, erysipelas. There are 
those confined at home or in institutions by a healthy 
“ arrier or by somebody who has recently suffered 
from a respiratory tract infection, perhaps only a 
“ cold.” And there are those exposed to the mani- 
fold risks of infection in institutions where there is, 
or has been, puerperal sepsis. Experiments with 
mice, which will be reported later, and also observa- 
tions of the increased killing power of the blood 
following the administration of p-aminobenzene- 
sulphonamide, seem to offer good promise of success 
in the preventive control of these infections, but we 
think it would be a mistake to urge the widespread 
clinical application of the prophylactic use of the 
drugs until they have been more fully explored in 
the laboratory. While there are already indications 
that the sulphonamide is likely to be more useful 
than the original prontosil for the purpose, we have 
had warnings that its toxicity for man is by no means 
negligible, The question of this toxicity is being 
further examined. | 


QUEEN MaAry’s HOSPITAL FOR THE EAST END. 
The Duke of Gloucester presided at a Mansion House 
dinner given for the funds of this hospital on Nov. 17th. 
A new operating section which will cost £15,000 is needed, 
and there is a considerable overdraft at the bank which is 
causing anxiety. During the evening £9000 was raised. 


St. Mary’s, PADDINGTON. — On Nov. 18th the 
Duchess of York opened the first section of the new 
nurses’ home at this hospital, and unveiled a tablet 
to the anonymous donor whose personal gifts have 
amounted to £107,000, and made possible the erection 
of the home and of a paying patients’ wing. The 
new building makes provision for 21 sisters, 145 nurses, 
and 40 maids. 
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(From the Bernhard Baron Memorial Research Laboratories, 
Queen Charlotte’s Hospital, and the Wellcome Physiological 
Research Laboratories, Beckenham, Kent) 


No satisfactory explanation has yet been given 
for the unmistakable effect of Prontosil! and of Pron- 
tosil soluble! in controlling infections by hemolytic 
streptococci in the mouse, and for the apparently 
analogous curative effects reported in man (Colebrook 
and Kenny, 1936; Klee and Römer, 1935; Schreus, 
1935). 

As originally pointed out by Domagk (1935) these 
dye substances are, at the most, feebly antagonistic 
to the growth of hemolytic streptococci in vitro, 
and Colebrook and Kenny (1936) found that thege 
organisms were able to multiply considerably in 
prontosil soluble, diluted 50-fold in human serum. 
These authors also showed that the serum of animals 
or human beings undergoing treatment by these 
substances had a definite, although slight, growth- 
retarding effect on a strain of hemolytic strepto- 
soccus which was very susceptible to the curative 
action of the drug in mice. This growth-retarding 
iffect was, at that time, judged to be too small to 
count for the therapeutic effects in infected animals 
nd man. 

The present paper deals with a number of new 
acts which have recently come to light. Tréfouel, 
Vitti, and Bovet (1935) showed that p-aminobenzene- 
ulphonamide 12 was as effective as prontosil in con- 
rolling streptococcal infection in the mouse, and 
hey put forward the suggestion that the former 
ubstance was probably formed in vivo after adminis- 
ration of prontosil. 


ACTERIOSTATIC EFFECT OF THE SULPHONAMIDE IN 
CULTURE MEDIUM 

Working with this hypothesis in mind, we first 

vestigated the effect of the sulphonamide on the 


NH a: H,COCHN SO,Na 
0 NH, HO 
N N so aN: a 
fi 
N N NH; 
SONH e SO NH, SO NE, 
ntosil. Prontosil soluble. p-Aminobenzene- 


sulphonamide. 
he manufacturers have recently changed the name of the 
> substance. It is now called Red Prontosil ’’—this is the 
stance referred to as prontosil throughout the paper. 
Fourneau, Tréfouel, Nitti, and Bovet (1936) showed that this 
stance had an inhibitory effect on the growth of moulds 
itro. 


growth of hemolytic streptococci in culture medium. 


We used a broth prepared by Wright’s method (1933) 


so as to exclude, as far as possible, the presence of 
copper (O’Meara and Macsween, 1936). This broth 
could be relied upon to grow the cocci freely in 
16 hours from a very small inoculum—viz., 3 to 5 
cocci (as judged by shake culture counts in 
melted blood-agar). We found that the addition of 
1 in 10,000 of the sulphonamide sufficed to delay the 
growth of 30 to 50 cocci for 2 to 5 days. A con- 
centrated solution of 1 in 100 of the sulphonamide 
in broth did not, however, inhibit growth with an 
inoculum of 0-1 c. om. of undiluted culture, containing 
three hundred million organisms, although it inhibited 
the growth of one-tenth of this number of cocci. 

There was no inhibitory effect against a small 
inoculum with prontosil or prontosil soluble, but 
we found that by reduction with magnesium powder 
in a partial vacuum a substance was produced from 
the dyes which had an inhibitory effect comparable 
to that of the sulphonamide. 


BACTERICIDAL EFFECT IN BLOOD (THE SULPHONAMIDE 


ADDED IN VITRO) 


The next experiments were with defibrinated human 
blood, or serum, after the addition of the sulphon- 
amide in vitro. Using the slide cell’? method 
(Wright, Colebrook, and Storer, 1923), it was found 
that blood containing 1 in 18,000 of the sulphonamide 


‘killed a considerable number of cocci. 


In the first experiment, varying dilutions of strepto- 
coccal culture (“ Oakley) were added to defibri- 
nated human blood with and without the sulphon- 
amide, and the mixtures were incubated in slide 
cells. Table I. shows the number of colonies which 
developed. 

TABLE I 
Norman Human Blood to which the Sulphonamide was 
added in vitro (slide cell” technique) 


Number of strepto- 


cocci implanted? 
Number of colonies Period (5 c.mm.)— 
developing in 0 
60 c. mm. of— incubation. 
350 | 3500 
10 brs. 7 21 100 
Control blood. { na F 
Blood + 1 in 13,000 of 
the sulphonamide. 2 days. 0° 0* 0* 
Blood + 1 in 18,000 of 
the sulphonamide. 2 „ o° | 0° | ot 


In the cells where the growth is recorded as Infinite ” there 
was complete hsemolysis of the blood. 

* These cells were dismantled on the second day and their 
contents explanted into melted blood-agar in order to determine 
whether the streptococci were really dead or only dormant. 
They proved to be sterile in every case. 

t This cell showed no growth on the second day, but when 
the contents were explanted in melted blood-agar four colonies 


were seen. 
t The number of streptococci was determined by separate 
counts in melted blood-agar. 


This experiment has been repeated many times 
with different bloods and different strains of hæmo- 
lytic streptococci (mouse-virulent and non-virulent), 
and always with the same result. When prontosil 
soluble was substituted for the sulphonamide, there 
was no bactericidal effect. : 

When the mixtures containing the sulphonamide 
were incubated on an agitator (Todd, 1927), and 
samples taken at intervals planted in melted blood- 
agar, it was found that the destruction of the strepto- 
cocci occurred very slowly (6 to 24 hours), and was 
frequently preceded by a period in which there was 
active multiplication of ar cocci (up to 6 hours). 

2 
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Thus, 1 in 12,000 of the sulphonamide in 1 c. em. of 


human blood destroyed the majority of 15, 000 strepto- 


cocci in 6 hours, and completely destroyed them in 24 
hours. In another experiment, 1 in 25,000 of the sulphon- 
amide allowed the streptococci to multiply from 1100 to 
60,000 in 2 hours, but the number diminished to 8000 in 
6 hours. The streptococci in the controls multiplied to 
very large numbers. 

The effect of the sulphonamide in serum is similar to 
that in blood. One hundred and forty-four streptococci 
multiplied for 2 hours in serum containing 1 in 10,000 of 


the sulphonamide, but they were completely destroyed 


in 48 hours. In other experiments, when the cocci were 


not completely destroyed the initial increase, and subse- 


quent diminution of the number, were followed by a 
secondary phase of multiplication and diminution. 

In one experiment, bactericidal tests were carried out 
in slide cells” with defibrinated human blood from 
which 80 per cent. of the leucocytes had been removed 
by passing it through cotton-wool (Fleming, 1926), and 
with the same blood containing its normal complement of 
leucocytes. The addition of the sulphonamide to these 
two samples (1 in 10,000) resulted in almost as much 
killing of the implanted streptococci in the de-leuco- 
oyted blood as in the control blood. In another experi- 
ment, when the mixtures were incubated in rotating 
tubes, there was not such a great destruction of the cocci 
in the de- leucocyted blood as in the normal blood. 
It seems probable that the effect of the leucocytes is at 
the most. to enhance the killing of the cocci by the 
sulphonamide. 


When the blood of rabbits, guinea-pigs, or mice 


was used, such striking results were not obtained; 


the addition of 1 part in 10,000 of the sulphonamide 
to 0-5 c. om. of defibrinated rabbit blood incubated 
in slowly rotating tubes * destroyed 3 cocci, and there 
was considerable retardation of growth with 30 cocci. 


The greater effectiveness of the sulphonamide in 
human blood would seem to depend on the presence 
of other factors in the untreated blood of man which 
destroy the streptococci in the early stages of incuba- 
tion. Inocula of 3 streptococci (“ Richards) grown 
in mouse and in rabbit blood, placed in tubes and 
rotated once a minute, multiplied to 36,000 and 34,000 
respectively in.6 hours, and subsequently increased 
to large numbers; in a specimen of human blood, 
under similar conditions, an inoculum of 3 cocci 
was completely destroyed and an inoculum of 30,000 
was reduced to 6000. With the large inoculum the 
cocci subsequently multiplied to large numbers. 
Specimens of human blood from different individuals 
showed great variation. If serum, instead of blood, 
was used to grow the cocci, there was no initial 
phase of destruction, but growth in the human serum 
was a little slower than in the rabbit serum. 


CHANGES IN BACTERICIDAL AND BACTERIOSTATIC 
POWER OF BLOOD AND SERUM INDUCED IN 
ANIMALS 


Changes in the bactericidal and bacteriostatic 
power of blood and serum were induced by the admini- 
stration of the sulphonamide and of Prenton to 
animals. 

The blood or serum, taken from rabbits, mice, and 
monkeys, after the administration of the sulphonamide 
by mouth destroys small inocula of streptococci, 
although. they grow freely in the normal -blood or 
serum. 

Rabbits weighing 1°6 to 1.8 kg. eaved 4 g. of the 
sulphonamide by mouth. Samples of defibrinated blood 
were taken at intervals from half an hour to 48 hours 
after treatment. The samples taken half an hour to 24 
hours after treatment completely destroyed 3- cocci 
(“ Richards ”) incubated with 0:5 c. em. of blood for 


articles for display in 
these tubes. 


Clockwork motors used for 
shop windows are convenient for rotat 


48 hours in rotating tubes. A similar number of cocci 
grew freely in the blood taken before treatment. Twenty- 
six cocci grew in the blood from the treated animals, 
but much more slowly than in the normal blood. 

The blood of mice receiving 50 mg. of the sulphonamide 
by mouth 2 hours previously showed a similar effect— 
3 cocci were killed, but 30 cocci grew slowly. 

The serum of.treated rabbits gave a similar result to 
that of the blood. 

Monkeys (rhesus) weighing 2 to 2-2 kg. were given 
4 g. of the sulphonamide by mouth, and samples of 
defibrinated blood, taken at intervals, were incubated with 

varying dilutions of streptococcal culture (“ Richards”) 
in tubes rotating once a minute. 


There was a considerable increase in the bactericidal 


power of blood in the monkeys. One of these experi- 
ments is shown in Table II. (A). 


TABLE II 


(A) Bipod from Monkey treated with the Sulphonamids 
(rotating tube technique) 


\ Period of 
Approx. number z zi. 
a2 of streptococci incubation— 
inplanted in 
0°5 c. em. of blood. 16 hre. 48 hrs. 
Normal blood.  { k SRi = 
3,000 — 0 — 0 
Blood taken 31 hrs. 30,000 — + — 0 
r treatment. 5 ane 606 = T — -+> 
300 — 0 — 0 
Blood taken 24 hrs. 3,000 -7 — 0 
r treatment. à bo 083 = i H+ 
3 — 0 — 0 
Blood taken 48 hrs. f ay 
after treatment. { 306 H + a. 
(B) Blood from Monkey treated with Prontosil 
(rotating tube technique) 
Normal blood. { 40 a i 5 
20 — 0 — 0 
Blood taken 4 hrs. 2,000 — 0 — 0 
after treatment. 4005 000 a ; H+ 
Blood taken 24 hrs. { 2 2 8 — 0 
after treatment. 20 — + H+ 
Blood taken 48 hrs. { 2 K PF 
after treatment. 20 H + 8 


H + indicates hæmolysis of the blood and growth of Treo 
cocci on subculture in broth. — + indicates no n 
but growth of streptococci on subculture. —0 in dicates no 
hemolysis, and no growth of streptococci on subculture. 

* At the end of 72 hours’ incubation, counts on blood-agar 
plates showed the presence of 100 cocci. 


Table II. (B) shows a similar experiment where 
the monkey received 4 g. of prontosil. 


CHANGES IN BACTERICIDAL POWER OF BLOOD AND 


SERUM INDUCED IN MAN 


Changes in the bactericidal power of the blood and 
serum of (a) infected, and (b) uninfected, human 
beings were observed following the administration 
of prontosil and of the sulphonamide. 

(a) Infected patients.—Treatment with large dose 
of prontosil and prontosil solubile produced a slight 
increase in the bactericidal and bacteriostatic power 
of the blood of two patients tested against their 
infecting strains with the slide cell technique. There 
was also a slight increase in the bacteriostatic power 


of the serum as previously reported. Another patient 


had three doses of 0-6 g. of prontosil and two doses 
of 20-c.cm. of prontosil soluble per day for three 
days. It was only on the third day, 5 hours after 


a dose of prontosil, that there was a considerable 


THE LANCET] DR. COLEBROOK AND OTHERS: PRONTOSIL IN STREPTOCOCCAL INFECTIONS ([DEo. 5, 1936 1325 


bactericidal action (experiment by Dr. E. W. Hoare). 
(Table III.). | 
TABLE III 


Blood from a Case of Puerperal Fever (Mrs. G) treated with 
Prontosil (rotating tube technique) 


Number of cocci 


Number grown in 24 hrs. 
= implanted in |——-_—_____—___ 
C. mm. 
Control | Patients 
of blood. | ‘blood. | blood. 
before 6 6 
iret day of | prontosil 25 26 x10 | 20 x10 
treatment 
N 25 26 x108 | 15 x108 
ee asteelh 35 42 K 100 | 4x104 
Third day of treatment, 40 36 x108 0 
5 hrs. after prontosil { 850 30 x 108 0 
4,500 30 x106 | 8x108 


Treatment with the sulphonamide has produced 
a very remarkable increase in the bactericidal power 
of the blood and serum of three consecutive patients. 
The slide cell” technique shows these changes in 
the case of blood dramatically, since the growing 
colonies with their surrounding zones of hemolysis 
are readily visible. The bactericidal power can 
also be shown by incubating the mixtures of blood 
and streptococci in rotating tubules and counting 
the number of organisms at intervals. 

The records of one case whose blood was tested in 
‘glide cells are shown in Table IV. 

The blood of the two other patients investigated before, 
ind at intervals after, the administration of the sulphon- 
amide gave similar results to those shown in Table IV., 
1 the number of streptococci killed was not quite 
o large. 

The serum, as opposed to the whole blood, of patients 
inder treatment by the sulphonamide hab not yet been 
ully investigated, but there are sufficient data to show 
hat it acquires a considerably enhanced power of killing 
treptococci. Thus, when 144 cocci were implanted into 
he serum of Mrs. E (see Table IV.) taken before treat- 
nent by the sulphonamide, they mulfiplied in 24 hours 
© 16 millions. The same number of streptococci, 
mplanted in 200 c.mm. of her serum taken 3 hours after 
he third dose, were all killed. Two days later, 710 cocci 
mplanted into 100 c.mm. of her serum taken 5 hours 
fter the seventh dose of the sulphonamide also died. 


(b) Normal persons.—Two normal persons‘ were given 
me dose of 1-5 g. of the sulphonamide by mouth, and 
lood samples were taken, in each case, before and after 
he treatment and tested in slide cells. The samples 
aken at intervals after the treatment showed a retarda- 
ion of growth of several hours when compared with the 
ontrols ; small numbers of organisms were completely 
lestroyed, but the destruction was not so great as was 
hown by the blood of Mrs. E (Table IV.). The samples 
rom one of the normal persons were also tested 
n rotating tubes. Those taken 2 hours after thesulphon- 
mide was given showed complete destruction of 7200 
occi in 100 c. mm. of blood; whereas before treatment 
8 cocci multiplied to very large numbers in 24 hours. 


DISCUSSION 


The blood or serum of human beings and monkeys 
aken after the administration of p-aminobenzene- 


One of these normal persons (a resident medical officer of 
16 hospital) experienced considerable malaise and some vomiting 
veral hours after the drug was taken. A little nausea per- 
sted during the next day. Another person also had slight 
alaise, but no nausea. A third normal person had no 
ymptoms whatever. Ten patients have been treated with the 
iphonamide: a ma um quantity of 4°5 g. being given 
er day. in doses three times a day. None of these patients 
xperienced any symptoms after taking the drug. 


sulphonamide or prontosil has a bacteriostatic and 
bactericidal action against hemolytic streptococci 
greatly in excess of anything encountered in normal 
blood or serum. A powerful action persisted in the 
blood of puerperal fever patients as long as the 
sulphonamide was given, and it seems likely that 
this may be the decisive factor in the therapeutic 
activity of this group of substances. 


TABLE IV 


Blood from a Case of Puerperal Fever (Mrs. E) treated with 
the Sulphonamide (slide cell technique) 


FIRST TEST, SEPT. 3RD, 1936 (ELEVENTH DAY OF INFECTION) 


Approx. number 
of streptococci 


Number of colonies meres (Richards) 
developing in incuba- implanted— 
0 c. mm. of— tion. 
14 | 43 225 — 


— —— ³—P—MV— 


Normal human blood X 8 hrs. | 10 | 38 100-150 
(L. O.). ; 24 „ Inf.] Inf. 


Patient’s blood before 8 „ 
sulphonamide. 24 „ 


31 |100-150| — 
Inf.| Inf. — 
SECOND TEST, SEPT. 4TH (TWELFTH DAY OF INFECTION) 


Approx. number 
of streptococci 


Number of colonies Roio (“ Richards ”) - 
developing in inoubac implanted— 
60 c.mm. of— tion. 

7 | 41 200 — 
Normal human blood \ 9 hrs. | 5 | 33 80 — 
(L. C.). 24 ” Inf. Inf. Inf. — 
Patient’s blood 3 hrs. 9 „ 0 0 0 = 
after third dose of the 3 days. 0| 0 0 A 


sulphonamide (1:5 g.). j 


THIRD TEST, SEPT. 7TH (FIFTEENTH DAY OF INFECTION) 


Approx. number 
of streptococci 


Number of colonies air ie (“ Richards) 
developing in cubs planted— 
60 c.mm. of— tion. 
13 | 93 425 4250 
Normal human blood X 9 hrs. 9 | 54 | 100-150 | 200 
(L. C.). 24 „ Inf.] Inf. Inf. Inf. 
Patient's blood 10 hrs. 9 0 0 0 0 
after twelfth dose of the \ eae a ee E 0 
sulphonamide (1°5 g.). 


In all the cells where the growth is recorded as Infinite 
there was complete hemolysis of the blood. 

The cells in which the growth is recorded as 0 were dis- 
mantled on the third day and shown to be sterile by explanting 
into melted blood-agar. 


Blood or serum to which the sulphonamide was 
added in vitro also showed this bacteriostatic and 
bactericidal action; but there was no such effect 
with prontosil or prontosil soluble. Our colleague, 
Dr. Fuller, whose results are to be published shortly, 
has shown that the sulphonamide is produced 
from prontosil by reduction of the dye in the 
body ; it seems probable therefore that the bacteri- 
cidal action which develops in the blood of prontosil- 
treated animals or patients is due to the presence of 
the sulphonamide. 

The bactericidal power of the blood taken from 
mice and rabbits treated with the sulphonamide is 
very small compared with that of the blood taken 
from treated men or monkeys (although, in the case 
of man, the dose per kg. is only one-hundredth of 
that used in the mouse and rabbit). This is due to 
the fact that streptococci do not grow so readily 


0 


1326 1 LAN ORT 
in normal human blood as in normal rabbit or mouse 
blood; in normal human blood a number of cocci 
are destroyed during the early stages of incubation. 

It is somewhat surprising that the low bactericidal 
power of the blood of mice treated with the sulphon- 
amide should be associated with such a notable thera- 
peutic effect. Mice treated with the sulphonamide 


will survive an intraperitoneal infection with 50,000. 


streptococci (Buttle, Gray, and Stephenson, 1936), 


but blood taken from treated mice can only destroy 


a few streptococci in vitro. We have not attempted 
to assess the part played by tissues, apart from the 
blood, in promoting recovery from this infection, 
and it may well be that the blood of the mouse plays 
only a small part in comparison with the bactericidal 
activity of the tissues of the whole animal. 

The growth of small inocula ‘of streptococci in 
culture medium is inhibited by minute quantities 
of the sulphonamide, but with large inocula there is 
no effect, even with a concentrated solution. 


SUMMARY | g 


p-aminobenzenesulphonamide has a bacteriostatic 
and bactericidal action against small numbers of 
5 streptococci in culture medium and in 

ood. . 

Prontosil is inactive, but on reduction an active 
substance is produced. 

Following administration of the sulphonamide, 
or of prontosil, to man and animals their blood is 
bactericidal to hemolytic streptococci. 


_ REFERENCES 

Buttle, G. A. Gray, W. H., and Stephenson, D.: A THE 
LANCE Abe | 1286. | 

Colebrook, È, Atera M.: Ibid., 1936, i., 1279. 

D ” Woch., 1935, Ixi., 250. 


: ; th., ioe; T 281. 
Fourneau, E., Tréfouel, 

ae Soc. de Biol., 
ana Römer, H.: Deut- med. Woch., 1935, lxi., 253. 
R. A.. 25 end Macsween, J. O.: Jour. Path. and Bact., 


„ 49385 OXX., 
Tosg, ozi ` L., a Storer, E. J.: THE LANCET, 


: Jour. Path. and Bact., 1933, xxxvii., 257. 


PAIN AS THE ONLY SIGN OF 
PANCREATIC CARCINOMA 


By | ' GEOFFREY .BOURNE, M. D., F. R. C. P. Lona. 


PHYSICIAN WITH OHARGE OF OUT-PATIENTS TO ST. BARTHOLOMEW’S 
i HOSPITAL; PHYSICIAN TO THE KING GEORGE f 
2 * HOSPITAL, ILFORD - 


THE fact that pain can be the only sign of carcinoma 
of the pancreas, and that this pain has very definite 
characteristics, appears not to be widely known. 
The following three cases stimulated a search into 
the records which has substantiated this statement. 
Most of the text-books of surgery mention that pain 
is present and is sometimes severe, but they do not 
dissociate it from jaundice, wasting, and changes 
in the stools. One system of surgery?! states: Pain 
is always present, usually above the umbilicus and 
through to the back or Tadiating to one or other 
flank, and in some cases is a very prominent feature 
and may be agonising.” Dean Lewis? mentions the 
fact that pain may be the only sign of the disease 
and very severe, quoting Chauffard ? and Leriche ! and 
Malus.“ These writers state that severe pain may 
be symptomatic of carcinoma of the body of the 
pancreas, that jaundice is absent, and that the patient 
sits up in bed bent forward for nearly the whole of 
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the 24 hours. They also mention that the disease 
generally occurs in a Paten who was previously in. 
good health. 


CASE: REPORTS 


dasi 1.—Male, aged 46, who was referred to me by 
Dr. G. M. Balfour of Cowes. The length and detal of 
Dr. Balfour’s account bear witness to two things: first, 
that definite physical signs were clinically absent, and, 
secondly, that there was a profound suspicion of. a definite 
9 8 00 lesion. The following are some extracts from his 
etter. ` 
`- “In July he came to my partner, complaining of 
dyspepsia. He suffered from hunger-pains in the upper 
abdomen, which were relieved by taking food. He had 
noticed that he was losing weight. Diet and alkalis 
failed to relieve him, and a course of Larostidine was started, 
After about ten injections he began to complain of shoot- 
ing pains up his back and around his trunk, and said that 
his ‘dyspepsia and hunger-pains were much better. 
About this time I found him in a very apprehensive 
nervous condition. He said’ that he had not slept pro- 
perly at night for about two months. He spent long. 
periods at night walking around the house because of 
pain. He was losing weight rapidly. He thought he had 
cancer. He looked wretched and talked effusively. 
Inquiry into his previous history showed that he had served 
in the Army during the war. His wife suffered from mental 
trouble two years ago. She was never taken from home 
and is now much better, but I believe she causes him some 
worry sometimes. When I first saw him he complained of 
girdle pains. These seemed to start from the lower 
thoracic vertebræ, to spread around to the front of the 
abdomen; they were sharp and tingling in character. 
His hunger-pains had ceased. He was eating his food 
and experiencing no discomfort.” On examination, Dr. 
Balfour found no physical abnormalities. The urine 
was. normal.. The Wassermann reaction was negative in 
the. blood and cerebro-spinal fluid, and X rays of the. 
spine showed no abnormality. He begged to remain at 
his work. Chloral and bromide failed to relieve his 
pains and he still suffered from insomnia. A mixture of 
pot. cit., caffein, and aspirin gave him temporary relief, 
and this was reinforced with injections of morphia at 
night. He began. to sleep well and to regain strength 
and confidence. He has been improving for three weeks 


but is never entirely. free from girdle pains. I refused 
to let him weigh himself without my leave; yesterday I 


allowed him to dy so and he found that he had lost 
another 7 Ib. in weight. I think a neurotic element 
plays a considerable part in his trouble, but I am not 
satisfied that there is no organic lesion present. I think 
his pains are genuine. His somewhat exhausted nervous 
condition may have increased his sensitivity to pain. 
Since he has been under my care he has never shown any 
definite signs of psychoneurosis nor of psychosis, unless 
his whole trouble is due to a psychoneurosis.“ 

Extracts have been given from this letter at some 
length as they very accurately portray the state of mind 
produced in the doctor’s mind by these patients. 

On examination I found no physical abnormality except 
that the liver was palpable below the costal margin, was 
smooth and somewhat tender. He was admitted to St. 
Bartholomew’s Hospital under my care, and the pain 
persisted. The most striking clinical finding was his 
posture. He would sit up in bed, bent slightly forward, 
and would follow the movements of people in the ward 
with his eyes in the somewhat resentful and suspicious 
manner of a sick caged wild bird. His pain was. parti- 
cularly noticeable at night. 

' Investigations.—Examination of the cerebro- spinal fluid 
The spine was X rayed again. He was 
seen by Mr. R. C. Elmslie, who eliminated akeletal 
disease. A barium meal.showed.no abnormality of the 
stomach, duodenum, or intestines. A test-meal showed 
some hypochlorhydria and some excess of mucus. Three 
specimens of stool were examined for the presence of occult 
blood, the results being negative. In view of these nega- 
tive findings he was seen by Dr. E. N. Snowden, who 
stated: There is a definite psychological element in 
this case, which the patient himself recognises. It is 


evident ‘that the patient's N of the pain 8 


| 
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increased by concentration upon the fact. He has been 
persistently over-working for years and he has had an 
anxiety about his wife, of whom he is fond.“ 

Post mortem.—The patient returned to Dr. Balfour, who 
wrote three months later to say that soon after returning 
home jaundice and ascites had developed, that the patient 
had died and the post-mortem examination showed the 
presence of a carcinoma which appeared to have started 
in the body of the pancreas. 


Case 2.—Male, aged 56, was admitted to St. Bartho- 
lomew’s Hospital under my care, complaining of pain in 
the back. 

Past history—He had had an appendicectomy with 
drainage seven years before, the appendix being gangrenous. 
He suffered six years ago from melena, and was not well 
for six months. 

History of the present condition.—Three months pre- 
viously he became constipated and started using purga- 
tives. At the same time attacks of pain began. These 
would occur at any time of the day or night, lasting about 
three hours, and might spread to the back. A soreness 
over the epigastrium occasionally persisted after the pain 
had disappeared. Sometimes the pain became very 
severe, causing him to walk about, even to roll on the 
bed, and cry out. There was no vomiting. The pain 
had been continuous, cutting in character, and with- 
out relation to food. It was sometimes relieved after 
having the bowels open. It had occasionally been worse 
in the back, but might be felt at any part of the abdomen 
at the level of the umbilicus. 

On examination there were no abnormal physical signs, 


except a little tenderness in the right upper quadrant 


of the abdomen. The Wassermann reaction was negative. 
The urine was normal. There was no radiographical 
evidence of a renal lesion, and Uroselectan was excreted 
normally. Radiograms of the gastro-intestinal tract 
showed no evidence of disease of the stomach, duodenum, 
or intestine, but there was some gastro-duodenal irrita- 
bility. The stools contained no occult blood in three 
specimens. 

In view of the fact that the patient's pain was so similar 
to that suffered by Case 1, and because his tendency to 
sit hunched forward in bed was almost identical, special 
attention was paid to the pancreas, The urinary diastase 
was 8 units. A wet film of the stools showed occasional 
muscle-fibres, all being partially digested, and no fat 
globules or fatty acid crystals were seen. Chemical 
estimation of the fecal fat gave the following results: 
The total fat in the feces was 42:5 per cent., this being 
made up of 20-3 per cent. split fat and 22-2 per cent. 
neutral unsplit fat—i.e., of the total fecal fat, 47-7 per 
cent. was split and 52:3 1777 cent. was unsplit. These 
figures prove that the total fat content was considerably 
increased and that splitting was deficient. 

Laparotomy.—On this evidence an exploratory laparo- 
tomy was urged. This was done by Mr. T. B. Hume, who 
found a carcinoma of the body of the pancreas. He 
stated that this would have been operable had it not been 
for the fact that a secondary deposit was present in the 
liver and another in the stomach. 


Case 3.—A man aged 62, a commercial traveller, 
complained of very severe pain in the abdomen, so severe 
as to make him want to give up.“ 

Hiistory.—The onset of the pain was two years ago 
and had been gradual, and from its start it had been 
practically continuous. At first it was a bearing down 
sensation which was increased while standing up. It was 
felt at first just below the umbilicus, and at the time of 
examination it was most pronounced across the upper 
part of the abdomen, on each side of the spine and below 
the scapule. It was not affected by food, by movement 
of the bowels, or by the passage of urine. It was increased 
on straightening out after bending down and was parti- 
cularly severe when he was in bed; he would have to 
sit on the edge of his bed periodically for relief, and, in 
fact, found that he was most comfortable sitting. He 
drew special attention to a girdle pain which he described 
as being like a steel band around his lower chest. There 
was no vomiting or nausea, but his appetite had recently 
been less good. The bowels had been regular during the 
first part of his illness and had become slightly consti- 
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pated. There was no history of jaundice or dysphagia. 
He had lost 5 st. in weight during the two years of illness. 

On examination his tongue was coated; there was no 
abnormality to be discovered in the chest. The abdomen 
was tender over its upper half but no tumour was 
palpable. Examination under the anesthetic at the 
subsequent operation did not enable any tumour to be felt. 

Loewy’s test was negative. The diastase showed 5 units. 
The blood-sugar curve was mildly diabetic in type, the 
half-hour figures in milligrammes per 100 c.cm. being as 
follows: before dextrose 102, then at half-hourly intervals 
135, 192, 205, and 208, some glycosuria being present 
at 1, 14, and 2 hours after dextrose. Examination of the 
fæces showed microscopically an increase in partially 
digested muscle-fibres; no starch granules were seen, 
many fatty acid crystals and very many soap plaques 
were present. The fat estimation showed 12:3 per cent. 
split fat and 21-1 per cent. of neutral unsplit fat in the 
dried fæces, the total fat figure being 33-4 per cent.— 
i. e., of the fecal fat 39-8 per cent. was split and 63-2 per 
cent. was unsplit, thus showing gross deficiency in the 
fat-splitting powers. 

Laparotomy.—On this evidence, which strongly sup- 
ported the clinical story, laparotomy was done by Mr. 
Girling Ball. He found a primary growth at the junction 
of the head and neck of the pancreas with secondary 
deposits in the tail, which was 6 in. long and was mobile ; 
the head of the pancreas was nodular, but not enlarged 
or hard. Secondary deposits were diffusely spread over 
the surface of the liver, the adjacent peritoneum, and 
extended up on to the diaphragmatic peritoneum of both 
sides, being specially numerous on the left side. 


CONCLUSIONS 
These three cases prove that carcinoma of the 


_ pancreas may, for a period up to two years, have as 


its only clinical manifestation severe pain. The 
characteristics of the pain enable this to be used, 
even in the absence of definite physical signs, as the 
means of diagnosing the presence of the growth. 

The chief characteristics of the pain are as follows. 
It is constant, deep-seated in the abdomen, and may 
radiate through to the back. It is likely to suggest 
either disease of the vertebra or disease affecting 
the sensory roots of the spinal cord. A girdle sensa- 
tion may be present. The pain has no relation to 
food but has some effect on posture, a huddled, bent, 
sitting posture being that in which ease is chiefly 
obtained. The absence of definite physical signs and 
of positive radiographic findings is likely to lead to 
the conclusion that the pain is not founded upon an 
organic basis. 

When suspicion has been directed towards the 
pancreas as being the possible source of symptoms, 
two types of investigation are likely to give con- 
firmatory help. First, the fat content of the stools, 
with particular reference to the percentage of unsplit 
fat present, should be investigated. Secondly, the 
presence of glycosuria or any abnormality of the 
blood-sugar curve should be noted. Case 2 seemed 
to prove that an earlier diagnosis might have allowed 
a complete removal of the growth, which was appa- 
rently perfectly mobile. It is probable that the severe 
characteristic pain indicates the presence of the 
primary lesion rather than of the secondary deposits, 
for the pain was present in Case 3 for as long as 
two years before an exploratory laparotomy was 
done. It is hard to believe that secondary deposits 
could have been present for this length of time, the 
patient remaining in sufficiently good health to be 
able to do his work as a commercial traveller. It 
is my impression that should pain of this type be 
present, even in the absence of deficiency in fat- 
splitting, or of changes in the blood-sugar, an explora- 
tory laparotomy should be done with the particular 
object of examining the pancreas. 


(References at foot of next page) 
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an A CASE OF | 
ENLARGED PROSTATE ASSOCIATED 
WITH MAMMARY CARCINOMA 


By HAROLD Burrows, C.B.E., F. R. C. S. Eng. 


(From the Research Institute of the Royal Cancer Hospital 


(Free), London) 


To-pay it is recognised that the structure and 
functions of the mamma and prostate are largely 
controlled by the so-called sex hormones. The 
preparation of some of these hormones as pure 
crystalline compounds has facilitated experimenta- 
tion on animals under exact conditions. The purpose 
of this paper is to set out some of the results of experi- 
mental work in this field, and to consider whether 
they may be applicable in any way to human patho- 
logy as illustrated by a particular case. 


EFFECTS OF &STRIN* ON THE MAMMA 


Pioneer work by Loeb and Lathrop, who used 
inbred strains of mice in which mammary cancer 
appeared spontaneously in a large proportion of the 
females, showed that removal of the ovaries before 
the age of 5 months almost entirely prevented the 
subsequent appearance of cancer. Cori later found 


that in a strain of mice highly susceptible to spon- 


taneous cancer of the breast the ultimate incidence 
of cancer could be reduced to nil by spaying the mice 
before they were 22 days’ old. W. S. Murray con- 
firmed this observation and made additional experi- 
ments. Using a strain of mice in which cancer of 
the breast occurs with great frequency among the 
females, he castrated a number of the males and 
- grafted into them the ovaries of sisters. 
incidence of mammary cancer in these males was 
7 per cent., whereas mammary cancer in untreated 
male mice of any: strain is very rare. de Jongh and 
Korteweg also have caused mammary cancer in male 
mice by this interesting method; in their experi- 
ments, of 63 males bearing transplanted ovaries, 
mammary cancer has developed in 17 (Korteweg). 
Goormaghtigh and Amerlinck carried the matter 
a stage further when they demonstrated that cystic 
mastopathy and even mammary cancer (one case) 
might be induced in mice by repeated subcutaneous 
injections of liquor folliculi derived from the sow’s 
ovary. In 1929 Doisy, Veler, and Thayer and also 
Butenandt were able to isolate cstrone in a 
crystalline form from the urine of pregnant women ; 
and -using this pure compound and compounds 
closely allied to it, many experimenters have brought 
about in mice the mammary changes described by 
Goormaghtigh and Amerlinck. Lacassagne was. 
the first to prove that mammary cancer could be 
caused in male mice by subjecting them to repeated 
dosage with oestrone in a pure form, and his results 
have been confirmed by others (Burrows, Bonser, 
Gardner et al.). The foregoing experiments have 


* For brevity the term cestrin is used in this paper to include 
cestrone and several allied cestrogenic compounds. 
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shown beyond a doubt (1) that cestrin can cause 


cancer of the breast in male mice which otherwise 
would remain free from this kind of neoplasia, and 
(2) that removal of the chief source of cestrin— 
namely, the ovary—in early life will prevent the 
occurrence of mammary cancer in female mice that 
otherwise would be affected with this lesion. 


EFFECTS OF ŒSTRIN ON THE PROSTATE 


. Lacassagne found that œstrin, when given to mice 
repeatedly by subcutaneous injection, caused a 
metaplasia in the so-called anterior lobe of the 
prostate, and de Jongh observed in castrated male 
mice treated by daily subcutaneous injections of 
cestrin for 20 days, a stratified epithelium replacing 
columnar at the orifice of the ducts of the prostate 
and seminal vesicle—a level at which stratified 
epithelium never normally occurs. Burrows and 
Kennaway confirmed Lacassagne's results and 
Burrows? later called attention to the fact that the 
so-called anterior lobe of the mouse’s prostate is in 
fact the coagulating gland which was first described 
and differentiated from the prostate by Walker who 


was unable to identify a similar organ in man. 


Burrows also showed that the prostate gland itself 
reacts in mice to œstrin in a manner comparable 
with that of the coagulating gland, though not 80. 
readily. The changes occur in three stages—namely, 
(1) arrest of secretion, (2) hyperplasia of epithelium 
and fibromuscular stroma, and (3) epithelial Meta- 
plasia, the secretory cells becoming replaced by a 


squamous stratified epithelium. These changes do 


not affect the prostate uniformly but can be seen 
earliest as a rule in the ducts near the urethral orifices 
from which focus they spread by degrees towards the 
more distal parts of the parenchyma. This irregular 
distribution and partial limitation of effects has 
appeared to Burrows? to have its counterpart in the 
enlarged prostate of man. As Sir Cuthbert Wallace 
pointed out, the operation of suprapubic prosta- 
tectomy is an enucleation of adenomatous masses 
from within a capsule formed of compressed prostatic 
tissue. When comparing the conditions produced 
in the prostate of the mouse by the administration 
of cstrin with the enlarged prostate of man it will 
be noted that although squamous stratified epithelium 
is frequently seen in the former it is not usual in the 
latter. Yet its occasional presence in man has 
been recorded by numerous pathologists since it 
was first reported by Thiersch in 1865. Its relative 
infrequency in man as compared with the mouse 
may perhaps be attributable to a difference in the 
comparative anatomy of mice and men. In man the 
prostate is confined within the muscular apparatus 
of micturition, and consequently an enlargement of 
the gland may at an early stage cause difficulty 
in urination. In the mouse, on the other hand, the 
prostate lies outside the musculature of the bladder 
and urethra and hence is not in a position to cause 
urinary obstruction. It seems possible that in man 
the earlier proliferative changes in the prostate may 
be sufficient in themselves to cause the serious 
disturbances of hedlth commonly associated with 
prostatic enlargements. i 

There is some direct evidence that the human 
prostate reacts to œstrogenic compounds in a manner 
comparable with that of the mouse. Many years 
ago Aschoff demonstrated the presence of squamous 
stratified epithelium in the prostatic utricle, prostate, 
and peri-urethral glands of the new-born child. 
He showed further that these changes, including the 
general prostatic enlargement which accompanied 
them, speedily disappeared after birth. It is now 
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known that the unborn child is subjected to a high 
concentration of cestrin derived from the placenta, 
and it seems probable that the changes which occur 
in the prostate before and after birth may be attribut- 
able to coincident changes in the cestrin content of the 
fœtal blood. The return to normality of the baby’s 
prostate shortly after birth may perhaps be attributed 
to a cessation of the copious supply of cestrin. 
de Jongh and Burrows? have shown that in rats 
and mice the changes induced in the prostate by 
costrin are reversible; after the supply of cstrin 
has been stopped, even though the stage of kera- 
tinisation has been reached, the epithelium will 
resume its normal structure and function. 

Lhe immediate source of hormone disturbance in 
cases of prostatic enlargement.—The potent influence 
of the testis on the accessory genital glands was shown 
by John Hunter; and when seeking the cause of 
prostatic enlargement in man suspicion is at once 


FIG. 1.—Section of right axillary lymph gland showing meta- 
stasis from mammary carcinoma. (x 600.) This and all 
the following illustrations except Fig. 4 are from tissues of 
the patient referred to in the text, 


directed to the testis. Two groups of experimental 
results call for mention in this connexion. First, 
David and his collaborators have shown that a 
testicular extract (hombreol) is able to prevent 
cestrin from causing metaplasia in the accessory 
genital organs, including the prostate. A similar 
defensive action is possessed by certain pure chemical 
compounds—e.g., testosterone, androsterone, and 
some allied compounds (Zuckerman and Parkes, 
Korenchevsky and Dennison, Zuckerman). Secondly, 
it has been shown that males produce cstrin which 
can be extracted from the testis itself (Laqueur), in 
which organ it appears to be produced (Zondek). 
From these facts it seems possible that enlargement of 
the prostate in man may be, in part at least, the 


consequence of an excessive supply of cestrin or an 


insufficient supply of hormones of the testosterone 
group. Further, it would appear possible that 
castration might be a remedial measure, seeing 
that the histological changes induced in the prostate 
by cestrin are reversible. In 1895 White was able to 
collect 111 cases in which double castration had been 
performed for the relief of enlarged prostate in man. 
These operations, performed by different surgeons 
in various parts of the world, were followed by a 
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reduction in the size of the prostate in 87 per cent. 
of the cases, results which strengthen the view that 
the testis plays an important part in causing prostatic 
enlargement. 


FIG. 2.—Prostate. Note 05 formation of new ducts. 
x 120). 


EFFECT OF ESTRIN ON THE APPENDIX TESTIS (SESSILE 


HYDATID OF MORGAGNI) 


In male mice submitted to prolonged dosage with 
estrin, cysts have been occasionally observed 
adjacent to the epididymis and vas deferens 
(Burrows °). These cysts, which are lined by a 
Squamous keratinising epithelium, have not been 
seen in untreated mice and are regarded as vestiges 
of the testicular end of Müller's duct brought into 
evidence by the specific effect upon them of cstrin 
(Fig. 4). If this explanation be correct, and if in 
fact the enlarged prostate of old men is the 
consequence of an unbalanced production of cestrin, 
then one might expect to find some histological change 
in the appendix testis in these cases ; and the change 
to be expected would include an epithelial metaplasia, 
the normal single layer of cuboidal or columnar cells 
of this structure being converted into a stratified 


mer 
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FIG. 3.—From same section as Fig. 2. (x 345.) 


(i 


keratinising epithelium. It was determined to make 
a systematic investigation of this point. Only the 
material from a single case of enlarged prostate has 
been available hitherto ; and whether as a coincidence 
or as a verification of the supposition mentioned above, 
a structure, approximately 25mm. in length, 
consisting largely of stratified squamous epithelium 
is present in this case in the region of the appendix 
testis (Fig. 5). l E 
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BRIEF CLINICAL NOTE 


The patient, aged 79, was sent to the Royal Cancer 
Hospital (Free) by Dr. John Stevens and was admitted 
under the care of Mr. C. E. Shattock on May 4th, 1936, 
with retention of urine. He had suffered from increasing 
frequency and N of micturition for several years. 
| He also had a right-sided 
- r Mammary carcinoma and 
pulmonary tuberculosis. The 
retention of urine was caused 
by. an enlarged prostate. 
The patients blood-urea 
on admission was 114 mg. 
per 100 c. em. Suprapubic 
cystotomy was performed 
under a local anesthetic, 
and a Steinach II. ligature 
was applied bilaterally. 
The mammary carcinoma was 
treated by radiation. The 
patient became comatose and 
died on July 5th, 1936. 
Observations on post-mortem 
material. — (1) Histological 
sections show a carcinoma 
of the right mamma with 
ta metastasis in the axillary 
= lymphatic glands (Fig. 1). 
“ (2) The prostate is consider- 
ably enlarged by a general 
increase of the fibromuscular 
stroma, a few circumscribed 
adenomata, and a prolifera- 
tion of the parenchyma with 
cystic dilatation of the ducts 
in some places. A copious 
development of new glandular 
tissue can be seen (Figs. 2 
and 3). Though hy perplasia 
of the glandular epithelium 
is present here and there in the 
fully developed parenchyma 
it is not pronounced nor 
universally distributed. (3) 
Sections rondi the testis and epididymis show the 
remains pf the ligature which had been applied to the 
vasa efferentia testis at the time of the operation. They 


FIG. 4.—Keratinised cyst at- 
tached to tail of epididymis 
in a mouse submi tte { to 
cestrin for a period of 175 
days. The cavity of the 

cyst, filled with keratinised 
debria, les to the right. 


also show that Leydig tissue is very scanty and that there 


is no spermatogenesis. The cells of the seminal epithelium 
have large nuclei and their cytoplasm is filled with droplets 
of varying size (Fig. 6). 


FIG. 5.— Structure consisting of s 


idymis and atratified epithelium, 
and lying between the epidi testis. (x 90.) 


testis is a structure consisting of squamous, stratified 
epithelium in which prickle cells are conspicuous (Fig. 4). 
It seems possible that this structure is a Müllerian vestige 
brought to view by the specific action of cestrin. 


DISCUSSION 


The case seenis interesting enough to record because 
of the simultaneous presence of three separate 
lesions, each of which might be attributable to the 


testis. 


In the region of the appendix 


effect of cstrin. Of this «etiology there is of course 
no proof. Enlargement of the prostate is a common 
condition in old men, and its presence conjointly 
with mammary cancer in a man of 79 requirds no 
assumption of a common cause. The presente of 
stratified epithelium in the neighbourhood of, the 
testicular appendix is curious, but there is no certainty 
that it represents a metaplasia of the appendix 
or that it has arisen in this structure. It might 
possibly be some unexplained consequence of the 
application of the ligature to the vasa 0 
The problem itself, as displayed in the, case 
record, can be solved only by further inquiry. It 
remains for the future to show what abnormalities, 
if any, are commonly present in the mamma and the 
appendix testis of patients wah enlargements of tho 


— Jae 


FIG. 6.—Seminal tuoule showing absence of spermatogenesis. 
„ cells are filled with droplets of various size. 


prostate; and it is in the hope of stimulating such 
inquiry that the present paper has been written. 

In any such inquiry it has to be borne in mind that, 
although a sufficiency of so-called male hormone will 
protect the prostate and Müllerian vestiges against 
the pathological effects of œstrin, it will not protect 
the mamma in the same way. Gynecomastia and 
hyperplasia of the mammary ducts may be seen in 
mice which have been given both androsterone and 
oestrin; indeed Selye, McEuen, and Collip have found 
that testosterone alone, administered to immature 
male rats, induces © gynecomastia and mammary 
secretion. Thus it would appear that while carcinoma 


of the mamma in the male possibly might be attri- 


buted solely to the excessive action of cestrin, enlarge- 
ment of the prostate, though attributable also 
to the action of œstrin, would only come about in the 
presence of a simultaneous relative deficienoy of 

so-called male hormone—a deficiency which is not 
likely to occur until after middle life. 


SUMMARY 


1. Experiments on mice have shown that in some 
circumstances cestrin can cause mammary cancer 


THE LANCET] ` CLINICAL AND LABORATORY NOTES [pgo. 6, 1936 1331 


in the male; and they have shown that cestrin 
produces in the prostate changes regarded as compar- 
able with those of the enlarged prostate of men. 
Estrin also brings into evidence near the epididymis 
in mice structures lined by a squamous keratinising 
epithelium and thought to represent relics of the 
testicular end of Müller's duct. 

2. The case is briefly described of a patient who had 
(a) a mammary cancer, (b) an enlarged prostate, and 
(c) a structure lying between the testis and epididymis 
m the region of the appendix testis, consisting largely 
of squamous, stratified epithelium, and perhaps 
representing the testicular end of Müller's duct 
which has undergone metaplasia through the action 
of cstrin. ö 

It is a pleasure to acknowledge my indebtedness to 
Mr. Shattock for permission to publish the notes on this 
case, and to Dr. L. M. Hawksley and Dr. C. C. Bryson 
for collecting and supplying the histological material 
and for help in other ways. 
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Clinical and Laboratory Notes 


ANOREXIA NERVOSA TREATED BY 
HYPNOSIS 


IN OUT-PATIENT PRACTICE 
By C. R. BIRNIE, M.D., M. R. C. P. Lond., D. P. M. 


SECOND ASSISTANT MEDICAL OFFICER, WEST PARK MENTAL 
HOSPITAL (L. Oo. O.): HONORARY PSYCHOTHERAPIST, WEST 
END HOSPITAL FOR NERVOUS DISEASES, LONDON 


SINCE the original description of anorexia nervosa 
by Laségue! and Gull? independently, the psycho- 
pathological basis of the disorder has been generally 
acknowledged. Nevertheless due weight has not 
always been given to mental factors in its diagnosis 
and treatment. Laségue called the condition hys- 
terical anorexia,” and the patients by their obstinacy, 
obvious enjoyment of being the centre of attention, 
4 belle indifference ” towards their symptoms, and 
phenomenal activity even, as Allbutt? remarked, 
when emaciation is well advanced, certainly lend 


support to this view. At any rate a morbid mental 
state is present and Ryle has recently condemned 
all forms of treatment which overlook this. For 
psychological diseases need psychological treatment, 
and it seems reasonable to suggest that cases 
presenting the classical symptom-triad of anorexia, 
emaciation, and amenorrhea, together with the 
characteristic mental background, should be handed 
over to the medical psychologist as soon as possible 
organic causes have been excluded. In order to fore- 
stall a dangerous degree of emaciation the physical 
overhaul should be accomplished as expeditiously as 
possible. The psychotherapeutic weapons of choice 
appear to be suggestion and persuasion, since analysis, 
except in a superficial sense, is put out of court by 
the necessity for obtaining quick results. 

Current methods of treatment may be considered 
from this angle. Most generally employed and prob- 
ably most successful is the time-honoured separation 


16 23 30 6 B 20 27 3 10 1 6 B 20 27 
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The patient’s weight chart. She was hypnotised on July 14th, 
and on the other fourteen days shown. 


of the patient from her parents. As Gillespie 5 says, 
she is isolated from visits and ‘‘a reliable nurse is 
placed in charge with instructions to see that every 
feed is completely consumed.” Simple explanations 
are usually given to both parents and patient, who is 
made to realise that her case is thoroughly understood 
by the physician, whose personality and prestige, 
together with a suitably impressive milieu, combine 
to make a strong suggestion of cure. It is interesting 
in this connexion to recall that Deniau ë in 1883 
related how the great Charcot once commanded a 
girl en danger de mourir d’inanition ” to eat, which 
she did and recovered. Other methods of treatment, 
such as dieting with periodic fast-days and insulin 
(Allison and Picton Davies “) and administration of 
thyroid (Levi s), are open to some criticism. 

If it be true that these methods owe what: success 
they obtain to suggestion and persuasion overtly 
or covertly conveyed, then a fortiori a strong case is 
made for the employment of hypnotism, the most 
powerful known method of suggestion. Enthusiastic 
hypnotists have treated almost every known nervous 
disorder by hypnosis at some time or another, but 
I can find no reference to the treatment of anorexia 
nervosa in this way, although reports of cases. by 
Tarrius ® and Bérillon 21° in the Revue de l’hypno- 
tisme of 1909 are unfortunately not extant in this 
country. The present case is interesting by virtue 
of the foregoing remarks. 


THE CASE 


The patient is a girl of 16. About May, 1935, when 
her weight was 7 st. 5 lb. she began gradually to lose her 
appetite, gave up eating breakfast, and by degrees cut 
out fats, milk, and meat from her diet. Her menses, 
which had started in August, 1934, ceased. In January, 
1936, there was vomiting immediately after every meal, 
but in spite of this she remained active and felt well. 

On March 25th, 1936, she was admitted to the West 
London Hospital, and her weight on admission was 
5 st. 9 lb. The tongue was clean and nothing was found in 


* 


1332 


THE LANOET] 


CLINICAL AND LABORATORY NOTES 


[pEc. 5, 1936 


the abdomen. Pulse average 80. Temperature 96-98 F. 
Blood pressure 110/60. Basal metabolic rate: minus 
42 per cent. Fasting blood-sugar 0:08 g. per 100 c.cm. 
Feces: no occult blood present. A barium meal showed 
dilatation and ileus of the third part of the duodenum. 
A fractional test-meal showed the climbing type of curve, 
with starch still present after two hours. Treatment was 
by rest, glucose, and insulin, 5 units twice daily. She was 
discharged on May 14th weighing 5 st. 8 Ib. 

She began to attend the West End Hospital for Nervous 
Diseases on. June 17th, refused to be admitted, and was 
referred to the psychiatric department on July 14th. By 
this time she was pale, languid, weak, and emaciated, 
and had severe constipation. Although her diet now 
consisted of only two slices of bread and a cup of tea per 
diem, she obstinately maintained that she felt well, dis- 
played a belle indifference" towards her symptoms, 
and performed her ordinary daily activities quite cheer- 
fully. Treatment by hypnosis at weekly intervals was 
instituted, and simple suggestions about eating more, 


improvement in appetite, and regular actions of the bowels 


were given in the hypnotic state. Emphasis was placed 
particularly on those foods which she disliked. Never- 
theless her weight fell from 4 st. 94 Ib. on July 16th to 
4 st. 34 Ib. on July 30th, when she was so weak that she 
could hardly walk and had fallen downstairs. 


Renewed attempts were made to persuade her to enter 
hospital but she declared that she felt and was eating 
better. She was directed to remain in bed at home until 
midday, which was the maximum she would concede, and 
hypnotic treatment was continued. Gradually her 
appetite improved, she ate more, vomiting ceased, con- 
stipation vanished, and she became stronger and put on 
weight. Marmite and Blaud’s pill grs.. 30 thrice daily 
were prescribed to stimulate hemopoiesis. In the two 
months from August 6th to Oct. 6th she gained exactly 
2 st. in weight (see Chart). Her weight on Oct. 27th 
was 6 st. 8 Iv. 

In the course of treatment the following facts were 
brought to light. She is normally affectionate towards 
her parents and younger sister, and there is no disharmony 
at home. The mother, who accompanied her to the 
hospital on several occasions, is a sensible, ordinary type, 
concerned, but not to the point of fussiness, ‘about her 
daughter’s health. The patient says that her father is 
inclined to be quick-tempered, in which respect she 
resembles him, especially towards her mother. She has 
had two girl friends but has as yet no interest in the 
opposite sex. 

Her childhood was normal and she left school at the 
age of 144. Shortly afterwards she became apprenticed 


to a suburban drapery business, where she worked long 


hours for low wages and food which she found unappe- 
tising. Here the head buyer was officious, watching her 
movements closely and never letting her rest for a minute. 
Then she lost her best girl friend, who left the district, 
and shortly afterwards began to go off her food. Her 
mother’s well-meaning efforts to persuade her to eat more 
were met by increasingly stubborn refusals and outbursts 
of bad temper, a vicious circle which culminated in 
. September, 1935, when she resigned her position at the 
shop, with her parents’ concurrence. At Christmas her 
other girl friend was accidently burned to death. 
SUMMARY 


(1) An early diagnosis of anorexia nervosa, which 


depends on rapid exclusion of organic disease and 
recognition of the characteristic mental picture, 
should be at once followed by appropriate treat- 
ment. (2) In the case cited hypnotic suggestion 
achieved a rapid recovery, without necessity for 
removal to hospital or separation from parents. 
(3) In this case it is doubtful whether the unconscious 
motive of revolt against the authority of the parents 
was operative, for an uncongenial occupation, an 
unappetising cuisine, and the loss of two friends were 
more obvious factors. Criticism on the ground that 
duodenal obstruction was present and caused the 
symptoms is met by pointing out the successful issue 
brought about by psychotherapy. 


I am indebted to Dr. G. Konstam for permission to 
publish notes on the patient’s condition while at the 
West London Hospital. 
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INTENSIVE OXYGENATION IN A CASE 
OF ACUTE EMPHYSEMATOUS (GAS) 
_ GANGRENE 


By D. M. MACKECHNIE, M.B. Glasg. 


LATE SENIOR HOUSE SURGEON, BURSLEM, HAYWOOD, AND 
TUNSTALL WAR MEMORIAL HOSPITAL 


Gas gangrene is now rare in civil surgery, but cases 


still crop up as sequels to traumatic surgery and 


road casualties. My object in reporting the follow- 
ing case is to enter a modest plea for prophylactic 
serum therapy, and to reawaken interest in the use 
of active oxygenation in the treatment of estab- 
lished cases of this serious and often fatal condition. 


A man, aged 42, was pinned underneath his motor- 
car after a collision, and was admitted to the Burslem, 
Haywood, and Tunstall War Memorial Hospital on August 
28th, 1933. He was suffering severely from shock ; there 
was @ compound fracture of the upper end of the right 
radius, a penetrating wound of the antecubital fossa, and 
deep tissue lacerations extending into the muscles of the 
arm. On response to anti-shock measures he was taken 
to the theatre and, under nitrous oxide and oxygen anms- 
thesia, the wound was resected and lavaged with flavine, 
and the radial fragments levered into position. Anti- 
tetanus serum (1500 units) and polyvalent antistrepto- 
coccal serum (10 c. om.) were administered by way of 
prophylaxis. N 

On August 30th, forty-two hours later, the limb was 
much swollen and discoloured, and exuded a very foul 
discharge; tissue crepitus was marked. At 2 P. u. the 
infection had entered the deltoid and amputation was 
considered. Shortly afterwards the patient became 
delirious and showed other signs of grave constitutional 
upset. Blebs appeared on thelimb. Owing to the rapidity 
of spread and the patient’s grave general condition opera- 
tion was deferred. At 5 P.M. crepitations had extended 
to the front and back of the chest and the radial pulse was 
absent at the wrist. Anti-gas-gangrene serum (10,000 units) 
was injected, all sutures were removed, and the arm was 
incised longitudinally. All muscle planes in the neigh- 
bourhood of the elbow were cut transversely to promote 
drainage. Oxygen was administered by subcutaneous 
and intramuscular injection at various levels and a very 
foul discharge and gas expelled. A barrier of intra- 
muscular oxygen was then made beyond the limits of 
spread —i. e., into the trapezius and latissimus dorsi 
posteriorly and the pectoral muscles anteriorly. Con- 
tinuous through-and-through hydrogen peroxide lavage 
was instituted, together with continuous oxygen vis 
perforated rubber tubes in the wound depths. More anti- 
gas-gangrene serum (20,000 units) was also administered. 


At 10 p.m. the condition was stationary and at 1 am, 
on the 3lst there was an appreciable improvement. The 
temperature and pulse-rate had fallen and the delirium 
gone. Continuous lavage with H,O, and repeated infiltra- 
tions with O, were carried through during the night. 
At 12 noon on the 3lst guillotine amputation imme- 
diately above the elbow-joint was performed under N,O 
and O, anzsthesia. The patient made an uninterrupted 
recovery. Crepitus was present until the tenth day and 
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discoloration until the fourteenth. The stump healed 
by healthy granulations. 

The case is interesting in that intensive oxygena- 
tion coupled with serum therapy not only prevented 
further spread in a well-established case of gas gan- 
grene, but restored the affected parts to such an 
extent that low amputation was possible. The 
extraordmary rapidity of spread from elbow to 
shoulder tip is an indication of the virulence of the 
infection and explains the alarming deterioration 
in the patient’s condition. While the imminent danger 
of air embolus was realised the risk seemed fully 
justified. 

I have since tried to find other records of oxygen 
treatment in bacillary gangrene. Lawson 1 employed 


2 Lawson, C. B.: Brit. Jour. Surg., 1915, ii., 454. 


the following technique: HO, infiltration (10 vols. 
at body temperature) into the tissues above the 
gangrenous area down to the fascial sheaths of 
muscles. This is followed by treatment of the gan- 
grenous area by puncture and infiltration. He used 
a Higginson’s syringe, the drawback to this being 
a prolonged anzsthesia as the superficial tissues had 
to be cut to allow the nozzle to be inserted. Eckhoff,? 
summarising a series of cases, mentions treatment 
with H,O, and with oxidising agents—e.g., perman- 
ganate—but says nothing of the early infiltration of 
oxygen either in its actual gaseous or nascent state. 


I am indebted to Mr. Harold Hartley for the use of 
his library, and to Dr. Adam Gilchrist for permission to 
publish the case notes. 


Eckhoff, N. L.: Ibid., 1930, xviii., 38. 


MEDICAL SOCIETIES 


MEDICO-LEGAL SOCIETY | 


Ar a meeting of this society held in London on 
Nov. 26th, with Mr. AINSWORTH MITCHELL, D. Sc., 
the president, in the chair, a paper on 


The Medico-Legal Institute 


was read by Dr. W. G. BARNARD. A committee 
appointed by the society, he said, had reported on 
this subject in 1925; but though general approval 
was expressed, nothing was done. Last January 
the Departmental Committee on Coroners referred 
in its report to a medico-legal institute, and recom- 
mended coroners to employ pathologists to make 
post-mortem examinations. An interim report in 
June by the Advisory Committee on the Scientific 
Investigation of Crime marked a further advance, 
since it recommended the establishment in London 
of a medico-legal institute, and outlined its functions 
and scope. 

The qualifications of specialists to give expert 
evidence in coroners’ and criminal courts, said 
Dr. Barnard, had been critically examined; thus a 
chemist with no special training in regard to poisons 
would not be accepted as an expert on such a subject. 
Yet a medical practitioner who might never have 
examined a dead body was, in the eyes of the law, 
competent not only to perform an autopsy but also 
to give his opinion on the cause of death. Coroners 
who wished pathologists to make their post-mortem 
examinations were handicapped by the fact that 
pathologists attached to most of the medical schools 
were appointed on a whole-time basis. At present 
both pathologist and practitioner could only regard 
coroners’ post-mortem work as a side-line; there 
was also a lack of due facilities, and a chance that 
the opinion given would be based on mere naked- 
eye appearances. He contended that in all cases 
coming before coroners the examination should be 
thorough. The present system was wasteful; the 
6000 autopsies made annually in London represented 
a great wealth of pathological material, which at 
present could not be made available to the profession 


at large, and the conditions were such that medico- - 


legal experts could not hand on their knowledge and 
technique. : 
Describing the institute required, Dr. Barnard 
suggested that it should be somewhere between 
Euston-road and the British Museum, near the new 
University of London. It should contain one large, 
and one or two smaller, post-mortem rooms, adequate 
cooling-plant, and viewing-rooms; also laboratories 


for histology, chemistry, bacteriology, and research, 
a lecture room, a library, a store, and a museum. 
There should also be small laboratories for private 
investigations, a department of toxicology, and a 
small department of bacteriology. The bodies to 
be examined could be collected from the mortuaries 
by means of institute ambulances, and the examina- 
tions would be made as soon as possible after their 
arrival. Students would be taught in post-mortem 
room, the museum, and the lecture theatre. 

For the success of the scheme, said Dr. Barnard 
in conclusion, it was essential that the Home Office 
should coéperate. The only change would be that 
the autopsies would not be made in the mortuaries 
of the borough councils, and that the London County 
Council would make all payments for them into a 
fund, instead of through the coroners to a number of 
individuals. As regards responsibility, a good pre- 
cedent could be found in the British Postgraduate 
Medical School, where responsibility was shared by the 
Government, the University, and the County Council. 

The PRESIDENT thought that in such an institute 
chemistry should be assigned a special department, 
with a standing equal to that of pathology and law. 

Sir BERNARD SPILSBURY fully agreed with the 
contention that expert pathologists should be 
employed by the courts. Many laymen, and some 
coroners, believed that autopsies were mere matters 
of routine, which any medical man who had had 
ordinary experience was competent to carry out— 
a serious error. In cases of suspicion especially, 
a very thorough examination was essential ; and those 
who made it should have the resources of good 
laboratories behind them. At present there were no 
facilities for training pathologists or others in medico- 
legal pathology ; those keen on the subject were 
left to train themselves. It would be difficult to 
establish a medico-legal institute in London, but 
when once resources were available it would not be 
impossible. Still, the advance might have to be 
made step by step. If the institute were established 
in a small way first, some of the work might be done 
there, and some subsidiary work carried out at the 
better equipped borough mortuaries. 

Sir WILLIAM WILLCOX considered it important that 
the institute as adumbrated should not be directly 
under the Government ; evidence given in the courts 
should be absolutely free from bias. It should be 
under the University of London, rather than under 
the police department or entirely under the Home 
Office. Though the medico-legal work done in this 
country was admirable, it had all depended on 
individual effort, and was often done under great 
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-difficulty. At the institute a well-equipped toxico- 
logical laboratory would be a great boon, and he 
agreed with the President about the importance of 
having the collaboration of expert chemists. It was 
not suggested that the central institute could carry 
out the work of the whole country, but it would 
equip special pathologists who could proceed to the 
provinces and do their work there. 

Mr. F. D. Levy thought that the scheme as set 
forth did not take enough cognisance of the legal 
side. 
be approached, and eminent lawyers should be on the 
institute staff, to give lectures and participate in the 
Work. , 

Dr. A. BALDIE said it was true that for this coroners’ 


work the expert was necessary, but there was also a 


large amount of routine work that could well be 
performed by the general practitioner. His opinion 
was that most of that routine work was being done, 
and had been done in the past, very efficiently. 
Dr. E. R. BOLTON preferred for such an institute 
the name “ scientific institute for investigating crime 
and the causes of sudden death, and he would make 
its scope very comprehensive. . It should be a place 
to which anyone who had a difficulty in these matters 
would naturally come. 
Mr. BRUCE TAYLOR, as a coroner, agreed that the 
evidence of a.man who seldom did an autopsy was 
not as valuable as that of one who did perhaps 300 
annually: | ä 
Mr. D. H. Krrenm thought one. of the main 
difficulties was that the two professions were shut up 
in water-tight compartments. The institute would 
have missed its purpose if it did not bring the two 
professions more into contact than they were at 
present. Judges and members of the Bar should be 
included in the scheme. And in the paper there 
was no mention of medical psychiatry and psycho- 
thérapeutics. f 
Dr. D. C. Norris said that one of the functions 
of the institute might be to elucidate cases of indus- 
trial poisoning. Possibly industrialists could be 
induced to contribute to its cost. 
Mr. POTTER suggested that great help would be 
forthcoming if the University of London and the 
Royal Colleges of Physicians and Surgeons could 
be induced to interest themselves in the project. 
Though the University had a faculty of law it had 
no professor of forensic medicine. 
Dr. BARNARD, in reply, said that his purpose had 
been to present the problem from the point of view 
of the pathologist. He thought that if the 
authorities concerned were approached, support for 
the new institute would be forthcoming. Provided 
properly trained pathologists were employed, the 
scientific value of post-mortem examinations to the 
profession was incalculable. A number of men, 
however, were doing autopsies in medico-legal 
cases who had not been trained as pathologists and 
were apparently not aware of their own limitations. 


BRITISH ORTHOPAEDIC ASSOCIATION 


THE annual meeting of this association was held 
in London on Oct. 30th and 31st under the presi- 
dency of Mr. W. R. Bristow. On both mornings at 
the Royal Society of Medicine a series of short papers 
were presented, of which the following is a summary : 
SCIATIO SCOLIOSIS : Mr. E. N. Wardle (Liverpool). 


Twenty-six patients suffering from this complaint were 
reviewed. They fell into two groups—those without and 
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those with deformity. The majority of patients occupied 
the latter group. The author suggested that diminution 
in the height of the intervertebral disc between the 
5th lumbar and Ist sacral vertebrae might be of importance 
in determining the occurrence of pressure on the lumbo- 
sacral cord. In all the patients complete relief had 
followed prolonged immobilisation of the spine in a 
plaster jacket applied in suspension. 
PROTRUSIO ACETABULI: Mr. John Gilmour (Newcastle). 
The author contended that protrusio acetabuli com- 
menced in early adolescence, and almost exclusively in 
the female sex about the time of menstruation. He 
argued that softening of the Y-shaped cartilage due to 
some endocrine disturbance of ossification resulted in a 
giving way before the pressure of the femoral head, with 
consequent increase in depth of the socket. He considered 
the condition analogous to separation of the upper femoral 


- epiphysis in adolescence (slipped epiphysis). 


ARTHRODESIS OF THE HIP: Mr. H. J. Seddon (London). 

Nineteen patients were reported on whom an extra- 
articular arthrodesis had been performed for healed tuber- 
culous arthritis of the hip. At first a tibial graft had 
been used but the author expressed his preference for a 
broad full thickness iliac graft. Emphasis was laid on 
the advantages of operating through a large window in 
a previously applied plaster-of-Paris spica. Sound bony 
ankylosis had occurred in the large majority of patients, 
and the excellent functional results following the pro- 
cedure were demonstrated by many of the patients in 
person. l 
DIAGNOSIS IN SURGICAL TUBEROULOSIS : 

Bamforth (London). i 

The author outlined the manner in which a high per- 
centage of positive cultures -could be obtained from 
fluids containing the tubercle bacilli—e.g., pus, synovial 
fluid—on special media. The method has the advantage 
of reliability, and the facilitation of early diagnosis for a 
statement one way or the other can be supplied in from 
2 to 3 weeks after incubation. 


SKIN DEFECTS LIMITING JOINT MOVEMENT : 
Gillies (London). 
Patients were demonstrated illustrating the advantages 
of different forms of skin grafts for contractures and skin 
defects around various joints. The resulting improve- 
ment in appearance and function was particularly striking 
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‘in a patient suffering from generalised edema of both 


lower extremities, with extensive skin ulceration. Fresh 
channels of lymph drainage had been established by 
grafting strips of skin from the arm to replace those taken 
from the lower abdomen and upper thigh—in this way 
opening up fresh communications between the lower 
limb and trunk lymphatic systems. 

OHRONIO BACKACHE : Mr. J. S. Batchelor (London). 

In a review of 116 patients these fell in almost equal 
numbers into two groups: (1) mechanical backache, due 
to faulty posture, &c.; (2) that due to fibrositis, acute 
and chronic, superficial and deep. Emphasis was laid on 
the frequency with which backache caused by mechanical 
strain is complicated by the occurrence of secondary 
fibrositis. Different régimes of treatment were advocated 
for each of the two groups. For the mechanical strain 
repeated manipulation without anesthesia, followed by 
appropriate exercises, had proved more successful than 
routine, manipulation under anesthesia. Acute and 
subacute fibrositis demanded adequate rest and heat in 
the early stages, followed by graduated exercise, and 
occasionally a manipulation under angsthesia to restore 
mobility. A manipulation under anzsthesia was usually 
necessary as a preliminary in the treatment of chronic 
Relief of symptoms had been achieved in 
almost all of the patients suffering from mechanical 
strains and in about two-thirds of those suffering from 


DEMA OF FEET AND ANKLES: Dr. A. A. Osman (London). 

The author described an cedema of the feet and ankles, 
not associated with organic disease, which he regarded 
as a local manifestation of a generalised metabolic dis- 
turbance, clinically associated with general debility. In 
all of his patients he had found a lowering of the alkali 
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reserves (acidosis), He believed the cdema to be due to 
gravity acting in the presence of a water-logged soil. 
The majority of his patients had been cured by appro- 
priate periods of rest and administration of large doses 
of alkalis, usually in the form of potassium citrate (up 
to grs. 1000 daily). 


THE SMITH-PETERSEN PIN: Mr. H. A. Brittain (Norwich). 

A consecutive series of 20 medial fractures of the neck 
of the femur were reviewed, all treated by internal fixa- 
tion after reduction, with a Smith-Petersen nail intro- 
duced over a calibrated central guide through a half-inch 
incision, under X ray contro]. It was claimed that the 
three main difficulties—the reduction of the fracture, the 
placing of the nail correctly both in the antero-posterior 
and lateral planes, and the selection of a nail of correct 
length—were more easily overcoine by this method than 
by open procedure. It was wise to place the nail near 
the inferior and posterior margins of the femoral neck, 
since this minimised the risk of it breaking out of the 
capital fragment by adduction and external rotation of 
the limb—the position most frequently adopted by a 
patient resting in bed. Three deaths occurred—one from 
pulmonary embolus and two from causes unassociated 
with the injury. Of the remaining seventeen patients, 
union of the fracture occurred in all except two. 


TREATMENT OF FRACTURES: Mr. George Perkins (London). 
The author emphasised that a fracture was a dual 
injury—injury to the bone and injury to the soft parts. 
He made a strong plea that both should be treated con- 
comitantly by encouraging active movement and use of 
those joints not immobilised by the necessary splintage 
from the very beginning. 
GIANT-CELL TUMOURS: Mr. Roland Barnes (Manchester), 
A critical survey of 38 giant-cell tumours of long bones 
seen at the Memorial Hospital, New York. The best 
results in terms of non-recurrence and of joint function 
had been achieved by curettage and cauterisation. Treat- 
ment by irradiation alone was not advisable, since it 
usually meant that histological proof of the nature of the 
tumour was lacking, that the cartilage of neighbouring 
joints was extensively damaged, and that recurrences 
were a little more frequent. Complete excision of the 
tumour was an excellent procedure, though with a very 
limited field of application. Amputation remained as 
the treatment of choice in neglected tumours in the 
upper end of the tibia or lower end of the femur. 


On the afternoon of the 30th a demonstration of 
operations was given and a large number of patients 
illustrating end-results were shown at St. Thomas’s 
Hospital by Mr. C. Max Page and Mr. Perkins. In 
the evening the members dined together at the 
Langham Hotel. Among the guests were the presi- 
dent of the Royal College of Surgeons of England 
and Dr. Ralph Ghormley, secretary of the American 
Orthopedic Association. 


NORTH OF ENGLAND OBSTETRICAL 
AND GYNACOLOGIGAL SOCIETY 


AT a meeting of this society held on Oct. 30th 
with the president, Dr. RutH NICHOLSON, in the 
chair, Mr. Percy Mapas (Liverpool) read a paper 
on abnormal 


Inclination of the Pelvic Brim 


as a factor in dystocia. Apart from a paper by 
Caldwell and Jacobs and a reference by Theobald in 
a recent discussion little, he said, had been published 
on the subject. Hitherto interest in the pelvic 
inclination had centred upon its anthropological 
significance or its bearing on the determination of 
the true conjugate. Lateral X ray pelvimetry and 
lower segment Cesarean operation had afforded 
opportunities for assessing the effect of abnormal 


‘inclination on the mechanism of labour. 


There 
were two ways of estimating the inclination : (1) The 
usual way of measuring the angle between the brim 
and the horizontal plane. But this angle was modified 
by posture and took no account of the lumbar spine. 
(2) Dr. R. E. Roberts’s method of measuring the angle 
between the plane of the brim and the front of the 
body of the fifth lumbar vertebra. In the gorilla 
the pelvic brim forms nearly a right angle with the 
horizontal, the inlet facing almost directly backwards, 
but this high inclination is offset by a forward crouch 
of the lumbar spine, so that the angle between the 
brim and LV5 is reduced to about 100°, an angle 
which readily permits correspondence between the axis 
of the uterus and of the brim. It might be termed 
“obstetric ’’ inclination as distinguished from 
“postural”? inclination. The obstetric inclination 
varied with posture, but to a lesser extent. than the 
postural. The average measure was about 130°, with 
a range of 10° to 20° with posture, full flexion of legs 
and spine reducing it to 120°. Accurate measure- 
ment was only possible by the use of X rays, but a 
guide was furnished by the inclination of the external 
conjugate to the horizontal plane and the line of the 
lumbar spine. The increased lordosis noted in many 
pregnant women was a postural compensation for the 
pelvic inclination. | 


Seven cases of apparent disproportion at term presented 
two significant features. (1) Although the head was 
freely movable above the brim at the onset of labour, 
measurement of the biparietal diameter of the foetal head 
immediately after delivery showed it to be smaller in 
each case than the true conjugate of the brim. (2) There 
was an unduly high inclination of the brim. In five the 
head did not engage after some hours of labour and a 
lower segment Cesarean section was performed. In a 
sixth case the first stage of labour was prolonged to 
40 hours, while the second stage was over in 1} hours, 
the child being stillborn. In the seventh there was marked 
lateral flexion of the foetal head on the spine and a living 
child was born by natural forces after a prolonged first 
stage. In three cases small pelvic measurements were 
found in association with a relatively horizontal pelvic 
brim. In each, despite anticipation of dystocia, labour 
proceeded normally. 


The general effect of high inclination was to reduce 
the effective size of the true conjugate and to modify 
the mechanism ‘so as to produce posterior asynclitism 
or Litzmann’s obliquity. Lateral flexion of fetal 
head upon spine was one of the ways by which com- 
pensation was established ; its effect is to restore the 
normal synclitic relation between the head and the 
plane of the brim. The main problem in these cases 
was to restore correspondence between the axes of 
uterus and brim. Theobald recommended pulling 
the uterus forwards during the pains; Caldwell and 
Jacobs full flexion of the thighs. Smellie suggested 
something similar as long ago as 1766. A favourable 
posture spontaneously adopted by many women 
in the first stage of labour is to stand with the trunk 
leaning forward over a chair or the end of a bed, 
the arms or shoulders supporting the upper half of the 
body, the free abdomen allowing gravity to act on 
the uterus. Trial labour was invaluable in these 
cases. Mr. Malpas ended with an acknowledgment 
of help from the radiological work of Dr. Roberts and 
Dr. P. H. Whitaker. 


In the discussion which followed, Prof. D. DouGAL 
(Manchester) welcomed the explanation of certain 
cases in which the head overlapped though the pelvic 
measurements were normal.—Prof. LEYLAND 
ROBINSON (Liverpool) remarked that the pelvic 
inclination was greater than normal in the small 
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round pelvis and less than normal in the fiat pelvis,’ 


an additional reason why the former type gave the 
more trouble.—Prof. MILES PumLms (Sheffield) 
asked whether alterations in the pelvic inclination 
‘could be detected clinically—Dr. E. A. GERRARD 
(Manchester) mentioned Jona’s method in the 
estimation of relative size of head and pelvis, the 
patient being made to sit up, when an apparent 
overlap might disappear, presumably owing to a 
lessening of the pelvic inclination. 


Mr. Marras replied that the actual angle of inclina- 
tion could only be determined by radiograms, but 
some clue might be obtained when taking the external 
conjugate, particularly. when the patient had a 
straight back. 7 


Mr. T. N. A. JEFFCOATE (Liverpool) reported a 


case of 
Endometrioma of the Vulva 


He had only been able to find reference to six other 
cases in the literature. f | 


The patient, a nulliparous nurse of 45, complained of a 
small tender swelling at the posterior aspect of the right 
labium majus. This became so painful just before men- 
struation that she had to go off duty, and during the 
period there was a blood-stained discharge from the 
tumour. Her previous history was as follows: Onset of 
menstruation at 19, regular 5/30 throughout. Operation 
1931 in Athens for excision of a right Bartholin’s cyst. 
Slight pyrexia following operation, but little or no 
delay in healing. The operation was performed twelve 
days before menstruation, local anzsthesia being employed. 
Curetting was not performed. A month later an abscess 
appeared under the scar and was incised. Seven further 
abscesses developing in the next six months were treated 
with fomentations. May, 1932, a further operation at 
Athens for aspiration of an inflamed swelling, tincture 
of iodine being injected at the same time. June, 1932, 
operation at Marseilles—gland and abscess excised. The 
incision was closed but suppurated and an open wound 
resulted. The patient began to menstruate two days 
after the operation. This wound. never healed com- 
pletely and always bled a little before menstruation. 
The small lump appeared four months after operation : 
it was only obvious after menstruation and gradually 
disappeared in four or five days. 

The patient first consulted Mr. Jeffcoate in June, 
1936—i.e., four and a half years later, her symptoms 
baving persisted during the interval. On examination 
there was considerable scarring at the posterior aspect 
of the right labium majus and beneath this was a small 
hard tumour with a depression and reddening over it. 
The utérus was retroverted but no other pelvic abnor- 
mality was palpable. The tumour was excised and 
showed small blue cysts, one of which burst. during the 
operation and discharged a small quantity of old blood. 

he incision was healed fifteen days after the operation, 
and there had been no return of symptoms. The specimen, 
removed on the seventeenth day of the menstrual cycle, 
was a roughly spherical tumour three-quarters of an inch 
in diameter, with two or three small cavities contain- 
ing blood. Microscopic examination revealed typical 
endometrium in the interval phase and presenting the 
appearances of hyperplasia. 


Mr. Jeffcoate felt sure the tumour had arisen as 
the result of implantation of endometrium. As 
curettage had never been performed the endometrioma 
must have developed from endometrial cells present 
in the menstrual blood. Most likely implantation 
had occurred immediately after the third operation, 
when the incision had broken down exposing a large 
cavity, and menstruation had occurred within a 
few days. There were previous records of implan- 
tation of endometrium from menstrual or lochial 


discharge. 


` 
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Prof. DouGat reported a case of 
Arrhenoblastoma of the Ovary 


In June of this year he had been asked to see a 
girl of 18 with the following history . 

Menstruation commenced at the age of 13 and continued 
every twenty-eight days with a normal four days loss 
until 164 when the periods ceased. The patient then 
noticed that her voice was becoming deeper in tone and 
that hair was appearing on the face and other parts of 
the body where it had not hitherto been present. She 
also developed acne and was treated with X rays but 
without deriving benefit. Her sella was radiographed 
but nothing abnormal found. She was a young woman 
of average stature with well-marked male secondary sex 
characters. Her face was unhealthy with acne; hair 
was present on the cheeks, upper lip, and chin. The breasts 
were flattened and atrophic, the nipples shrunken, and 
several hairs were growing on the areola. Hair was also 
present on the front of the chest, the abdominal wall, 
and the front of the thighs and legs. The pubic hair was 
abundant and of male distribution. There was little 
subcutaneous fat and no rounded contours. The external 
genitals were small with the exception of the clitoris 
and prepuce which measured over an inch in length. 
The orifice of the vagina was extremely small, the canal 
narrow, and the body of the uterus atrophic. No definite 
tumour could be made out in the renal or hypogastric 
regions but on bimanual examination the right ovary 
was found enlarged, and it was decided to examine under 
an anssthetic, but little more information was forth- 
coming. The girl’s parents were interviewed and consent 
obtained to operate. On June 12th the abdomen was 
opened. The right ovary was about the size of a walnut 
and fairly firm in consistence ; it was removed. The body 
of the uterus was atrophic and the other ovary normal 
in size. 

The patient made a good recovery and had a 
normal period on July 19th. When seen on 
August llth her complexion was clearer and there 
-was less hair on the face, chest, and abdomen. The 
breasts were larger and the clitoris smaller. By 
Oct. 28th there was further improvement. Menstrua- 
tion was now regular every 28 days, duration 6 days. 
Weight was up and the body contours becoming more 
rounded. The hair on the face had largely dis- 
appeared and that on abdomen and thighs was scantier 
and of finer texture. The breasts were now well 
developed and firm. The clitoris was little larger 
than normal and the uterus appeared to have regained 
its proper size. The voice was still deep but its tone 
was definitely bigher than before the operation. 
(This point was demonstrated by gramophone records.) 
The patient was well satisfied with her progress and 
asked if she might get married. 

The ovary removed was about the size of a walnut, 
the enlargement being due to a solid tumour of softish 
consistence and olive green colour, -distinct from the 
ovarian tissue proper which surrounded it in the 
form of a thin shell. The microscope showed a 
richly cellular growth with a varied appearance in 
different parts of thé tumour. In some places the 
cells were arranged in cords, in others the arrange- 
ment was trabecular, in others again diffuse and 
resembling sarcoma. Sections stained with sudan III 
showed no evidence of fat. 


The arrhenoblastoma, said Prof. Dougal, is the 
masculinising tumour and like the granulosa-cell 
tumour and disgerminoma it is believed to arise 
from rests of the primitive mesenchymal cells of the 
gonad. It is usually unilateral and its malignancy 
if any is of low degree so that, in young women at 
any rate, it is not necessary to remove the uterus and 
both ovaries. It is extremely rare, only 26 cases 
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REVIEWS AND NOTICES OF BOOKS 


Diseases of the Air and Food Passages 


of Foreign Body Origin. By CHEVALIER JACKSON, 
A. B., M. D., Sc. D., F. A. C. S., LL. D., Professor 
of Bronchoscopy and Esophagoscopy, Temple 
University; and CHEVALIER L. JACKSON, A. B., 
M. D., M. Sc. (Med.), F. A. C. S., Professor of Clinical 
Bronchoscopy and Esophagoscopy, Temple Uni- 
versity. London: W. B. Saunders Co., Ltd. 1936. 
Pp. 969. 52s. 6d. 


A SENTENCE in this book may properly be quoted 
in full to explain why for so long a period the 
Chevalier Jacksons, father and son, have had some- 
thing like a monopoly of one branch of medical 
practice. They write :— 

One of the most impressive things shown by the case 

histories of the earlier days of the bronchoscopic clinic 
is the fact that there existed in the mind of the practi- 
tioner, in regard to foreign bodies in the air passages, a 
curious misconception of the symptomatology, and no 
conception at all of the diagnosis. The reason for this 
state of affairs was that cases of foreign body had been 
placed among the curiosities of medicine, to be discovered 
at autopsy ; whereas the presence of a foreign body should 
be considered a possibility to be excluded in every patient 
with pulmonary symptoms, acute or chronic.“ 
The state of affairs set out in these clear terms still 
exists in large measure. A mere glance at this book 
is enough to appreciate its size and significance ; 
a little study will reveal that the 969 pages are filled 
with details of vital importance. 

No surgical operation is so satisfactory as that for 
removal of a foreign body in the air or food passages ; 
it restores to complete health a life that would other- 
wise be lost. But while few are likely to possess the 
equipment to carry out the difficult procedures 
described, it should be within the power of most 
to learn to recognise the signs and symptoms due to a 
foreign body. Not many practitioners, for instance, 
could interpret the physical or radiographical signs 
of a vegetable foreign body; after reading this book 
they will be in a position to make the diagnosis with 
expedition. Although the book is big, no space is 
wasted. <A description of the etiology, pathology, 
symptomatology, and treatment of foreign bodies is 
followed by a tabulation of all the objects dealt with. 
It would be difficult to think of any object that is not 
mentioned, from teeth to tonsils, nuts to needles, 
and coins to coal. 

When it is realised that the extraction of foreign 
bodies represents but a small proportion of the work 
carried out in the Jacksons’ clinic, the vastness of 


(Continued from previous page) 


having been published up to 1933. With the increas- 
ing interest in these tumours, however, it seemed 
likely that many more would appear in the literature 
before long. | 

The case was discussed and some difference of 
opinion expressed as to whether or not the patient’s 
voice had changed as a result of the removal of the 
tumour. A number of speakers thought that a 
change in the voice was hardly to be expected in 
view of the largely cartilaginous structure of the 
larynx. Cases had been reported, however, with 
definite statement that the voice had altered its 
character, 


Mr. T. F. Topp (Manchester) showed a specimen of 
an early chorion epithelioma. 


their experience is apparent. Apart from the 
saving of life, valuable stores have been added to 
our knowledge of the mechanism of pathological 
processes in the lungs. Medicine owes a debt of 
gratitude to the authors. 


Statistical Methods for Research Workers 


Sixth edition. By R. A. FisHEr, Sc. D., F. R. S., 
Galton Professor, University of London. Edin- 
burgh and London: Oliver and Boyd. 1936. 
Pp. 339. 165s. 


No very extensive changes have been made in 
Prof. Fisher’s vade mecum. Perhaps the most 
important is an extension in the table of the distri- 
bution of z, for making various tests of significance, 
provided by Dr. W. E. Deming. Attention has also 
been called to a formula for the sampling error of 
values estimated by regression, and to an extended use 
of successive summation in fitting polynomials. A 
reference in the preface to a new Section 15-1 is a 
slip ; it should read Example 15-1 which appears on 


page 111. 
The statistically frail may well find the path the 


author follows too thorny for their liking, and cer- 


tainly it cannot be denied that the road winds 
upwards to the very end. But one may say (un- 
daunted by mixed metaphors) that the proof of the 
pudding lies not only in the eating but in the diner’s 
demand for more. And of that there is clearly no 
doubt, for six editions have been called for since the 
book’s first appearance in 1925. 


Recent Advances in Radiology 


Second edition. By PETER KERLEY, M.D., B. Ch. 
(N. U. I.), D.M.R.E. Camb., Assistant Radiologist, 
Westminster Hospital; Radiologist, the Royal 
Hospital for Diseases of the Chest. London: 
J. and A. Churchill Ltd. 1936. Pp. 322. 158. 


THis member of the Recent Advances series 
does not conform to the pattern on which most of 
them have been planned; it resembles rather a 
text-book on radiology. In the second edition many 
alterations have been made. The diagnostic aspect 
of radiology is more fully described, and the section 
on therapy has been omitted altogether. 

Fractures are reviewed only briefly, certain special 
sites alone being considered. Diseases of the bones 
and joints are more fully described, and the chapter 
on deformities and diseases of the skull contains 
much useful information. In the description of 
cardiac lesions the author demonstrates the value 
of radiology, but the reader is left wondering whether 
it is really possible to make a diagnosis so confidently 
on radiological findings alone. A large section of 
the book is devoted to diseases of the lungs. A curious 
error occurs on the first page of this section. The 
author notes that the side of the film away from the 
patient is less dense than the other side, and deduces 
from this that every ray passing through the chest 
is absorbed, and that every structure in the chest 
must therefore cast a shadow. The explanation 
generally accepted is that the first layer of emulsion 
absorbs a certain amount of the rays and in conse- 
quence less radiation reaches the distal layer, which 
is therefore less blackened. This would occur even 
if no tissue was interposed between the tube and 
the film. Even if every ray was absorbed, it would 
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not necessarily follow 
cast a shadow. 


In the description of lesions of the alimentary 


tract, some statements are difficult to reconcile with 
the title of the book. For example, in discussing the 
diagnosis of ulcer of the stomach considerable impor- 
tance is still placed on the so-called indirect signs. 
The impression is conveyed that gastric stasis together 
‘with initial hyperperistalsis is of value in the diag- 
nosis of a gastric ulcer ; in most centres the diagnosis 
of ulcer is now made only when the crater is seen, 


and indirect signs are regarded as of little or no 
value. 


The statement that in many cases spasm of 
the pars. pylorica and carcinoma cannot be differen- 
tiated will certainly be disputed. The author states 
that a six hours residue is evidence of a pathological 
condition, without mentioning the possibility that a 
severe headache or faintness may be the explanation 
of the stasis. . - 5 2 

The reproductions throughout the book are good, 
but the inexperienced reader looking at photo- 
graph 144 may be misled by the fact that the lesion 
of the upper part of the body of the stomach is 
referred to simply as an ulcer, no explanation being 


given of the resemblance to carcinoma. This is 


unfortunate in view of the fact that the book will 
be widely read by students as well as by their seniors. 


There is much useful information in this book, 


although some recent developments, such as arterio- 
graphy and tomography, are not included in it. 


Animal Micrology 


Fourth revised edition. By MICHAEL. F. GUYER, 
Professor of Zoology in the University of Wisconsin. 
London: Cambridge University Press. .1936. 
Pp. 331. lls. 6d. > 


Tus is the fourth edition of a book which has been 
deservedly popular among beginners in microscopic 
work in America for the past thirty years. It deals 
with every aspect of microscopic technique in a 
manner suitable for those who. have had little 
experience. Every step in the use of a method is 


described clearly ‘and possible difficulties which 


beginners might encounter are anticipated in advance. 
Teachers will also find it of great assistance in so far 
as they are told the best material to use for the 
illustration of different micro-structures. The new 
edition. contains an extra chapter on the recently 
developed dioxan method by which material can be 
transferred from a watery fixative to paraffin, without 
the intermediate alcohols and clearing agents, thereby 
avoiding much shrinkage and distortion. = 


Dental Material, Pharmacology and Thera- 
peutics 

By Watter J. DNG, M.B., B. Ch. Aberd., 
Professor of Pharmacology and General Thera- 
peutics, School of Dental Surgery, University 
of Liverpool; and Samvurt HALLAu, L. D. S. 
R. C. S. Eng., Hon. Dental Surgeon, Liverpool 
Royal Infirmary. London: Cassell and Co., Ltd. 
1936. Pp. 328. 10s. 6d. 


Tis should prove a useful book to both students 
and practitioners. It contains all. the information 


about drugs used in dentistry and their action which 


any dentist is likely to require. This is not to say 
that all the statements therein will meet with general 
approval. For example, the authors demand the 
abandonment of arsenic as a devitalising agent for 
the pulp and of turpentine as a hemostatic. Many 
practitioners still find arsenic of value, and it may be 


| NEW INVENTIONS 


that every structure would: 


culties are overcome in a 


of stainless steel, which can 


automatically at any desired 


[Do. 6, 1936 
doubted whether, properly employed, it leads to any 


objectionable sequel. It is true that there do not 


appear to be rational grounds for the use of turpentine 
as a styptic, but none the less it often appears to be 
effective. On the other hand, liquor ferri perchloridiis 
mentioned, though with the caution that it should 
be used sparingly; this drug should have no place 
whatever in dental practice. Useful sections are 
those on the general treatment ‘of poisoning and on 
the Dangerous Drugs Acts as they affect the dental 
profession. 5 


NEW INVENTIONS 


A UNIVERSAL SPLINT 


THE usefulness of the Thomas splint is often 
minimised in practice by the fact that an extensive 
range of different sizes for varying patients must 
always be kept on hand. Often the correct. size 
cannot be obtained just when it is wanted; moreover 
these appliances are bulky i 
things to store. These diff- 


„new universal -splint ” made 
to my suggestions. 
This is adjustable for (1) 
size of ring, and (2) length. 
Consequently it is universal 
in its application as the same 
splint can be used for a child 
or a man. The ring is an 
arrangement of two curved 
flat and slotted springs made 


FULLY 


EXPANDED 


be made larger or smaller in — - 
circumference in a momen 
and quickly fixed at any. 
desired size.. The side mem- 
bers consist of steel tubes 
with telescopic rods, which 
can be lengthened by merely 
pulling on the foot end. of 
the ‘splint and which lock 


position, and they. can be 
equally easily shortened. : For 
padding on the ring Dunlopillo 
sponge rubber is used in 
ample section to fit the steel 
spring of the ring, which can 
be fixed thereto by a piece of 
strapping if desired. This gives 
comfortable padding. It is 
supplied in a ring to fit 
the largest diameter and can be cut to the size 
required. Mig, = ae Se A „ is 
This appliance fills a long-felt want, since hospitals, 
ambulance stations, &c., need now carry only small 
stocks. It is also very useful in private practice, 
and its portability should appeal to the medical 
services of the Army, Navy, and Air Force. It 
weighs only 3 lb. and when collapsed to its smallest 
size measures 23 in. long by 6 in. ring diameter. 
I have tried it in a number of cases, both for adults 
and children, and it works perfectly. It is easy to 
manipulate, is quite rigid and strong, and provides 
all the various sizes met with in practice. 

I am indebted to the manufacturers, Messrs. 
Chas. F. Thackray Ltd., Leeds; for the able manner 


in which they have carried out my suggestions. 


7% A. G. ORD, F.R.C.S. Edin., de . 
Hon. Surgeon i/o Orthopedics, Royal Portsmouth Hospital. 


THE LANOET] 


THE LANCET 


LONDON: SATURDAY, DECEMBER 5, 1936 


CHEMOTHERAPY OF STREPTOCOCCAL 
INFECTIONS 


ONLY fourteen months have passed since the 
first announcement in this country that a specific 
remedy had been found for acute streptococcal 
infections. The original German experimental 
evidence has since been confirmed in France and 
in England, and the first English series of cases 
successfully treated with Prontosil was recorded 
in this journal on June 6th. To-day we publish a 
further clinical report by Dr. LEONARD CoLEBROOK 
and Dr. Mave Kenny, which extends their first 
findings and reinfarces their original conclusion, 
and also a paper, in which Dr. CoLEBROOK col- 
laborates with Dr. G. H. BUTTLE and Dr. R. A. Q. 
O’Mzara, describing observations that seem at 
last to reveal how this remedy works. 


It will be remembered ‘that although the action 
of prontosil in experimental mouse infections 
appeared on the face of it to be bactericidal, no 
sufficient action of this kind was demonstrable 
in vitro, either in plain mixtures with bacteria or 
in the presence of fresh blood with its leucocytes. 
The clue to the explanation of this contradiction 
was provided by TREFOUEL, Nirt1, and Bovet, 
who found that para-aminobenzenesulphonamide, 
a substance closely related to prontosil and simpler 
in constitution, was equally curative of strepto- 
coccal infection in mice, and who suggested that 
this substance is formed from prontosil in the 
body. The paper that we now publish deals with 
the resumption of in-vitro experiments in the light 
of this hypothesis“ sulphonamide,” as this sub- 
stance is more conveniently termed, being used 
in place of prontosil. Even so, purely negative 
results might have followed had ordinary methods 
been used, but what has emerged is that if an 
extremely small inoculum of streptococci is intro- 
duced, sulphonamide destroys them in blood even 
when present in so low a concentration as, for 
example, 1 in 18,000. This method of test is 
not only legitimate in this connexion but distinctly 
appropriate, since the actual number of strepto- 
cocci in the blood in septicemia is small, not often 
exceeding some hundreds per cubic centimetre. 
Sulphonamide is therefore capable of destroying 
streptococci in blood, provided their numbers are 

small, even in extreme dilutions such as are 
produced by medication in vivo, although con- 
centrations over a hundred times greater are 
powerless to attack undiluted culture under the 
most favourable in-vitro conditions. Whether so 
great a degree of dependence for bactericidal effect 
on the numbers of bacteria concerned is a unique 


1 Compt. rend. Soc. de biol., 1935, cxx., 756. 
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property of this substance we do not know, 
although variations similar in effect but of lesser 
degree have been demonstrated for other germi- 
cides ; this aspect of the subject merits further 
comparative study. In any case the fact remains 
that the curative action of prontosil and sulphon- 
amide is now explained as a directly bactericidal 
one, and at a time when successive disappoint- 
ments with a score of antiseptics had led most 
people to conclude that the disinfection of the 
blood stream in septicemia is by nature a complete 
impossibility, we can now rejoice that this result 
has been unmistakably secured. So complete a 
reversal of expectation is extraordinary ; that the 
remedy is one that can be given by the mouth, 
and may conceivably be found to act sufficiently 
when given only in this way, instead of by some 
troublesome parenteral route, is almost more 
remarkable still. 


The fresh clinical evidence is as conclusive as it 
could be, to the extent that every one of the 
26 treated cases of puerperal sepsis recovered, 
including 6 with septicemia. To the very hearten- 
ing conclusion suggested by these results there is 
the possible objection that a natural decline 
in the mortality of this disease may be in progress. 
Of this interesting possibility the evidence is not 
conclusive, and only the most rigid sceptic would 
refuse a substantial share of the credit for this 
unbroken series of recoveries to the new treatment 
used. The actual system of medication consisted of 
giving prontosil, in doses varying with the severity 
of the illness, .both intramuscularly and by the 
mouth. A further series is to be treated with 
sulphonamide, which can only be given by the 
mouth; presumably this will be unaccompanied 
by intramuscular prontosil, since with that addi- 
tion the comparison would be inconclusive. 


Although much remains to be done in dis- 
covering the capacity and limitations of these 
remedies, it has become an imperative duty to 
employ them not only in puerperal fever, but 
also in other severe forms of streptococcal infection. 
Those who may be unprepared to accept this 
statement will perhaps go at least as far as to 
treat alternate cases, using serum either in all 
(if they still believe in it sufficiently) or only in 
the remainder. That the treatment of such cases 
has hitherto been generally fruitless is beyond 
dispute, and it is more than possible that pron- 
tosil or sulphonamide may introduce the depend- 
ability of therapeutic effect that has hitherto been 
lacking. Nor need the exploration confine itself 
to the gravely ill patient; we have yet to hear 
what these substances will do for streptococcal 
tonsillitis or scarlet fever. Another sphere not to 
be forgotten is that of prophylaxis. The parturient 
woman is not the only type of patient in whom 
streptococcal infection is to be feared within a 
period limited to days. There is usually no 
reluctance to exploit a successful new remedy ; 
the eventual tendency is rather to extend its 
application beyond the bounds of its capacity. 
Here is a field in which we may at least hope that 
those bounds have not yet been approached. 
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PREPARATION FOR AIR-RAIDS 


On p. 1355 will be found a report of a gathering 


of medical men and women met to consider their 
position in regard to attack by hostile aircraft. 
It was not a large gathering but it represented 

many shades of political thought and it was 

‘unanimous on one thing—the need for the medical 
Profession to study the natural history of aerial 
warfare in its relation to human suffering and to 
formulate its own programme for the alleviation 
‘of this suffering. And the practical outcome of 
the meeting was an invitation to the British 
Medical Association to organise such an inquiry 
as a part of its service for the common weal in the 
same way as it had instituted an inquiry into the 
nutrition of the people and the proper ration for 
the maintenance of health and efficiency. The 
meeting was fully enough informed of the nature 
of the risks that would be run by an urban popula- 
tion in an attack from the air with modern equip- 
ment of high explosive, incendiary bomb, and 
poison gas to feel strongly that they should be 
studied with the same scientific precision as any 
other devastating disease. Only if this were done 
would medicine be able to take its share whether 
in prevention or treatment. 

Those of us who accept this suggestion may do 
so on two different grounds, and it is right that 
the difference should be recognised. The majority 
of those attending the meeting believed, with good 
reason, that the public does not understand the 
probable effects of attacks on great cities from the 
air; that it relies unduly on such armour as the 
gas-mask and the gas-proof room; and that the 
Government, seeking above all things the preserva- 
tion of order during emergency, is not being frank 
about the inadequacy of the provisions it can 
make in advance. Those who hold this view are 
anxious that an independent body, whose views 
carry weight, shall undertake an inquiry that will 
reveal the truth to people now in ignorance of it. 
Some of them feel that a full realisation of this 


truth would make the public more concerned to 


consider whether war is necessary and what can 
be done to get rid of its probable causes—imme- 
diate and remote. The other group who would 
like the B.M.A. to appoint a committee of investi- 
gation do so because they believe doctors to be 
vitally concerned in the management of the war 
disease, once it has broken out. A scientific body, 
they say, will find it easier than a government 
department to study all the implications of warfare 
on a civilian population. The profession, in fact, 
will become more useful to the government and 
to the people if it is better informed of the facts 
—including those not given in the official hand- 
books. Thus the proposal that “‘ medicine should 
take its share in prevention and treatment means 
different things to different people. Some of us 
hope that a scientific committee could still do 
something effective in the prevention of war; 
others look upon it merely as a means of preventing 
unnecessary casualties when the war has come. 
Generally speaking, immediate measures of 
prevention are less effective than long-term policies ; 


and they do not always serve the intended purpose. 
Our grandfathers shut their windows on cold 
nights to stave off tuberculosis, and during the 
past few years we have watched the men and 


women of central Europe trying to save them- 


selves from destruction by similarly unsound means. 
In capital after capital the inhabitants. have been 
persuaded to buy gas-masks and discipline their 
families against the peril of attack by neigh- 
bouring nations; and.as they have gradually 
come to think this terrible danger inevitable they 
have been persuaded to tolerate greater and 
greater armaments that menace these neighbours 
in their turn. Gas-masks and defensive prepara- 
tion for aerial attack have done much to accustom 
the people of Europe to the idea that war is coming 
soon; and the fever of preparation has infected 
this country. What then is there left for medicine 
to prevent? What is the special function of the 
medical man in these circumstances ? As a citizen 
itis presumably his duty to help in the govern- 
ment’s plan for minimising the effect of war; and 
if he really knows more than the Home Office 


does about the action of the latest gases, the 


evacuation and feeding of refugees, the safeguarding 
of water-supplies, or the quenching of fires, he 
should make his knowledge available by issuing 
reports or by other suitable means. But members 
of our profession also have another duty. By 
occupation we are extra-national; in working 


hours at least our duty is not towards any par- 


ticular. country but towards mankind; and our 


pride is to discover facts and face them. To many 


this will seem a higher loyalty than that of 
citizenship—should the two conflict. The pro- 
fession, as such, owes no allegiance to governments 
or government departments, and membership of 
it obliges us to state, and act upon, the truth as 
we see it. | 


MEDICAL BENEFIT FOR THE ADOLESCENT 


Tue Krne’s Speech on Nov. 3rd contained an 
assurance that legislation would be introduced to 
provide medical care for young persons who had 
left school and entered employment, and it is 
anticipated that the result of the extension will 
be to bring into medical benefit some 700,000 
persons. The Insurance Acts Committee is already 
discussing with the Ministry of Health the terms 
on which medical benefit shall be provided for 
those people between school-leaving age and 
16 years. We learn that the Ministry justifies 
the suggestion of a capitation fee of less than 9s. 
on the grounds (1) that, as there will be no sickness 
benefit, there will also be no medical certification, 
(2) that the amount of medical attention required 
will be less than for the average insured person, 
the stage of childish infections having passed, and 
that of adult illness (for example, tuberculosis) not 
having been reached. The first ground seems to 
us of doubtful validity. Insured persons who 
have passed the age of 65 years do not require 
certificates, their title to sickness or disablement 
benefit having ceased, but there is no reduction 
in the capitation fee in respect of them. The 


THE LAN OET] 


second ground is frankly contrary to public policy. 
Admittedly the illnesses of adult life are unlikely 
to occur, but it is precisely this period in which the 
seeds of them are laid. The transition from school 
life to industrial life is sharp. School meals being 
no longer available, alimentary errors begin to 
arise and need correction. Instead of enjoying a 
long mid-day break, two free days a week, and 
many weeks of holiday in the year, the apprentice 
may be working longer hours by day and attending 
continuation school by night with only the 
Saturday afternoon and Sunday to himself, and 
he is lucky if he gets a week’s holiday in his first 
year of employment. These new demands require 
a readjustment of body and mind, and even if 
actual illness during this period is less frequent, 
of which we should require statistical evidence, 
there must be many occasions, particularly among 
the girls, when the doctor’s help is needed. 

We understand that the Insurance Acts Committee 
will, if the Ministry persists in its proposal to cut 
the rate for adolescents, summon an emergency 
conference of local medical and panel committees. 
We hardly think it will come to that, for the 
Ministry of Health would have no support from 
the public in saving money at just that period of 
life when preventive care would have the most 
effect. Has the Minister forgotten that the National 
Insurance Act of 1911 was an Act to provide 
for insurance against loss of health and for the 
prevention and cure of sickness ” ? 


A DIRECTORY OF WATER 


THE water-supply attracts little public attention, 
except when drought has given rise to a shortage 
of water or to a fear of shortage. There are in this 
country 1011 bodies with statutory powers, general 
or special, for supplying water, and some 1080 
companies and persons are supplying water without 
such powers. The Duke of NorFo Lk, for instance, 
provides the town of Arundel, which lies under 
the shelter of his castle with its domestic supply. 
This and much more can be learned from the 
magnificent directory! produced by the British 
Waterworks Association which contains a com- 
prehensive survey of water resources based on 
answers to.a questionnaire sent to all the bodies 
responsible for supplying it. It even includes 
information about water undertakings at such 
distant places as Capetown, Singapore, and 
Penang; at the last-named junks and tong-kangs 
>an get a thousand gallons for 80 cents, whilst 
other vessels pay $1.10. The response to inquiry 
1as no doubt not been equally complete every- 
where, but one can open the book with a good 
10pe of finding at least the date of establishment 
f a particular supplying body, its powers and 
imitations, the conditions and charges to house- 
1olders and special users, as well as the source 
nd character of the supply, whether hard or soft, 
nd the means of storage and purification. The 


2 British Waterworks Directory with Statistical Tables. Fifth 
dition. General editor: G. P. Warner Terry, Barrister-at-Law, 
gsoc. Surv. Inst., F. S. S.; assistant editor: Leonard W. F. 
fillis, B.Sc. (Econ.), F.S.S. British Waterworks Association, 
, cooperation with the Ministry of Health. 1936. Pp. 734. £1 18. 
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practice of water undertakings in charging for 
non-domestic supplies varies. In many places 
pharmacists are charged extra, in some cases 
specifically for bottle-washing ; in a few, surgeries 
are specially rated. Varying rates are charged for 
horses and cattle per head, whilst one authority 
is so astute as to increase the charge for places of 
worship by 2s. 6d. for baptistries. An emigrant to 
Auckland, New Zealand, may be relieved to find 
that he need not take his base-exchange softener 
with him since the water is of only 1-1 degrees 
temporary and 2-3 permanent hardness on Clark’s 
scale. Some informants seem to have gone astray ; 
it seems unlikely, for instance, that Ipswich water 
contains only 22-4 grains of temporary and 6:1 of 
permanent hardness per 1000 gallons, when it 
comes from borings in the chalk. 


A new and important feature of this edition of 
the directory is the information about the chemical 
and bacteriological character of many supplies 
given in response to a questionnaire drawn up by 
the late Sir ALEXANDER Hovston and his suc- 
cessor, Lieut.-Colonel C. H. H. HAROLDp. Here 
Hovuston’s influence is shown in the coloured 
paper chosen so that this part may be referred to 
readily. While some authorities reduce the value of 
the analytical data supplied by omitting the number 


of samples examined or the period over which 


they are collected, the mass of data is very valuable. 
It includes such things as pH value, conductivity 
(unit undefined), plumbo-solvency, cupro-solvency, 
and iron content; many authorities are to be 
congratulated on the candour with which they 
have admitted the ability of their water to 
dissolve lead. A health resort notes considerable 
variation in the character of its water from all 
sources during the year, but does not supply any 
bacteriological data although the chemical data 
suggest that the water is of fairly high purity 
except from the most doubtful of three sources. 
The water from boreholes in Colchester contains 
30 parts of chlorions per 100,000, and when 
diluted down with spring water the proportion is 
still about 21 parts. The volume should interest 
not only those whose business it is to supply 
water but all who are contemplating residence or 
industrial undertaking in districts of which they 
have little personal knowledge. Mr. W. TEBRY 
and his co-editor are to be congratulated on this 
monumental work ; its weight (4 lb. 7 oz.) may be 
taken as symbolical of its value. 


WE regret to learn the death at Hereford, in his 
eighty-third year, of Dr. Theodore Cash, F. R. S., 
emeritus professor of materia medica in the University 
of Aberdeen. 

Dr. E. H. Kettle, F. R. S., director of the depart- 
ment of pathology at the British Postgraduate 
Medical School, professor of pathology in London 
University, and consulting pathologist to St. Bar- 
tholomew’s Hospital, died in the early morning of 


Tuesday, Dec. Ist. 


WARNEFORD HOSPITAL, LEAMINGTON.—The com- 
mittee of this hospital has been promised an anony- 
mous gift of £10,000 towards the new maternity block 
scheme. 
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ANNOTATIONS - 


CLINICAL RESEARCH AT CAMBRIDGE 


THE plans outlined in our issue of June 27th have 
taken shape, and Cambridge has now a school of 
clinical research in active being. It is called the 
Department of Medicine and its director is Dr. John 
Ryle, the regius professor of physic. Working with 
him already are a whole-time assistant director of 
research (Dr. J. F. Brock) and four whole-time 
Elmore research students. The staff of Adden- 
brooke’s Hospital have given cordial coöperation and 
they: help to complete the unit. For purposes of 
record, investigation, and following-up of cases they 
have put all the medical beds of the hospital at the 
Department’s disposal, while six beds have been set 
aside for the director and assistant director to be 
used more particularly for research. Laboratories 
have been provided and equipped in the University 
department of pathology which is near at hand, and 
the goodwill being shown by workers in other 
branches of science promises to bring about liaisons 
that will further the interests of clinical and corre- 
lative research. In the beginning now made there is 
good reason for confidence and congratulation. 


DURATION OF VOLUNTARY APNCEA IN 
| THYROTOXICOSIS | 


‘Some years ago an observant. anesthetist in 
America noticed that severely thyrotoxic patients 
‘were unusally apt to become cyanosed under gas-and- 
oxygen anesthesia; they were intolerant of the 
slightest withdrawal of oxygen. Such patients with- 
stood thyroidectomy badly, and so often died after- 
wards that the occurrence of this cyanosis came to 
be taken as an indication for abandoning the opera- 
tion. The anzsthetist also noticed that these patients 
could not hold their breath for anything like the 
normal length of time. His son, a surgeon, has since 
investigated this phenomenon systematically.: With 
a stopwatch he measures the time for which a patient, 
after a little practice, can hold her breath, (a) follow- 
ing a full inspiration, and (5) following a full expira- 


tion. In general, he finds that these times are reduced 


in thyrotoxicosis, but the figures obtained in large 
series of normal people show such a wide range of 
variation 28 that a single observation on a thyro- 
toxic patient gives little indication of the extent to 
which that patient has departed from her own normal. 
The ratio of the two times, however, may be more 
significant. An index, obtained by dividing (a) by 
(b), lies in normal people between 1-8 and 2, but in 
most thyrotoxic patients at a lower level, from 1-7 
down almost to 1. It does not bear a close or direct 
relation to the basal metabolic rate or the vital 
capacity, but a rather elaborate analysis of 178 
observations on 111 patients has convinced Dr. 
Bartlett that it does reflect the severity of the thyro- 
toxicosis and the fitness of the patient to undergo 
operation. He finds it of help in deciding between 
single-stage and two-stage thyroidectomy in fairly 
severe cases which remain severe in spite of pre- 
liminary medical treatment: an index of 1-7 or over 
encourages him to perform a single operation, while 
one of 1-5 or less means that a fairly sharp 
post-operative reaction is likely even after a hemi- 


COO a a SS 

t Bartlett, W., jun.: Surg., Gyn., and Obst., November, 

36, p. 576. - 

191 Wittich, F., and Polczak, J.: Amer. Rev. Tuberc., 1926, 

ae abit C., and Lees, H.: Amer. Jour. Physiol., 1929, 
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thyroidectomy. After such a first-stage operation, he 
waits till the index has risen before undertaking the 
second stage. 

Dr. Bartlett has been unable to elucidate the 
physiological basis for these changes in breath-holding 
capacity, which is scarcely to be wondered at, for 
the factors involved, psychological as well as physio- 
logical, must be numerous. He has also to segregate 
a small group of thyrotoxic patients, usually those 
who in health had had some special physical training, 
whose indices lie well above 2 when they are ill and 
approach 2 again as they improve. But if the test 
is empirical, it need not on that account be without 
value: Dr. Bartlett adds it to our recognised clinical 
criteria in thyrotoxicosis, hoping thereby to assess 
more completely the dissimilar facets of this 
many-sided disease.“ It has, at least, the virtue of 
simplicity. : 

HOSPITAL WAITING-LISTS 

THE publication by the Central Bureau of Hospital 
Information of a memorandum containing particulars 
of the waiting-lists of provincial hospitals raises the 


question whether the conditions differ in any consider- 


able degree from those prevailing in London. The 
accessibility of London hospitals probably in- 
creases the figures by a certain amount of duplica- 
tion, as the patient failing to gain admission at one 
hospital may go or even be sent by the family doctor 
to another and the name is not removed from the 
waiting-list of the first hospital. In addition the 
readier use of the out-patient department may 
lead to a larger number of patients being entered 
for admission for investigation, especially to hospitals 
with medical schools. The admirable out-patient 
time-table of which a new edition has just been 
issued by King Edward’s Hospital Fund greatly 
facilitates the work of the general practitioners. 
The growth of out-patient departments connected 
with the L.C.C. hospitals suggests that the issue ofa 
combined time-table may soon be needed by doctors, 
especially when their patients have been in L. C. C. 
hospitals. 

It will be seen that in the provinces the status and 
prestige of the municipal hospital undoubtedly have 
to be taken into account in connexion with the 
waiting-lists of the voluntary hospitals. The memo- 
randum issued by the Bureau is suggestive on this 
point, as a most welcome departure has been taken 
from the usual procedure followed in making its 
returns by the publication of the names of the 
hospitals. Broadly speaking the municipal hospitals 
which have been transferred to the public health 
committee are more readily recommended by the 
general practitioner and held in higher esteem by the 
patients than those still under public assistance 
committees. At the same time particulars given 
in a memorandum of this kind must be considered 
with caution as it is impossible to record all the local 
conditions. Cardiff Royal Infirmary, for example, 
has the highest number of cases per bed on the 
waiting-list. The aggregate shows an increase of 
more than 50 per cent. on the previous year. This 
was due to an appreciable extent, though the fact 
does not come within the purview of the memorandum, 
to almost continuous outbreaks of infectious disease 
which necessitated the closing of wards over con- 
siderable periods. Nevertheless the waiting-lists of 
Blackburn Royal Infirmary and the East Suffolk 
and Ipswich which suffered in the same way do not 
show any analogous increase, The figures, which 
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in all cases relate to June 30th, show an increase 
of nearly 50 per cent. at the Leeds General Infirmary, 
although the annual report recorded that during 
1935 there had been a decrease of 164. The figures 
relating to the two general hospitals in Sheffield do 
not show any appreciable effect of the arrangement 
whereby five hundred patients may be transferred 
annually from their waiting-list to the City General 
Hospital, The memorandum records the increase 
of accommodation between 1931 and 1936, which for 
a time after it has been made, as in the case of 
Leicester Royal Infirmary, leads to a decrease but 
supply also seems to increase the demand. 

An uncertain factor in the figures is the extent to 
which they are kept up to date and the remarks ” 
show that the practice in making inquiries about the 
continuance of the patient’s need for admission 
varies a good deal in different hospitals. Fifteen 
hospitals on the list having over 200 beds supplied 
partioulars of the type of cases on the waiting-lists. 
This is clearly an item in which it is difficult to secure 
uniformity of classification and that probably accounts 
for gynzcological being only 3 per cent. of the total 
while under that heading Cambridge with 22 per 
cent. and Oxford with 12 per cent. are far in excess 
of all the others. Whatever doubt there may be 
about details in this memorandum its publication is 
further evidence of the concern which the authorities 
of voluntary hospitals are displaying about their 
waiting-lists. It may be true but is not useful 
to point out that the local authorities are under 
a legal obligation to provide for these patients. 
Logically a patient has as much right to a choice of 
hospital as he has to a choice of doctor. Moreover 
it is essential for his welfare that he should be able 
to go to a hospital in which he has confidence. Clearly 
means must be found by which the voluntary hospitals 
can extend and maintain their accommodation. 


AN ISLAND COMMUNITY 


THE total population of Iceland is 114,000, nearly 
a third of the total being concentrated in Reykjavik. 
We have pointed out more than once ! the promising 
field for epidemiological study presented by such a 
natural self-contained community. The report for 
19347 has 152 closely printed pages and a 5-page 
summary in English for readers unfamiliar with 
Icelandic. The climatic conditions of the year under 
review were unstable and unfavourable, the rainfall 
being 32 per cent. above the average. Outbreaks of 
diphtheria are combated in Iceland by free immunisa- 
tion of all susceptible school-children. Schick tests 
have shown that only about 10 per cent. of children 
between the ages of 8 and 13 are Schick-negative. 
The Schick-positive reactors are immunised by two 
injections three weeks apart; most of these children 
were given alum-toxoid, but some were given Ramon’s 
anatoxin. Re-testing of the children about a week 
after immunisation suggested that the alum-toxoid 
was more effective than Ramon’s anatoxin. There 
has of late been a considerable decline in the tubercu- 
losis death-rate ; in 1924 it was about 0-2 per cent. 
of the whole population, whereas in 1934 it was 
down to 0-14 per cent. For the first time in many 
years tuberculosis has ceased to head the list of 
causes of death. In the year under review, old age 
came first with 170 deaths, followed by tuberculosis 
of all forms with 165 deaths, cancer came third with 
148 deaths, and pneumonia fourth with 137 deaths. 
All the other causes of death in 1934 ran to two 
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figures only. Leprosy continues to decline; in 1925 
there were 50, lepers alive, and in 1934 only 31. But 
it should be noted that in this year the diagnosis 
was made for the first time in three cases. Hydatid 
disease is also declining, and in 1934 there were only 
16 live cases, whereas the corresponding figure for 
1925 was 50. The percentage distribution of cancer 
was as follows: stomach 43-2, breast 12-2, esophagus 
6-8, uterus 4-7, other organs 33-1 per cent. Medical 
school inspection is compulsory at the beginning of 
each session, special attention being paid to the 
discovery of tuberculosis. Infant mortality was 
5-29, a little over the previous five-year average ; 
it is noteworthy that only about 10 per cent. of the 
infants did not enjoy whole or partial breast-feeding. 


TIME, SIDEREAL AND BIOLOGICAL 


Ir is often difficult to fix the proper limits of 
scientific imagination. Most scientific writings have 
too little: there is plenty in M. du Noiiy’s boo k, 1 and it 
is based on a wealth of carefully ascertained facts. 
It makes therefore rather unusual reading and rather 
more interesting than is common. After some 
generalities and a curious excursus into Landsteiner’s 
work on the specificity of antigens, the author gives 
a detailed personal account of the work on the rate 
of healing of wounds in which he was associated with 
Dr. Carrel, and, in less detail, Carrel’s evidence that 
senility is a function of the organism as a whole and 
that tissues are immortal if they are separated from 
the rest of the body either physically in artificial 
culture or, physiologically in malignant tumours. 
His main fact is that if a child of 10 heals a wound 
of a certain size in 20 days, a man of 20 will take 
31 days, and one of 50 78 days. The sidereal time 
on which our clocks work moves as it were four times 
faster for the man of 50 than for the child, which 
corresponds with the general experience of older 
people. Hence in biology sidereal time does not 
always mean what it says any more than it now has 
its old meaning to philosophical physicists. The 
facts are of course not new: that the tissues of 
young animals grow faster than in old age has been 
a commonplace for a very long time, and if the 
-author had been more of a biologist than a physicist 
he might have drawn much additional information 
from older writers such as Minot or Rubner and 
found in them much of what he has to say. As it is, 
enthusiasm replaces scholarship, and it is a lively 
rather than a profound book. 


SYNTHETIC DYES AND BLADDER TUMOUR 


THE association between the aniline dyes and the 
occurrence of bladder tumours amongst the workers 
has been recognised since 1895. Dr. G. H. Gehrmann, 
medical director to E. L. du Pont de Nemours 
and Company of Wilmington (Del.), recently opened 
a discussion on their etiological connexion.? Bladder 
tumours, Dr. Gehrmann concluded, are caused by long 
exposure (5-25 years) even to low concentrations of 
certain nitro and amino substances which are inter- 
mediate products produced during the manufacture 
of certain dyes; he mentioned aromatic amines, 
such as aniline “a” and “b” naphthylamine, 
benzidine. The tumours may be benign or malignant, 
single or multiple. Early treatment is essential for 
success, and this implies early diagnosis which requires 
periodic cystoscopic examination. Proper methods 
of control in industry would, he felt sure, eliminate 
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the incidence of these tumours. These dyes were 


originally produced only in Germany, but since the 
war they. have been manufactured inoreasingly in 
other countries. In Great Britain manufacture is 
largely, if not entirely, confined to one big 
industrial group in which great precautions against 
exposure aie taken. This makes it unlikely that 
bladder tumours arising from exposure to dye products 
will occur with any frequency ; but the risk is there 
and constant vigilance is required. In human beings 
the earliest signs of tumour growth appear upon the 
trigone, in experimental dogs it is rather the anterior 
wall of the bladder—in either case the most depen- 


- dent surface. This suggests that the carcinogenic 
substances precipitated from the urine in the bladder 


sink to the part where the early lesions first appear. 
These observations may have ea ela Deering upon 
cancer research. 


AMERICAN MEDICAL DIRECTORY 


You cannot get the best out of anything unless 
you know how it works ; and the American Medical 
Directory is no exception to this rule. The new 
edition which is before us 1 is more than a list of 
names of physicians with their addresses; even as 
a list it is admirably complete, and so clearly printed 
that reference is easy. But it requires an intensive 
study of the directions in the contents as well as of 
the foreword before it is discovered what a veritable 
encyclopedia of personal and institutional information 
about the practice of medicine is contained between 
the covers. In the opening section is a history of 
medical schools in the U.S.A., the tale of hospitals 
approved for training residents, a list of medical 
libraries and journals, a list of government officers 
and of the members of special medical societies. In 
the gazetteer of doctors, grouped by States, which 
occupies 1700 pages, it is possible if you know the 
key to the abbreviations to ascertain the following 
things about every entry: full name, year of birth, 
medical college, year of graduation, year of licence, 
membership of any special society, teaching appoint- 
ment in any college; and in cities of more than 
10,000 population is added the street address, botk 


of residence and office, and the hours of consultation. . 


The directory thus answers, if not completely at all 


events in good measure, the questions: Who is any 


physician, anywhere, who wants me or whom I want ? 
Who is the physician who has called me in con- 
sultation! Who is the author of this article in my 
journal? It is no small credit to the organisation of 


.the directory that its vast scope has not imperilled 


the accuracy of the smallest details. 


THEVETIN IN GOITROUS TACHYCARDIA 


Tu sinus tachycardia that in greater or less 
degree is an almost constant symptom of toxic 
goitre has been found to be uninfluenced by digitalis 
preparations ; and the same is true of other tachy- 
cardias of toxic origin—for example, those of infec- 
tions, shock, and hemorrhage. It is therefore 
interesting to have Noble and Clien’s report? that 
thevetin, a glucoside derived from the plant Thevetia 
neriifolia, whose action in many ways resembles 
that of digitalis, produces definite slowing of the 
heart in goitre. In 22 cases with simple tachycardia 
(only one with heart failure) a slowing of 12—70 beats 
per minute was obtained with doses of 3-9 cat units 
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ä of thevetin intravenously, the tests being carried out 


both before and after thyroidectomy. The effect, 
however, was often transient, and it is significant that 
in one severe case in which the heart-rate was 150 
the drug had no slowing effect at all, and the patient 
died in a postoperative crisis, The question here 
arises how far it is: desirable to reduce tachycardia 
by such means. In toxic goitre the metabolic rate 
is usually raised, and this calls for an increased 
circulation rate—a demand that is met by an 
increased rate of beating by the heart. Another 
important consideration is that, apart from heart 
failure, rates up to about 200 do not impair circu- 
latory efficiency but increase the cardiac output.“ 
To reduce a compensatory tachycardia, which is a 


response to an increased circulatory demand, may 


therefore be misguided, and after all perhaps it is 
fortunate that such an effect is not easily obtained 
with ordinary drugs in ordinary doses. Previous 
studies on thevetin ‘ suggest that while it may be 
more potent than digitalis, its toxic effects are in 
proportion.. Apart therefore from the disadvantage 
to the circulation of slowing a compensatory simple 
tachycardia in this condition, there is the objection 
that the drug may directly injure the myocardium 
and so produce abnormal rhythm and varying grades 
of heart-block. 


THE SPANISH SITUATION 


‘Reavers of the letter published in our last issue 
under the heading An Ambulance in Spain have 
asked us to give the address of the Spanish Medical 
Aid Committee which maintains the unit at Grafien. 
We are glad to state again that money or offers of 
help should be sent to this committee at 24, New 
Oxford-street, London, W.C.1. In equally serious 
need of assistance is the Scottish Ambulance Unit 
for Spain which has been in the thick of the battle 
on the Madrid front, and donations for its work will 
be gratefully received by Sir Daniel Stevenson, 
5, Cleveden-road, Glasgow. These are the only two 
bodies that have sent out ambulance units from this 
country to Spain, but medical equipment and stores 
have gone from the Catholic Bishops’ Committee 


for the Relief of Spanish Distress (38, Eccleston- 


square, S.W.1), and it was announced last week that 
the British Red Cross Society had raised about £1150 
towards the work of the International Red Cross. 
In relation to the needs of the Spanish people such 
sums are very small, and we trust that more will 
now be done to show that this country is not entirely 
content to pass by on the other side. In a letter 
to the Relief Committee for Victims of Fascism, 
(1, Litchfield-street, W.C.2) Ralph Bates: the author, 
writes: 

“ It will be hard for English people to realise what a 
Spanish winter is like. They always think of Spain as a 
warm country, whereas its winters are fiercer than any 
you would find, say, in the North of Scotland. Can you 


picture the plight of the wounded on the open plains 


around Madrid, which are as high as the summit of Snow- 
don, and which will be snow-covered at least. until April ? 
The wind on this plain, coming from the ice and snow on 
the Guadarrama and Gredos mountains, is as cold as any 
Siberian east wind. . Bear in mind that the Spanish 
worker, even in peace time, is never able to afford leather 
boots and that he will be fighting throughout the winter 
in thin socks, and in all probability, canvas shoes.” 


Members of the Society of Friends already report a 
desperate need of clothing and of food—especially 
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of milk—among the child refugees. They are colla- 
borating with the Save the Children International 
Union in arranging for the transportation of hundreds 
of children, who were stranded in holiday camps, 
to France or to safer districts of Spain itself, and 
with more funds they would be able to distribute 
clothing and food and undertake further relief as 
may be needed when the winter grows worse. Con- 
tributions to this work may be sent to the Save the 
Children Fund, 20, Gordon-square, W.C.1, or to the 
Friends Service Council, Friends House, Euston- 
road, N. W. I. 


GRANTS FOR RESEARCH 


At the 274th anniversary dinner of the Royal 
Society on Monday last Mr. Neville Chamberlain as 
Chancellor of the Exchequer announced that at the 
request of the Medical Research Council he has 
consented to make a grant of £30,000 a year towards 
the establishment of an institute of chemotherapy. 
He mentioned that Government grants to univer- 
sities and colleges now amount to £2,300,000 a year 
(apart from the British Postgraduate Medical School) 
and grants for civil research proper to £1,660,000. 
Expenditure on research for defence is this year 
£3,800,000, of which a great part will have useful 
effects in many departments of civil life. 

At the anniversary meeting of the Society on 
the same afternoon Sir William Bragg, the president, 
took occasion to refer to the difficulties sometimes 
encountered by young men who are encouraged by 
financial grants to devote the most ingenious years 
of their life to scientific investigation and after 
living on incomes derived from one research trust 
after another sometimes find themselves, through 
no lack of competence, obliged to look in some new 
direction for their living. The man himself, said 


Sir William, must be as much the care of those who 


give him research work to do as is the work they 
set before him. 


FEVER TREATMENT OF GONORRH EEA 


From the Mayo Clinic Stuhler and Popp! report 
their observations on 100 completed cases of gono- 
coccal infection treated by hyperpyrexia. The 
patient is placed on a rolling stretcher in a cabinet, 
known as the Kettering hypertherm, which is elec- 
trically heated. It is found that the rectal tempera- 
ture can be raised to 106° or 107° F. in 60—90 minutes 
and can be kept at this level for 5-12 hours without 
ill effects. The patient is then removed from the 
cabinet, and his temperature returns to normal in 
about 90 minutes. Specially trained nurses and 
constant medical supervision are required for the 
treatment, during which the patient must not be 
left alone. Headache is a relatively common sequel 
but rarely lasts more than an hour. Vomiting is not 
uncommon, owing to the large amount of fluid 
(3—5 litres) imbibed. Tetany develops in only a small 
proportion of cases and can readily be overcome by 
intravenous injection of calcium gluconate with or 
without inhalation of carbon dioxide. Of the 100 


patients, 68 were men and 32 women; 45 had an 


uncomplicated urinary infection, while 55 had some 
complication such as arthritis, prostatitis, urethral 
sinus, peri-urethral abscess, seminal vesiculitis, 
epididymitis, inflammatory disease of the pelvis, 
bartholinitis, pyelitis, or cystitis. The average 
duration of the infection before the fever treatment 
Was three months, and the number of exposures to 
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heat ranged from two to twelve, the average being 
six. Of these 100 patients, it is stated, 92 were 
cured, in an average period of three weeks, and the 
other 8 all showed improvement. 


HARRY PRESTON MEMORIAL FUND 


SıncE the death of Sir Harry Preston the wish 
has been expressed in many quarters that some 
fitting memorial to him should be provided. We 
have received from Lord Decies, chairman of a 
committee formed to give effect to this wish, a 
tribute to Sir Harry which points to his endearing 
qualities and provides excellent arguments for the 
erection to him in Brighton, where his work was 
done, of a tangible and permanent memorial. The 
committee has decided upon the addition of a new 
wing to the Royal Sussex County Hospital, to be 
known as the Harry Preston Wing, and there could 
be no better testimony to Preston’s worth, for his 
name is associated with all the charitable causes of 
the neighbourhood. Indeed, by his own activity, 
he raised some £100,000 for the hospitals, while the 
Royal Sussex Hospital was his special care. We 
learn that to meet the urgent need for building the 
new wing the sum of about £25,000 will be required. 
This may be a large sum, but it is only a quarter 
of the amount that Sir Harry himself raised in his 
lifetime, and the committee feel confident that the 
total should be reached; already many of a vast 
circle of friends in the sporting and theatrical worlds 
have promised support. 


HOSPITAL LIBRARIES IN IRELAND 


By the statutes governing the administration of 
the funds accruing from the Irish Hospitals Sweep- 
stakes the Minister of Local Government in the 
Irish Free State is empowered to make grants for 
the purpose of establishing and maintaining libraries 
in hospitals, The Hospitals Commission, having 
studied the question, recommended that a capital 
sum of £10,000 should be devoted to this end, and 
the Minister, having approved, has invited the 
Associated Hospitals Committee to help him in 
forming a committee of management of the library 
fund, the members of the committee to hold office 
for three years. He suggests that it should be the 
duty of this committee to create public interest in 
and attract support to a hospital library service ; 
to induce hospital authorities to establish libraries 
in their respective hospitals; to make grants of 
books from a central book depôt which would be 
under the management of the committee. The 
grant of £10,000 is to cover three years. When the 
service has been established and extended to all the 
voluntary hospitals and sanatoriums, the committee 
may consider the feasibility of expanding the service 
to meet the needs of patients in the rate-aided 
hospitals and infirmaries. The proposed service 
is to be regarded as experimental in character, and 
its functions should be largely persuasive toward 
the hospital authorities. Our Dublin correspondent 
remarks in comment on this deserving scheme that 
the greatest lack of books is felt in the public 
institutions, the voluntary hospitals being probably 
fairly supplied. 


St. JAMES’s HOSPITAL, BALHAM.—The new nurses’ 
home and the X ray and massage departments at this 
hospital were opened on Nov. 27th by Sir William Collins. 
The new home has accommodation for 43 nurses and 
includes a complete training school. 
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A Series of Signed Articles contributed by invitation 


CXXII. 
PROGNOSIS IN PLASTIC SURGERY 


IN plastic surgery prognosis must often ‘be con- 
sidered in relation to factors other than physical 
results. This branch of surgery is directed towards 
the elimination of a defect or disability, however 
caused, of which the psychological aspect may have 
assumed great importance. Occasionally the improve- 
ment after operation in a patient’s mental outlook 
is even more pronounced than is his physical i improve- 
ment. This is quite explicable when the original 
disability has been of such a nature as to prevent 
the patient from taking his proper part in social 
life. Whether or not the psychological trauma is 
always commensurate with the physical defect is of 
no import; what is of import is that mostly this 
trauma could have been prevented or at least mini- 
mised by early elimination of the physical lesion. 

Patients presenting themselves for repair or recon- 
struction fall into two main classes : 

(1) Those suffering from congenital defect. 

(2) Those suffering from acquired conditions, 
whether as the result of accident or disease. 

In these two main groups the prognosis is 
determined by different factors, and it is therefore 
desirable to consider them ‘Separately. 


Congenital Defects 


The commoner conditions falling in this group 
are: (a) cleft lip and/or palate ; (b) moles and nevi ; 
(c) limb conditions, syndactyly, absence of digits; 
(d) other malformations of face, facial cleft, 
abnormalities of the ear. 


CLEFT LIP AND/OR PALATE 

The two main desiderata in this group are that 
both the appearance and the speech shall be as 
nearly normal as possible. 

Unilateral clefts. Where there is a partial or a 
complete unilateral cleft without involvement of 
the alveolus, it should be possible to reconstruct 
the lip so that at worst there is only a slight incon- 
spicuous vertical scar. The red margin should be 
regular, and should conform to normal contour, and 
it should not be possible for an unskilled observer 
to perceive that the patient has at one time had a 
cleft lip. To obtain a result of this order it is usually 
necessary to undertake a series of operations. The 
first of these takes place between three weeks 
and twelve months, and the others follow at intervals 
of between six months and two years. The primary 
repair is concerned mainly with the restitution of 
continuity of the orbicularis oris and with the reposi- 
tion of the alar base into its correct position. This 
operation may leave some irregularity of the lining 
of the nostril, together with a slight droop of the 
anterior end of the alar margin on the affected side. 
At the same time the mucocutaneous junction may 


be too regular—i.e., it may present an unbroken - 


curve from side to side. Occasionally it is possible 
to eliminate all these defects at the first operation, 
but more frequently it is desirable that they should 
be left for subsequent cure. This series of operation 
should be completed before the child reaches the 
age of five. 

In those patients in whom the cleft involves the 
alveolus, the occurrence of nasal deviation is likely, 
since the premaxilla carrying the septum usually 


development of the lateral elements of the lip 


rotates away from the cleft. It is desirable, there- 
fore, to carry out the primary repair as early as 
possible, so that the normal action of the orbicularis 
can swing the premaxilla back into its correct posi- 
tion whilst it is still plastic. Early reposition either 
eliminates or materially reduces the amount of bony 
deviation which results if the septum is allowed to 
remain displaced. The longer the delay the greater 
is the fixed distortion of the nose, and the more 
extensive are the measures necessary for its correction. 
Bilateral clefts—When the lip cleft is bilateral it 
should be treated as two separate unilateral clefts 
unless there is involvement of the alveolus. Subse- 
quent operations to restore the correct line of the 
red margin will almost certainly be necessary. 
When a bilateral cleft involves the alveoli there 
will often be forward rotation of the premaxilla and 
the prolabium together with the relative eo of 
his 
may mean that it will be necessary at the first opera- 
tion to incorporate the prolabial skin in the lip. 
Since this skin belongs to the columella and to the 
vestibular floors the tip of the nose will tend to be 
drawn down. As soon, therefore, as the normal 
mechanism of the orbicularis has corrected the rota- 
tion of the premaxilla, it is desirable to eliminate 
the prolabial skin from its participation in the lip 
covering and to replace it in its correct position at 
the base of the columella. This will tend to allow 


the nasal tip to develop into a normal forward posi- 


tion. The prognosis in these patients is not quite 
so good as it is in those with the unilateral condition. 
The nose will tend to be wide and somewhat flat at 
its tip, though it will be quite central. The correction 
of these defects is a slow and tedious process, and is 
seldom completed before the age of six to ten years. 

When the alveolus is involved in any cleft it is 
unlikely that dentition will be normal in spite of 
early replacement of the bony elements in their 
correct position. A partial alveolar cleft may result 
in the absence of only one lateral incisor tooth, or 
perhaps its replacement by a somewhat rudimentary 
tooth. When there is a bilateral alveolar cleft it 
is only rarely that it is possible to make use of the 
central and lateral incisors. These tend to erupt 
very irregularly, and are frequently directed inward 
towards the tongue. It is usually necessary to 
remove them and replace them by a small denture. 
This denture often enables an otherwise retroposed 
lip to be supported in a forward position, and the 
resultant improvement in appearance more than 
compensates for the disadvantages of having to 
wear an artificial plate. 

Oleft palate—When the palate is cleft the chief 
essential is that an efficient nasopharangeal valve 
shall be created in order that speech may be normal. 
There is a multiplicity of operations designed to 
effect this closure, and the choice of any particular 
one will depend entirely upon the condition present 
in any individual patient. It is found, however, 
that if an efficient closure can be obtained before the 
child learns to speak—i.e., before the twelfth month— 
a high proportion of children will develop normal 
speech. Many of them will have the usual “ cleft 
palate speech”? when they first begin to produce 
sounds, but these defects will disappear spontaneously 
by the age of three and a half to four years. It may 
be desirable to give them the assistance of a speech 
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trainer from the age of two and a half years onwards ; 
but there is some diversity of opinion about this. 
Some authorities hold that the resultant speech 
becomes very artificial. Probably the question will 
have to be decided afresh for each patient. It must 
be remembered that the essential part of every palatal 
repair is the soft palate. This must be sufficiently 
mobile to enable it to effect complete closure of the 
nasopharangeal opening. If in the construction of 
such a palate it is found impossible to close the defect 
in the hard palate without jeopardising the soft 
palate closure, then the anterior perforation should 
be allowed to remain. It can be closed subsequently 
by a small dental plate. This may be difficult to 
fix when only the temporary teeth are present, and 
thus it may not be possible to assess the finul speech 
result until the child is over twelve. In most patients, 
however, unless a previous operation has been unsuc- 

, it is possible to effect complete closure of 
both the hard and the soft palate. 

Adult patients.— The patient who is brought for a 
palatal repair when childhood has passed presents 
a more difficult problem. It may still be possible to 
construct an effective nasopharangeal valve, but 
this will not necessarily result in good speech. In 
‘all these patients a long course of speech training is 
essential. Poor speech has become a fixed habit, and 
the provision of an efficient speech mechanism is 
valueless unless the patient is taught how to use it. 
There is one type of patient who makes facial grimaces 
in an endeavour to close his nares anteriorly ; it is 
very rarely that he can be taught to speak clearly. 
There is another type who does not appear to be able 
to distinguish differences in sound; apparently he 
does not realise the difference between the sounds 
that he produces and the normal, and, worse still, 
he can seldom be trained to do so. Finally, there 
is the patient whose speech is reasonably good though 
he has an unrepaired cleft. In spite of such an appar- 
ently promising start it does not always follow that 
a good operative repair will result in perfection of 
speech. In considering an operation on this patient, 
therefore, it is wise to point out that the only advan- 
tage which can be assured is an increase in comfort 
during eating, though speech may, of course, be 
considerably improved. It may be wise to com- 
promise by prescribing a small dental plate which 
will correspond to the extent of the hard palate 
only. 

MOLES AND NEVI 

When moles and nevi occur on the face they may 
be such a disfigurement as to preclude the unfortunate 
patient from all ordinary social contacts. They are 
frequently very heavily pigmented and hairy. Their 
removal should be undertaken before the child has 
reached an age at which he is conscious of their 
presence. There can be but few more pathetic sights 
than the small child, half its face covered by a black 
hairy mole, who has not the courage to allow a 
stranger to see him; on the other hand, there are 
few joys in surgery comparable with that of watching 
the same child realise that he is being restored to 
normality. Not even the thought of another 
operation to-morrow” is sufficient to depress him 
for more than a moment. 

Nevi.—The operation required for the removal 
of nevi is nowadays much less radical in many 
cases than it was before radiotherapy became avail- 
able. Cavernous nevi in particular respond in a 
miraculous fashion. When skilfully treated by 
radium the resultant scars are usually minimal, but 
if necessary replacement of these can be carried out 
when the vascular lesion has been cured. In capil- 
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lary nevi the results of radiotherapy or of coagula- 
tion treatment are less satisfactory, and it is usually 
necessary to replace the whole of the affected area 
by new skin. In many cases this is a long and tedious 
process. It can be commenced about the age of three 
years, though of course a small nevus which would 
respond to direct excision and re-suture can be dealt 
with at a much earlier age. 


| CONGENITAL LIMB CONDITIONS 

Syndactyly is one of the conditions which, as a 
rule, readily lends itself to repair; only if there is 
complete fusion of the phalangeal bony elements can 
little be done. This, fortunately, is more rare than 
fusion of the skin elements only, with comparatively 
normal phalangeal development. Fusion of one or 
more of the termina] phalanges (with which fusion 
of the nails is usually associated) does not as a rule 
contra-indicate operation. The repair can be begun 
at any time after the child’s nutritional advancement 
is established. It is not usually desirable to operate 
on more than two clefts at the same time, since the 
difficulty of satisfactory fixation is increased by 
doing so. 

Absence of digits may sometimes be made good by 
the construction of a skin-covered bony protuberance. 
Occasionally it is possible to endow this with move- 
ment by the utilisation of existing tendons, but 
even if this is not possible the new digit should be 
arranged in such a position that a normal finger can 
be apposed to it and the hand thus made prehensile. 


OTHER MALFORMATIONS OF THE FACE 


Absence or malformation of the external ear is 
fairly often encountered. If the patient is a girl it 
is questionable whether any endeavour should be 
made to construct a new ear. It is always wise to 
undertake the repair of minor defects, but since the 
pinna can be covered by hair there is, as a rule, no 
reason to subject the child to a long series of opera- 
tions if the ear is completely absent. In the case of 
a boy there is no possibility of disguise, and unless 
he is prepared to wear a prosthesis (which may be 
lifelike but which nevertheless requires constant 
attention) every endeavour should be made to con- 
struct an entirely new ear. Improvements in tech- 
nique are giving much more satisfactory results, 
though it must be borne in mind that many operations 
will be necessary, and that even then a wholly normal 
appearance is unlikely. Since, however, it is impos- 
sible for both ears to be seen in their entirety at 
once, this defect is not so great as it would otherwise 
appear. The reconstructed ear seen by itself will be 
reasonably good, and there will be distinct improve- 
ment in the symmetry of the face when seen from in 
front. 

“ Bat ears do not respond to any of the so-called 
corrective head-bands, &c., but their correction by 
surgical means is relatively simple, and may be 
undertaken at any time after the age of two years. 


Summary 


The great majority of congenital lesions or defects 
can be eliminated or materially improved. In most 
instances treatment should begin in early life. This 
will assure the best possible result from the physical 
standpoint, and will reduce to a minimum secondary 
psychological traumata. 


H. D. Gruss, F. R. C. S., 
Plastic Surgeon to St. Bartholomew’s Hospital. 


RAINSFORD MOwWLEM, M.B., F. R. C. S., 
Surgeon Specialist, Plastic Unit, L. O. O. 


(To be concluded) 
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Max, being a social animal, will be subject to the 
biological laws which govern life in general, and 
gregarious animals in particular. Looking at the 
film made by the late Dr. R. G. Canti of the growth 


of bone under a microscope, one is struck by the 


ceaseless activity of the cells, busily engaged in 
building round the girders which are shooting out 
in all directions. Watching their apparently pur- 
poseful behaviour, it seems that when we say my 


body,” we are speaking rather as a king does when. 


he says my country or my subjects. Indeed 
we know even less of the behaviour of our constituent 
cells than he does of the lives and deaths, the hopes 
and fears, the hates and loves of those over whom 
he rules. ; 

It is a biological axiom that life started as a single 
cell, and still continues to do so. 
thing about a living cell is its incessant urge to 
assert itself as strongly as its environment will 
permit. This is the real struggle for existence. It 
is an extraordinarily interesting fact that if embryonic 

kidney cells for instance are grown. by themselves 
in a suitable medium they appear according to some 
observers to become positively malignant. Put 
some embryonic connective tissue into that medium 
and the kidney cells promptly conform to type. 
They have to learn to adapt themselves to the need 
of their neighbour. Maudsley wrote: N i 
- “Tt is not easy for the individual to realize how much 
he owes to the restraints and supports of the social fabric 
in wbich he is an element, and which, like the atmosphere, 
always and insensibly surrounds him. There could not 
be a greater danger to the balance of any mind than to be 
exempt from the bonds and pressure of the surrounding 
social system.“ 

We see his contention illustrated in the United States 
to-day where, although one is particularly conscious 
of the pressure of herd opinion, there are outbreaks 
of gangsterdom chiefly among imported aliens who 
have been set free from their own environment but 
have not assimilated themselves. with the new, 
remaining Ishmaelites within it. It is one of the 
drawbacks of these vast new suburbs, mere dormi- 
tories, which radiate out like huge tentacles from 
London destroying the countryside as they grow, 
that they offer.so few opportunities for communal 
life and a social background. 

The whole story of many-celled organisms is one 
of mutual adjustments between the different tissues, 
each trying to do its best for itself within the limits of 
those adjustments. The first stage in evolution was 
a number of single cells herding together for mutual 
support but each doing.the same work. The next 
Stage was one when groups of cells did different 
work. In evolution there are two parallel processes 
increasing division of labour and increasing 
coordination between the different parts. The 
latter was achieved under the control of the central 
nervous system. A strong. central government is 
needed to help to keep order, and no high degree of 
differentiation is possible in the animal body without 


»The Maudsley lecture to the Royal Medico-Psychological 
Association on Nov. 25th, 1936 (abridged). = 


The most striking 


the control of a centralised nervous system which 
has gradually acquired an increasing predominance.. 


Just as the cells struggle to achieve the best they 
can within their environment, so the individual they 
form struggles either to do so, or to change its 
surroundings. The course of successful evolution 
has been to increase, not the size of the cell or of the 


individual, but of the unit. The unicellular became 


the multicellular; isolated individuals became a 
community. For the mammal this was a much 
longer, more painful, and more dangerous path than 
for the insect, just because its brain was capable of 
so many different reactions. This applies in an 
altogether special degree to man. 
. Laws of the Herd 

The first law is Thou shalt not.” Just as the 
development of the higher nerve centres checks 
instinctive activities, so the development of com- 
munal life must restrict the freedom of the individual. 
Man has not found this easy. Philosophers may 
lament this, theologians may attribute it to original 
sin, but the biologist will remember that the cells of 


which he is composed did not find it easy to sink 


their individuality in that of the organism. A clever 
woman once said to me of her son, He hasn't fused 
his ancestors yet.” It was profoundly true. Yet 
evolution continues to demand that we shall fuse 
our ancestors, that we shall enlarge the unit. The 
family becomes the tribe, the tribe the small nation. 


The heptarchy becomes the monarchy, the nation 


an empire. And all the time the individuals within 
the unit are clamouring for self-expression, the 
smaller unit within the empire for self-determination. 
Sir Arthur Keith has called attention to two 
opposing tendencies in life—one being the general 
demand for enlargement of the unit, the other, 
the- species-making impulse which attempts to 
segregate a particular type. The first in human life 
makes for internationalism, the second for nationalism. 

The recent fierce fanatical outbreak of nationalism 
becomes comprehensible as a frightened response of 


the species-making segregating impulse against the 


resistless imperious demand of the ever-widening 
evolutionary process towards internationalism. More 
and more nations become interdependent, the health 
and prosperity of one affecting ‘the health and 
prosperity of all. Just as the revolt of the members 
against the belly became the defeat of all, so war 
has become a process in which all can lose but none 
gain. To win a war to-day is a greater disaster than 
it formerly was to lose one. Norman Angell: pointed 
that out years ago ; war would have been impossible 
if man were-a rational animal. But to claim’ that 
man is arational animal is to express a wish rather than 


to state a fact. Man is not a rational animal, though 


he may be in process of becoming so. But though 
reason is not the parent of many of his actions, he 
seeks reason for their god-parent, by trying to find 
reasonable explanations for what his emotions drive 
him to do. He prefers to ignore the savage ances 
of his unconscious mind. The outlook of ine 

internationalism which we hoped for after the war 
is being replaced by a mentality resembling that of 
the Dobu islanders in Melanesia, whose slogan is 
“if your yams flourish,’ mine will rot.“ In many 
respects popular ideas and ideals are undergoing a 
perilous repression. Here may I draw an analogy 
from Freud's doctrine concerning such repressions ! 
If this species-making impulse is, as I think, repressing 
the evolutionary trend towards the expansion of the 
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unit, one might expect that trend to take an abnormal 
course. The building up of vertical walls between 
nations is being countered by horizontal lines of 
cleavage which threaten to divide Europe into 
fascists and communists. This to my mind repre- 
sents the pathological form of internationalism 
resulting from repression of its normal expression. 

Just as the nervous system must be developed to 
allow of sufficiently rapid coöperation between the 
various organs of ‘the individual, so means of rapid 
communication are essential to coördination of the 
complex civilisation of to-day. It has been truly 
said civilization is communication.” One of the 
many factors in the downfall of the Roman Empire 
was the inadequacy of the methods of communica- 
tion for the size it had attained. And so it suffered 
the fate of the mesozoic reptile. This difficulty 
does not obtain to-day. Means of communication 
could be excellent ; so the forces which would oppose 
evolution offer artificial barriers to free communica- 
tion—passports, visas, and the like. And all the 
time the development of aviation is making frontiers 
as obsolete as the octroi and the toll-gate. Indeed 
the great ease of communication by wireless is having 
some interesting effects. At first the leader could 
address personally all the members of a small tribe. 
The Greeks considered that the size of a city state 
was limited by the number of freemen who could 
assemble in a given place. Then as States increased 
in size various methods were evolved of appointing 
representatives of large groups to act for them. 
In democratic countries political power gradually 
passed into the hands of such representatives. But 
now the ruler can speak by wireless to a vast audience, 
which has facilitated a return to absolutism. We 
learned in the general strike of 1926 what a powerful 
weapon wireless placed in the hands of government, 
and dictators have not been slow to avail themselves 
of it. 


Stages in the Evolution of Society 


There are three stages in the evolution of human 
society; to the first the name of co-consciousness 
has been applied, or, as Aldrich calls it, a collective 
unconscious morality inherent in the laws of life, 
so far as they can be appreciated. At this stage man 
is bound with a hypnotic completeness to every 
tabu. If he breaks a tabu he may even die, apparently 
from the sense of sin and isolation he experiences, as a 
bee dies when separated from the swarm. Rivers’s 
studies of the Melanesians convinced him that they 
seemed to recognise instinctively, using that much- 
abused word in the strict sense, what the general 
feeling of the group was and what definite line of 
action it should take. Such communities are stable 
precisely because they are not individualised. The 
avoidance of collisions between foot passengers in 
crowded pathways, thought reading and social tact 
he regarded as vestiges among us to-day of that 
social common consciousness. 

In the second stage individuals begin to emerge, 
and it is interesting to the medical profession to 
observe that it is the witch doctor, the magician, 
who is the first to do so. As Gerald Heard says, 
probably the proto-individual realises that he is 
different from the herd before it becomes apparent 
to them. So he adopts a réle which is impressive 
to the onlooker and suggestive to himself. But he 
is soon conscious not only that he is alone, and that 
he can never go back, but that there is enmity between 
him and the tribe, which spares him because it fears 
him. He evolves into the priest-king and, as Freud 
says, the elaborate tabus by which the lives of the 
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priest-kings are made little better than a. pestered 
imprisonment, are the outcome of a profound sub- 
conscious jealousy based on a feeling of fundamental 
difference in quality between the group and this 
particular individual. Frazer inquires, why did 
it become customary in many parts of the world 
to put divine kings and other human gods to a violent 
death? It was because they feared that, if they 
allowed him to die of sickness or of old age, his divine 
spirit might share in the weakness of its bodily 
tabernacle, or perhaps perish altogether, thereby 
entailing the most serious danger on the whole body 
of the tribe. Whereas by putting him to death while 
he was yet in full vigour of body and mind, they could 
transmit his still uncorrupted powers to his successors. 
This is the real origin of the divinity that doth hedge 
a king, who was at first a sacrificial object—the 
central object of fertility rites on which the survival 
of the tribe depended. But as the evolution of human 
society proceeds the individual learns to outwit the 
tribe, and to substitute others or even an image 
or symbol for his own body, which was intended 
for sacrifice. Another man or an animal died in the 
king’s stead. The King is dead, long live the King. 
Such a change made for absolutism. The divine 
right went on without its distressing consequences. 

The conception of kingship makes much more 
intelligible the ascription of divine powers and the 
final deification of the Cæsars, for this was merely 
a reversion to an earlier mode of thinking. It also 
explains their frequent assassination, which must 
often have seemed a religious duty to the assassin. 
Even to-day, in many parts of the world, assassina- 
tion of the ruler is too often regarded as a political 
argument, and lunatics who are admittedly prone 
to revert to primitive methods of thought find a 
particular fascination in it. 

The king at this stage in his attempts to outwit 
the tribe realises that what they want is physical 
plenty, and so he leads them out to conquest. A study 
of epic literature reveals that they are the record of 
a short violent, vivid period in the advance of human 
culture, an invariable stage, the heroic age. There 
is a transition from the cult of the totem animal to the 
heroic cult. An heroic age is an almost invariable 
characteristic of the movements of people and comes 
to an end with their re-settlement. We can therefore 
see how inevitable it is, even in modern times, that 
a king who claims divine right and leads his people 
out to battle unsuccessfully should lose his crown, 
and often his head with it. 

The struggles between the kingly and priestly 
aspects of rulers are typified in the Middle Ages by 
the recurring conflicts between Emperor and Pope. 
They were seen in Egypt in the conflict between the 
‘“‘ modernist ” Aknaton and the priests of the temples. 
If the priest wins, he puts a boyish usurper on the 
throne, whom he can control. Such was Tutank- 
hamen, who succeeded Aknaton. Seen from 
this angle what a fascinating story the history of the 
Old Testament becomes. Moses followed by the 
victorious raiding general, Joshua; ‘the struggles 
between Samuel and Saul; the successful claim of 
the priest to decide certain things against the king, 
as when Samuel hewed Agag in pieces before the 
Lord, but against the wish of Saul; Saul, bewildered 
and outwitted by superior intelligence, reverts to 
fertility rites and consults the witch of Endor, and 
finally Samuel places the boyish usurper on the 
throne—David. 

Originally only the king was regarded as having 
a future life, and therefore as the only one to possess 
a soul. But as individualism grew and spread, there 
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was a similar demand from many humbler beings 
for immortality. after death. Hence arose the 
mystery religions such as those of Osiris in Egypt, 
Orpheus in Greece, and Mithras in Persia, each of 
which purported to teach man how to. attain to a 
future life. The spread of the Roman Empire 
imported these ideas into Rome itself, where, especially 
in the second century, they contested fiercely for 
supremacy with Christianity. And no impartial 
observer can deny that Christianity in winning 
absorbed some of the tenets of its rivals. St. Paul 
sometimes used the exact phraseology of Osiris and 
the Eleusinian mysteries, and hymnology, particularly 
Cowper’s, is steeped in Mithraism. At the 
co-conscious stage the individual is satisfied with the 
continuance of the tribe, and fertility rites satisfy 
his religious aspirations. But at the stage of 
individualism he demands personal immortality. 
Fertility rites are regarded with grave disfavour and 
even disgust, and man’s religious aspirations are fixed 
upon the next world. 


Conscious Coöperation 


And so individualism spreads and grows. In 
this second stage, as Aldrich says, the group 
represses egotistic tendencies by forcibly imposing 
a conventional morality.” But as more and more 
individuals become self-conscious, the state becomes 
more unstable. It has been said that civilisations do 
not really decay, but burst from the tension produced 
by the rapid expansion of individualities within its 
borders. This is the present and urgent problem of 
civilisation—to give scope for individual develop- 
ment, and yet for the individual to fit into his place 
as a part of a much larger whole. It is Aldrich’s 
third stage—not yet reached by any society but 
recognised by an increasing number of persons— 
a stage in which the numbers of the group consciously 
coéperate for the common good, and not merely 
instinctively as in the social insects. 

Heard emphasises the point that whereas the 
first stage is accompanied by a fertility religion, 
while ‘the second or individualistic stage is charac- 
terised by a religion in which personal salvation and 
personal immortality. are the keynotes, neither of 
these is adequate for the third stage of conscious 
coöperation. Harold Nicolson considers that a 
struggle for world power creates conditions under 
which a new religion arises. And to-day, far removed 
as we are from a new world state, a new religion of the 
state as an object of worship is rapidly growing up. 
In Germany the old gods of Valhalla are being 
decorated with the armour of knighthood, just as 
during the war the wooden image of Hindenburg 
was erected as a totem figure into which nails were 
symbolically driven. The anti-religious attitude of 
Russia is upheld with a fanatical and intensely 
religious fervour, and all over Europe fascism and 
communism are fiercely competing religions. 

Yet amid all change the human mind always desires 
to crystallise what should remain a living force, 
heedless of biology which teaches that this is 
impossible. A living thing must always be changing; 
to crystallise is to kill the spirit and merely to preserve 
the letter. The human mind works with symbols, 
and as time goes on it is apt to take the symbol for 
the substance, instead of regarding it as an attempt, 
suited to the mentality of the age, to give expression 
to ideas, otherwise intangible. Nowhere is this more 
clearly seen than in a comparative study of religions. 
With the flux of time the old symbolic representation 
becomes unacceptable and often frankly repulsive to 
many individuals in subsequent generations. Yet 
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to many others they represent the faith delivered 
once and for all, which it is sacrilege to question. 

I would suggest that the real reason why this 
influence which the dead past continues to exert 
over the living man is so powerful, is that he carries 
with him, still living, the genes of his dead ancestors. 

Thus is our psychological evolution limited and 
retarded. . But unless we can overcome this difficulty 
sufficiently to adjust to the imperative needs of new 
conditions, the issue for civilisation is scarcely in 
doubt. Modify or disappear is the inexorable sentence 
of evolution when the organism is confronted by a 
changing environment. Man feels the peril of change 
and has sought to build breakwaters against the tide by 
means of written constitutions and printed creeds. The 
war was but thetraditionalseventh wave which smashed 
breakwaters that were already in peril. And in the 
deluge which accompanied and followed it man has lost 
confidence. Many things which heimagined werefounded 
on rock, he discovered were mainly built on sand. 

A curious symptom of the prevailing disillusion- 


ment is the turning of the white races to the coloured 


ones for artistic inspiration—pictures of the South 
Sea Islanders, carved wooden images from Tahiti, 
jazz music, negro spirituals. The world resounds 
with dark laughter, as the white man uneasily shifts 
the burden on his shoulders. Some of the reasons 
for this disillusionment and loss of confidence are 
obvious; others are more deeply seated. Man’s 
reaction to nature varies with the control which 
he feels he has over it. 


Man Less Confident 


Recently, man has become rather overawed by the 
universe in which he finds himself. He can hardly 
comprehend the vastness and emptiness of the inter- 
stellar spaces, or the minuteness of the electrons 
within the atom. Life trembles, as it were, in a 
narrow zone between intolerable heat and intensest 
cold; if it wavers on either side, it ceases to be. 
It can only exist in association with an atom which 
holds twelve electrons within its orbit. Staggered 
by such facts he is too apt to forget that the most 
marvellous of all matter is the nerve-cell, and that, 
so far as we know, he possesses the most highly 
developed system of such cells, whereby he can 
perceive and interpret the phenomena by which he is 
surrounded. The astronomer in H. G. Wells’s 
story realised that he was greater than the comet 
which was presently to destroy the earth and him 
with it, because he knew what the comet was going 
to do, and the comet did not. 

But man has become much less confident of the 
control which reason can exert over his instincts. It 
required the convulsion of a great war abruptly to 
remind us that if we had subdued nature externally, 
internally, in ourselves, she is as cruel and blood- 
thirsty as ever. Man has acquired a control over 
machines without acquiring anything like a corre- 
sponding control over himself. He does not even 
appear to be able to control satisfactorily something 
he has created for his own convenience—namely, 
currency. He has a fatal aptitude for applying his 
discoveries to destructive ends. Aviation has been 
described recently as “‘ the discovery which took the 
wrong turning and that is typical of much. 

Evolution always offers a higher and a lower road : 
to a form which involves an expanding, more complex 
unit, or to one which degenerates to a lower level, 
though more consonant with the capacity of its 
components. This is what makes present-day condi- 
tions so disturbing. Whole nations which apparently 
feel unable to maintain the ideals that we regard as 
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the higher ones actually seem to gain a new hope 
and a new faith by departing from them. The 
new level is more suited to their evolutionary develop- 
ment, and they are more comfortable init. Deprecia- 
tion of ideals, like depreciation of currency, seems to 
give them a new stability. 

In this process, no ideal has suffered so severely as 
that of liberty. The segregating, species-making 
impulse has for the moment the upper hand; in 
three-fourths of Europe liberty is now regarded as 
@ curse, tyranny as the way of salvation. It may be 
that the old ideas of liberty were too negative; it 
may well be that the population of large areas of the 
globe are not yet fit for it. We feel it about India, 
so we need not be surprised if some European countries 
feel it about themselves. It is certainly the fact that 
nineteenth century ideas of liberty were too much 
bound up with a policy of laissez-faire which led to 
social injustice. 

Liberty and the State 


It is inevitable that the State shall take an increas- 
ing part in planning the lives of its individual citizens. 
There are two parallel processes at work—increasing 
division of labour and increasing coördination. The 
evolution of large industries illustrates both of these. 
Indeed, the division of labour in a large factory has 
reached such a pitch that in many occupations 
craftsmanship is dead and the workman has become 
a robot. In his presidential address before the 
British Association Sir Josiah Stamp pointed out 
that when the time span of important change was 
considerably longer than that of the individual 
human life we enjoyed the illusion of fixed conditions. 
Now the time span is much shorter, but our attitude 
of mind still tends to regard change as the exceptional 
and rest as the normal rather than the converse. 
But these alternative attitudes make all the difference 
to the accommodating mechanisms we provide. 
In one case there will be well-developed tentacles, 
grappling irons, anchorages, and all the apparatus 
of security. In the other society will put on casters 
and roller bearings, cushions and all the aids to pain- 
less transition. Thus the written constitution of the 


United States, devised for the “ horse and buggy 


days acts as a serious drag on adaptations to entirely 
different conditions. A scientific study of the effects 
of scientific discovery itself on both capital and labour 
is urgently needed in order to render the change from 
obsolescent to new methods as smooth as possible. 

We are faced with the problem that in all Western 
industrial countries the population will shortly 
become stationary and then noticeably decline ; 
and is it not probable that after the enormous increase 
of population in the nineteenth century there should 
be a lull? I do not know whether anthropologists 
are prepared to explain the outburst of fertility in 
north-eastern Europe in the early centuries 4.D. which 
swept aside all barriers, inundated the Roman Empire 
and dissolved it into fragments. One can only 
vaguely visualise the enormous pressure of popula- 
tion that initiated these huge waves of migration. 
But they did not continue indefinitely, and the popula- 
tion of England was neither great nor rapidly increas- 
ing in the days of Queen Elizabeth, which was certainly 
not an age of decadence. If our industrial system 
really depends for its success upon an increasing 
number of individuals to produce an increasing amount 
for an increasing population to consume, it is bound 
to crash sooner or later. Fortunately Sir Josiah 
leaves us a loophole by saying that the effects of a 
static population can be mitigated if the per-capita 


incò me is increasing. Because as the parts of the 
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globe inhabitable by the white races fill up, the 
population will inevitably become static. Whether 
the present lull is entirely due to contraceptive 
practices, or whether there is also some fall in natural 
fertility it is impossible to say. It is gratifying at 
any rate to be told that a higher standard of wealth 
may compensate for a falling population to some 
extent, for I believe that this higher standard and 
more settled conditions would lead to the production 
of more children to enjoy them, and thus with minor 
fluctuations the balance would be maintained. 


Conclusion 


I hope I have made clear what seems to me the 
present dilemma. The first biological stage of a 
community is held together by tabus and fertility 
rites ; individuality is at a discount. In the second, 
individualities develop and the religious trend 
is towards individual salvation and personal 
immortality. The increasing tendency towards 
individualism becomes incompatible with a highly 
organised state which a complex civilisation requires, 
for as Maudsley said, the social organism of which 
the individual is an element only exists by some 
suppression of his purely self-regarding impulses. 
The evolutionary demand for an enlargement of the 
unit excites a defensive reaction towards national 
segregation. To effect this, freedom of trade, 
freedom of exchange, freedom of intercourse, and 
personal freedom have to be vigorously suppressed. 
But although human beings in a community are the 
equivalent of the cells in an organism, they have 
achieved self-consciousness and individuality. If, 
therefore, the repressing force upon their originating 
and creative powers is strong enough these powers 
will die and degeneration will follow. Laissez- 
faire would lead to disintegration and autocracy to 
mental and moral slavery. The solution can only 
be found by a method which gives adequate freedom 
to the individual life within a larger coérdinated unit. 
Can we achieve it? Perhaps we are neither wise 
enough nor good enough. It is no more reasonable 
to blame the present epoch for its savage and infantile 
psychology than it would be to blame the bronto- 
saurus for its tiny brain. Has this civilisation to 
go back to the melting-pot like its predecessors ? 
If so, another will rise in its place. Of that we may 
be sure, though it is little consolation to us or to our 
children. In the past, when a civilisation has fallen, 
the rise of the next has been a matter not of years, 
but of centuries, until some new dominant blend 
could arise. We are therefore naturally concerned 
to see the civilisation of to-day conserved. If I 
could show the way, I might well claim the position 
of a beneficent dictator. All I am aiming at is to 
illustrate the truth of Maudsley’s dictum. 

“ The general law of development which governed the 
process during the unrecorded ages was the same law 
which is proved to have worked within the short compass 
of recorded time—namely, the law of the more complex 
and special development at the cost of the more simple 
and general.“ 

The fault is in ourselves rather than in a malignant 
fate obscurely moving behind the scenes. Can 
we not hope that by remorselessly stripping off the 
labels from outworn symbols, by resolutely adopting 
reality principles, we may before it is too late realise 
the latent possibilities in human life, and recognise 
that the springs of happiness come from within. 
In the willing coöperation of free individuals for the 
common weal lies the only solution. Is this a 
contradiction in terms? I believe not. We are 
members all of one body. 
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_ GENERAL MEDICAL COUNC ILL 


WINTER SESSION, NOV. 24TH-27TH, 1936 


Penal Cases Referred by the Dental Board 


In each of the following cases the Dental Board 
transmitted to the Council their finding that the 
dentist’s name ought to, be erased from the Register, 
and in each case the President, after deliberation in 


Gamera, announced that the Council had decided 


to direct the Registrar to erase the name. 


The Case of Thomas Fielding Tracey, registered 
as of 1159, Argyll-street, Glasgow, C.3, Dentists 
Act, 1921, who had been summoned before the 
Board for having on three occasions been so far under 
the influence of drink as to be incapable of carrying 
out professional duties ; and of having been convicted 
at the police-court of three breaches of the peace. 
‘The case had been reported by the Department of 
‘Health for Scotland. He had not attended nor been 
represented, and the notice of inquiry had been 
returned undelivered. He was not present on this 
occasion. 


The Case of Thomas Gordon, registered as of 
70, Park-road, Glasgow, Dentists Act, 1921, who had 
been convicted of theft on five charges, and sentenced 
to sixty days’ imprisonment with hard labour. He 
had not attended the inquiry nor been represented ; 
nor was he present; noo the General Medical 
Council. 


The Oase of Maxmillien d’ Espiney, registered a8 
of 18, Hertford-street, Balsall Heath, Birmingham, 
Dentists Act, 1921, who had been convicted of 
“assault and of being drunk and disorderly. He 
had attended the Board’s inquiry, and was present and 
addressed the Council on his own behalf. Mr. Harper 
laid the facts before the Council, mentioning that 
‘there were now 51 minor convictions against 
respondent. 


The Oase of John Knowles, registered as of Erving- 
terrace, Morecambe, L. D. S. R. C. S. Eng. 1910, who 
had been found by the Board to have committed 
‘offences in relation to a dental letter issued by the 
Good Intent” Lodge of the Independent Order 


of Oddfellows Manchester Unity Friendly Society, 


claiming payment for work not in fact completed. 
He had not attended the Dental Board, and was not 
present on this occasion. The case had been reported 
by the Minister of Health. 


The Case of John Henry Port, registered as of 
Post Office Cottage, Oare, Faversham, Dentists 
Act, 1921, against whom a number of similar charges 
had been’ brought in respect of dental letters issued 
by the Prudential Approved Societies to three 
separate parties. ‘The case had been reported by the 
Minister of Health. Mr. Port had not attended nor 
been eee ; and was not present before the 
Council. 


The Case of Robert Moonie Smith, registered as of 
96, Shamrock- street, Glasgow, W., Dentists Act, 1921, 
l who had committed offences in reference to two dental 
letters issued by the National Approved Amalga- 
mated Society and one by the London Midland and 
Scottish Railway (Caledonian) Servants Friendly 
Society. The case had been reported by the Depart- 
ment of Health for Scotland. Mr. Smith had not 

attended the inquiry and was not present. 


The Case of Albert Oharles Hellyer Taylor, registered 
as of Damgate-street, Wymondham, Norfolk, Dentists 
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Act, 1921, for 8 in connexion with a dental 
letter. issued by the Prudential Approved Societies. 
The case had been reported by the Minister of Health, 
-and Mr. Taylor had not attended and was not present 
before the Council. 


The Case of Michael Henry Harte, registered as of 
23, Eliza-street, Belfast, Dentists Act, 1921. This 
offence related to similar improper certification and 
claims for money for work not actually done, in 
respect of a dental letter issued by the Orange ‘and 
Protestant Approved Society and another by the 
Presbyterian Health Insurance Society. The case 
had been reported by the Ministry of Labour, Northern 
Ireland. Mr. Harte had’ attended in answer to his 
notice, but was not now present. 


The. Case of Ernest Appleby, registered as of 
139, South-street, Ponders End, Middlesex, Dentists 
Act, 1921, whose similar offences related to dental 
letters issued by the Royal Liver Friendly Society. 
The case had been reported by the Minister of Health. 


.Mr. Appleby had attended, but was not now present. 


Charges against Medical Practitioners 
The Council then considered five charges of 


. drunkenness and a charge of canvassing adjourned 


from previous sessions, and four new charges of 
drunkenness, without directing the erasure of any 
name from the Register. 


AN ERASURE FOR ABORTION 


The Oase of Mrs. Laura Winifred Sanders Bliss 
(formerly Sanders, L. W.), registered as of 105, Harley- 
street, London, W. I, L. M. S. S.A. Lond. 1928, who 
had been summoned to appear before the Council 
on the following charge :— 

That you were convicted at the Central Criminal Court 
at its session 5 on June 23rd, 1936, of the 
following felonies, viz.: (a) Of conspiring with other 
persons to unlawfully use instruments or other means 
unknown with intent to procure the miscarriage of women ; 
(b) Of using instruments or other means unknown with 
intent to procure the miscarriage of five women; and 


were in respect of the first above-mentioned offence 
sentenced to twelve months’ imprisonment, and in respect 


of each: of the other above-mentioned offences sentenced 
to three years’ penal servitude, such sentences to be 
concurrent. 


Dr. Bliss attended, accompanied by Mr. Herbert 
Aston, solicitor. Mr. Harper read the remarks of 
the Lord Chief Justice when sentencing respondent. 
Mr. Aston said that Dr.. Bliss had specialised in 
gynecology and obstetrics. She had been impressed 
by the tragedy of self- attempted abortion ; the cases 
before the court had been in the actual process of 
evacuation when they had come to her, and she had 
not felt justified in turning them away. 

Dr. Bliss went into the box, but the Legal Assessor 


‘pointed out that she- could only give evidence of 


facts, and of facts which did not contradict the 
conviction. She’ was not allowed to read the state- 


. ment she had prepared. 


The Registrar was directed to erase her name. 


OFFENCES AGAINST THE DANGEROUS DRUG 
REGULATIONS 


The Case of Aymer Douglas Maxwell, registered 
Ch. B. 1921, U.Edin.; who had been 
summoned to appear before the Council on the 
following charge: 

That you were convicted, after pleading guilty, of the 
following misdemeanours: (a) On Oct. 2nd, 1935, at the 
Ringwood Petty Sessions, of failing to enter in the required 
register true -particulars in respect of.a dangerous drug 


LANCET] 


GENERAL MEDICAL COUNCIL 


{[pEo. 5, 1936 1353 


which had been obtained by you in the following cases: 
(1) Date of offence, July 20th, 1935; fined £1 or one 
month’s imprisonment in default; (2) Date of offence, 
July 26th, 1935; fined EI or one month’s imprisonment 
in default, to run consecutively to the previous sentence ; 
(3) Date of offence, July 30th, 1935; fined £1 or one month’s 
imprisonment in default, to run concurrently ; (4) Date 
of offence, August 3rd, 1935; fined £1 or one month’s 
imprisonment in default, to run concurrently ; (5) Date 
of offence, August 14th, 1935; fined £1 or one month’s 
imprisonment in default, to run concurrently; all in 
breach of Regulation 11 of the Dangerous Drugs (Consolida- 
tion) Regulations, 1928. (5) On June 26th, 1936, at the 
Winchester Petty Sessions: (1) Of procuring a dangerous 
drug, date of offence, Jan. 3lst, 1936; (2) The like 
(Feb. 2nd, 1936); (3) The like (Feb. 3rd, 1936); (4) The 
like (Feb. 5th, 1936); all in breach of Regulation 2 of the 
Dangerous Drugs (Consolidation) Regulations, 1928, 
and were fined £2 10s. in each case, or one month’s 
imprisonment in default, to run concurrently. 


Mr. Winterbottom said that Dr. Maxwell had 
hoped to be present, but had written that morning 
that he could not come. He laid the facts before 


the Council, and said that the Home Office had with- 


drawn Dr. Maxwell’s privileges. 
admitted that he was a drug addict. 

Dr. J. W. Bone asked if there were any information 
where respondent was now and what treatment, if 
any, he had had. The President replied that they 
knew where he was. After deliberation in camera the 
President announced that the Registrar had been 
directed to erase Dr. Maxwells name from the 
Register. 


Respondent had 


ALLEGED FALSE DEATH CERTIFICATION 


The Case of Michael Deeny, registered as of Church- 
place, Lurgan, Co. Armagh, L., L.M. 1903, R.C.P.Irel.; 
L., L.M. 1903, F. 1932, R.C.S.Irel., who had been 
summoned to appear before the Council on the 
following charge :— 

That being a registered medical practitioner you were 
on July 21st, 1936, at the Lurgan Petty Sessions, convicted 
of wilfully making a false certificate concerning the cause 
of death of Gertrude McFladden, whom you attended 
in her last illness, and which you issued to James McCann 
of Lurgan under Section 20 (2) of the Births and Deaths 
Registration Act (Ireland), 1880, and were fined £5 and 
£5 costs or two months’ imprisonment in default. | 

Mr. Hempson appeared for Dr. Deeny, on behalf 
of the Medical Defence Union. Mr. C. J. S. Harper 
called the Registrar-General of Births, Marriages, and 
Deaths for Northern Ireland. He produced the 
certificates given by respondent under the National 
Health Insurance Act and the death certificate and 
suggested that the latter could not be a true certificate 
in view of the condition of the patient as shown by 
the former. 

The Registrar-General explained the importance 
of accurate death certification, especially with regard 
to cancer. The present case had been regarded as 
80 serious that the secretary had decided to prosecute. 
In cross-examination he agreed that there was no 
question of mala fides and that respondent had been 
a justice of the peace for thirty years and had consider- 
able local standing. He admitted that it was not 
always easy to give the primary cause of death and 
that the Northern Ireland form differed from the 
present English form. If the present English form 
had been in use the return Septic tonsils. Cancer 
would have been correct. If cancer were not a 
septic disease it could not set up septic pneumonia 
without additional sepsis in the tonsil. In many 
cases his department made an inquiry and asked the 
practitioner to amplify his statement; that had not 
been done in this case. There had been nothing on 


the face of the certificate to suggest need for inquiry. 


On every National Health certificate cancer had been 


mentioned. Printed at the bottom of the form were 
the words This certificate must not be used for 
burial or insurance purposes.“ Nevertheless, 
indirectly, the information contained in that certificate, 
perpetuated in the death register, might be used for 
insurance purposes. The word septieo in the 
certificate seemed to have been written over the 
beginning of the word oarcinoma.“ 

Captain Herbert Langton, of the Salvation Army, 
produced the proposal form for the life insurance of 
Mrs. MoFladden, made on July 15th, 1935. It 
stated that she had had no medical advice for five 
years. The proposal would not have been accepted 
had cancer been mentioned then, and the money 
would not have been paid, without inquiry, if Dr. 
Deeny had certified cancer as the cause of death. 

Cross-examined, he agreed that no inquiries were 
usually made ; they relied on the word of the proposer 
endorsed by their representative, who lived in Lurgan 
and was paid commission. This representative had 
canvassed the case in the ordinary way of business ; 
it was not his business to verify statements. The 
society had paid out on the policy. There was no 
writing of respondent’s on the form and it was not 
their custom to make inquiries from the doctor. 
The sum assured was £17 2s. for burial expenses. 
Their representative had seen the assured on July Ist, 
and stated that she seemed to be in good health and 
of strong constitution ; he knew now that certificates 
for cancer had been issued from June 23rd. 

Dr. Deeny testified that he had been a magistrate 
and representative of Lurgan on the county council 
for many years. He was medical referee for many 
insurance companies and had been a member of the 
Representative Body of the British Medical Associa- 
tion for many years. He had a large industrial 
practice. Deceased had been on his panel since the 
panel started and was well known in the district as 
she had been housekeeper to the Monseigneur of 
a large Catholic parish. She had first attended 
for enlarged glands and high blood pressure; he had 
made a definite diagnosis of cancer on June 23rd, 
1935. After that she had left the priest’s service. 
Her condition was well known in the locality very 
shortly after that; everybody knew she had cancer. 
He had not the least idea she was insured. He had 
consistently certified her as suffering from cancer, 
and had attended her constantly. He had taken 
precautions against secondary sepsis, and she had 
kept clear until a few weeks before her death when 
she had ceased to be able to gargle or to swallow, and 
had finally developed septic pneumonia. The certifi- 
cate of death had been given to her brother in the 
surgery. The corrected error in the certificate was 
“ sceptic °” for septio — not carcinoma at all. 
He had in fact thought of putting cancer and 
septic pneumonia but had realised that the Registrar 
would then ask where the sepsis came from. The 
instructions said he was to put the organ where the 
sepsis originated so he had done so. He had been 
meticulously careful in writing the certificate. 

The Legal Assessor suggested that this evidence 
merely went to show that the conviction was wrong, 
and so was inadmissible. 

Re-examined, he said he had never been consulted 
about any insurance; if he had been, he would 
forthwith have said she was not insurable and would 
have mentioned cancer, for everyone knew about it. 
He had not mentioned cancer in the death certificate 
because it was not the direct cause of death. 
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In reply to Mr. Gamgee he swore the brother had 
asked him nothing whatever about the form of the 
certificate. 

In reply to Mr. H. L. Eason, he said he had signed 
very many certificates, including many for cancer, 
and had considered this case with especial care. 

In reply to the President, he said he did not 
remember leaving out cancer in any other certificate 
of this kind. 

In reply to Sir Thomas Miles, he said he had 
derived no profit or gain from the case or certificate. 

In reply to Mr. Bishop Harman, he said the 21 
health certificates had been given out at his house 
to some member of the family. 

Mr. Hempson, addressing the Council, asked 
whether it was. conceivable that. his client, with 
nothing to gain and everything to lose, should take 
the risk of being party to a mean fraud to enable a 
man to get payment of an insurance policy which 
ought never to have been proposed. It had been 
so held by a lay tribunal, and the Council was not 
therefore trying the offence, but the measure of its 
condemnation must be influenced by the degree of 
infamy. He read a number of testimonials.. 

Mr. Harper recalled the attention of the Council 
to the conviction. 

The President announced that the Council could 
not avoid the conclusion that the certificate issued 
by respondent was of the type stigmatised in para. 1 
of the Warning Notice issued by the Council as 
“ untrue, misleading, and improper.” The Warning 
Notice specifically mentioned certificates under the 
Acts relating to death. The Council regarded his 
action as a serious breach of the trust which Parlia- 
ment had confided to members of the medical 
profession. They had listened to the description 
of the circumstances under which the certificate had 
been given, but they did not regard them as affording 
any excuse for respondent’ s laxity in giving it. 
They took a grave view of carelessness in the issue 
of certificates required by public authorities. But 
they were prepared to believe that he had acted, 
not from any perversity or desire to falsify, but from 
a mistaken view of his duty and an error of judgment. 
Taking that into account, they had not directed the 
Registrar to erase his name. 


CHARGES OF ADULTERY 


The Case of Dominic Francis Curran, registered 
as of 150, Muswell Hill-road, London, N.10, L., 
L. M. 1913, R.C.P.Irel.; L., L. M., 1913, R.C.S.Irel., 
who had been summoned to appear before the 
Council on the following ‘charge :— . 

That being a registered medical practitioner: (1) You 
committed adultery with, and behaved improperly to, 
Daisy Rees on Feb. 26th and March 3rd and 8th, 1936; 
(2) You stood in professional relationship with the said 
Daisy Rees on the said Feb. 26th and March 3rd and 8th, 
1936, and that in relation to the facts so alleged you have 
been guilty of infamous conduct in a professional respect. 

Dr. Curran was present, but was not accompanied 
by counsel or solicitor. Mr. Harper applied for a 
hearing in camera, and the Council agreed. The 
Council found the facts proved and directed the 
erasure of his name. 


The Odse of James Ebenezer Boon, registered as 
of 38, Bath-road, Bedford Park, London, W.4, 
L. R. C. P. Edin. 1900; L. R. C. S. Edin. 1900; L. F. P. S. 
Glasg. 1900, who had been summoned to appear 
before the Couneil on the following charge :— 

That being a registered medical practitioner: (1) You 
committed adultery and misconducted yourself with 
Lucy Matilda Jones on numerous occasions between 
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February, 1924, and September, 1933; (2) You stood in 
professional relationship from. 1908 to 1933 with the said 
Lucy Matilda Jones, and with her husband, Cecil Baskeville 
Jones from 1908 to his death in 1921, and that in relation 
to the facts so alleged you have been guilty of infamons 
conduct in a professional respect. 


The complainant, was Mrs. Jones, who was repre- 
sented by Mr. Laurence Vine, counsel, instructed by 
Mr. George R. Cran, solicitor. 

Dr. Boon was represented by Mr. George Pollock, 
counsel, instructed by Messrs. Munton, Morris, 


King and Co., solicitors. 


Mr. Vine, opening the case, said that respondent 
1931, 
but denied professional relationship with Mrs. Jones. 


He admitted professional relationship with her 


husband. The only issue was that of professional 
relationship with the complainant. She was a 


. widow who had lived with her husband in Dulwich 


from 1908 onwards. Her husband had died in 1921. 
The parties had met as a result of mutual interest in 
the church. She had been a member of a medical 
aid club of which respondent was medical officer, 


and had received treatment from time to time, both 


as a member of the club and as a private patient. 
He had at one time sent her to the South London 
Hospital. There had been a breach of promise action 
and she had been awarded £300 damages recently. 
Mrs. Lucy Matilda Jones testified to the facts as 
set out by her counsel and said her husband had 
been Dr. Boon’s panel patient from 1911 or 1912. 
She had first met the doctor ‘through calling him in 
to attend her husband. He had given her medicine 
for diarrhea. She identified the membership card 


of Dr. Boon’s private panel or medical aid club, 


which she had joined about 1915 or 1916. She had 
paid a shilling a month. No other doctor had had 
anything to do with that club, so far as she knew. 
No other doctor had treated her during the period 
of ler membership; or until Dr. Boon sold his 
practice. She had had no association with him 
since July, 1933, when she had left Dulwich. In 
November, 1933, she had issued a writ for breach of 
She had consulted Dr. Boon 
for pain in her right arm, a cut arm, anemia, and 
other complaints. She or her sister had fetched the 
medicines from the surgery. She had not paid him 
anything, apart from the subscription to the club. 

Cross-examined, she denied the statement in her 
statutory declaration that she had paid him fees, 
and maintained that this sworn statement was quite 
untrue. She did not regard herself as a patient of 
Dr. Fisher. She had seen him once, to ask for a 
record of having been a patient of Dr. Boon’s. She 


did not deny having gone to him to get evidence for 


this case. She maintained she had said in court 
during the breach of promise case: that she was 
a patient and had been one for twenty years; the 
idéa of being a patient was not an afterthought. 
Dr. Boon had visited her both as her future husband 
and as her medical adviser. She could not give any 
idea of the time when she had complained of ill-health 
to him. She ought to have bought a revolver and 
shot him in order to stop him coming to her home. 
She was here to tell the medical gentlemen that a 
man with uncontrolled passions had no right to 
enter the homes of women. It was a public duty. 
He had taken her by force. Asked why she had 
let the association go on for seven years, she asked 
what else she could do. There was no spitefulness 
whatever in her declaration that he was putting 
himself on a pedestal with regard to church and 
medical affairs. If she had spoken one word against 
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him he would soon have said she was blackmailing 
him or something. That was why she and her sister 
had gone on attending the church. She had told her 
solicitors she wanted £50,000 to settle the case out 
of court. This was two years after her engagement 
to another man had been broken off. She had paid 
subscriptions to the medical aid club for many years 
and had had no return. 

In reply to Mr. Vine, she said Dr. Boon had called 
frequently to attend her husband during his last 
illness. He used to preach at the church and come 
to see her afterwards, during his wife’s lifetime. 
There had been no break in the subscription to the 
club. He had said You are more than an ordinary 
patient to me when he sent her to the hospital with 
-a letter. She had had no medical attention from 
any other doctor until Dr. Boon sold his practice. 

Dr. Boon testified that he had met the Joneses 
solely through the church and there had been close 
friendship for many years. He denied professional 
relationship. He had given her a preparation for 
anemia. She or her sister might have called for 
these tablets, or he might have taken them to her 
house. She had had several boxes. He had suspected 
malignancy and was determined not to examine 
her himself, so had sent her to hospital with a note. 
He had never examined her. Sexual association had 
ended in May, 1931, and he had often seen her since. 
At no time, other than those mentioned, had he 
treated her as a medical man. He had never 
regarded her as his patient. 

Cross-examined, he agreed that he had supplied 
Mrs. Jones with tablets for months, paying for them 
himself. This was at the time when she was subscrib- 
ing a shilling a month to a medical aid club of which 
he was sole medical officer. It was not the same 
treatment he would have given to any club patient 


suffering from anemia; it was too expensive for the 


club. There had been perhaps 60 or 80 members 
of the club, all personally approved by him. Every 
one of the members was a potential patient ; some of 
them he never saw. He did not look on people as 
patients if he never saw them. He had made no 
efforts to get the secretary of the club there; he had 
not regarded it as of importance. In his letter to the 
hospital he had said he sent her more as a friend than 
a patient. As far as he knew, no other doctor had 
ever treated her; he did not think she had ever had 
any illnesses. He himself had not attended her for 
her arm or shoulder or any of the other occasions 
she mentioned. Shown the scar on her arm, he 
declared he had never seen it before. He had sworn 
he had never promised to marry her. 

Re-examined, he said he had paid the £300 and the 
costs. 

In reply to the Legal Assessor, he could not say 
that she had been a member of the club from 1916 
to the time he left Dulwich, but did not desire to 
dispute the possibility. Patients were entitled to 
medicines from his surgery. There was no restriction 
in the rules as to the drugs allowable. He would not 
have been upset if the club members had gone to 
another doctor. 

In reply to Sir Walter Langdon-Brown, he said he 
had received a report from the hospital saying there 
was no carcinoma, but a uterine fibroid. 

In reply to Prof. Sidney Smith, he said he had sent 
her to hospital because she had told him of her 
symptoms in conversation. 

Dr. Fisher testified that he had bought Dr. Boon’s 
practice in 1931, working with him for 16 months. 
He had not been introduced to Mrs. Jones. He had 
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destroyed all the old ledgers. He had not come across 
any record of attendance on Mrs. Jones. 

Cross- examined, he agreed that Dr. Boon was 
closely associated with the church, which he actually 
owned. He would not regard members of the club 
as patients until he had attended them. Nor would 
he regard a person as his patient because he sent him 
to hospital with a note. He had heard nothing 
at all about Mrs. Jones before the breach of promise 
case. 

Re-examined, he agreed that he would have 
examined Mrs. Jones before sending her to the 
hospital if she had been his patient. 

In reply to the Legal Assessor, he said the collector 
had the list of club patients and he had never seen 
it. If patients brought up a membership card he 
treated them as club members. Prospective new 
members came and applied to him. 

In reply to Prof. Sidney Smith, he said he had been 
introduced to a number of club members as patients ; 
he could not say he had been introduced to every 
one of them. 

In reply to Sir Robert Bolam, he said he did not 
exact any further fee from club patients, and only 
regarded regular subscribers as patients when he had 
attended them. He was responsible for them if 
called. 

In reply to Dr. Bone he agreed that the difference 
between the panel fee and the club fee represented 
the cost of medicines. 

Mr. Pollock, addressing the Council, emphasised 
that the doctor had not regarded the relationship as 
professional, and that the events of which Mrs. Jones 
spoke had not begun until sixteen years after the 
beginning of the relationship in 1908. 

The President announced that the charges had been 
found proved to the satisfaction of the Council and 
the Registrar had been directed to erase from the 
Register the name of James Ebenezer Boon. 


Restorations 


After deliberation in camera the President 
announced that the Registrar had been instructed 
to restore to the Dentists Register the name of 
John Black Cochrane Fowler; and to the Medical 
Register the name of Laurence Handley Ashken. 


PROTECTION AGAINST AERIAL ATTACK 


Dr. E. P. POULTON presided on Nov. 25th at a 
meeting of medical practitioners and scientific 
workers held at B.M.A. House to consider the possi- 
bility of aerial warfare and of defence against it. 
The resolution which formed the basis of discussion 
was as follows: 

This meeting, called by the Medical Peace Campaign, 
while welcoming all practicable measures taken by the 
Government, wishes to emphasise that no complete 
protection against air attacks is possible, particularly in 
working-class areas, and that the prevention of war by 
collective security is the only sure measure of safety. 


In his introductory remarks Dr. Poulton said that 
four speakers had been invited each to give a ten- 
minutes address. They would be committing no one 
but themselves to their views. 


THE FOUR INTRODUCTORY ADDRESSES 


Dr. STELLA CHURCHILL recalled the devastating 
effect of air-raids in 1916-18 when there was no gas 
attack. Next time, she said, we must be prepared 
for what is now going on in Madrid, which is very 
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like London. In 1936 we are really “only ready for 
the war of 1914, but it is still not too late to see 
how we may best put our medical services at the 
disposal of the country. 

Mr. R. Mackrnnon Woop said that during the 
late war Great Britain was visited by no more (on 
the average) than two planes and one airship a week; 
these inflicted 1300 deaths and 3000 injuries. To-day 
an aircraft could. travel at 300 miles an hour, with 
7 tons of bombs, over a range of 1000 miles, which 
put the whole of England and Scotland, up to the 
Caledonian Canal, within reach of. the German 
frontier. The aim of an air-raid might be military 
(troops, lines of communication, power stations), or 
civil (striking large urban populations), or indis- 
criminate. Mr. Winston Churchill had just stated 


that a sudden blasting attack on the civilian popula- 


tion was an integral part of modern warfare. In 
clear weather hostile aircraft, many and fast, would 
elude by sheer weight of attack; with overcast sky 
machines in the clouds could securely look and see 
just where to lay their eggs. The only, defence, he 
suggested, is the fear of reprisals. An air war might 
open and be won in a few days by completely 
demoralising the population. High explosives inti- 
midated by their noise and by opening up the gas 
mains. Incendiary bombs were the most deadly ; 
being of combustible metal which cannot be extin- 
guished they burn through steel and concrete. at a, 
temperature of 5000°C., and a single plane can 
carry.a thousand of such bombs. Poison gas was a 
misnomer, for the most deadly poisons were liquids 
such as mustard gas and lewisite, against which 
masks (even three million of them) were no more 
good than bowler hats. Estimates of the amount of 
bombs needed to destroy London varied from 100 to 
8000 tons; the one estimate he thought too low, 
the other too high. But it was notin bombs, but when 
sprinkled, that poison gas was most deadly, as had 
been shown in Abyssinia. 


Mr. L. A. RAwIIN GS, Ph. D., pointed out that 


_ throughout history it was said that every new weapon 
had given rise to a more or less adequate defence, 
but we had evolved no really adequate defence against 
the rifle—except another rifle. There was no adequate 
defence against hostile aircraft. Imagine, he said, an 
air fleet approaching the coast in the dark at a great 
height. It would be heard in quiet places when 
still ten to fifteen minutes from London, and search- 
lights would come into play; but. their efficiency 
was disappointing, as location depended on height, 
temperature of air, speed, and direction of wind ; 
and until the enemy was located there was no 
remedy. From the ground a shot took a quarter 
of a minute to reach a height of six miles, and 
during this time the target had travelled a mile, 
and the plane might dive at any moment. The 
weakest link in defence was the search-light, but for 
the same reason the enemy could not stop-our raids. 
He suggested that a coloured film of a gas attack, 
freely shown in European cities, would reduce the 
war fever. 

Dr. F. R. EDBROOKE, M. O. H. for combined Surrey 
urban districts, compared aerial warfare with environ- 
mental disease; the danger being essentially man- 
made therefore gave hope. The only way to get full 
security from air-raid was to abolish military aero- 
planes and internationalise civil ones. To organise 
first-aid, he said, would require one first-aid worker 
for every fifty of the population, and it was unlikely 
that number could be got together. It was imprac- 
ticable, he felt sure, to make existing buildings gas- 
proof. Decontamination was impossible on a large 
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scale and evacuation difficult. There was no protec- 
tion against high explosive except 12 feet of concrete. 
He felt inclined to advise no action, for the mind of 


the citizen was undergoing subtle poisoning : (1) either 


he gets the wind up; or (2) he is reassured by the 
statements made; and in any case (3) he gets to 
consider attack as imminent or inevitable. The 
M.O.H., while coöperating in any precautions avail- 
able, must admit that precaution can never be 
complete, and that the only real security lies in 
other e 


SUGGESTION FOR AN INQUIRY 


Prof. J. R. MARRACK remarked that there were 
bound to be loop-holes in any scheme of protection 
against gas. People with masks available might be 
taken by surprise or have cold fingers, and even the 
conspicuous notice in the German trench—‘‘ Mensch, 
wo ist das Gasmask ? — was often neglected. But 
that was no reason why the protection offered should 
not be of the best. Gas-proof rooms were all right, 
but many people who had not a room to set aside 
must be evacuated. In one London borough a census 
showed 20,000 people living in rooms “unsuitable 
for gas-proofing; more than 70,000 families in 
London, say 250,000 people, were overcrowded. How 
could they all be evacuated ? Some must be taken 


and some left; but would they be keen on moving, 


and who would carry on the essential services! 
The second line of defence was the gas-mask, in case 
the rooms were not gas-proof or high explosive 
broke down the proofness ; but the mask being shown 


to trainees was not the mask that is to be issued to 


the civilians but the Army mask. Was the reason 
that the former is a poor piece of work ? Arsenical 
smoke with its particles of ly in average size would 
penetrate any mask and make it impossible to wear. 
It might be unlikely that arsenical smoke would be 
used, but the military advantage of it was very 
Then of course children under five cannot 
wear masks, and none of the various expedients— 
the covered pram, the enveloping bag—were proving 
very simple. For any sort of protection to be 
effective the child must be quiet; babies would have 
to be trained. The medical profession could do 
much to restore confidence if they felt confident them- 
selves, but nothing was less calculated to inspire 
confidence than concealment and bluff. Our pro- 
tectors had had no practical experience with gas 
and had apparently never seen a slum or a baby. 
We needed a commission of inquiry by the Govern- 
ment. The British Medical Association had done 
good work in their inquiry about nutrition; why 
not repeat this in the matter of gas warfare ? 


DISCUSSION 


Sir FRANCIS FREMANTLE, M. P., said he thought the 
Home Office was right in putting up a screen to the 
civilian population. It had been said there was no 
protection against the bomber, but he had been 
informed on high authority that that was not the 
case in the long run; but, he added, there may not 
be time for a long run. About the gas-mask he had 
nothing to say; he could only speak of the horrors 
of war. There was, he thought, an immense popula- 
tion in Europe which recognised that nothing, not 
even colonies, were worth these horrors. He would 
like to see a popular diplomacy set up against the 
official diplomacy, and getting even totalitarian 


governments to take note of it. 


Dr. ALFRED SALTER, M.P., said he believed there was 
no protection against air-raids except peace. Remedies 
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were futile. He did not know one house in Ber- 
mondsey that could be made gas-proof. The gas- 
masks taken with them by the Spanish ambulance 
had cost about £5 each.—Dr. CECILE BOOYSEN, 
secretary of the Medical Peace Campaign, said she 
could not agree with Sir F. Fremantle that if pro- 
tection is not there we should tell people it was. 
She regretted that no representatives of the Home 
Office air-raid department were present; they had 
been invited.—Dr. H. JouLes maintained that 
the truth should be disseminated and people allowed 
to work out their own conclusions. If we hoodwinked 
our patients we should sacrifice the confidence which it 
had taken generations to build up.—Dr. T. O. GARLAND 
thought that the Campaign should confine itself 
to scientific inquiry on the lines of the B.M.A. food 
investigation. 


Dr. Poutton then moved the resolution from the 
chair, asking if the meeting would like the Campaign’s 
council, when appointed, to approach the B.M.A.— 
Dr. A. L. LANKESTER, who seconded the resolution, 
said that the position revealed by the experts was 
absolutely without hope. The one line of action 
was to seek peace in every possible way. Medical 
men knew about the horrors of war and should try 
to form public opinion.—Dr. HIL DA CLARK wished 
to include in the resolution a recommendation for 
the internationalisation of air forces, but her amend- 
ment was not carried.—Mr. J. D. BERNAL spoke of 
a group of Cambridge chemists and physicists who 
were investigating such problems as the gas-proofing 
of rooms and would be glad to join a B.M.A. group. 


The resolution was then put and carried, after 
deletion of the words “ by collective security,“ with 
a rider commending to the B.M.A. the study of 
protective measures for the civilian population 
against air attack. 


MEDICINE AND THE LAW 


Artificial Insemination 


AN ingenious discussion has arisen in America 
(Jour. Amer. Med. Assoc., Nov. 7th) on the question 
of the legitimacy of a child born in wedlock as a 
result of artificial insemination from a donor other 
than the father. If the point has not yet been 
judicially examined, the practice is apparently to 
take every precaution over the rights of the parties. 
Thus it is stated to have been found necessary and 
advisable to insist that the woman’s husband be 
made to give a written consent to his wife’s insemina- 
tion. A specific form of document has been evolved, 
the signatures of husband and wife are affixed and 
attested before a notary. The consent sheets are 
signed in duplicate and the parties retain a copy 
each. These consents legitimatize the child under 
the present New York laws and establish it as the 
legal heir of the family unit.” Warnings against 
possible blackmail by the donor are mentioned. The 
possibility of a husband being guilty of adultery by 
being himself a donor to someone else’s wife is also 
considered. The English courts can offer no contri- 
bution to this topic. Although in the Russell case 
in 1924 Lord Dunedin observed that ‘‘ fecundation 
ab extra is, I doubt not, adultery,’ the remark, as 
his judgment shows, did not refer to artificial 
insemination. 

This American discussion happens to coincide with 
a recent decision by Mr. Justice Langton in the 
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nullity suit of Farnham v. Farnham. The case is a 
reminder of the restriction placed by our law upon 
the giving of evidence by husband or wife as to 
non- access or non-consummation. This evidence is 
common enough in the Divorce Court, but the rule 
Which was confirmed in the Russell case excludes it 
where its admission might make a bastard of a child 
born in wedlock. In Goodright’s case Lord Mansfield 
described the rule as founded on decency, morality 
and policy.” In the Poulett Peerage case Lord 
Halsbury said it most wisely and properly protects 
the sanctity of married intercourse and forbids it to 
be inquired into in any court of law.“ There is no 
notion of seeking to protect the judge’s ears from the 
shock of unpleasant details. The Divorce Court is not 
unaccustomed to the unprintable, and Lord Birken- 
head in the Russell case heroically declared that the 
judges would do their duty and listen to any testi- 
mony, however indecent, if it would elucidate the 
truth. In spite of Lord Halsbury’s dictum, the 
principle is not solely a rule for preserving the con- 
fidences of married life, for it applies only where 
there is a child whose legitimacy may be jeopardised. 
It may be added that the application of the rule in 
Russell v. Russell was upheld in the House of Lords 
by a bare majority of three judges to two and that 
many lawyers think the minority judgment by Lord 
Sumner as cogent as anything said on the other side. 
To return to Farnham v. Farnham, the facts were 
that the marriage was solemnised in 1933: five 
months later the wife left her husband and never 
returned. The husband petitioned for a decree of 
nullity and, if his evidence was admissible, the judge 
was prepared to hold that the marriage was never 
consummated because the wife was incapable as 
regards the husband. But Mrs. Farnham gave birth 
to a child two years after leaving her husband, 
Although she admitted that he was not the father, 
here was a child born in wedlock, and Mr. Farnham’s 
evidence of non-intercourse would tend to bastardise 
the child. Mr. Justice Langton, obviously aware of 
the awkwardness of this unfair obstacle to the 
petitioner’s suit, was able to hold that the rule in 
the Russell case (preventing husband or wife from 
testifying to non-access) applied to divorce proceed- 
ings but not to a nullity suit. He pronounced a 
decree nisi of nullity. Thus the law refrained from 
refusing to let evidence be given by the person best 
able to give it. 


L. C. C. SPECIAL SERVICES FOR CHILDREN.—At its 
meeting on Tuesday last the London County Council 
approved further developments in the 3-year pro- 
gramme for the treatment of school-children. A 
new treatment centre, especially for rheumatism, is 
to be opened at Balham. All children are to have 
their teeth inspécted once a year, and more electric 
dental engines are to be provided ; temporary ortho- 
dontists will be employed. Orthoptists are to treat 
squint cases under the supervision of ophthalmic 
surgeons. A further grant is to be made to the 
London Child Guidance Clinic. Children under school 
age will be treated at school centres if the borough 
council is prepared to reimburse the cost of treat- 
ment. This will need the addition of two assistant 
organisers of children’s care work. 


Dr. GRAY’s HOsPITAL, ELGIN.—An appeal is 
being made for £30,000 to re-equip this institution, 
where the nurses’ accommodation is inadequate, the 
radiological and X ray departments out of date, and 
the heating and lighting apparatus defective. 
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nder this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for.a month ; 


his name can be seen later in the half-yearly index. 


BY A CHRONICLER 
I 


_ Ix was the reviewing of certain recent books dealing 
with medical history which started me on an attempt 
to look into the relations of medical journalism to 


medical authorship, and the relation of both to medical 


progress. In the earliest days of journalism, when 
printing was not established, such chapters as follow 
would have come from one styled “a chronicler.” . 


* * * 


There is no real difference between a technical 
journal and any other newspaper, if the definitions 


of newspaper and journal in the Encyclopedia 


Britannica and the Oxford Dictionary are accepted. 
At the same time, there are circumstances in connexion 
with the technical journal of a special character. 
The number of its subscribers is limited by the size 
of the constituency for whom it is produced, and 


any appeal for indiscriminate support outside would 


damage it in the eyes of its proper audience and 
eventually in those of the public, and this 


is particularly so in the case of the medical 


journal, The circulation of the medical journal 
is large in some countries, notably in the United 
States, and large, though much smaller, in the United 
Kingdom. But, even so, the total possibility of 


‘support has to be reckoned in thousands and not in 


hundreds of thousands, so that whatever figure the 
circulation of a well-supported medical journal may 
attain to, it must be a small one compared with that 
of a popular organ. But bulk is not an essential 
quality, and the medical journal gains support not 
only by the contents, which are directed to the 
needs of the medical profession, but by attention 
to matters of public interest where medical activities 
are the centre of that interest. Other professions 
possess similar mediums, devoted to their own 
interests, and at the same time informing the public 
for the public good; their contents are comparable 
to those of the medical journal, except that the transla- 
tion of medical information into language easy of 
popular comprehension defies ingenuity more com- 
pletely than occurs with any other technical produc- 
tion. Other circumstances where the medical journal 
occupies a peculiar place are mutually contradictory, 
for while its circulation is limited its possible scope 
is unlimited. The information which it might give 
usefully cannot be defined because the science of 
medicine has no boundaries; but the language in 
which that information is conveyed will not be under- 
standed of the people at large without translation. 
Journals of a special character employ phraseology 
proper to the specialty; they must do so or the 
significance of the information will be lost for the 
specialist even though much of the message may be 
clear to the public. It is sad that the transmission 
of medical knowledge should suffer in a marked way. 
from the difficulty of language, for here lies the reason 
of much criticism and some ill-founded ridicule of the 
medical profession for pomposity, and for a presumed 


desire to envelop the common-place in a shroud of 


imposing jargon. ‘‘I wish you would talk English, 
says the lay coroner, ‘‘so that the jury and I can 
understand you.” (Laughter in court.) The puzzled 
gentleman is forgetting that the nouns, adjectives, 


and sometimes the verbs which the medical witness 
must use if—so help him God—he is to tell the trath, 
the whole truth, and nothing but the truth, are not 
English. It: is forgotten that the international 
character of medicine makes it seek knowledge in 
all and from all countries, and that accordingly 
writers and speakers, must employ a phraseology that 
is in its essentials comprehensible internationally. 
Precision in terminology is necessary in all scientific 
descriptions, whether by experts in a law court, 
doctors in a learned assembly, or in the columns of 
the medical press, for only in this way can discussion 
be conducted without confusion and much waste of 
time in explanations. The coroner of the future, it 
appears, may be usually a lawyer, but it is presumed 
that either he will be a doctor also, or will be required 
to have medical knowledge, or be able to command 
it, and thus he need not charge his juries without 
appreciating the points of medical evidence, when 
differences of opinion may have been expressed. 
; „ ‚„ „ 

It is particularly unfortunate that medical details 
should be so difficult to put into the vulgar tongue, 
since the desire of the public to follow their meaning 
is natural. For medicine is to everyone an individual 
affair. Law reports may make as wide an appeal 


to the reading public, but those who follow the 


exciting episodes are not personally planning rob- 
beries or avoiding swindles; they are not designing 
to murder or apprehensive of being murdered. But 
everyone is interested in the maintenance of health 
for personal as well as public reasons, while, with the 
progress of its own science and of the sciences to 
which it is inextricably bound, medicine has come to 
permeate all activities. And for this reason the 
record of any event in a medical journal may have to 
take note of. things remote from medicine proper. 


May the following childish example be excused f 


The first statement in a reading book which intro- 


duced Latin to me and many of my contemporaries 
was that ‘‘ Balbus was building a wall.“ If Balbus's 
activity, for this or that reason, becomes news,” 
various journals and special: organs will comment 
on the statement. Each will do so within a scope 
suitable to the public appealed to, and what would 
be expected from each would have an appropriate 
bounding line. How would such a line be drawn in 
the case of a medical journal? These are the points 
which it might be necessary for the medical journal 
to consider in face of Balbus’s enterprise: the here- 
dity and upbringing of Balbus and his fitness for 
building; the influence upon public health of the 
erection—either beneficial as a screen, or malign as 
cutting off light and so on—and the conditions under 
which the labour is being conducted; these would 
include the health of the workers and perhaps their 
wages, risks of accidents to them or of disease from 
the materials employed. Here we have eugenics, 
statistics, social medicine, and pathology all on the 
tapis ; and under any of them Balbus’s work becomes 
news for a medical paper. And because of the uni- 
versal and welcome interest of the public to-day in 
health matters, the general press, as representative 
of public needs, way wish to make statements refer- 
ring to the medical aspects of what Balbus is doing. 
To do this accurately may need the translation of 
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medical phraseology into common speech, and the 
task is a hard one. 
* * * ; 

The difficulty did not exist at the dawn of journalism, 
when news consisted of flat statements from ruler 
or priest, and when there was no room for discussion, 
comment, or interpretation. For journalism, as I 
venture to interpret the term, is a very ancient pro- 
fession, and medical jow nalism is one of its oldest 
branches, one bearing leaves at least 2500 years ago. 
The famous code of Hammurabi, King of Babylon, 
is dated 2000 RB. C., and medical situations were here 
dealt with that must have formed the subject of 
public conversations, for the existence of the abuses 
had to be familiar before the penal legislation could 
be framed. Hammurabi, whose drastic methods 
have made popular quotation, seems to have been 
his own General Medical Council as well as his own 
High Priest and Lord Chief Justice ; his punishment 
for malpraxis was death, and we can imagine that 
the punishment was sometimes made to fit the 
crime in arbitrary manner. But there must have 
been records to prove the occurrence of the crimes 
for which the penalties were devised. And historical 
reading confirms that from such records medical 
literature sprang, to be reinforced in collated forms 
by subsequent learning. 

: * * * 

What medicine existed in Greece before the time 
of Hippocrates is a question for historical and textual 
research beyond my comprehension, but I am cheered 
to learn that the indecipherable Cretan tablets were 
probably mere inventories and most unlikely to 
contain medical lessons. Medicine, however, had a 
history in Greece far behind the works of Hippocrates, 
and Homeric warriors knew much surgery. In the 
temples of Asculapius, who, as befits a god, has no 
date, were votive offerings stated to have been drawn 
upon by Hippocrates and the authors comprising 
the Corpus Hippocraticum. These records, affixed to 
the temple walls under the administration of priests 
who were not physicians, have been regarded as the 
clinical material for the Corpus, but modern scholar- 
ship does not accept the view exactly, since the 
great prosperity of the temples hardly if at all 
preceded Hippocrates's own date. But anyhow, 
500 years before the Christian era the worship of 
Esculapius had become associated at his temples 
with a form of medical practice, and when the grati- 
tude of patients took the shape of tablets recording 
the treatment administered and the results obtained, 
and when the counsel of those who ministered at 
the centres was acted on, medical journalism may be 
said to have taken a place on the map. The tablets 
were hung in conspicuous places, and such medical 
knowledge as the world possessed was disseminated 
through them. Similar records were kept at temples 
in Egypt, but here the priests were bound to practise 
in accordance with the sacred books of Hermes, and 
accordingly, from the lore of primitive Egypt, later 
to harbour the famous school of Alexandria, medicine 
derived nothing of permanent value, for the truth 
was always subservient to tradition. 

The early history of Chinese medicine offers a 
similar lesson against organised credulity. It has 
been written very fully by Dr. Wu Lien Teh, the 
director of the Manchurian Plague Prevention Service, 
and an epitome has been furnished by Dr. William 
Morse. Here it can be gathered that the medicine 
of China depicts the character of the nation through 
a vast period, and this is a devastating reflection as 
far as medicine is concerned. Dr. Morse supplies 
evidence of considerable medical art existing in 


China as early as 200 B.c., at which date a collation 
of the early medical writers of China was made in 
response to imperial edict. But no progress followed 
in medicine, for the same reason that medicine in 
Egypt stood still until Greek learning came to the 
rescue. While in Egypt early medicine had to 
submit to priestly control, in China the science had 
to follow the edicts of a fanciful cosmogony ; astral 
phenomena were studied and resulted in the laying 
down of premises that had to be accepted, and a 
system of medicine was evolved which was inelastic 
and not adaptable to increasing knowledge. When 
facts were discovered—and according to Dr. Morse 
they were ardently searched for—there was no 
inducement to alter previous opinions, and so proceed 
to development. Innovation might have been 
regarded as blasphemy. Germany might take 
warning here, for in that country an anthropology 
dictated by politics, not science, has been imposed 
upon medicine; the results for the moment are 
injustice and cruelty, but they may well be detri- 
mental in the future to the progress of medicine. 

In Imperial Rome the ancient pedigree of jour- 
nalism becomes a sound one. Romans at the dawn 
of the Christian era possessed a journal, and the word 
itself is derived from the Roman Acta Diurna. These 
authorised accounts of the day’s events were affixed 
every morning in a conspicuous place in the forum, 
and comprised among other things medical informa- 
tion analogous to that furnished by the medical 
correspondents to our own newspapers, epidemics 
and disasters being nuticed. The Acta Diurna were 
circulated by copy in Rome, for Juvenal speaks of a 
lady reading her newspaper in bed while having a 
female slave whipped for further diversion—the 
passage occurs in a satire which is excluded from 
educational curriculums but which is widely read, 
‘and deserves to be, for its brilliant virulence. The 
difference between the votive tablets in Greece and 
Egypt on the one hand, and the Roman Acta Diurna 
on the other, is that in the latter such medical infor- 
mation as was forthcoming was given out to the 
public as a part of public news, while in the Esculapian 
records the information was to be sought in temples, 
and only the sick and those who ministered to them 
were likely to benefit by it. 

* * * 

No pretence is made to the writing of medical 
history, which is now being done freely and well: 
only salient points are chronicled. 

Three great medical authors dominated the whole 
period from the fourth century B.c. to the sixteenth 
cent A.D.—Hippocrates, Celsus, and Galen. Their 
rule lasted until the publication of Harvey’s dis- 
covery, and indeed for a period subsequent to that 
revelation. For medicine was not quick in a general 
way to realise what Harvey had done, because much 
of the teaching was founded on the work of Hippo- 
crates, and was (and is) sound, and thus could be 
followed with success by men who did not appreciate 
the new and scientific grounds for much ancient 
and empirical procedure. Hippocrates lived at the 
zenith of Greek culture, was a contemporary of 
seven of the greatest men of letters whom the world 
has ever known, and the records at the temples of 
Asculapius were at his disposal; without stressing 
too much the importance of these temples before his 
day, they were centres where the treatment of the 
sick was conducted, and, as that great man of letters 
Allbutt pointed out, the votive offerings, sometimes 
written and sometimes plastic, furnished examples 
of clinical notes. This was journalism in its right 
place as the starting-point of medical literature. 
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Celsus in the beginning of the first century A. D. had 
the works of Hippocrates under his hands, having 
access to them at Alexandria: he wrote on agriculture, 
the art of war, and other subjects as is known from his 
on words, though all but the treatise on medicine 
have disappeared. Galen, in the next century, wrote 
of medicine among other of a large range of subjects, 
and founded his teaching also upon written records ; 
he was born at Pergamos, where Asculapian tablets 
were to be found, while he had access also to the 
libraries at Alexandria, and benefited by the anato- 
mical discoveries of Erasistratus and Herophilus. 
It is interesting to note that both Galen and Celsus 
regarded medicine as a branch of general science. 
They concentrated upon its study, but had an all- 
roundness of vision which was lost by medical writers 
who followed ; and indeed almost until our own times 
did. the interconnexions between medicine and 
science generally remain indistinct, though in what 
are termed the Dark Ages subservience to belief in 
magic and spells had a medical flavour. 

But the ages that were so dark for Europe saw the 


rise of Islam: A knowledge of Greek existed in the 


East. among the Islam conquerors, and in consequence 
of Greek influence we have Arabian medical literature, 


the works of Rhazes and Avicenna. Rhazés was born in 


860 A. D., and of him we know that he was philosopher, 
astronomer, and musician, For the medical science 
in his writings he drew on Hippocrates, but is 
famous for his original remarks on small-pox. To 
those who are complacent concerning twentieth 
century progress it may be a sobering thought that 
Rhazes was the exact contemporary of Alfred the 
Great. Avicenna came a little later. His Canon 
is also based upon the work of Hippocrates and 
kept medical learning from submersion at a time when 
the culture of Europe was disappearing in bewildered 
Roman provinces, transformed and rearranged under 
waves of invasion. All interested in the history of 
medicine should be grateful to Prof. O. Cameron Gruner 
for his recent translation of the Canon. The mass of 
learning brought together by the famous Arab is 
amazing, as is the modernity of his injunctions, laid 
down by transforming popular rumours into exact 
experience. This experience was got by him as an 
itinerant doctor who, in the course of his journeyings 
up and down, collected medical information which 
he communicated to classes of students by word 
of mouth. His case illustrates aptly the sequence 


that occurs between the collection of clinical notes 


and the production of the sound treatise, and brings 
him within the definition of a medical journalist. 
. . * * * 

The teaching of Galen, and to à less extent that 
of Celsus and Avicenna, all deriving from Hippo- 
crates, pervaded medicine for 2000 years, and its 
influence yielded but slowly in face of the scientific 
progress made possible by Harvey, the sterile period 
of the Dark Ages intervening. The Dark Ages were 
not so dark as has been believed although, so far as 
medicine is concerned, no progress was recorded in 
any literary manner in Europe between the seventh 
and the seventeenth centuries A.D., the Roman Silver 
age furnishing very little if anything at all.. The art 
of medicine was cherished by monks and nuns, but 
the learning of the cloisters was not spread from them 
as it had been from pagan-temples. The nursing 
brethren and almoners of religious houses acquired 
much familiarity with practical therapeutics but 
their knowledge remained undiffused. Of what value 
to medicine their observations might have been we 
can only guess, but the recent translation of parts 
of the works of Johannes de Mirfield by Sir Percival 
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leads to the conclusion that traditional Greek an 
Arabian literature would have been relied on. Mir- 
field, whose date was early in the fifteenth century, 
was in official touch with the hospital as well as 
with the religious foundation of St. Bartholomew, 
but neither of his books seems to register any scientific 
progress though we must be grateful to the learned 
translators for very amusing reading. 

The Renaissance, though bringing a knowledge of 
Greek, led at first to no medical progress ; indeed, it 
may have had a sterilising effect by confirming 
Galen, who wrote in Greek, in his position for a long 
period as the ultimate authority. Paracelsus in the 
sixteenth century challenged the authority, and. I 
have read somewhere that he did this in dramatio 
fashion by burning the works of Galen and Avicenna 
in public. But the force of tradition was too great 
for him, and, indeed, his own contributions to thera- 
peutics were for the most part no less speculative 
than those of Galen, though he has to his credit 
some pharmacological researches, and, as was 
noted at the recent congress of the International 
Society of Medical Hydrology, made a close inquiry 
into the virtues of the Gastein springs. Rabelais, 
his contemporary, became a doctor when he was 
over 30 years of age, having previously been in 
clerical orders. He was an ardent student of Greek. 
His medical curriculum must have been extremely 
short, as almost immediately after entering upon his 
medical studies he was accepted by Montpelier as a 
teacher, and lectured on Galen. Scholar, wit, and 
critic of men and manners, he does not seem in his 
marvellous book to display the slightest interest in 
medical research, his references to pantagruelion and 
urinalysis being never serious. 


* * * 


These notes will make absurdly familiar reading to 
students of medical history, but, as has been said, they 
are not pretending to be a history. They are set 
down to show that from the keeping of records in 
whatever form or medium, and from their circulation, 
medical writing took shape; and if this be so, medical 
journalism enjoys a long pedigree. . r 

A medieval French nobleman, regarding the 
ordered the 
picture of his family tree to start with Adam, -from 
whom a fine line was traced through semi-divine 
heroes and heroines, emperors, vikings, and anything 
which came to hand, till the thirteenth century was 
reached, without record of any mésalliance that 
would have. defiled noble blood. The material 
employed in constructing the pedigree was that 
reproduced in the romances which were beloved by 
Don Quixote. I do not know what date the Church 
in the thirteenth century would have ordained for 
Adam but J think it likely that it might have been 
about that assigned to Hammurabi. Certainly in 
medieval days the world was considered a 
fairly recent affair. Indeed I find it stated in 
a volume published as late as the nineteenth 
century for the instruction of young English ladies, 
that its creation took place in 4004 B. C. Our great- 
grandmothers and grandmothers might have been 
considered ignorant if they had been unaware of 
this fact, which was no doubt communicated to Miss 
Sharp by Miss Pinkerton, and perhaps to Miss Bud 
by Miss Twinkleton, for Cloisterham was not likely 
to be progressive. I am suggesting a pedigree for 
modern journalism that goes further back than the 
Sire de Montmorency’s imagining could take him, 
and one which requires less imagining. 
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Domiciliary Service in Newcastle-upon-Tyne 


NEWCASTLE-UPON-TYNE was one of the first areas 
to adopt an open choice system of providing medical 
aid for the sick poor. When the poor-law functions 
were transferred in 1930, it happened that six of the 
ten medical relief districts were available for the 
experiment and these were constituted a joint medical 
relief district as from Nov. 8th, 1933, the Minister 
having authorised the necessary departures from the 
Public Assistance Order, 1930. In March, 1935, 
Dr. J. A. Charles presented a report to his health 
committee on the working of the scheme during the 
initial period of ten months.1 The practitioners 
participating had agreed to accept remuneration 
from a pool of £1200 (except for certain special 
fees) allocated on the basis of service rendered. 
Drugs and dressings were provided separately from 
a central dispensary. The £1200 had yielded only 
5-656 pence per unit-service, obviously an inadequate 


recompense, and the council, being satisfied that the 


scheme afforded a satisfactory type of service, sub- 
sequently determined? to increase the available 
money and to pay each contracting practitioner as 
from March Ist, 1935, at the rate of 5s. per quarter 
per patient treated, but if a patient had had two 
quarters’ consecutive treatment and required further 
medical attention, a fee of £1 would be paid to cover 
twelve months. Special fees for certificates required 
by relieving officers and for other special services 
were continued. 

Dr. Charles has now prepared a comprehensive 
report on the working of the scheme as it operates 
in an area formerly comprising seven relief districts, 
during the year ended Feb. 29th, 1936. The system 


requires renewal of relieving officers’ orders three- 


; 


monthly, each expired record card being returned to 
the M. O. H. at such intervals. Any necessary 
renewal is determined by him except in doubtful 
cases, which are submitted to a medical referee. 
Practitioners are paid quarterly. The approximate 
average number of persons in receipt of any form 
of relief in the joint relief district was 13,500. The 
total number is not available for the whole period. 
The number of persons receiving medical treatment 
throughout the whole period was 8193. Long- 
period or chronic cases numbered 611; ‘“‘short- 
period 7582, most of these being acute cases of 
short duration. The age and sex of the patients in 
the two categories, and a broad classification of 
causes of sickness and invalidity under the headings 
used for insured persons by the chief medical officer 


of the Ministry of Health in his report for 1933, are 


given in valuable tables. 

The rate of remuneration per unit service averaged 
11-38 pence, being 1s. 0-17d. for short-period and 
9-08d. for long-period cases. For true short-period 
cases—i.e., of less than three months’ duration—it 


was le. 1-34d. The typical chronic case received 


. 


26-4 services during his nine months’ or year’s dura- 
tion, the true short-period or acute case 4:5. The 
term unit-service covers both attendances at surgery 
and home visits. The former totalled 39,333, the 
latter 22,962, the ratio of attendances to visits being 
1-7 to 1 as compared with 0-8 to 1 in the earlier 
period. For long-period cases the ratio was 2-2 to 1, 
and for short-period cases 1-6 to 1. Dr. Charles 
remarks that “the tendency to replace domiciliary 
!.. p E 
1 THE LANCET, 1935, i., 774. 
3 Ibid., p. 889. 


visiting by the easier process of surgery consultation 
cannot be regarded favourably, and its further 
extension will be to the detriment of the service as 
a whole.” The practice of medical practitioners in 
this respect varies and it appears to be desirable, 
though far from easy, to determine a reasonable ratio 
for an average group of patients. 

The cost of medical practitioners’ services is 
summarised as follows :— 


£ 8. d. 
Remuneration of medical practitioners on the panel 2992 0 0 


Fees for certificates (at 1s. each) bes by 281 14 0 
Fees for confinements r ee 50 11 6 
Emergency medicines .. 416 0 

£3329 1 6 


The average expenditure per patient treated was 
8s. 1$d., of which 7s. 33d. was chargeable against 
panel fees alone. Complaints as to laxity in certi- 
fication have been few. Indeed, it is the considered 
opinion of the public assistance department that 
this work is done even more conscientiously than 
under the former system. The view expressed in 
the earlier report that the danger of excessive recom- 
mendations of medical extras had been exaggerated 
is confirmed by the more recent experience. On the 
other hand prescriptions have increased by 40 per 
cent. without any satisfactory explanation. 

Though administrative charges are rather high, 
being 5 per cent. of the total cost of the medical and 
pharmaceutical provision, Dr. Charles expresses the 
view that no other scheme of domiciliary medical 
service is so acceptable to those who benefit by it 
and that the Newcastle arrangements are steadily 
approximating to a model scheme, the main items of 
which are set out on the last page of his report. 


The New Regulations 


The Medical Benefit Regulations, 1936, will come 
into operation on the first day of the New Year. 
All the amendments effected by regulations made since 
the issue of the 1928 Consolidated Regulations have 
been incorporated along with other amendments, 
including alterations of the terms of service, which 
experience has shown to be desirable, introduced 
after consultation with the Insurance Acts Committee 
and the National Association of Insurance Com- 
mittees. Every insurance practitioner will by now 
have received a copy of the new regulations and it 
may be a convenient time to set out the principal 
alterations which affect practitioners under the 
Insurance Acts. 


INVESTIGATION OF RECORD-KEEPING (REG. 45) 


There are new provisions enabling the Minister to 
avail himself of the aid of panel committees in securing 
an improvement in the standard of practitioners’ record- 
keeping so far as clinical notes are concerned where 
investigation by the duly appointed medical officer has 
shown that there is prima-facie reason to think that the 
records are not being satisfactorily kept in that respect. 


APPLICATION OF THE ARBITRATION AOTS (REGS. 43 AND 67) 


The provisions of the Arbitration Acts are no longer 
applied to appeals under Regulation 43 (5) relating to the 
investigation of excessive prescribing, as it is considered 
that such provisions are not properly applicable to appeals 
of this kind. The application of the Arbitration Acts, 
1889-1934, to inquiries under the regulations has been 
expressly limited by Regulation 67 to the matters in 
connexion with inquiries in which their possible applica- 
tion is specifically authorised under Section 43 (b) of the 
National Health Insurance Act, 1936. The Sixth Schedule 
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to the Regulations sets out in detail the sections of the 


Arbitration Acts applying to appeals. 
RANGE OF MEDICAL SERVICE (REG, 46) 


Regulation 46 (1) provides for the determination of 


questions arising as to whether an operation or other 
service which a practitioner has advised for or rendered 
to a patient was within the scope of the practitioner’s 
obligations under the terms of service to be made in 
accordance with rules formulated in the Regulations 


themselves and contained in the Seventh Schedule to the 


Regulations instead of, as previously, under rules to be 
Bema area formulated. 


The Terms of Service 


The First Schedule to the Regulations forms the terms 
of service and the following references to clauses relate 
to clauses in that schedule. 


ARRANGEMENTS FOR PRACTICE ON RETIREMENT, 
DEATH, ETO.—CLAUSE 4 (1) 

This clause has been amended to make it clear that in 
the case of the death of an insurance practitioner the 
right to require the issue of notices of the nomination of 
a successor to the practice applies only where a deputy 
has been appointed under Clause 4 (3) and within the 
period for which the deputy is appointed. 


PERSONS FOR WHOSE TREATMENT PRACTITIONERS 
ARE RESPONSIBLE—OLAUSE 5 (1) 

A proviso has been added to make it clear that a prac- 
titioner is not responsible for the treatment of persons in 
hospitals or similar institutions not open to medical 
practitioners generally for the treatment of their patients. 
This, of course, would not apply in the case of cottage 
hospitals where all local insurance practioner have the 
right of access to their patients. 


APPLIOANT’S TITLE TO OBTAIN TREATMENT—OLAUSE 7 (3) 


This clause has been amended so as to extend the time 
within which a request under the subclause can be made 
by an insured person for withdrawal of a practitioner’s 
account or for refund of fees to three months instead of 
one, asformerly. The clause relates to those cases where 
the applicant, when applying for treatment, has not 
represented himself to be an insured person. It is also 
now made clear that the insurance committee may take 
action under the subclause requiring the withdrawal of 
the account or recovery of the fee for refund to the 
insured person (without recourse to the disciplinary 
provisions of the Regulations, and whether the insured 
person is on the practitioner’s list or not) where the 
committee are satisfied that the action of the practitioner 
in presenting an account or charging a fee to the insured 
person was due to a genuine misapprehension as to the 
person's insurance status. This amendment means that 
in cases of genuine misunderstanding a practitioner who 
has accepted a fee from an insured person on his list is 
not ipso facto to be dealt with by the medical service 
subcommittee. 


USE OF OFFIOIAL PRESCRIPTION FORMS—CLAUSE 9 (10) 
An amendment to this clause prohibits the use of 


official prescription forms for a patient whom the prac- 
titioner is not attending as an insured person. Cases 


have arisen from time to time where the insurance prac- . 


titioner has treated a patient whose name is included in 
the list of another local practitioner, not in the capacity 
of deputy, but as an independent private practitioner. 
In such cases it is now definitely a breach of the terms 
of service for the practitioner to issue insurance prescrip- 
tions or insurance certificates unless and until the insured 
person’s name has been transferred to his list. 


ACOEPTANCE OF FEES—OLAUSE 10 (1) AND (2) 


Practitioners are not debarred from receiving fees 
payable under Section 16 of the Road Traffic Act, 1934. 
Insurance committees, in consultation with panel com- 
mittees, will now have to consider the adoption of a 
consequential amendment of the distribution scheme to 
debar practitioners from the receipt of emergency fees in 
such cases. Clearly, it would be improper for practitioners 
to claim remuneration from two eee sources in 
respect of the same service. 


A minor adjustment, but one which will meet with 


general approval, allows a period of seven days instead of 


two days for the submission of Form G. P. 45 in cases where 
a practitioner has rendered what he claims to be specialist 
service to an insured Patient on his list. 


DEPUTIES, ASSISTANTS, AND PARTNERS—CLAUSE 11 (2) 

This clause has been amended so as to make it clear 
that all necessary arrangements for the treatment of his 
patients must be made by a practitioner whether. his 
proposed absence from his practice is for less than a week 
or for a longer period. 


Medical Certification Rules 


The medical certification rules (Part IV. of the First 
Schedule) have been amended in two respects. Rule 6 
will now permit of the issue to patients in any area, 
instead of in rural areas only, of final certificates indicati 
fitness to resume work on a date not later than the third 
day after examination. Rule 13 now provides that where 
an insured person is a deposit contributor, and the prac- 
titioner has issued a certificate in which the cause of 
incapacity has been stated with: less precision than his 
present knowledge of the insured person’s condition makes 
possible, the statement to that effect shall be sent to the 
insurance committee. This has always been the practice 


‘but the provision therefor has hitherto been contained in 


a footnote and not in the body of the rule. 

Other minor adjustments of the Regulations make it 
clear that where notices are issued as a result of a prac- 
titioner’s obligations not being carried out owing to his 
continued absence or bodily or mental disability 
(Clause 4 (4)) the insured persons concerned have an 
immediate right to choose another doctor. It has 
hitherto been a moot point whether such right to a fresh 
choice existed and the ludicrous position was reached of 
an insurance committee having to tell insured persons 
that their own doctor was not available and leaving them 
in the possible predicament of having no claim on the 
services of any practitioner. 


List of Prescribed Appliances 


` Adhesive plaster combined with medicated gauze or 
lint has been added to the list of appliances (in the 
Second Schedule to the Regulations) which may be ordered 
for insured persons as it is considered that this will result 
in economy by obviating the prescribing of larger dressings 
comprising bandages, &c. The standard for these appli- 
ances is to be specified in the drug tariff for the time 
being in force. 


Allocation Schere 


It is proposed to amend Clause 7 (2) of the model alloca- 
tion scheme so as to enable an insurance practitioner to 
secure the removal from his list of patients to whom 
certificates are not being issued (e.g., because they are 


not entitled to sickness or disablement benefit on account 


of age) on the same terms as those who are receiving 
certificates. This amendment will, of course, be effected 
only after the insurance committee concerned, having 
consulted with the panel committee, have decided to 
adopt it.. 


‘The Supply of Spectacles 


Regulations have been framed by the National 
Health Insurance Joint Committee and the Minister 
of Health which provide for the setting up of a 
committee, representing approved societies and 
opticians, to make arrangements for the supply of 
spectacles under the health insurance scheme. This 


committee is to draw up a list of qualified opticians, 


it is to see that both frames and lenses are of good 


quality, and to publish ascale of charges for the various 


qualities of spectacles supplied. Approved societies 
have hitherto lacked adequate means of distinguish- 
ing between the qualifications of different opticians. 
The new regulations, the Ministry states, do not in 
any way prevent insured: persons from obtaining 


(Oontinued at foot of opposite page) 
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PUBLIC HEALTH 


Dr. Brander's Retirement 


On the last day of this month Dr. William Brander 
retires from his position as a principal medical officer 
to the London County Council. His retirement is 
due to the ill health in spite of which he had continued 
to grapple with the supervision and reorganisation 
of ‘the general hospital service for which he was 
responsible: He was also head of the district medical 
service. Dr. Brander came into the service of the 
L. C. C. in 1929 after being for eighteen years medical 
superintendent of Hackney Infirmary; he has in 
fact spent his whole life as an officer of poor-law 
guardians and their successors. At the County Hall 
he has been reckoned one of the kindest and most 
generous of chiefs and he will be missed no less on 
that account than for the gap he leaves in the central 
administration staff. Those who would like to 
refresh their memory about what Dr. Brander has 
done should re-read the presidential address he 
delivered last year to the Hunterian Society entitled 
The Challenge of the Chronic Sick (THE LANCET, 
1935, ii., 887). | 


Health Education 


The Central Council for Health Education, which 
has just held its ninth annual conference at the 
London School of Hygiene, is now composed of 
representatives from all important bodies concerned 
with the health education of the people and the 
addition of two members appointed by the Ministry 
of Health brings it into close touch with the central 
government. The delegates were curious to know of 
any change in the policy of the council and whether 
any new means of education or of propaganda were 
contemplated. Lord Horder, who presided, spoke 
of the ultimate aim of health education rather than 
of the means of achieving it. Though cautious in 
his promises, he infused much enthusiasm and 
inspiration into his speech, for though he, as do all 
of us, knows the risks of instilling fears, he is confident 
that if health is taught as a positive function, as it 
must be, this great danger should never rise. Dr. 
Harley Williams dealt mainly with propaganda, 
which, though not education, is a necessary intro- 
duction to instruction and is the main business, 
though not the aim, of the Central Council. Dr. 
Williams, as also did Dr. Drummond Shields who 
followed him, stressed the difficulty of health propa- 
ganda in competition for the ear of the people, 
especially with the advertisement of patent and 
proprietary remedies for ill-health, and rather lamented 


that we did not use the methods which have been 


: gressive by its own merit. 


successful for making fortunes out of worthless 
nostrums. But education cannot be achieved in 
that way, because it must be permanent and pro- 
Certainly we must do 


(Continued from previous page) 


advice from doctors specially qualified, but the 
~ opticians on the new list will in future be the only 
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opticians normally recognised for the supply of glasses 
to insured persons. The effect of the regulations will 
be to secure a more satisfactory service for insured 
persons applying for ophthalmic benefit, and to 
protect them against goods of poor quality and 


* overcharging. About. 500,000 persons qualify for 
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ophthalmic benefit and £500,000 is spent on it each 
y ear, s f N - 


something to start the desire for instruction and 
from time to time stimulate interest, else it will 
flag, but our appeal must be to the intellect and 
we may promise nothing that we cannot deliver. 
The means adopted by the Central Council—health. 
weeks, exhibitions, posters, pamphlets, and lectures 
can all help greatly, but they must be well done if 
they are to arouse interest and to sustain it. 
Undoubtedly most good will come from healthy 
education of children, not from health taught as a 
subject, but from a general atmosphere of health 
pervading all teaching, so that the habits of healthy. 
living are bred in and become automatic. For this, 
instruction of parents and teachers is required. This 
is a slow-process ; there is much to be got out of the 
minds of the adult population before we can get. 
the right stuff in and for a time we must expect a 
conflict between what is accurate but new and the 
superstitions and false teaching in which the present 
generation was reared. But it is comforting to. 
realise that the erroneous ideas of life which inhibit 
health so greatly are gradually passing away as. 
school medicine, maternity and child welfare, health 
insurance, and the gradual change in the outlook of 
medicine are weaning the people from their old 
belief that the business of the doctor was to dose 
the sick to the truer conception that he exists mainly 
to guide in the preservation of health in the stresses 
and strains to which all living beings are subjected. 
Our adult population, received little or no instruction 
in any biological subject, but to-day we are getting. 
some biology taught to most children and this we 
must encourage and direct, for it is impossible for 
anybody to understand what health really means 
if he is totally ignorant of the functions of living 
things. Here the cinema and wireless are helping us 
also and they can do more whilst pursuing their 
avowed object of amusement. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
NOV. 21sT, 1936 , 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, O; 
scarlet fever, 2280; diphtheria, 1465; enteric fever, 
28; pneumonia (primary or influenzal), 609; puer- 
peral fever, 34; puerperal pyrexia, 101; cerebro- 
spinal fever, 12; acute poliomyelitis, 8; encephalitis 
lethargica, 2; dysentery, 26; ophthalmia neona- 
torum, 95. No case of cholera, plague, or typhus 
fever was notified during the week. 

The number of cases in the Infectious Hospitals of the 
London County Council on Nov. 27th was 3093, which included 
Scarlet fever, 1137: diphtheria, 983; measles, 21; whoop- 
ing-cough, 315; puerperal fever, 10 mothers (plus 6 bahies) ; 
encephalitis lethargica, 288: Pp oliomyelitis : t : 
Margaret’s Hospital there were 12 babies (plus 5 mothers) 
with ophthalmia neonatorum. 


Deaths.—In 122 great towns, including London, 
there was no death from small-pox or enteric fever, 
5 (0) from measles, 2 (0) from scarlet fever, 8 (0) from 


whooping-cough, 40 (5) from diphtheria, 50 (20) from 


diarrhoea and enteritis under two years, and 29 (8) 
from influenza. The figures in parentheses are those 
for London itself, , 

Noteworthy it is that London had no death to record from 
any of the first five of the infectious diseases menioned. Stoke- 
on-Trent had two deaths from measles, Warrington two from 
Fatal cases of diphtheria were reported from 
towns, Liverpool 6, Luton, Birkenhead, Bradford, 

terfield each 2. 


The number of stillbirths notified during the week 
was 271 (corresponding to a rate of 42 per 1000 to 
births), including 48 in London. , 
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BENEFITS TO RETIRED PRACTITIONERS 
To the Editor of THE LANCET 


Sir,—In the early part of this year The London 
and Counties Medical Protection Society, Limited, 
considered the question of extending the benefits of 


the society to practitioners who had retired from 


practice and who had been members for several years. 
At the annual general meeting of the society on 


May 6th certain alterations in our articles of associa- 


tion were confirmed, thus enabling the society to 
elect as honorary life members such practitioners 
who have retired from practice after having been 
members of the society for 30 years; this without 
further subscription. By a further alteration in our 
articles power was given to the council to grant addi- 
tional benefits or special indemnity on such terms and 
in return for such extra payment or subscription as 
the council may from time to time prescribe. We have 
already elected several honorary life members who 


had been members of this society for thirty years 


at the time of their retirement from practice. 


At the same time alterations in our articles were 
made to allow of our undertaking a case brought 
against a deceased member’s estate provided that the 
cause of action arose during the time of his 
membership. 

We have under consideration an extension of our 
benefits to members by a somewhat similar scheme 
to that adopted by the Medical Defence Union, 
whereby members can retain the benefits of member- 
ship after retiring from practice having been members 
of the society for a less period than 30 years by paying 
an additional inclusive subscription. 

_ I might add that although our articles of associa- 
tion have so recently been altered we have already 
had a case where an action has been brought against 
a deceased member’s estate which we have defended. 


I am, Sir, yours faithfully, 
' C. M. FEGEN, 


Secretary. 
Victory. House, Leicester-square, London, W C.2, 
Nov. 28th. 


DUODENAL ULCERS AND CIGARETTE 
SMOKING 


To the Editor of THE LANCET- 


Sin, In your issue of Nov. 21st Dr. V. S. Hodson 


suggests, as others have done, that cigarette smoking 
is a cause of duodenal ulcer, and says that he has 
‘not yet met the article, devoted to bringing out the 
importance of this question.“ I should like to refer 
him to my article in THe LANCET (1934, i., 808) 
which records the results of a preliminary inquiry 
into this question. In this investigation I compared 
the past smoking histories of 50 cases of duodenal 
ulcer with those of 400 controls. Briefly, the 
conclusions were that men suffering from duodenal 
ulcer had not been in the habit of smoking more 
tobacco than normal men, but on the other hand, 
among them the habit of inhaling cigarette smoke was 
very much more frequent. ö 


I think it is important, for the purpose of investiga- 


tion at any rate, to make a clear distinction between 
the possible rôle of smoking as a cause of duodenal 
ulcer and the possible aggravating effect of smoking 
on an already established duodenal ulcer. My 
inquiry was strictly limited to the first of these two 
problems, for with regard to the second I consider 


CORRESPONDENCE 
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it established, from the work of Moynihan, Hurt, 
and others, that smoking is very definitely harmful 
in established cases of duodenal ulcer. Confusion 
of these two aspects of the problem has led to much 
misunderstanding. - 
I am, Sir, yours faithfully, 
O. A. TROWELL, 
Physiological Laboratory, Cambridge, Nov. 26th. 


To the Editor of THE LANCET 


SIR. —As a personal sufferer for many years, I can 
appreciate the truth of Dr. Hodson’s statement made 
to him by a patient that he could always produce 
trouble by resuming smoking.” From 1923 to 1930 
I underwent almost every.form of treatment short of 
surgical interference for suspected gastric or duodenal 
ulceration with varying degrees of relief. The X ray 
examinations were never 4uite conclusive. After 


an attack of pneumonia in November, 1930, I gave 


up smoking for 12 months and during that period 
was absolutely free of pain or any other gastric 


symptom. My general health was excellent and 


my weight normal. Within four weeks of resuming 
cigarette smoking the gastric trouble returned. 
Almost continual discomfort, bouts of pain and 
vomiting, impaired appetite, and loss of weight 


from 9 st. 5 Ib. to 8 st. 5 Ib. in three months. 


X ray examination eventually showed a shallow 
ulcerative patch in the lesser curvature of the stomach. 
A second attack of pneumonia in October, 1933, 
laid me out for a month and further reduced my 
weight to 7st. 4lb. I made a good recovery and 
have remained absolutely free of gastric symptoms 
of any kind whatever. I now have a good appetite 
and can drink beer, wines, and spirits in moderation. 
I have not resumed smoking, nor do I dare to take 
the risk. J am in robust health and my weight keeps 
stationary. 

My first advice to every gastric sufferer is “ give 
up smoking.” 

I am, Sir, yours faithfully, 


LEONARD AVERY. 
Knightsbridge, S.W., Nov. 26th. 


REACTIONS TO ANAHÆ MIN 
To the Editor of THE LANCET 


SIR, — I have recently had two patients who have 
exhibited unusual reactions to anahæmin. 


CasE 1. Tropical Megalocytic Anemia.—Injections of 
2 o. em. each were given at fourteen-day intervals. Ten 
to twenty minutes after the fifth injection the patient 
developed a violent itching all over, followed by a burning 
sensation in the mouth, diarrhœa, and vomiting. There 
was also a throbbing sensation in the head, and coppery- 
red patches appeared on the skin. These persisted for 
four to five hours. The whole picture suggested an 
allergic reaction. The patient felt very ill, but there 
appeared to be no cause for real anxiety. A similar, but 
much milder, attack followed the sixth injection. 


CasE 2. Microcytic Anemia.—After the first injection 
of 1 c. em. the patient noted a violent itching in both 
hands, which persisted for two hours or so. 


These reactions parallel the abnormal sensitivity 
to ephedrine, displayed by certain people, to which 
I have already called attention in your correspondence 
columns. 

I am, Sir, yours faithfully, 


Upper Brook-street, W., Nov. 21st. H. W. HALES. 


THE LANCET] 


VOLUNTARY HOSPITALS AND THE NEW ACT 
To the Editor of THE LANCET 


Sm,—I am not a lawyer, but I do not see how the 
liability of hospitals is altered by Section 2 (2) of 
the Voluntary Hospitals (Paying Patients) Act, in 
the way Mr. Bedwell suggests in your issue of Nov. 21st; 
because hospitals may now charge for treatment. 
Hospitals whose trusts allow them to do so have 
always been able to charge pay-bed patients for 
accommodation and maintenance. The sole object 
of the section is to enable the Charity Commissioners 
to give the same power to hospitals which do not 
now possess it. Cost of maintenance, in hospital 
accounts, includes cost of treatment by resident 
medical officers, just as it includes cost of nursing. 
If the statement was true in 1933 that a governing 
body does not undertake to treat or to nurse, although 
already numerous hospitals did then charge in this 
way for treatment and nursing, how can it have 
become less true in 1936 because under the new Act 
some more hospitals, by obtaining permission from 
the Charity Commissioners, may now charge in 
exactly the same way? I do not see, therefore, that 
the Act affords any new ground for claims, either by 
resident medical officers as previously suggested, 
or by patients as now suggested, or that it affects 
in any way the questions, discussed in 1933, of the 
liability of hospitals with pay-beds and of the 
desirability of their insuring against it. 

I am, Sir, yours faithfully, 

Portman-square, W., Dec. 1st. LUKE. 


DYE DERMATITIS OF EYELIDS 
To the Editor of THE LANCET 


SR, Dr. Semon has added a valuable and interest- 
ing contribution to the literature of dye dermatitis, 
but I think his choice of title, palpebritis, an 
unhappy one when a simple dye dermatitis of 
eyelids ” would be so much more informative and 
helpful. Who would call a dermatitis of the thumb 
„ thumbitis ? 

I am, however, more concerned with his suggestion 
that a dermatitis resulting from an acquired or 
inherited sensitiveness to some external contact can 
arise without any similar positive (patch-test) reaction 
occurring from such contact elsewhere on the skin. 
In other words, an allergic sensitiveness of this type 
may be present in one portion of the skin and not 
in another. Dr. Semon will put me among the sceptics 
in refusing to accept his diagnosis in two of the cases 
presented, but I think an impartial judge would 
require much more evidence than he has brought 
forward to be convinced of his thesis. Except that 
he has placed Case 2 between two proven Cases 1 
and 3 he has offered no evidence in support of his 
diagnosis except oedema of the eyelids which, I 
submit, is not of any significance since it is always 
present with an acute or subacute dermatitis of 
eyelids. There is certainly no evidence here, and 
never (in my submission) has satisfactory or con- 
vincing evidence of localised allergic sensitiveness 
of the skin to external contacts been brought forward. 

Dermatitis of the eyelids in the absence of tinting 
is so common and often so difficult an affection to 
elucidate that I regard the suggestion of the diag- 
nosis of a dye dermatitis of eyelids without a positive 
patch-test as a most dangerous one. The same 
difficulties in diagnosis exist in the case of fur-dye 
dermatitis of the neck: would Dr. Semon allow his 
exceptions in this matter also? I do not think we 


can accept his plea that the skin of the eyelids is so 
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much more delicate as a sufficient justification 
for such a departure from all experience in the 
matter of sensitisation dermatitis and patch-test 
reactions. 
I am, Sir, yours faithfully, 
Leeds, Dee. 1st. JOHN T. INGRAM. 


G@STRIN AND CANCER 
To the Editor of THE LANCET 


Str,—The letter by Dr. Elizabeth Hunt in your 
issue of Nov. 28th, in which she expresses a fear 
that the therapeutic uses of œstrin may lead to the 
development of cancer, calls for an immediate reply. 
The paper published by one of us (W. C.) in con- 
junction with Dr. E. Horning early this year (THE 
LANCET, 1936, i., 247) in which the appearance of 
mammary cancer after prolonged application of 
cestrin was recorded, concluded with the following 
statement : 

Since œstrin preparations are now being used exten- 
sively in gynecological practice it may be well to point 
out that the carcinogenic changes here described were 
produced by the administration of œstrin prolonged over 
a period representing a considerable fraction of the normal 
span of life of a mouse and corresponding in man to a 
period of from 7—10 years, while the therapeutic adminis- 
tration of cestrin preparations in man is, in skilled hands, 
limited to short periods of a few weeks or months. The 
development of mammary cancer described in this paper 
should not, therefore, be used as an argument against 
the therapeutic application of cestrin preparations.” 


The experience gained by continuation of the experi- 
ments since the publication of that paper gives 
further support to this statement. Even in the most 
highly susceptible female animals of a specially 
inbred strain in which 70 per cent. develop mammary 
cancer spontaneously after an age of six months, 
cancer of the mamma does not appear after treatment 
with cestrin until a period corresponding to about 
one-fifth of the span of life of the animals has 
elapsed. In fact, in such animals the appearance of 
mammary cancer is not greatly accelerated by the 
continued application of wstrin in comparison with 
those which develop cancer spontaneously. 
We are, Sir, yours faithfully, 
W. CRAMER, 


4 : W. E. GYE. 
Imperial Cancer Research Fund, Dec. ist. 


To the Editor of THE LANCET 


SR, We feel that Dr. Elizabeth Hunt presents 
a needlessly alarming picture of the dire possibilities 
following the use of sex hormones. If she will refer 
to the original literature on the subject she will find 
the following scientific evidence :— 


1. That cestrin and its derivatives show no sign of 
carcinogenic properties when tested on animals by the 
now classical method of Kennaway and his collaborators ; 
and it must be remembered that this was the method 
employed in the original demonstration of the carcino- 
genicity of synthetic hydrocarbons. 

2. That cestrone will only produce an increase in the 
incidence of mammary and other carcinoma when injected 
in large quantities from birth onwards into susceptible 
strains of mice. It has been shown that even these 
massive injections into non-susceptible strains will not 
produce the development of mammary or other carcinoma. 

3. That the suggested similarity between the molecular 
structure of the sex hormones and the carcinogenic hydro- 
carbons is not nearly so striking as the resemblance 
between the molecule of cstrone and that of the male 
sex hormone. 


It is therefore unwarrantable to draw conclusions 
that sex hormones should not be used in the standard 
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manner prescribed to-day, and a comparison with 
such unnatural and toxic agents as thallium acetate 
and X radiation is totally unjustified. 

It is our opinion that it would be a great disservice 
to practical therapeutics if the use of sex hormones 
were to be in any way restricted on account of unsub- 
stantiated speculation. 

We are, Sir, yours faithfully, 
: A. S. PARKES, 
National Institute of Medical Research, Hampstead ; 
P. M. F. BISHOP, 
Department of Endocrinology, Guy’s Hospital; 


E. C. Dopps, 


Courtauld Institute of Biochemistry, The Middlesex 
Deo. 1st. Hospital. 


EPSOM COLLEGE: SHERMAN BIGG FUND 
To the Editor of THE LANCET 


SR, —At the representative meeting of the British 
Medical Association at Oxford this year I met 
several members who were interested in the work of 
the Sherman Bigg Fund, which supplements the 
ordinary work of the Royal Medical Foundation 
of Epsom College by educational and other grants. 
I promised some of these inquirers that I would ask 
you to publish towards the end of the year a state- 
ment of the operation of the Fund. It will be seen 
that the income of Mr. Bigg’s bequest has been almost 
quadrupled this year by donations from various 
sources. We cannot guarantee that recipients of 
educational grants will receive similar help in the 
future; but there is a moral obligation to do so if 
funds permit. This means that unless we obtain 
at least as much help next year as we have had in 
1936, we may have to discontinue some of the grants ; 
and unless we get increased help, we shall not be able 
to take on many new cases. As several of my inter- 
locutors at Oxford were Scottish members, they may 
be interested to know that (quite apart from pensions 
and foundationerships held by Scots) the Sherman 
Bigg Fund helped seven Scottish cases during 1936, 
at a cost of £152. | | 

The council are anxious to augment not only the 
income but also the capital of the Sherman Bigg 
Fund; and I appeal to medical men not to forget 
this when making or remaking their wills. During 
this year the number of estates left by medical men, 
running to five figures each, has been larger than 
I ever remember to have seen before; but legacies 
have been far below our normal expectation. 

I append a brief statement of the Sherman Bigg 
Fund, and am, Sir, 

Tours faithfully, 


HENRY ROBINSON, 


Chairman of Council, Royal Medical Foundation 


Nov. 27th. of Epsom College. 


EPSOM COLLEGE, SHERMAN BIGG FUND 
Income as at Nov. 30th, 1936 


E sd 

Balance from 1935 account .. 12 7 
Income from investments 8 . . 151 0 1 
Grant from Medical Insurance oa pared .. 200 0 0 
oe j 8 local medical committee „ 50 0 0 


B. M A. (applled to capital) £50 0 0 
Private donations for capital purposes 240 13 0 


90 13 0 

Private donations for ancome Durposes 75 13 0 
Amount overspen e 0 4 
£568 18 0 

Expenditure up to Nov. 30th, 1936. 4 4 

s. d. 

Educational grants for 9 boys sa sa . 173 0 0 
Educational grants for 9 gir 252 an .. 200 0 0 
Maintenance grants for 1 widows s% PE . . 105 5 0 
Invested to augment capital . PR 89 13 0 
Balance, capital uninvested .. 1 0 0 
£568 18 0 
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INTRACRANIAL INJURIES OF THE NEW-BORN 
To the Editor of THE LANCET 


SIR, —I should like to support Dr. Capon in the 

“increasingly optimistic view” which he takes 
regarding the prognosis of intracranial birth injury. 
There is perhaps no condition in pediatric practioe 
in which prompt and detailed treatment in the 
neonatal period yields so good a result in so many 
In the Birmingham Maternity Hospital, 
during the past ten years, I have seen a large number 
of such infants and the contrast between the severity 
of the initial disturbance and the normal mental 
and physical development of many of these children 
is amazing. This fact should be recognised, not 
only because the new-born baby will thereby receive 
the care due to him, but also because the mother 
may be confidently reassured and so encouraged in 
the careful handling which is required in the early 
months of the baby’s life. 

I am, Sir, yours faithfully, 
Birmingham, Nov. 30th. FRANCES BRAID. 


TESTOSTERONE PROPIONATE AND THE 
PROSTATE 


To the Edttor of THE LANCET 


SR, —I read with interest Dr. S. Zuckerman’s 
article on the above (THE LANCET, Nov. 28th). 
Having treated several cases of hypertrophy of the 
prostate with androsterone, I would like to point out 
that after several injections of 20 comb units severe 
hemorrhage has taken place. This ceases after a 
few days with rest and cessation of injections. On 
repeating the injections with smaller doses there is 
no recurrence of the bleeding. I am of opinion that 
the hormone sets up a hyperemia of the gland 
with exfoliation and absorption, the urine becoming 
loaded with threads which examined microscopically 
indicate a shedding of prostatic epithelium. The 
ultimate results were very satisfactory, as indicated 
by an absence of annoying symptoms, a great 
diminution in the quantity of residual urine, and a 
diminution in the size of the prostate j udged by the 
size of catheter that can be passed. Now that the 
male hormone has been synthesised, large doses as 
250 comb units are advised, and it seems to mea 
word of caution is necessary for such an active 
preparation may set up an alarming hemorrhage. 
Dr. Zuckerman’s experiments, while extremely valu- 
able, offer I suggest little for clinical guidance. 
Artificial change produced in monkeys by the injec- 
tion of cstrin cannot be compared to the slow 
process of enlargement that takes place in the human 
subject, and it seems to me that his experiments 
only prove that the one hormone neutralises the 
other where acute changes have been induced. I do 
not think that this paper has produced sufficient 
proof that 250 units injected will act for as long as 
a Week or two.“ What one would like to know is 
the rate of excretion, thus forming an opinion as to 
whether a “ depôt ” is formed by a large injection. 
Therefore it seems to me advisable in order to 
avoid hemorrhage and until the rate of excretion 
has been determined to proceed slowly, with small 
but frequent doses. 

. I am, Sir, yours faithfully, 


London W., Nov. 28th M. W. Brownpy, 


ROYAL NORTHERN HOSE T TAL. —On Tuesday, Dec. 
8th, at 2.45 P.M., Mr. Philip Hill will lay the fou 
dation-stone,of the Beecham laboratories at this hospital, 
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SIR EDWIN DELLER, LL.D. 


THE tragic death of Sir Edwin Deller, principal of 
the University of London, occurred on Nov. 30th 
as the result of an accident incurred while inspecting, 
three days previously, the new buildings of the 
University. On Friday, Nov. 27th, in company with 
Mr. H. Claughton, the clerk of the court of the 
University, and others, he was ascending the scaffold- 
ing of the tower of the new university building in a 
hoist when a workman with an empty skip fell upon 
him from the next storey. Sir Edwin was admitted 
to University College Hospital, where it was found 
that he was suffering from a fracture of the sixth 
cervical vertebra. He was suffering severely from 
shock and recovered from this; but he was paralysed 
from the chest downwards, though his arms were 
not affected. He held his own for a day or two, 
though his breathing was only diaphragmatic, but 
on Monday his heart failed rapidly and he died 
shortly after midday. 

The loss of Edwin Deller to the University is a very 
serious one; although he was spared to complete 
up to a critical stage the great work of reconstruction 
to which he had devoted the last seven years of a 
comparatively short life, to a man like Deller a task 
is never accomplished, but leads always to future 
effort. He was only 53 at the time of his death, and 
hhis career was a clear exhibition of the fact that the 
mind and resolution of a man are what count in the 
success of his work rather than any particular studies 
which he may have conducted or experiences he may 
have received, A Devon man, he was educated at 


‘King’s College and University College, London, 


supplemented by attendance at the London School 
of Economics. He was appointed principal clerk to 
the Kent Education Committee, and proceeded at 
the same time to study for the Bar. He obtained the 
LL.B. degree of the University of London, and took 
a secretaryship in the academic department of the 
University at the critical, even stormy, time when the 
Haldane Commission was sitting on the whole ques- 
tion of the reconstitution of the educational curri- 
culum. His duties thus gave him an intimate insight 
into the needs for reform, probably of a keener sort 
than he would have acquired if he had held any 
academic post where circumstances attached to the 
position might have interfered with an all-round 
view. While thus engaged the European war broke 


out, and for that period Deller was instructor in mili- | 


tary law at the Inns of Court O. T. C. At the con- 
clusion of hostilities he resigned his connexion with 
the University to become assistant secretary of the 
Royal Society, but the break with the University 
-was a brief one, for within a year he returned to his 
alma mater as academic registrar. This post he held 
for eight years when by an admirable and unexpected 
Selection he was appointed principal of the Univer- 
Sity, having acted as such for several months previous 
to the resignation of Dr. Sibley. This thoroughly 
Sagacious appointment came as a surprise to many 
because of the high academic position which had 


been held by predecessors in the office, and the 


choice of Deller had no such momentum behind 
it; but it was felt that the actual position of the 
University at the time called for a principal who 


Had displayed the characteristics and the talents 


of an administrator rather than a scholar. The 
fiercely debated question of where should be the home 
of the University had just been settled, and the 
problems presented by the purchase of the Blooms- 


and persons. 


bury site and the erection thereon of suitable build- 
ings were many; they had in every direction prac- 
tical, financial, and sentimental aspects requirin 

for their solution an accomplished and directing ` 
mind, How successfully Deller, working in coöpera- 
tion with Lord Macmillan, as chairman of the court, - 
dealt with those problems is a matter of history, 
and the coping stone was set on the vast undertaking 
when the University of London this year celebrated 
its centenary, amid world-wide congratulations. 

Apart from his fine official record, Deller will be 
deeply missed. His scholarly presence, his direct 
good sense, his courtesy, and his humour impressed 
all on public occasions; they were the external 
evidences of a charming personality, and the qualities 
of mind and manner thus displayed marked him in 
private intercourse. 

The Vice-Chancellor of the University of London, 
Mr. H. L. Eason, writes : Sir Edwin Deller was univer- 
sally popular, both inside the University and out. 
He had an attractive and sociable personality, with a 
great fund of sterling common sense sweetened by a 
sense of humour. He had an intimate knowledge of 
the complicated affairs of the University, and his 
opinion was valued by everyone, as he had a judicial 
temperament and a wide sympathy, which resulted 
in his being incapable of ill-will to anyone. He was 
an admirable draughtsman of official documents, 
and a distinguished and successful representative of 
the University in its dealings with outside bodies 
The holder himself of a degree in 
laws, nothing gave him greater pleasure in his life 
than his election a year or two ago as an honorary 
Bencher of the Middle Temple. In his Inn he was 
as popular as he was in the University and the 
world outside. 

His life was a striking example of the sort of 
career possible to a student of the University of 
London. Starting without any social or financial 
advantages, he rose to a commanding position in the 
educational world. His success was due entirely to 
his own capacity and to his engaging and lovable 
personality. He was always devoted to the medical 
faculty, and as he always said, was more at home in 
a medical school than in any other institution. 

His death when the erection of the new university 
buildings, with which he had been intimately con- 
nected for the last few years, was approaching 
completion is a great tragedy. 


LOUIS WERNER, M. B. Dub., F. R. C. S. Irel. 


THE death of Mr. Louis Werner, doyen of the 
ophthalmological branch of the profession in Ireland, 
occurred last week at the age of 78. He was educated 
at Trinity College, Dublin, and obtained the medical 
degrees of the University of Dublin in 1884. In 
1898 he became a fellow of the Royal College of 
Surgeons in Ireland. He was one of the founders 
of the Royal Victoria Eye and Ear Hospital just 
40 years ago. On the establishment of the National 
University of Ireland in 1908 Werner was appointed 
the first professor of ophthalmology in the Dublin 
College, and he retained this post up to the time of his 
death, as also his position on the staff of the Royal 
Victoria Eye and Ear Hospital. Werner contributed 
frequently to the ophthalmological journals, and 
having assisted the late Sir Henry Swanzy in the 
preparation of some of the earlier editions of his well- 
known book on Diseases of the Eye he was solely 
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responsible for the more recent editions. His success 
as a surgeon-oculist was great, for not only was he a 


delicate craftsman but he had also a sound scientific 


outlook and a wide reading of the literature of ‘his 
specialty. The most modest and unassuming of 
- men he was a genial and kindly friend, cultured and 
sociable. . His pastimes were gardening and golf. 


JAMES WILLIAM GRANGE, M.D. Glasg. 


THE death occurred suddenly on Nov. 21st of 
Dr. J. W. Grange, a well-known general practitioner 
in Kersal, Manchester. Of Scots ancestry, he was 
born in Liverpool in 1859, the son of a sea captain 
of the old Allan line who commanded a troop-ship 
during the Crimean War and conveyed Florence 
Nightingale on her ‘historic mission. He graduated 
at Glasgow in 1881 and soon afterwards was appointed 
house surgeon to Sir Hector Cameron. Later he 
joined Dr. J. Lawrence in a large practice at Cumnock 
in Ayrshire. During his long life he saw great 
advances in the technique of surgery and obstetrics. 
He grew up in the early days of Listerian teaching 
in which he was a confirmed believer at a time 


when it was only very half-heartedly accepted by the 


profession. Whilst at Cumnock in the middle 
"eighties he had a remarkable opportunity of applying 
these principles. A farmer who had been gored by 
a bull walked a mile to the surgery supporting his 
intestines in his hat; Dr. Grange and his partner 
disinfected the parts, sutured the abdominal wall, 
and the patient made a complete recovery. Dr. Grange 
was an active member of the Pathological Society of 
Manchester and became its president. A man of 


the highest character and with a gentle and unassum- 


‘ing manner, he devoted himself untiringly to patients 
of all classes by whom he was universally beloved, 
as he was esteemed by his colleagues. After 55 years 

in general practice he retired at the end of last 
October. Essentially an outdoor man, his chief 
interests lay in geology, ornithology, and botany, 
and at one time he held a commission in the 3rd 
Lanarkshire Rifle Volunteers and was a noted rifle 
shot. He was a keen fisherman and the last day of 
his life was spent in fishing on the Dove. 


ERNEST ALFRED ELKINGTON, M.B. Lond. 


THE death took place on Nov. 17th at the advanced 
age of 87, at his house in Granville-avenue, Newport, 
of Dr. Arthur Elkington, the oldest member of the 
medical profession in the district. He was the son 
of Dr. George Elkington of Edgbaston, and Was 
educated at King Edward’s School, Birmingham. 
He commenced his medical studies at the Mason 
College whence he proceeded to the University of 
Edinburgh and graduated as M. B. Lond. in 1871, 
his clinical career being one of marked distinction, 
for he obtained a scholarship in anatomy and was 
gold medallist in that subject and later in forensic 
medicine. Going to Paris for post-graduate studies, 
he was present in the city during the stormy period 
which immediately followed the Franco-German 
War, but on returning to England he began at once 
his long connexion with Newport. He joined a well- 
known firm of practitioners in the town and accident 
left him the senior partner shortly afterwards. 
He added to the cares of the practice, where his 
skill as an obstetrician was prominent, those of an 
energetic citizen, and as an urban councillor was 
vigorous, sometimes in face of great opposition, in 
promoting schemes for the betterment of the public 


OBITUARY 


loo. 5, 1936 


health of the locality. He assisted in the establish- 
ment of the Newport Literary and Social Institute, 
was a manager of the Newport Church of England 
Schools—he was a staunch and devout churchman— 
and took a close interest in the Adam Grammar 
School. His death is felt in Newport as a public loss, 


ARTHUR WALROND SOPER, L. R. C. P. Lond., 
M. R. G. S. Eng. 


Dr. Soper, whose death occurred at Anerley on 
Nov. 12th, was the son of Mr. H. C. Soper of Little 
Walton, and was born at Blackheath and educated 
at Valentine's School there. He proceeded for his 
medical education to Guy’s Hospital and qualified 
in 1901 with the double English diploma. After 
serving as house surgeon to the Seamen’s Hospital, 
Greenwich, he came to Anerley as a partner in an 
established firm and practised there till the end 
of his life. During the war he served in East Africa 
and was in charge of a hospital at Dar-es-Salaam 
when his health suffered severely through the condi- 
tions incurred, He seemed however to have 
recovered his health and conducted his practice 
with success until shortly before his death. He 
was ex-president of the Sydenham District Medical 
Society and medical officer to the L.C.C. Anerley 
residential school for elder deaf boys; he was held 
in high regard by his professional colleagues, and his 
death is mourned by the community in which he 
had long worked. 


. WILLIAM ALFRED FITZ HERBERT, 
M. B. N. Z., D. T. M. 


Dr. Fitzherbert, who had been but recently 
appointed medical: superintendent of the Hospital 
for Tropical Diseases in Gordon-street, London, was 
found dead at the hospital on Sunday, Nov. 22nd, in cir- 
cumstances that pointed to the possibility of death 
having been due to a self-administered hypodermic 
injection. 

Dr. Fitzherbert graduated at New Zealand University 
in 1933, and- his first appointment in England was 
as house physician at the Miller Hospital. He then 
held the same post at the Hospital for Tropical 
Diseases, where he became medical superintendent 
at the beginning of October. During the short time 
that he had held the post he showed himself admirably 
fitted for the position. He took keen interest in his 
work, and, we learn, was an extremely pleasant 


- colleague, being always willing to help his juniors 


and appreciative of their assistance. His duties were 
necessarily of an exacting nature, but he did not 
give the impression to those with whom he worked 
that his conscientious and able discharge of them 
was overtaxing his powers. It is fair to the insti- 
tution which he served to state this as paragraphs 
have appeared in the press suggesting that he had 
been the victim of extreme overwork. 


WIRELESS FOR Hosprrars.—The Outram Press 
have succeeded in raising a fund by voluntary sub- 
scription which will install wireless for the patients 
in all voluntary hospitals in Scotland in which it is 
not ‘yet available. The sum raised was £18,000, and 
the installation at the Victoria Infirmary, Glasgow, 
consisting of 523 head-phones and 7 loud-speakers has just 
been completed. Even the smallest cottage hospital in 
the country will be equipped with wireless through this 
fund. 
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PARLIAMENTARY INTELLIGENCE 


VOLUNTARY EUTHANASIA 


IN the House of Lords on Dec. Ist Lord PONSONBY» 
in moving the second reading of the Voluntary 
Euthanasia (Legalisation) Bill, regretted that Lord 
Moynihan was no longer there to move it. This 
was not, he said, a measure supported by cranks; 
it had the support of many notable men and women. 
In many of these cases consideration for others would 
be uppermost in the mind of the patient. A man’s 
consciousness of being a burden, his knowledge that 
he himself was no longer of any use, and the prolonged 
anxiety of others might be as poignant as the suffering 
itself. As matters stood the onus that was placed 
on medical men was intolerable. 

Lord DENMAN, who seconded the motion, said 
that it was proposed that persons suffering from an 
incurable and fatal disease should be allowed by 
law, if they so desired, to substitute for a slow and 
painful death a quick and painless one. As the law 
stood, if a doctor practised euthanasia he did so at 
the risk of prosecution or of professional ruin. 

Lord FrrzALAN moved the rejection of the Bill. 
Notwithstanding the voluntary character of the Bill 
if it became an Act he would indeed be sorry for the 
relatives of the patient, but he would be still more 
sorry for the doctors and for the unfortunate patient. 
Instead of giving the Bill a classical title it should 
have been given a good plain English one, understand- 
able by the people and called what it was, a Bill 
to legalise murder and suicide. 

The Archbishop of CANTERBURY said this question 
must be approached on the broad basis of the clear 
moral principle that no man was entitled voluntarily 
to take his own life. 


THE MEDICAL ASPECT 


Lord Dawson said he would not like an impression 
to go out that agonising pain was more a charac- 
teristic of disease than it really was. The medical 
profession had to face the fact that there were diseases 
which were by their nature incurable. That did 
not mean that a disease was incurable at the outset, 
but that diseases reached stages when the profession 
knew that a cure was not possible. It was their 
duty and privilege, not being able to cure, to do what 
they could to make the passage between painful 
illness and inevitable end as gentle and soft as they 
could. Medical opinion had changed on this question. 
Fifty years ago the profession concentrated on the 
maintenance of life in spite of the nature of the 
illness, and even sometimes the imminence of death. 
It was an accepted tradition that it was the duty 
of the medical man to continue the struggle for life 
right up to the end. That had changed. There had 
gradually crept into medical opinion, as there had 
into lay opinion, the feeling that one should make 
the act of dying more gentle and peaceful, even if it 
did involve curtailment of the length of life. That 
had become increasingly the custom; it was taken 
as something almost that was accepted. If they once 
admitted that they were going to curtail life by even 
a single day they were granting the principle that 
they must look at life from the point of view of its 
quality rather than its quantity in such circumstances. 
There was no disharmony in this matter between the 
thoughts of the laity and the doctors. They saw a 
steady growth in the idea of mercy. The question 
should be left to the gentle and slow growth of opinion 
both among the laity and the medical profession. 
He could not conceive of a more intimate relation 
than that which existed between a patient and the 
doctor. If the Bill were passed this relationship 
would be destroyed. Doctors would hesitate to 
touch it. They would not like to introduce such an 
atmosphere into the sick chamber and the law would 
not only remain nugatory but would deter those 
who were carrying out a mission of mercy. 

Lord HORDER said this was not a matter on which 
the medical profession should be asked to give a lead. 
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He was sorry that medical men had joined in this 
movement and had associated themselves with 
propaganda before the Bill came before the House. 
The doctors, at least in this country, were very 
sympathetic towards the modern efforts to secure 
biological control before life began and while life 
continued. But in the matter of putting an end to 
life, a new principle entered, and that principle was 
outside the doctor’s province. The doctor’s reference 
was very clear and very generally accepted. It was 
to cure disease safely and quickly, and if that ideal 
could not be achieved, his duty must be to prolong 
life as long as might be, and relieve pain both bodily 
and mental. He would regard with great concern any 
sanction which led to a different orientation with 
respect to the doctor’s function, and yet it was 
difficult to see how such a reorientation could be 
avoided if the Bill became law. The euthanasia 
would be administered, if the Bill became law, by 
others than the customary practitioner attending 
the patient. That was a very serious fact in itself. 
It would replace the intimate relationship of doctor 
and patient, especially towards the close of life, by 
the introduction of two, or it might be more, strangers 
from Whitehall. Was that substitution going to be 
in the patient’s interest ? The criteria which justified 
a decision to terminate life would be found to be so 
difficult in particular cases that he would hesitate to 
undertake such great responsibilities- as would be 
placed on the referee. The incurability of a disease 
was never more than an estimate based on experience. 
If the Bill became law it would in the main apply to 
cases of cancer, for it was almost only in cancer cases 
that the criteria laid down could be thought to be 
fully established. But with the advances of the last 
ten years and with the prospect of further advances 
in the near future, the criteria of fatality, if not of 
curability, would become more and more difficult 
to establish as time went on. Again, if the Bill 
became law, would not some persons who were afflicted 
witb illness misinterpret the feelings of their friends 
and consider that they should avail themselves of the 
permission to end their lives ? 


A FREE VOTE 


Viscount GAGE, Lord-in-Waiting, replying, said 
that so far as the main principle of the Bill was 
concerned the Government would leave it to a free 
vote of the House. If however it received a second 
reading, in view of the present congested state of 
business, the Government could not give any definite 
guarantee of what facilities could be afforded the 
measure in the House of Commons. 

The motion for the rejection of the Bill was carried 
by 35 votes to 14. 


HOLIDAYS WITH PAY 


IN the House of Commons on Nov. 27th Mr. Rowson 
moved the second reading of the Annual Holiday Bill. 
It was, he said, a measure to make it obligatory on 
the part of employers to give to every employed 
person an annual holiday of eight consecutive days 
with pay. He understood that well over three million 
people in this country were getting holidays with 
pay by agreement and negotiation. Yet some 75 per 
cent. of the workers of this country were still without 
this boon. He submitted that the charge on industry 
would be infinitesimal. In scarcely any of the big 
industries in which the bulk of trade unionists were 
employed were holidays with pay granted. The 
attitude of the British Government to this question 
at the International Labour Conference was such as 
to make a Briton feel ashamed rather than proud of 
his country ; 28 countries had shown a desire for a 
convention, and many countries already had legisla- 
tion on the subject.—Mr. RILEY seconded the motion. 
Mr. GRIMSTON moved an amendment: 

That this House, while welcoming the continuous 
development of the practice of granting holidays with 
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pay and favouring the extension of this practice by 
voluntary agreement, declines to give a second reading 
to a. Bill which interferes with the free negotiation of the 


terms of employment between employers and employed: 


and pays no regard to the great variety of circumstances 


in the many different industries and occupations which 


would be affected. 


There was, he said, no "difference between himself 
and the Labour Party on the principle underlying 
the Bill; but those on the Government side of the 
House believed in the greatest measure of liberty 
being left to individuals and associations consistent 
with the welfare of their fellow-men. The Bill was 
an infringement of the liberty of the trade unions 
and the employers’ organisations to negotiate between 
themselves. 

Lieut.-Colonel MUIRHEAD, Parliamentary Secre- 
tary to the Ministry of Labour, said that the system 
of voluntary collective agreement on the subject of 
holidays with pay had been responsible in the last 
six years for a considerable measure of progress. 
Was it then desirable to approach the problem by 
means of legislation ? It was not a question of our 
being behind the countries which were legislating 
on this question, but rather we were ahead of them. 
France, Germany, Italy, Czechoslovakia, Poland, 
Belgium, and Spain, which had legislated on the 
subject, all had wages lower than ours. The system 
of voluntary collective agreement had brought the 
workers of this country a higher standard of life 


` than that of most European countries. 


The amendment was negatived and the motion 
for the second reading of the Bill was agreed to 
without a division. 


QUESTION TIME 
WEDNESDAY, NOV. 25TH 
Air-raid Precautions ` 


Mr. Cary asked the Home Secretary if he could give 
the House any information as to further progress in 
respect of air-raid precautions, with special reference to 
the provision of gas-masks, gas-proof shelters where 
practicable, the provision of blast-proof and splinter-proof 
steel screens for windows, and the supply of bleaching 
powder for de-contamination purposes; and whether it 
was the intention of his department to carry out, in 
conjunction with the appropriate municipal authorities, 
specific tests to familiarise the public in the adoption 
and use of the protective measures in question.—Mr. 
G. Luoyp, Under-Secretary, Home Office, replied: I am 
satisfied that substantial progress is being made in the 
organisation of air-raid precautions. Mass production of 


respirators for the civilian population is about to begin 


and arrangements are in train for the provision of adequate 
supplies of the materials required in the event of war, 
such as bleaching powder. The public will be advised to 
remain indoors in a room which has been protected against 
gas and splinters, and it is not proposed to recommend 
the use of steel screens for windows as sandbags are a 
better protection. Use is being made of the facilities for 
the training of the public in measures of air-raid pre- 


cautions, which already exist in various parts of the 


country, and every effort will be made to encourage local 
authorities to undertake this work, usually in conjunction 
with the St. John Ambulance Brigade or British Red 
Cross Society. 


Two-shift system for Women and Young Persons 


Mr. Rays Davms asked the Home Secretary whether 
he had yet set up an advisory committee to which he 
could refer important questions in connexion with the 
operation of the two-shift system for women and young 
persons; if so, whether he would state the names of the 
committee; and whether any order had been issued under 
Section 1 of the Employment of Women and Young 
Persons Act, 1936.—Mr. G. Luioyp' replied: Yes, Sir. 

© promised committee was set up last month, and the 

eke are as follows: Sir Gerald Bellhouse, chairman; 
Mr. Thomas Ashurst, secretary of the Cotton Spinners’ 
and Manufacturers’ Association ; Brigadier-General A. C, 


examination, of whom 109 —i. e., 


Daylay, D. S. O., chairman of the Birmingham and District 
Engineering Employers’ Association; Miss F. Hancock, 
organiser, Transport and General Workers Union; Mrs, 
Stuart Horner, M.B., B.S., H.M. medical inspector of 
factories; Mr. W. Kean, J. P., general secretary of the 
National Union of Gold, Silver, and Allied Trades; Mr. 
H. M. Moulden, general secretary of the Leicester and 
Leicestershire Amalgamated Hosiery Union; Mr. A. J. 
Palfreyman, chairman of the National Federation of 
Hosiery Manufacturers’ Associations; and Miss F. I. 
Taylor, H.M. deputy chief inspector of factories, The 
committee was asked to give immediate consideration to 
the procedure to be adopted for consulting the workers 
and taking the secret ballots required by the Act, anda 
draft Order to give effect to their recommendations has 
now been issued. Copies of the draft Oruer can be 
obtained from H. M. Stationery Office. 


Motorists and the Use of Yellow Headlights 


In reply to Mr. Sar, Mr. Hore-BerisHa, Minister of 
Transport, said: I am aware of the Order issued by the 
French Minister of Publie Works to compel motorists in 
France to use yellow headlights on their vehicles as from 
April, Ist, 1937, in the case of new cars and from 
Jan. Ist, 1937, for all other motor vehicles. Expert 
opinion in this country which I have consulted, however, 
holds that the physiological advantages of this are not 
proved. The Medical Research Council and the Depart- 
ment of Scientific and Industrial Research have under- 
taken to pursue jointly further investigations and J will 


certainly take their conclusions into account. 


THURSDAY, NOV. 26TH 
Health of Unemployed Boys 

Mr. W. J. Srewart asked the Minister of Labour the 
percentage of rejections on medical grounds of applicants 
for the juvenile transfer centres and the men’s instruc- 
tional centres in Durham county for the years 1931, 1932, 
1933, 1934, and 1935; and what provision was 
made for the medical inspection and treatment of those 
presenting themselves for training.—Mr. ERNEST BROWN 
replied: The Junior Transfer Centre in Durham was 
opened in July, 1935, and, during the year from July, 
1935, to June, 1936, 571 boys were submitted for medical 
19-1 per cent., were 
rejected on medical grounds. Boys rejected for reception 
into the centre are those who are considered by the 
medical officers to be permanently unfit for employment 
away from home or to be in need of medical aate 
The centre is conducted by the education authority, and 
they have recently been asked to consider accepting at 
the centre boys in need of the simpler kinds of medical 
treatment. The authority already have power to provide 
medical inspection and treatment for boys attending 
junior instruction centres. As regards instructional 
centres, the percentage of men in the county of Durham 
who were rejected on medical grounds during the period 
January to October, 1936, was about 17 per cent.; it is 


. regretted that figures for the earlier years are not available, 


Young men who are rejected owing to dental trouble 
can receive remedial treatment at the instructional centre 
at Hamsterley, and arrangements are being made for 
the opening of two local training centres in the county 
of Durham at which young men who are suffering from 
minor physical disabilities will be able to receive 
treatment. 

Mr, Stewart: Is the right hon. gentleman aware that 
a percentage of these rejections is owing to the fact that 
many of these boys and men are suffering from under- 
feeding due to the operation of the means test in many 
of their homes ? ; 

Mr, Brown: I do not accept that. 

Mr. Lawson: Does the right hon. gentleman not con- 
sider it very unsatisfactory that 19 per cent. of the young 
men who are examined are found unfit for the com- 
paratively light work for ‘which. they have offered them- 
selves and is he not. prepared to recommend that the 
Government should. do something rather serious in the 
matter ? 

Mr. Brown: The answer is that we are taking medical 
steps to do that. 
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Mr. GraHamM WHITE asked the Minister of Labour 
whether he was considering any action in regard to the 
health of unemployed young persons between the age of 
14 and 18, the time when the need for good nutrition 
was greatest, and when the benefit of school meals, milk, 
and physical training was no longer available. —Mr. 
Ernest Brown replied : In nearly all areas in which there 
is substantial unemployment among boys and girls 
between 14 and 18 years of age junior instruction centres 
or classes are provided by the local education authority 
which unemployed boys and girls may be required to 
attend. The instruction given at the centres normally 
includes physical training, and arrangements may be 
made for the supply of milk. Medical treatment may 
also be provided at centres in England and Wales. The 
question of providing meals at the centres is being con- 
sidered by the National Advisory Councils for Juvenile 
Employment 

MONDAY, NOV. 30TH 
Government and Supplies of Milk 


Mr. Sanpys asked the Prime Minister (1) whether, in 
view of the undertakings given by him and by the Minister 
of Health that upon receipt of the report of the Milk 
Reorganisation Commission the Government would con- 
sider the extension of the existing schemes for the pro- 
vision of milk, either free or at cheap rates to needy 
consumers, he was now in a position to make a further 
statement; and (2) whether, in view of the declared 
policy of His Majesty’s Government to encourage the 
consumption of liquid milk, they intended to adopt measures 
to give effect to the relevant recommendations of the 
Milk Reorganisation Commission.—Mr. Morrison, Minister 
of Agriculture, replied: The recommendations of the 
Milk Reorganisation Commission which, as my hon. friend 
is aware, cover a very wide field, will receive the careful 
consideration of the Ministers concerned. I am not in a 
position at present to make any further statement. 


Cost of Living Inquiry and Nutrition Data 


Mr. Sanpys asked the Minister of Health when the 
present investigation into the distribution of working- 
class family expenditure would be completed; and 
whether the scope of this inquiry was such as would 
provide all the necessary data to enable the Government 
to formulate a comprehensive nutrition policy.—Mr. 
Hupson replied: It is not yet possible to say when the 
necessary inquiries will be completed, but they are being 
pursued. with all necessary expedition. 

Mr. Sanpys asked the Minister whether the scope of 
the inquiry was such as would provide all the necessary 
data to enable the Government to formulate a com- 
prehensive nutrition policy ? 

Mr. Hupson said that the hon. Member could rely 
on the Government getting all the necessary facts together 
before it formulated any policy. 

In answer to a further question by Mr. Sanpys Mr. 
Hupson said that perhaps the hon. Member had better 
wait and see the policy. 

Mr. SanDys gave notice that he would raise the question 
again at the earliest opportunity. 


Overcrowding Regulations 


Mr. Tur Morris asked the Minister of Health 
whether he was satisfied that when the anti-overcrowding 
regulations of the Housing Act came into operation next 
year an adequate supply of accommodation for those who 
were dispossessed would be forthcoming.—Sir KINGSLEY 
Woop replied: I would remind my hon. friend that an 
occupier who is overcrowded on the appointed day is 
not committing any offence, and that no question of his 
removal arises, until he is offered alternative accom- 
modation within the meaning of the Act. 7 


TUESDAY: DEC. IST 
Typhoid Fever Outbreak at Bournemouth 
Mr. Groves asked the Minister of Health whether the 
medical representative of the Ministry who had been 
inquiring into the Bournemouth typhoid fever outbreak 
had furnished him with definite proof that a certain milk- 
supply was the cause of the outbreak ; and, if so, he would 


state the nature of that proof.—Sir Kinestzy Woop 


replied: The report submitted to me on this outbreak 
showed that all the primary cases of enteric fever which 
occurred during the outbreak had consumed milk from 
the same source of supply, and that after this supply was 
pasteurised no further primary cases had occurred. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Comdr. W. G. C. Fitzpatrick to Victory for R. N. B., 
and to Malaya. 

Surg. Comdr. (D) J. L. Edwards to President for course. 

Surg. Lt.-Comdrs. T. L. J. Barry to Erebus, and L. P. 
Spero to Pembroke and to Shropshire. 


ROTAL NAVAL VOLUNTEER RESERVE 


Surg. Sub-Lt. P. de B. Turtle promoted to Surg. Lt. 
Proby. Surg. Lt. E. M. Buzzard to be Surg. Lt. 


ROYAL ARMY MEDICAL CORPS ` 


The Commander-in-Chief in India has made the follow- 
ing appointments :— 

Lt.-Col. K. Comyn, R.A.M.C., from officiating Assistant 
Director of Hygiene and Pathology, Eastern Command, 
is confirmed in that appointment. | 

Brevet Lt.-Col. J. A. Manifold, D.S.O., R.A.M.C., has 
been confirmed as Deputy-Director of Hygiene and 
Pathology at Army Headquarters, New Delhi. 

Short Service Commissions: Lts. A. M. Pugh and 
J. H. Taylor to be Capts. 

REGULAR ARMY RESERVE OF OFFIOERS 

Lt.-Col. G. Ormrod and Maj. A. H. Jacob, having 
attained the age limit of liability to recall, cease to belong 
to the Res. of Off. 

Capt. G. R. A. de M. Rudolf from Supp. Res. of Off., 
R.A.M.C., to be Capt. 

SUPPLEMENTARY RESERVE OF OFFICERS 

Lt. W. H. Valentine to be Capt. : 

TERRITORIAL ARMY 

I. M. D. Grieve and L. F. Evans to be Lts. 

A. F. Dunn (late Offr. Cadet, Glasgow Univ. Contgt. 
(Med. Unit), Sen. Div., O. T. C.) to be Lt. 

Superhumerary for Service with O. T. C.: J. H. Mayer 
(late Cadet Corpl., Brighton Coll. Contgt., Jun. Div., 
O. T. C.) to be Lt. for duty with the Univ. of Lond. Contgt. 
(Med. Unit), Sen. Div., O. T. C. 


ROYAL AIR FORCE 5 


Flight Lt. S. R. C. Nelson to No. 47 (Bomber) Squadron, 
Khartoum. 
RESERVE OF AIR FORCE OFFICERS _ 
Flying Offr. A. C. Fraser resigns his commission con- 
sequent on the conversion of the Special Reserve to the 
Auxiliary Air Force. 


AUXILIARY AIR FOROE 


No. 503 (County of Lincoln) (Bomber) Squadron: 
A. C. Fraser is granted a commission as Flying Offr. 


CAR PARK ON HOSPITAL SITE.—The Institute of 
Medical Psychology has turned the new site for its 
hospital in Store-street, London, W.C., into a car park 
for the time being, in order to raise some of the £5000 
needed before building can begin. The new building 
will take more than a hundred in-patients and will be 
a centre for training in psychological medicine. 


GORDON HOSPITAL, LONDON. — Mr. John Dewar 
on Nov. 27th laid the foundation-stone of the new 
extensions to this hospital in Vauxhall Bridge-road, 
where two new sections are being built at a cost of 
£80,000. A third section will be necessary to complete 
the scheme, and the hospital will then contain 100 
beds. A sum of £43,000 will be required for this final 
work, The buildings now under construction will be 
opened free of debt owing to the generosity of Mr. Dewar 
who has given £79,110 to the hospital. 
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* NEWS 


University of cambridge 


On Nov. 28th the following degrees were conferred : 


M.D—E. G. e G. J. Meikle, E. M. Dimock, and 
H. . H. H. Green 


University of Oxford 


On Nov. 2lst the degree of doctor of medicine was 
conferred on D. W. Geidt, and the degree: of manter of 
surgery on H. J. B. Atkins. 

A readership in bacteriology is to be established in 
the University. The appointment will be made for seven 
years in the first instance, and will carry a salary of £750 
a year. The reader will be responsible for instruction 
and research in the department of patno SEY under the 
direction of the professor. 


University of Glasgow 


Dr. J. W. S. Blacklock, at present anigersity lecturer 
on the pathology of diséases of infancy and childhood 
at the Royal Hospital for Sick Children, Glasgow, has been 
appointed to the St. Mungo (Notman) chair of pathology 
tenable at the Royal Infirmary, in place of Dr. John 
Shaw. Dunn, who has succeeded Sir Robert Muir, F. R. S., 


in the chair of pathology at the Western Infirmary. 


Dr. Blacklock, who is 39, studied medicine at Glasgow, and 
in BIg i served with the Grand Fleet as surgeon sub-lieutenant 
(R. N. V. R.). He graduated M.B. with honours in 1920, gaining 
the Brunton memora) prize as the most distinguished graduate 
of his year. After holding resident posts at the Western Infir- 
mary and the Royal Infirmary he was appointed assistant to 
a eal Muir, and pasistant pathologist to the Western 

In 1924 he waa promoted to the lectureship on 
pathological histology, and in the same year he became patho- 
ogist and director of the pathological institute of the Royal 
Hospital for Sick Children. Previously he had worked at 


propieme connected with disseminated sclerosis, and under 


Browning, F.R.S., had studied histological aspects 
of chemotheran eutle problems. He now turned his attention 
to tuberculosis in children, and in 1932 his observations on the 
the Med and bactoriotogy of the disease were published by 

he Medical Research Council in their Special Report Series 
). In the previous year he had been awarded the Bela- 

nen gold medal for his M.D. thesis, and in 1933 he was 
elected a fellow of the Royal Faculty of Physicians and Surgeons 
of Glasgow. Apart from tuberculosis Dr acklock’s published 


work has been concerned with ee infections, enteritis, 


and new growths in infancy and childhood. 


Society of Apothecaries of London 


A Yeomanry dinner was held on Nov. 24th, ii master, 
Dr. A. P. Gibbons, presiding over a distinguished group 
of guests which included the director-generals of the 
medical services of the Navy, Army, and Air Force, the 
chief medical officer of the Ministry of Health, the presi- 
dents of the Royal Society of Medicine, the Hunterian 
Society, and the Harveian Society, the medical officer of 
health for the Port of London, the head master of Epsom 
College, and the deans of the medical faculties of Oxford, 
Cambridge, London, and Sheffield, and of many metro- 
politan hospitals. After the loyal toasts, Sir William 
Willcox introduced the immediate past master Sir Arthur 
MacNalty, chief medical officer of the Ministry of Health, 
to receive the honorary freedom of the society, which 
was conferred on him by the master. Sir William 
recorded briefly the public sérvices rendered by him 
whom they were honouring, and Sir Arthur briefly 
responded. The toast of Prosperity to the Society was 
proposed by Sir Arthur Robinson, and responded to in 
suitable terms by the master, who referred amusingly to 
the strictures passed on the Society by THz LaNnoer in 
ancient days—days now happily past. The toast of The 
Guests was proposed by Mr. Hugh Lett, and replies came 
from Sir John Parsons, president of the Royal Society of 
Medicine, and Mr. Girling Ball, dean of the faculty of 
medicine, University of London. A large company was 
present at a very successful function. 


British Institute of Philosophy 


An address entitled Culture, Philosophy, and Faith 
will be given to this institute by Lord Eustace Percy on 
Tuesday, Dec. 15th, at 8.15 P.M., at University College, 
Gower-street, W.C. Cards of admission can be obtained 
from the director of studies at University Hall, 
14, Gordon-square, W.C.1. 


Society for Constructive Birth Control 

A general meeting of this society will be held on 
Tuesday, Dec. 8th, at 8 P. u., at 26, Portland-place, W., 
when Mrs. Marie Stopes, D.Sc., will lecture on some 
biological and physiological details of fertility. 
Royal Surgical Aid Society 

The seventy-fourth annual meeting of this society will 
be held on Tuesday, Dec. 8th, at 4 P.M., at the Mansion 
House, London, E.C., when the Lord Mayor will take the 
chair. The speakers. will include Mr. Robert Milne. 


British Empire Cancer Campaign Studentship 

A studentship is offered to a young recently qualified 
medical graduate who wishes to acquire experience in 
cancer research from the biological point of view and 
particularly from the virus ect.“ The studentship is 
tenable at the Lister Institute and for the first year the 
salary will be £300. Further particulars will be found in 
our advertisement columns. Applications should be sent 
to the secretary of the Campaign, 12, Grosvenor-crescent, 
S.W.1, before Dec. 31st. 


National Birth Control Association 


A public meeting of this body, with which is incor- 
porated the Birth Control Investigation Committee, will 
be held on Monday, Dec. 7th, at Friends House, Euston- 
road, at 5 P.M., when Prof. H. J. Laski will speak on 
National Welfare and the Problem of Population. Lord 
Horder, president of the association, will take the chair, 
and invitation cards can be obtained from the secretary 
of the association at 26, Eccleston-street, London, S. W. I. 


Mechanisation in Offices 


A conference on the effect of office machinery upon - 


clerical workers has been summoned by the Women’s 
Employment Federation and the Joint Consultative 
Council. It will discuss the pay and prospects of workers 
in mechanised offices and their physical conditions of 

work, and will touch on the displacement of men by 
women, the deadening effect of routine work on intelligent 
workers, and the evils of creating a new blind-alley 
occupation. The conference is open to the public, and 
will be held at the Millicent Fawcett Hall, Tufton-street, 
London, S. W., at 6 P.M., on Thursday, Dec. 17th. Air 
Vice-Marshal Sir David Munro, secretary of the Industrial 
Health Research Board, will preside. 


The Medico-Legal Society: Dinner to Mr. and 

Mrs. Ernest Goddard 

On Nov. 26th, at the Langham Hotel, a dinner was 
given to Mr. Ernest Goddard on the occasion of his retire- 
ment from the office of honorary secretary of the Medico- 
Legal Society, a position he has held for the last 18 years. 
At Mr. Goddard’s request the dinner was limited to past 
and present officers of the society and the proceedings 
were as informal as possible. The president, Mr. C. 
Ainsworth Mitchell, D.Sc., referred to the great amount 
of work that Mr. Goddard had carried out as secretary 
of the society during his 18 years of office. Dr. Henslowe 
Wellington, the founder of the society, in proposing the 
health of Mr. and Mrs. Goddard, said. that the history 
of the society could be divided into two periods. During 
the first 18 years the membership was small and the 
society had to contend with all kinds of difficulty, but for 
the last 18 years the history of the society had been one 
of growth and increased influence, and he did not think 
that it was entirely a coincidence that this period corre- 
sponded to Mr. Goddard’s secretaryship. Mr. Goddard, 
replying for himself and for Mrs. Goddard, said that he 
was very grateful for all the kindness he had received 
during the past 18 years from the members and officers 
of the society, and not least for the expression of goodwill 
since his retirement. He said that the growth of the 
society was a natural one and that he had little to do 
with it and he predicted that it would continue to grow 
He thought, however, that the man who had played the 
greatest part in bringing about this growth was their 
former president, Lord Atkin. He added complimentary 
references about the other presidents under whom he 
had served. 
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New Hospital for Herne Bay 
A new hospital, to replace the cottage hospital, was 
opened at Herne Bay on Nov. 23rd. It has cost £25,000. 


Royal Society of Medicine 
The house and library of this society will be closed from 
Thursday, Dec. 24th, to Saturday, Dec. 26th. 


Medical Easter Cruise 

A cruise is being arranged by the Bruæelles- Medical 
Starting from Marseilles on March 18th and returning on 
April 6th. Visits will be paid to Sicily, Egypt, Palestine, 
and Syria. Further information may be had from the 
Bureau des Croisiéres et Voyages Médicaux, 29, Boulevard 
Adolphe Max, Brussels. 


Fellowship of Medicine and Post-Graduate Medical 

Association 

On Wednesday, Dec. 16th, at 8.30 P.m., Dr. S. Levy 
Simpson will lecture on Adrenal at the National Tem- 
perance Hospital. On Saturday, Jan. 2nd, a special demon- 
stration on tuberculosis will be given for M.R.C.P. candi- 
dates at Preston Hall, and if a sufficient number of entries 
are received again on Jan. 9th. On Tuesday, Jan. 5th, 
Mr. R. Lindsay Rea will give a special demonstration for 
M. R. C. P. candidates on the fundus oculi, at 8.30 P. u. 
Further information may be had from the secretary of 
the fellowship, 1, Wimpole-street, W. 


British Health Resorts Association 

The annual general meeting of this Association was 
held at the Institute of Hygiene, Portland-place, on 
Nov. 27th. Lord Meston, who presided, referred to the 
loss which the Association had sustained by the deaths 
of Lieut.-Colonel R. H. Elliot and Mr. Reginald Vaughan. 
Mr. Vaughan had always placed his special knowledge 
at the disposal of the Association. To Colonel Elliot the 
Association owed its inspiration and inception. A great 
deal of labour, he said, lay behind the pages of the annual 
report. Owing to the Association’s activities British 
health resorts were no longer regarded as places to be 
visited only during the school holiday. Much useful 
medical knowledge had been gathered together and made 
available in the handbook. Dr. Alfred Cox said that 
the great achievement of the Association had been to 
arouse the nation to the fact that the holiday habit was 
gaining ground. It was a mistake for a resort to close 
down after the middle of September ; by restricting their 
season resorts that did this were losing a chance of benefit- 
ing themselves and the community. The handbook 
was being improved year by year; it was now. proposed 
to include a section showing what provision was made to 
encourage visitors in the spring, autumn, and winter. 
The work of the Association should, he thought, be 
extended to cover a study of the whole of England and to 
discover and place on record which places were most 
suitable for (say) rheumatic people to live in. This 
was, he said, the only country in which hydrology and 
climatology had not received recognition by the universities 
and the Ministry of Health. The Association was hoping 
to get this put right. Mr. A. Seymour Harding said 
what the Association needed was an income of £3000 

r annum—a modest sum to ask, when the number of 
health resorts was taken into consideration. Dr. Fortescue 
Fox said that the Association’s great need was for men who 
would think not of the prosperity of their own locality 
alone, but who would help to develop work which was of 
the greatest value to the nation. The twentieth century 
spa need not be a place of great magnificence, but it 
must make a real contribution to the health of the people. 
It was that feeling which had led the Association to visit 
various resorts to see what they were doing and to give 
advice. On the Continent such visitations were regularly 
paid, reports prepared, and alterations made. Subse- 
quently a second visitation would be made, and an official 
statement then issued regarding the value of the resort 
and the suitability of its waters. The science of climate 
was not studied in this country ; we had several different 
climates round our coasts waiting to be investigated. 
A seaside resort that wanted to gain fame should initiate 
such a scientific investigation of its climate. Alderman 
Kidston, speaking for the British Spas Federation, con- 
trasted the support given to hydrological and climato- 
logical work in other countries with the lack of support 
in this country. 


Amalgamation of Flag-days 

Seventy-seven voluntary hospitals which in the past 
have raised about £30,000 a year by means of street 
collections or fiag-days in London have agreed, at the 
suggestion of the commissioner of police, to combine their 
appeals for 1937, and there will be no more flag-days 
until the week preceding the Coronation, May 2nd to 8th, 
1937, which has been fixed as Hospitals Week. On 
Tuesday, the 4th, there will be one street collection for 
the whole of the metropolitan boroughs, and on Saturday, 
the 8th, one for the outlying areas. During Hospitals Week 
it is expected that at least 50, 000 voluntary workers will 
sell emblems. Headquarters have been established at 
36, Kingsway, W.C.2. 


M.R.C. Studentships and Fellowships 


The Medical Research Council have awarded the 
following post-graduate studentships and research fellow- 
ships in clinical science and experimental pathology :— 


POST-GRADUATE STUDENTSHIPS 

John Vivian Dacie, M.B., M.R.C.P. Lond. resident patho- 
logist, King's College Hospital; 
James Hardman, M. B. Birm.. F. R. C. S Eng., clinical assistant 
in surgery, Royal Infirmary, Sheffield ; 

Alan Robert Kelsall, B.Chir. Camb., late house physician. 
St. Bartholomew’s Hospital, London: an 

Freda Bury Pratt, M.D. Liverp., late assistant clinical patho- 
logist, Elizabeth Garrett Anderson Hospital. 

RESEARCH FELLOWSHIPS 


Lelise Ivan Mark Castleden, M.D. Lond., hon. medical tutor, 
British Postgraduate Medical School, London; 
Denys Arthur Je gs, B. M. Oxon., late house physician, 


St. Thomas’s Hospital: and 
Joyce Wright, B.M. Oxon., late assistant bacteriologist, 


New Somerset Hospital, Capetown. 

These studentships and fellowships are awarded for 
work in Great Britain on a whole-time basis; tbeir 
objects are to encourage young British medical graduates 
of special ability and original mind towards becoming 
investigators in those branches of medical science which 
are concerned directly with disease as it occurs in human 
beings. The studentships are awarded for personal main- 
tenance during a year’s training in research methods under 
a suitable director, and the fellowships as probationary 
appointments for research on specific problems of disease. 


Atmospheric Pollution 

The half-yearly conference of local authorities and 
other organisations coédperating with the Department of 
Scientific and Industrial Research met on Nov. 30th at 
the East Greenwich fuel research station, Dr. H. A. Des 
Voeux presiding, when Mr. G. M. B. Dobson, F. R. S., 
presented a report on the progress of investigations. 
An intensive survey of pollution in and around the city 
of Leicester is to be made; systematic observations with 
various measuring instruments begin to-day at 12 stations 
in the area. After the meeting the representatives studied 
the two fundamental and closely related factors involved 
in the reduction of atmospheric pollution by coal-burning 
—the nature of the fuel and the appliance in which it is 
burned. (1) From the varieties available is selected the 
fuel most suitable for a given purpose. The preparation of 
coal for the market, by cleaning and grading, assists 
materially in the reduction of pollution; the cleaning 
yields a coal of lower ash content thus decreasing the 
potential emission of ash in the form of grit, while grading 
the coal according to size reduces the content of small 
particles which may be blown from the fuel bed by the 
draught. (2) The aim in coal-burning appliances is 
towards greater control over the combustion; this is 
obtained by uniform air distribution to the fuel and the 
regulation of air-supply, thereby promoting efficient com- 
bustion and a reduction of the unburned products passing 
into the atmosphere. In the domestic field attention is 
being paid to the production from coal of a free-burning 
smokeless fuel, by removing the greater part of the 
volatile matter which is responsible for most of the smoke 
nuisance, to the design of appliances for burning such 
fuel, and to the modification of domestic appliances so 
that raw coal may be burned more efficiently and with 
less pollution. The exhibits included samples of cleaned 
and graded coal, a Lancashire boiler fired with pulverised 
fuel, solid fuel converted into producer gas for use with 
a boiler, and methods for measuring and sampling both 
industrial and domestic smokes. 
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. Appointments’ ae. 


ANDERSON, W. V., F. R. C. S. Edin., has been appointed Assistant 

Surgeon to the coas Margaret Rose Hospital for 
Crippled Children, E urgh. 

OAMPBELL, D. J., M. R. O. P. ae D. P. H., venereal Diseases 

' Medical Officer and Pathologist for Grim sby. ` 

-CAWTHORNE, TERENCE, F.R.C.S. Eng., Assistant Aural Surgeon 
to the Na sonal Hoe ital, R. G . 15 are, Tondon. 

PARTRIDGE, | G. T amb., F. R. C 1 Regis: 
trar to St. Vin dent & Orthopedic Hospi Pinner. 

STIRLING, ROBERT, M.D., F. R. C. S. Edin., pees Surgeon 
to the Princess Margaret Rose Hospital for Crippled 
Pea Edinburgh. 

F. SELBY, M. B. Birm., F. R. O. S. Eng., Acting Hon. 
1 and’ Registrar at the Bu m inghar and Midland 
Hospital for Women. 

rtifying Surg Surgeons under the Factory ‘and Workshop Acts: : 

R. DURHAM (Scalloway District, Shetland); Dr. J. O, 

eon (Newington District, Kent); and Dr. J. H. W. WHARTON 
“ene District, Northampton), 


Vacancies 


For further raion refer to the advertisement columns 
Aberdeen Royal Hospital for Sick Children.—Hon. Asst. Surgeon 
Aberin Feo aon bra port. Asst. S 1 E 

nfirmary.—Hon. Jun. Ass eon for ar, 
Nose. and Throat Dept. = 
Ashford. Hospital, Kent.—Res. M. O., £150. 
Aylesbury, Royal . Buckinghamshire Hospital. Second. Res. 
M. O., at rate of £150. 
Bedford County Hospital.—First H. S., at rate of 2155. 
Birmingham, Erdington House. —Asst. Res. M. O., ane. 
Birmingham, Queen's Hospital.—Res. Med. Reg. a 220 
Bolton Royal Infirmar/.— H. P. and two H.S.’s, at 1 of £200 
and 4125 respectively. 
‘Bradford Royal Infirmary. —Asst. Physicist, E300. 
Brighton Municipal Hospual.— Third Res. Asst. M. O., £300. 
Brighton, Sussex Eye Hosp., Eastern-road —H. S.. at rate of £150. 
Bristol General Hospital. Two H. P.'s, three H.S.’s, Res. Obstet. 
S. to Spec. Depts., each at rate of £80. Also Cas. 
8. S., at rate of £100. 
British Empire Samo e 12, Grosvenor-crescent, 8. .— 


British Poshin, £3007 Medical Scho A Ducane-road, 
choo ne-r. W.—First 
Asst. 1150 Obstet. 2 5 gaa 
Cambridge, Addenhrooke’s ital —H. P., at me of £130. 
City of London Hospital. jee iseases of the Heart and Lungs, 
Victoria Park. E.—Two Hon. Asst. Anwathotists, 
Colchester, Essex County Hospital.—Asst. 120. 
Sepia cal Hospital, Walthamstow, .li. Asst. to Ophth. 
~l guinea per session. 
an Municipal H osp.—DeputyMed. Supt., £400. 
er Royal Infirmary and Dispensary.—Res. Anesthetist, 
Oat tate of £175. 
Durham, Seaham 8 2 Sanatorium for Women and Girls. — 
Jun. Res. M. O., £200 
Eastbourne Nopal Eye Hospital, Pevensey-road.—H. S., £100. 
ershire Royal Infirmary, Ec. da n Anæsthetists. 
Hereford, Herefordshire General Hospital Surgeon. 
Hertford. County Ho al.—Hon. Asst. Inssthetigk. 
‘Hospital for 0 Diseases, Gordon street, WP. C. H. P., at 


gene 


‘rate of £ 
Hospital for Women, Soho-square, W.—Hon. Olin. Assts. to 
Out-patients. Also Registrar, £ 75. 
Hull Royal Infirmary. 105 S. for Branch Hospital, 2160. Also 
Second Cas. O., £150. 


Ilford, King George Hospital. —Two H.S.’s, each at rate of £1 00. 
Ipswich, 5 . 1 F Hospital.— Three H. S.“ s to 
eac i 

King: 2 pe II Sanatorium, Miatu .—3rd Asst. M.O., £300. 

Kingston and District Hospital.—Visiting Surgeon. Also Res. 
Asst. M.O., at rate of £375. 

Leeds Education Committee. —Asst. School M.O., £500. 

e 120 Hospital, Hope-street Res. M. O. „ at. 
rate o 

Tana pool, S St. Paul's Eye Hospital, Oldhail-street.—H.S., at rate 


London County Council. Temporary e M. O., £200. 
London Homeopathic Hospital, Great. Ormond-street, wW.0.— 
i vargen in in ya Orthopeedic and Mechano-therapy Dept. 
E. — Surg. First Asst. and Reg., £300. 


e N Hospital Combined H. S. (Aural) and 
H. P., at rate of £100. 
Manchester Ear Ho ital, Grosvenor-square, AU Saints’.— 


Visiting Antesthe 
Manchester, Park Hosp., Davyhulme.—Res. Obstet. Officer, £400. 
Manchester, St. Mary's Hospitals. Four H.S.’s to Special 
Depts., each at rate of 250. 
Manchester, Withington Hospital. —Sen. Cons. Obstet. and Gynee- 
cologist, at rate of £400. 
Metropolitan Hospital Kingsland-road, E.—Asst. M. O. to Physio- 
FP pc hat io pay at 
i ouga, ay » North Riding Infirmary. —3rd H.S., at rate of £125. 
22 — ount: Council. —Asst. M. O., 8400. 
National 15 Hospital, Hamp stead-road, N.W.—Cas. O. 
- and H. S., at rate of 2120 and 2100 res ectively. 
Neweastle-upon-Tyne Dispensary.—Two isiting Physicians, 


0 
North. Riding of Yorkshire C.C.—Asst. Tuber. M. Os £600. 
Norwich, Norfolk and. 9353 Hospital.—H.P., H. S.“ s to Spec. 


Depts., and Cas. O each at rate of £120. 
Notting m City Hospital.—H.S., at rate of £150. 
Perth Royal Infirmary sar a Res. Surg. O., 2250. 


Pontefract General Infirmaru.— Res. M. O., at rate of £150. 
Princess Elizabeth of York Hospital for Children, 5 B.— 
Res. M. O., £200. Also H. S. and Cas. O.. each at rate ot 8125. 


Queen’ s Hospital for Children, Hackney- road, E.—Clin. Asst. to 


Surg. Out-patients, 5s. per attendance. 
Rochdale. “Birch Hill Hospital.—Jun. Res. M. O., at rate of £225. 
Rochdale . Infirmary and Dispensary.—H.P., £150. 
Royal Cancer Hospital, Fulham-road, S. W.—H.S. to Radium 
Dept., at rate of £200. Also Sec. Asst. Pathologist 58 158 
Royal asonic Hospital, Ravenscourt Park, W.—Res. Surg 
at rate of £250. 
St. Bartholomew’s 29 E. OC. — Chief Asst. in X Ray . 
nostic Dept., £500 
St. John's Hospital, Lewisham, S. E.— H. S. and Cas. O., each at 
ra 
St. Peter's Hospital for Stone, Henrietta-street, P. O. — Glin. 
Assts: to Hon. Staff. 
St. Thomas’s Hosp., Medical Unit, S. 5 Asst., £500—600. 
Salford Royal Hospital. —Res. Surg. O , £200. Also two HS.’ 8, 
. each at rate of £125. | 
Southam oe CA. 47 Borough. lin. v. D. O., Pathologist, and 
South astern Hospital for Children, Sydenham, S. E. — Res. M. 0., 
at rate o 
Southend-on-Sea General Hosp.—Res.Obstet.Officer,at rate of 100. 
Stoke-on-Trent Orthopedic Hosp., Horonu —Asst. Surgeon, 2800 
Swansea County Borough —aAsst. M. O., £500 
Swansea General and. Eye Hospital. —H.P. and H. S., each at 
Toe A S ital.—H. Aurist d L 1 
orqua orbay Hospital—Hon. Aurist an aryngo ogist. 
Warmi, King Edward VII Memorial Sanatorium, Hertford 
Hill.—Jun. Asst. M.O., £250. 
West London Hospital, Hammersmith-road, .- Cas. O., £250, 
Also Res. Cas. O., H. P., and two H. S. 's, each at rate ot £100. 
West Riding of Yorkshire C.C.—Cons. Tuber. O., £750. 


Westminster Hospital, Broad Sanctuary, S.W. — Hon. Clin. 
Asst. to Antenatal Out-patients’ Dept. 
ae General Hospital, Harlesden-road, N.W.—Hon. 


nin. Surgeon. Hon. Clin. Assts. to Out- -patients’ Dept. 

o Cas. O., at rate of £100. 
Winchester, Royal Hampshire County Hospital.—Res. Surg, O., 
at rate of £200. Also H. P. and H.S., each at rate of 8125. 


‘Windsor, Kin ng Hr Edward VII Hospital.—Three H.S.’s, each £100. 


Woolwich e a rict War Memorial Hospital, Shooters Hil, 
H. S., mer rate of £100 


wort, 5 Victoria Hospital 8088. and Jun. Resident, at ‘rate 
of £150 and £120 respectively. 
York County Hospital:—Second H. S. and Res. Aneesthetist, 8160. 


The Chief Inspector of Factories announces a vacancy for & 
Certifying ‘Factory Surgeon at Grassington, Yorks (W. R.). 


Births, Marriages, and Deaths 


BIRTHS — 


BARNETSON.—On Nov. 20th, at Lebong, India, the wife of Capt. 


J., O. Barnetson, R.A M. C., of a son. 
WaRNHAM.—0On Nov. 28th, at Ide Hill, Sevenoaks, to Alison 
Margaret (née Collie), wife of Sidney J. Wareham, F. R. C. S. 


a daughter. 
MARRIAGES 
c- MORE .— On Nov. 28th, at St. Columba’s Church 
of Scotland, London, Archibald F. Cameron, NM. D., to 
Charlotte A. Morris, R. R. C. 


Smmcox—TASKER SMITH.—On Nov. 28th, at the Church of 


St. Bartholomew-the-Less, London, Dr. Ronald Simcox to 
Olwyn Tasker Smith. 
DEATHS 
Cuarr.—On Nov. 26th, in Salford, Thomas Waycott Chaff, 
M. R. C. S. Eng., of Higher Broughton, Manchester. : 
EaGER.—On Nov. 29th, suddenly, at North Moreton, Berk- 
shire, Gurth Eager, M.R.C.S. Eng., formerly of Hertfard. 
JonEs.—On Nov. 26th, at Alton, Hants, George Mellersh Jones, 
NM. R. C. S. Eng., aged 80. 

—On Dec. Ist, ab Lansdowne-road, W., Edgar Hartley 
Kettle, M. D., F. R. S., professor of pathology at 
the British Postaaruats Medical School, University of 
London, and consulting pathologist to St. Bartho!omew’s 


Hospital. 
—0n Nov. 25th, at Bradford, James Tyson Kitchin, 
M.D. Edin., D.P.H. 


LANGLEY.—On Ne ov. 18th, at Netley Abbey, Alfred Fardon 
Langley, M.D. McGill. 

LOVERIDGE.—On Nov. 23rd, at Guildford, William George 

; Loveridge .L.R.C.P. Edin., late of Barton- -on-Humber, 

cs 

MaAcLAUGHLIN.—On Nov. 24th, at Strangford, Co. Down 

Frederick Peard MacLaughlin, M.B. Dub., in his 38th 
ear. 

* —On Nov. 25th, at 70, High- street, Old Aberdeen, 
Dr. Alexander Mitchell, aged 78. 

RANBFORD.—On Nov. 2 2nd, Rate Weymouth, John Ernest 
Ransford, M.R.C.S. Eng., 67. 

ROBINSON. —On Nov. 19th, at Woodstock, Capetown, Leland 
Robinson, M.B. Dub., formerly of Moate, Iroland. 

SEXTON.—On Nov. 27th, at King’s Lynn, Henry William 
Sexton, M.R.C.S. Eng., of King’s Lynn. 

SHEPHEARD.—On Nov. 27th, at Brook. Green, W., Henry 
Shepheard, M. R. C. S. Eng. 

VEREKER.—On Nov. 19th, at Curry Rivel, Richard Henry 
Vereker, L. R. C. P. & S. I. 

WEST. — On Dec. Ist, in London, John Thomson West, M. B., 

5 O. M. Aberd., late chief surgeon of the Royal Samarſtan 
Hospital, Glasgow. 

N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 

Births, Marriages, and Deaths. 
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NOTES, COMMENTS, AND ABSTRACTS 


HOSPITAL SAVING ASSOCIATION 


AT the annual meeting at Kingsway Hall on 
Dec. Ist Mr. Herbert Morrison, leader of the London 
County Council, paid a great tribute to the work of 
the Hospital Saving Association. He spoke with deep 
appreciation of the contribution of the voluntary 
spirit in the national life and in particular of the 
desirability of its continuance in the voluntary 
hospitals. No longer, he said, was there any acute 
controversy upon the respective merits of hospital 
control by, voluntary authorities and the muni- 
cipality. Each was anxious to appreciate the merits 
of the other and the Hospital Saving Association 
was associated with the work of both. During the 
year under review the Association had paid the sum 
of £110,687 to Council hospitals. Sir Alan Anderson, 
the chairman of the Association, presented the annual 
report with his usual lucidity. Again it showed a 
record of sustained and continued progress, although 
the work of the past year had consisted mainly in 
removing weaknesses and consolidating the position. 
The number of contributors had increased b 
126,663 and the income by £78,692, so that the latter 
had reached the remarkable figure of £923,121. 
Upon the advice of the committee of hospital repre- 
sentatives the council had made an important change 
in the method of distributing this income. They had 
removed the anomaly by which a higher percentage 
of the cost of out-patients than of in-patients was 
paid to the hospitals. This accorded with the primary 
intention of the Association to relieve the workman 
of anxiety about making a contribution to the 
hospital at a time when his resources were strained 


through being unable to work. The effect in the 


last accounts was to transfer £29,000 from one item 
to the other. Mr. Walter Elliot, who in his new 
position as Secretary of State for Scotland was 
responsible for the department of health, invited the 
group secretaries of the Association to consider the 
great improvements which had been made in the 
standard of health as shown in the recently published 
results of the medical examination of recruits for 
the Post Office. Recalling his own experience as a 
house surgeon, he remembered the distress with 
which he registered on a waiting-list the name of a 
panos requiring attention. Mr. Girling Ball, the 

ean of the medical college of St. Bartholomew’s 
Hospital, recorded in a lighter vein some of the 
daily incidents of hospital life which were keenly 
appreciated by the audience. The meeting was 
marked by its usual enthusiasm, and even Mr. 
Morrison, with his wide experience of public meetings, 
a Aer his surprise to see the hall packed with 
voluntary workers. 


NEW PREPARATIONS 


PRONTOSIL ALBUM.—Under this name Bayer 
Products Ltd. (Africa House, Kingsway, London, 
W.C.2) have produced a colourless tablet consisting 
of p-aminophenylsulphonamide, which is intended 
for oral use either alone or in conjunction with their 
injectable preparation, Prontosil Soluble. It has 
been employed against various streptococcal infections, 
including puerperal sepsis, erysipelas, tonsillitis, 
and streptococcal otitis media, and the indications 
for its administration are the same as those of the 
original preparations (Prontosil Soluble and Prontosil 
“ Red” Tablets). The standard dosage is 1-2 
tablets (each of 0°3 g.) three times daily. The three 
Prontosil preparations now available are: Prontosil 
Soluble (in ampoules of 5 or 10 c. em. of the 2°5 per 
cent. solution, for injection); Prontosil Red” 
Tablets in tubes of 20 tablets (each containing 
0°3 g.) ; and Prontosil Album Tablets (the sulphon- 
amide preparation) in a similar packing. 

‘“ TABLOID.” BRAND p-AMINOBENZENESULPHON- 
AMIDE.—The following statement about this substance 
is made by the manufacturers, Messrs, Burroughs 


Wellcome and Co. (Snow Hill Buildings, E.C.1). 
Laboratory experiments show that p-amino- 
benzenesulphonamide is effective in protecting animals 
against certain lethal doses of virulent cultures of 
hrmolytic streptococci and some other organisms. 
Clinical experience in human medicine is still, how- 
ever, in the experimental stage. Before deciding to 
use the product in the treatment of severe strepto- 
coccal infections, such as puerperal septicemia, 
erysipelas, &c., it is suggested that patients shall be 
submitted to full bacteriological examinations to 
establish clearly the presence of hemolytic strepto- 
cocci in the lesion or in the blood stream. Six to 
ten Tabloid' products, each containing 0'5 g. 
of p-aminobenzenesulphonamide, should then be 
administered orally per day after meals and con- 
tinued for six days after the temperature is normal. 
Tests should then be made to ascertain whether the 
streptococci do or do not disappear from the blood 
stream. inicians are invited to send confidential 
reports for consideration with others, so that the 
widest information may be available to the profession. 
The only troublesome symptom yet reported is 
gastric disturbance following large dosage. Should 
such occur, the dose might be reduced temporarily.” 
The 0°5 g. Tabloids are issued in bottles of 25 and 100. 


p-AMINOBENZENESULPHONAMIDE.—Messrs. Evans 
Sons Lescher and Webb Ltd. inform us that they 
have small supplies of this substance available for 
trial in proved cases of hæmolytic streptococcal 
infection and that they will issue these free of charge 
to practitioners on the understanding that it will be 
used only in cases in which a hemolytic streptococcus 
has been isolated and that full particulars will be 
supplied to the medical director, Evans’ Biological 
Institute, Runcorn, Cheshire. 


PROSEPTASINE, prepared by Pharmaceutical 
Specialities (May and Baker) Ltd., Dagenham, is 
p-benzylaminobenzenesulphonamide, The makers 
claim that it has a powerful antistreptococcal action 
and is ‘‘ at least as active, and far less toxic, than 
any other sulphonamide yet produced. It is not adye- 
stuff and does not cause side-effects.’’ They recommend 
its use in streptococcal infections of all types, and 
also prophylactically where there is reason to fear 
the onset of septic complications. The preparation 
is supplied in tablets for oral administration, and the 
adult dose is two tablets three times a day after 
meals for three or four. days, and thereafter two 
tablets taken twice a day for four or five days. It 
is put up in bottles containing 25 tablets of 0°5 g. 


COLSULANYDE.—The Crookes Laboratories (Park 
Royal, N.W.10) apply this name to their preparation 
of sulphanilamide which they recommend for the 
treatment of streptococcal infections of the blood 
stream. Extensive clinical experience, they say, has 
shown that such infections respond rapidly when 
the drug is given in doses of 3 to 5 grammes per day, 
preferably distributed so as to maintain more or 
less continuous absorption. So far as is known at 
present,“ they add, there are no contra-indications,”’ 
and in general it may be stated that for so powerful 
a therapeutic agent, this compound is one of the 
least toxic encountered in the history of chemo- 
therapeutics.” Especially good results have been 
noted in erysipelas. 


NovaSAPA, described as a one-minute steriliser for 
surgical and dental instruments, is recommended on 
the grounds that it acts in the cold, will not rust 
or corrode, removes rusts and stains, does not blunt 
or spoil temper, is harmless to the tissues, and is 
compatible with local anssthetic solutions. The 
manufacturers (the Pharmaceutical Manufacturing 
Company, Ltd., 39, Aldersgate-street, E.C.1) state 
that it provides, in a glycerin base, the advantages 
of the trichloriodo antiseptic with the extreme 
germicidal properties of vuzinotoxin hydrochloride 
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which forms the essential compound of the Novutox - 


patented cold sterilising process.“ The solution is 


used without dilution, and instruments should be 


wiped clean of pus or blood before being treated. 
If this is done, it is said, Novasapa will kill the 
remaining micro-organisms within a minute in the 
cold. Instruments possibly contaminated by spore- 
bearing bacteria should be boiled in Novasapa for 
two or three minutes: at boiling-point it is: stated 
to kill spores of tetanus and anthrax in one minute. 


Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TUESDAY, Dec. 8th. 


Therapeutics and Pharmacology, and Medicine. 5 P. M., 
Prof. A. St. G. Huggett, Prof. A. E. Naish, and Dr. 

Maurice Davidson: Therapeutic Methods of Arresting 
Heemorrhage. ; 

Psychiatry. 8.30 P.M., Prof. F. L. Golla and Dr. J. E. 


Nicole: A Follow-up Study of General Paralysis. 


FRIDAY. ‘ 
Clinical. 5.30 P.M. (Cases at 4.30 P.M.) Mr. A. E. 
1. Painful Osteo-arthritis of Hip, 


Mortimer Woolf: 
Relieved of Pain by an Hxtra-articular Bone Graft. 
Ophthalmology. 5 P.M. Clinical Meeting at the Royal 

Eye Hospital, St. George’s Circus, S.E. 


ROYAL SOCIETY OF TROPICAL MEDICINE AND 
-HYGIENE, Manson House, 26, Portland-place, W. 
THURSDAY, Dec. 10th.—8.15 P.m., Sir Robert Archibald : 
Epidemiology of Kala-azar in the Sudan. 


HARVEIAN SOCIETY OF LONDON. 

FR DAT, Dec. 11th.—8. 30 P.M. (Manson House, 26, Port- 
land-place, W.), Dr. W. S. Copeman and Dr. R 
Lightwood: Treatment of 
Children. 


MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY. 
THURSDAY, Dec. 10th.—8.30 P. M. (11, Chandos-street, W.). 
Prof. Millais Culpin: Personality and Neurosis. ` 


PADDINGTON MEDICAL SOCIETY. 
TUESDAY, Dec. 8th.—9 P.M. (Great Western Royal Hotel, 
W.), Mr. H. N. Linstead: The Poisons Act and Dan- 
gerous Drugs Act: A Survey of the Regulations. 


SOUTH-WEST LONDON MEDICAL SOCIETY. 
WEDNESDAY, Dec. 9th.—9 P.M. (Bolingbroke Hospital, 
Wandsworth Common), Dr. Noel Harris: Suggestion 
and Hypnosis. 


WEST KENT MEDICO-CHIRURGICAL SOCIETY. 
FRIDAY, Dec. 11th.—8.45 P.M. (Miller General Hospital), 
Sir Henry Gauvain: Conservative Treatment of 
Surgical Tuberculosis. (Purvis oration.) : 


BIOCHEMICAL SOCIETY. 
FRIDAY, Dec. 11th.—3 P. u. (St. Bartholomew’s Hospital, 
1. L. F. Hewitt: Separation of Serum Albumin 
into Two Fractions. N. G. Heatley, C. H. Wadding- 
ton, J. Needham, and P. Ð. Lindahl: New Experi- 
ments on Glycogen and the Amphibian Primary 
Evocator. 3. W. G. Dangerfield, W. E. Gaunt, and A. 
Wormall : The Colorimetric Determination of Bayer 
205in Body Fluids. 4. W. G. Dangerfield, W. E. Gaunt, 
and A. Wormall: The Elimination of Injected Bayer 
205 from the Animal Body. 5. L. P. Kendal and L. H. 
Stickland: The Coenzymes_of Glycolysis in Muscle 
Extracts. 6. H. Pritchard, H. Wilkinson, J. R. Edis- 
puy, and R. A. Morton: A Discrepancy between 
Biological Assays and other Methods of Determining 
Vitamin A, Part II. 7. R. K. Callow: Isolation of 
the Male Hormone Present in the Urine of a Patient 
with an Adrenal Tumour. 8. H. Burrows, J. W. 
Cook, and F. L. Warren: A Substance Isolated from 
the Urine of a Man with an Adrenal Tumour. 9. A. S. 
Parkes: Relative Effectiveness of Various Esters of 
C£strone, G&striol, and Œstradiol. 10. H. A, Shapiro 
(introduced by A. S. Parkes): Induction of Ovulation 
by Testosterone and Certain Related Com pounds. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn-fields, 


THURSDAY, Dec. 10th.—5 P.M., Dr. George W. Corner: 
Salernitian Surgery in the Twelfth Century. (Thomas 
Vicary lecture.) 
UNIVERSITY OF LONDON. 
Monpbay, Dec. 7th, TUESDAY, and WEDNESDAY.—5.30 P.M. 
(Guy’s Hospital, S. E.), Dr. George W. Corner: Ovarian 
Hormones. 
CHADWICK LECTURE. l 
WEDNESDAY, Dec. 9th.—8.15 P.M. (Manson House, 26, 
Portland-place, W.), Sir Weldon Dalrymple-Champ- 
neys: Modern Views on Infection and Disinfection. 


eumatic Diseases in 


eginald . 


„ 


ROYAL INSTITUTION, 21, Albemarle- street, W. 
TUESDAY, Dec. 8th.—5. 15 P. M., Prof. E. Mellanby, F. R.-S.: 
Chemical Messengers of the Body. 


BRITISH, POSTGRADUATE MEDICAL SCHOOL, Ducane 
road, W. 
' MONDAY, Dec. 7th.—2.30 P.M., Dr. 
Diabetes and Diseases of Pancreas. 

TUESDAY.—2 P.M., Dr. Miles: Pathological Demon- 
stration. 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2.30 P. M., clinical and pathological con- 
ference (surgical). 4.30 P.M., Prof. S - Bedson, 
F.R.S.: Virus Diseases. 

THURSDAY.—2.30 P.M., Dr. Duncan White: Radiological 
Demonstration. 3.30 P. M., Prof. J. M. Munro Kerr: 
Disproportion and Difficult Labour. 

FRIDAY.—-2 P. M., operative obstetrics. 2.30 P.M., Prof. 
Seymour Barling: Acute Surgical Infections other 
than Bone. 3 P.M., department of gynzcology, patho- 
logical demonstration. | 

Daily, 10 A.M. to 4 P.M., medical clinics, surgical clinics, or 
operations, Obstetrical and gynæcological clinics or 
-operations. 


WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 
Hammersmith, W. 
11 A.M., surgical 


MONDAY, Dec. 7th.—10 A.M., skin clinic. 
wards. 2 P.M., operations, surgical and gynæcologkal 
, surgical, and gynecological clinica. 


wards, medic 
TUESDAY.—10 A. M., medical wards. 11 A.M., surgical 
2 P.M., operations, medical, surgical, and 


R. D. Lawrence: 


wards. 
throat clinics. 

WEDNESDAY.— 10 A. M., children’s ward and clinic. II AX. 
medical wards. 2 P.M., gynscological operations, 
medical, surgical, and eye clinics. 


THURSDAY-—10 A. M., neurological and gynæĦgol 


clinics. Noon, fracture clinic. 2 P.M., oparatio 
medical, surgical, genito-urinary, and eye dina. 
4.15 P.M., venereal diseases. 

Fripay.—10 A. M., medical wards, skin clinic. Noon, 


lecture on treatment. 2 P.M., operations, medical, 
surgical, and throat clinics. 

SATURDAY.—10 A. M., children’s and surgical clinics. 114%, 
medical wards. 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 
MONDAY, Dec. 7th, to SATURDAY, Dec. 12th.—ĻLONDOY 

Lock HOSPITAL, 91, Dean-street, W., 
course in venereal diseases (open to non-members)— 
BROMPTON HOSPITAL, S. W., all-day course in thoracie 
surgery.—HOSPITAL FOR DISEASES OF THB N, 
Blackfriars-road, S.E., afternoon course in dermatology. 
—NATIONAI 'TEMPERANCE HOSPITAL, Ham . 
road, N. W., Tues. and Thurs., 8 P.M., clinical and 
pathological M. R. C. P. course.; Wed., 8.30 PA., Dr. 
P. M. F. Bishop: Ovary. Fri., 8.30 P.M., Dr. A. V. 
Spence: Testis and Thymus.—BRoMPTON Hospital, 
S. W., M. R. C. P. course in chest diseases (twice weekly, 
5 P.M.)e—CITY OF LONDON HOSPITAL, Victoria 
E., Wed. and Fri., 6 P. M., M. R. C. P. course in heart 
and lung diseases. WEST END HOSPITAL FOR NERYOU 
DISEASES, Welbeck-street, W., afternoon M.R.OP. 
course in neurology.—These courses are open only to 
members of the fello wship. 


sa a es FOR SICK CHILDREN, Great Ormond-streef, 
V 


WEDNESDAY, Dec. 9th.—2 P. M., Mr. Denis Browne: Trest- 
ment of Congenital Club-foot and other Deformities 
of the Limbs. 3 P.M., Dr. D. N. Nabarro: Ineldence 
of Bovine and Human Tuberculosis in Infancy. 

Out-patient clinics daily at 10 A. M. and ward visits at 
2 P.M. 


HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL, N.W. 
WEDNESDAY, Dec. 9th.—4 P.M., Dr. Norman Sprott: The 
X Rays and the Laboratory. 
CENTRAL LONDON THROAT, NOSE, AND EAR HOS: 
PITAL, Gray’s Inn road, W.C. 
FRIDAY, Dec. 1lth—4 P.M., Mr. C. Gill-Carey: Rhino- 
logical Aspects of Asthma. 


SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 


WEDNESDAY, Dec. 9th—4 P.M. (St. James’ Hospital, 
pret TO S.W.), Dr. C. E. Lakin: Demonstration 
of Cases. 


ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL MEDI- 
CINE, 42, Ranelagh-road, S.W. 
FRIDAY, Dec. 11th.— 4.30 P. M., Dr. G. T. Calthrop: Radio- 
logical Aspects of the Rheumatic Discases. 


MANCHESTER ROYAL INFIRMARY. 
Daan, Dec. Sth.—4.15 P.M., Dr. J. F. Wilkinson: 
Diagnosis and Treatment of Some Common Anmmiss. 
FRIDAY.—Dr. A. Ramsbottom: Demonstration of M 
Cases. 


MANCHESTER HOSPITAL FOR CONSUMPTION, Deans 
te. 
SA WEDNESDAY, Dec. 9th.—4.30 P.M., Mr. B. P. Robinson: 
Treatment of Nasal Obstruction in Children. 


GENERAL INFIRMARY. ; 
e Dec. Sth.— 3.30 P. M., Dr. Moll: Demonstration 
of Medical Cases. 
GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
WEDNESDAY, Dec. 9th.—4.15 P.M. (Ear, Nose, and 
Hospital), Dr. W.-C. Macartney: Diseases of 
Pharynx. 
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THE THYROTOXIC HEART 
WITH SPECIAL REFERENCE TO 
„% MASKED HYPERTHYROIDISM ”* 


By Joun Hay, M.D. Vict. and Liverp., 


F. R. C. P. Lond. 


OONBULTING HON. PHYSICIAN TO THE ROYAL INFIRMARY, LIVERPOOL $ 
S PROFESSOR OF MEDIOINE, LIVERPOOL UNIVERSITY 


I FEAR that our profession as a whole is not even 
now sufficiently alive to the presence in their 
clientele of many patients suffering from thyro- 
toxicosis, camouflaged as heart disease. It does not 
‘appreciate to the full the significance and gravity 
of this type of toxemia, nor the necessity for more 
frequent and earlier surgical intervention. 

In 1920 Dr. J. Strickland Goodall?‘ strongly 
advocated surgical treatment in thyrotoxicosis because 
he was convinced that it offered the best chance of 
permanent success—a view which becomes more and 
more recognised as the rational method of attack. 

is vigorous advocacy of subtotal thyroidectomy 
did much to popularise this method of treatment at a 
time when it was viewed with suspicion and fear by 
most British physicians and surgeons.” About this 
period and onwards he worked in collaboration with 
his friend and colleague, Mr. Lambert Rogers, and 
several papers were published under their joint names. 

It is pleasant to record that in 1924 W. Dameshek, 10 
writing in the Boston Medical and Surgical Journal 
on The Heart in Hyperthyroidism, says: 

Even by recent writers, the paramount importance 
of the cardiac condition in the disease, aside merely from 
its theoretical interest, has not been at all emphasised. 
Of all the present writers Goodall alone seems to be the 
one who has not missed the point (or what I believe 
to be the point) in regard to the importance of these 
disturbances.” 


Historical Survey 


Up to 1920 the literature in regard to Graves’s 
disease and toxic adenoma was relatively scanty, and 
emanated mainly from America, Germany, and 
France. The symposium on thyroid disease in 
Berlin in 1906 stirred up interest in this subject 
with a corresponding increase in the communications 
to the medical press, and from 1920 on there has been 
a veritable spate of papers dealing with the problems 
inherent in thyrotoxicosis and its associated cardio- 
vascular phenomena. 

Since 1834 Graves’s disease has been recognised as 
a well-defined clinical entity characterised by exoph- 
thalmos, enlarged thyroid with tachycardia and 
tremor, and its diagnosis presents no difficulty. 
Later, in 1885, Charcot described the ‘‘ formes 
frustes in which the clinical manifestations were 
incomplete and associated with cardiac involvement. 
Towards the end of the last century the close 
relationship between toxic adenoma and the hyper- 
plastic type of thyroid was beginning to be recognised, 
and in 1899 Kraus 11 wrote concerning the thyroid 
heart and its relationship to toxic goitre. From the 
first the involvement of the cardiovascular system 
was noted, but it was not until the early years of this 


The first Strickland Goodall memorial lecture, delivered on 
Oct. 14th at the Society of Apothecaries of London. Prof. str 
introduced the lecture with a tri e 
and porsona character of the late Dr. J. Strickland G 
and described the important part played by him in the advance- 
5611 cardiology. 
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century that the inward significance and importance 
of the effects of thyrotoxicosis on the heart began to 
be appreciated. 

This first phase lasted. until the earlier part of this 
century when a new era in the investigation of 
thyrotoxicosis began with the more general use in 
clinical medicine of the electrocardiograph and the 
sphygmomanometer. The auscultatory method of 
recording both systolic and diastolic pressure dates 
from about 1905, and it was in 1909 that the specific 
nature of auricular fibrillation was demonstrated by 
Sir Thomas Lewis. About the same time the 
measurement of the basal metabolic rate began to be 
utilised. The study of thyrotoxicosis from then 
became more exact and from 1920 onwards the 
results are manifest in the increased output of papers. 

Even at this period surgery was playing a well- 
defined part in treatment. Kocher, the Mayos, 
Halsted, Berry, Dunhill, and Joll had between them 
reported many hundreds of cases. But the surgeons 
of those days were working under very great dis- 
advantages in regard to the preparation of patients 
for operation and post-operative management, and 
the operative risk was high 

This second phase was characterised by an intensive 
investigation along the lines above mentioned, and 
the recognition that there were two clearly defined 
clinical types of trouble. It was realised that under- 
lying both there was the same element of thyro- 
toxicosis: (1) the primary, hyperplastic type— 
diffuse toxic goitre—the more acute, which occurred 
at an earlier period in life, age 15-35; and (2) the 
secondary, the toxic adenoma—nodular toxic goitre 
—the toxic process persisting for many years with 
exacerbations and intervening periods of relative 
improvement, continuing into the later decades of 
life—age 30-70. It was generally accepted, for all 
practical purposes, that thyrotoxicosis was the 
essential feature in each, and that the difference lay 
in the variations in intensity, in the duration of the 
thyrotoxicosis, and in the physique and psyche of 
the patient. 

Characteristic Features 


Now it is obvious that when we are dealing with a 
toxemia which persists from the fourth to the seventh 
decade we have, complicating the picture, those 
changes—cardiovascular in origin—which are asso- 
ciated with this age-period, with its liability to 
hyperpiesis and coronary disease: and it is this 
factor more than any other which complicates the 
clinical manifestations of nodular toxic goitre. 

Based on a critical analysis of the large mass of 
clinical material, certain features are now recognised 
as characteristic of thyrotoxicosis. There is a definite 
increase in the basal metabolism; the systolic blood 
pressure tends to rise and as the rise in the diastolic 
pressure is either negligible or slight, the result is 
an increase in the pulse pressure; and, lastly, in 
addition to tachycardia there is a remarkable liability 
to cardiac arrhythmias, more particularly that of 
auricular fibrillation, either paroxysmal or persistent. 
In fact, Jones 12 goes so far as to state that in his 
experience auricular fibrillation, paroxysmal or per- 
sistent, is more often seen in thyrotoxicosis than in 
any other form of heart disease. 

It is interesting to note the manner in which our 


point of view has altered in regard to patients 


suffering from thyrotoxicosis. Time was, when 

faced with a patient suffering from toxic goitre, one 

was interested in the tachycardia and the cardiac 
AA 
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arrhythmia as a kind of side issue, an academic 
interest tempered. by the knowledge that. most 
probably both would prove refractory to treatment. 
Now it is an entirely different story. The presence 
of tachycardia and fibrillation are valued as the key 
to the solution of a puzzling syndrome and with the 
unmasking of the thyrotoxicosis pessimism is replaced 
by hope. For, once having suspected or recognised 
the possibility of thyrotoxicosis, a careful scratiny 
of the patient and a more detailed cross-examination 
reveal just those deviations from the normal which 
are characteristic and of diagnostic value. | 


As an example of this, I saw the other day a patient 
of 72 on account of the condition of his heart. He was a 
thin, active man who consulted his doctor three weeks 
earlier complaining of not feeling up to the mark and of 
being a little short of breath. His doctor found that he 
was suffering from an attack of auricular fibrillation ; 
the fibrillation lasted for three days but, although the 
rhythm returned to normal, the ventricular rate remained 
at about 100 per minute and the patient had still a 
definite tendency to shortness of breath on effort. He 

had also suffered recently from a little transient diarrhea. 
On examination there was nothing abnormal to be 


made out in the heart, no valvular disease, no apparent 
the radial pulse had a collapsing quality, 


enlargement ; 
the blood pressure was 150/60 mm. Hg, skin unduly warm, 
flushed, and moist; there was a fine tremor of the hands, 
and on cross-examination both the patient ‘and his wife 
admitted that for the last month they had noticed a 
staring quality about his eyes. There was no. evidence 
whatever of any abnormality about the thyroid il 
and there was no exophthalmos. 


Here, I think there can be no doubt that we were 
dealing with a condition of thyrotoxicosis in a patient 
who presented himself on account of cardiac disability. 
It was the occurrence of paroxysmal fibrillation which 
aroused suspicion, coupled with the persistent tachy- 
_ cardia and à raised pulse pressure. Careful examina- 
tion and . proved the Correctness 
of the surmise. 
ee Classification 

i The varying manifestations of thyrotoxicosis per- 
mit of certain groupings of the clinical material which 
may: be presented as follows :— 

Diffuse toxic goitre—Graves’s disease, cliaracterised 
by enlargement of the thyroid, undoubted exoph- 
thalmos, tachycardia, tremor, loss of weight, a 
tendency - to gastro -intestinal: crises, and a high 
basal metabolism. In this group the onset is usually 
sudden and occurs from the age of 15 to 25. Females 
are much more frequently affected than males. The 
diagnosis is obvious and difficulty only arises when 
the thyrotoxicosis is slight and the clinical picture 
incomplete. 

Nodular toxic goitre. Toxic adenoma, described 
by Plummer in 1912, 1 characterised by chronicity 
with irregular enlargement of the thyroid, not always 
demonstrable, tremor, tachycardia, and loss of weight. 


Exophthalmos i is much less oommon and usually slight. 


Here again females predominate. The onset is gradual 
and insidious and there is a long history of goitre. 
The patients in this group are found in the middle 
decades of life, although they have sometimes been 
goitre-bearers for many years, and they show a 
well-marked ‘tendency to develop cardiovascular 
abnormalities such as hyperpiesis and os 
fibrillation: with resultant congestive failure. 

It is in this group that errors in diagnosis are most 
likely to‘ocour’: firstly, because the thyroid may be 
so slightly altered as to escape notice; and secondly, 
because the long-continued thyrotoxicosis, although 
not of a high grade, is prone to produce myocardial 
and vascular 9 and the olinical manifestations 


PROF. JOHN HAY: THE THYROTOXIC HEART 


DEO. 12, 1936 


of card io vascular disease dominate the picture to such 
an extent that the essential lesion, the causal toxemia, 
is overlooked. The tragedy is that failure to recognise 
the underlying toxicosis may cost the patient her life. 

It is in patients suffering from nodular toxic goitre 
that masked. hyperthyroidism is most likely to occur. 
The chronicity of the low-grade toxemia and the 
fact that it persists into and beyond middle age, 
the age for degenerative changes in the cardio vascular 
system, offer just the opportunity for the evolution 
of a baffling combination of symptoms. 

Masked hyperthyroidism is a term which signifies 
that the usual signs and symptoms of hyperthyroidism 
are obscured by the more obvious indications of some 
other clinical entity. In such patients the symptoms 
of hyperthyroidism retire into the background and the 
liability to error is much greater when exophthalmos 
and goitre, two of the classical signs of hyperthyroidism, 
are absent. 


The Masked Form 5 
If we are to recognise the presence of a low-grade 


| thyrotoxicosis there are certain indications to which 


we must be alive. First and foremost come devia- 
tions from the normal in the heart. Aurioular 
fibrillation, either paroxysmal or persistent, especially 
in a patient under fifty should arouse suspicion, 
similarly auricular flutter—though this is more rare. 
In fact, Wishart 1“ states that auricular fibrillation 
or flutter in patients with a normal basal metabolio 
rate, but who subsequently develop Graves’s disease, 
may be the.earliest detectable sign of thyrotoxicosis: 
Then there is usually a persistent moderate tachy- 
cardia with an increase of pulse pressure and a pulse 
which is “collapsing.” Occasionally one finds a 
“ suddenness ” of the apex-beat and a snappiness of 
the mitral first sound which are suggestive; and 
Parkinson and Cookson 16 have shown that there is 
a characteristic straightening of the left border of the 
cardiac shadow in the radiogram. Further indications 
are palpitation, either of brief duration or constant, 
and extrasystoles, more significant if asso ciated 
with tachycardia. The heightened metabolism will 
be suggested by loss of weight for which there is 
no adequate explanation. This may occur in spite 
of a good appetite which is amply satisfied, and it 
persists in spite of rest in bed. 

The eiderdown test, an early sign of increased 
metabolic rate, is sometimes: obtained by tactful 
inquiries as to whether connubial bliss has been 
disturbed by differences of opinion in regard to the 
eiderdown. The patient, distressed by the heat of 
the extra covering and, regardless of the comfort 
and wishes of her partner, throws it over to his side 
of the bed: the result is a mild altercation. Whether 
this is in truth the acid test, it is at any rate of value, 
and it is amusing to watch the.embarrassment on the 
faces of the patient and her husband when one first 
puts the question: Can you tell me when you first 
began to quarrel about the eiderdown?’’ Other 
features are a warm moist skin, sometimes flushed 
and with a tendency towards a salmon hue. 

- Though there may be no exophthalmos there is 
often a slightly staring quality, or a peculiar bright- 
ness which is most suggestive. Such patients are 
usually restless, eager, alert, and difficult, with a 
leaning towards emotional instability. There is a 


temperamental change characterised by irritability 


and there are frequent periods of depression, A fine 


.tremor is characteristic and one may discover a 


transient glycosuria. 
Although circulatory disorders are the commonest 
masking factors, other conditions are sometimes 
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present which by their prominence obscure the hyper- 
thyroidism. Transient glycosuria has already been 
mentioned; on occasion this is so pronounced that 
the physician is satisfied with a diagnosis of diabetes, 
being partly misled by the steady loss of weight. 
‘There is no doubt, however, that in many patients 
in whom the glycosuria has been severe and controlled 
with difficulty by careful dieting and the administra- 
tion of insulin, operation has been of the greatest 
Service. 

A group of patients has been described by Freund 
and Cooksey 17 comprised of elderly individuals whose 
chief complaints were abdominal and gastro-intestinal. 
The outstanding. symptoms were nausea, vomiting, 
loss of appetite, abdominal pain, diarrhea for which 
there was no apparent reason, difficulty in swallowing 
‘with regurgitation of food, weakness, and loss of 
weight even to emaciation. There was a moderate 
increase in the heart rate. Nervousness, tremor, 
although present in varying degrees, were not initial 
complaints. 

| Clinical Types 


It is well recognised that the clinical manifestations 
of hyperthyroidism are many and diverse; compar- 
Able to the protean symptomatology of hypothyroidism, 
and. a knowledge of their character is the first step 
towards their recognition, for as Charcot said We 
see what we know. Patients suffering from masked 
thyrotoxicosis have been divided into groups by 
various writers and it simplifies matters to present 
them in this manner, although it hardly needs 
5 that there is no hard and fast dividing 

e. 

The largest and most important group is 
undoubtedly that. in which the thyrotoxicosis is 
masked as heart disease.” 


In 1924 Levine and Sturgis 1“ reported 5 patients in 
whom the cardiac symptoms had been present for two 
years, and the conditions had been regarded as solely 
due to cardiac disturbance. Later, in 1929, Levine and 
Walker ?° published further observations on the same 
type of patient, and included in this series of 11 patients 
3 suffering from angina pectoris, a form of masked thyro- 
toxicosis to which I shall refer later. These patients prove 
resistant to treatment: their response to digitalis is 
unsatisfactory, and in spite of every care they tend to 
become progressively worse. 


Careful reconsideration of the clinical findings unmask 
some of the features of mild thyrotoxicosis which I 
have enumerated. The presence of fibrillation is 
in itself suggestive and the correctness of the revised 
diagnosis is verified by the immediate and sometimes 
dramatic response to correction of the thyrotoxicosis. 
Further proof is obtained by histological examination 
of the mischievous thyroid. The patients described 
by Levine were of the alert, restless, nervous type, and 
showed a tendency to loss of weight. 


There is another group similar to the above in 


which the restlessness, emotional instability, and 
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irritable mentality are absent and are replaced 
by a peculiar condition of apathy. 

This was described by Hamburger and Lev in 1930.20 
Their patients, although suffering from hyperthyroidism, 
presented an unusual apathetic listless appearance and 
what the authors describe as a mask-like face. There 
was an absence of tachycardia. The hyperthyroidism 
was indicated by a raised metabolic rate, general weak- 


ness, an undue liability to fatigue, redness or pigmentation 


of the skin, and an unexplained loss of weight. 


one patient a slightly staring expression or startled look 
- was noted. In each instance the patient had been under 


treatment for heart disease and showed definite improve- 
ment when treated as a case of thyrotoxicosis. 
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Thyrotoxic hypertension.—More recently Parkinson 
and Hoyle 1 have drawn our attention to a clinical 
group of ‘‘masked hyperthyroidism’? for which 
they have suggested the term thyrotoxic hyper- 
tension, a term applicable to a group of patients, 
usually women of mature years. Moderate tachy- 
cardia is present, both the blood pressure and the 
pulse pressure are high, and there is a marked liability 
to auricular fibrillation. As they point out “‘ masked 
hyperthyroidism ” has already been related to 
myocardial disease. It is now seen to figure in relation 
to hypertension. They hold that the combination 
of hyperpiesis and long-standing thyrotoxicosis 
is more than accidental and that the recognition of 
this group is important. Its importance lies in the 
fact that failure to recognise the existence of the 
underlying chronic thyrotoxicosis leads to errors in 
diagnosis, stultifies the prognosis, and sidetracks 
essential treatment. Here, as in the other groups, 
the advent of auricular fibrillation is of diagnostic 
significance and, as Parkinson states, Whenever 
auricular fibrillation occurs in a patient with hyper- 
tension, goitre is to be suspected as a likely cause.“ 
If this is borne in mind there will be fewer errors in 
diagnosis. 

“ Thyrotowic angina.” —There is yet another group 
of masked hyperthyroidism—namely, that in Which 
angina is the dominant symptom. 

In 1928 Lev and Hamburger ?? reported ‘favourable 
results following thyroidectomy in 6 cases of angina. 


their patients the thyrotoxicosis was not masked, but 


they served as a demonstration of the wisdom of removing 
the whip from an already damaged heart. The following 
year Levine and Walker 1° described the outcome of 
operation in patients with anginal symptoms in whom 
the thyrotoxicosis, though present, was obscured. Ham- 
burger and Lev * in 1930 referred to this combination 
and published a similar case. Towers“ in 1933 in bis 
paper on ‘‘masked ‘hyperthyroidism as a cause of heart 
disease noted the presence of anginal pain in one-third 
of his 15 cases, and in the same year Rosenblum and 
Levine 25 published the results of subtotal thyroidectomy 
in 69 patients, 9 of whom were anginal, 7 being typical 
anginas and 2 suffering from coronary thrombosis. 


This brief reference to some of the published results 
will suffice to demonstrate that thyrotoxicosis by its 
persistent demand can unmask a potential or latent 
angina. There is no rest night or day for the heart 
overdriven by an overactive thyroid. 


Illustrative Case 


In dealing with patients to be found in one or other 
of the groups such as we have been discussing, in 
whom the hyperthyroidism is masked by varied, 
dominant, and misleading symptoms, our first duty 
is to discover the thyrotoxicosis, for this is the nigger 
in the wood pile and he must be exorcised. When 
browsing through the voluminous literature dealing 
with thyrotoxicosis, I have been made increasingly 
aware of instances in my own experience where I have 
failed in the complete diagnosis, not having been 
sufficiently alive to the s cance of one or other 
of the manifestations of low-grade thyrotoxicosis. 
This was brought home to me recently and I quote 
it as a sample of the incomplete diagnosis. 


Four years ago I was asked to see a woman of 71. 
(Some months before I had attended her husband in a 
fatal attack of coronary thrombosis.) She was thin and 
active, and complained of attacks of palpitation and a 
feeling of weakness. Two months previously she had 
suffered from a short paroxysm of auricular fibrillation. 
Her urine contained sugar—poorly controlled by dieting. 

On examination the cardiac rhythm was normal, the 
heart moderately enlarged, there was no valvular disease, 
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and blood. pressure was ‘180/80 mm. Hg, heart rate 85 to 
90 per minute. The redial arteries showed. moderated 
arterio-sclerosis. 
I. classified her as’.a hyperpietic glycosuric with added 


paroxysmal auricular fibrillation. She did fairly. well 
under. careful management. I. saw ‘her again in 1934. 


The paroxysms of auricular fibrillation were becoming 


more frequent though not distressing. Blood pressure 
160/60 - mm. : Hg,. heart rate .80, fundamental rhythm 
normal. Latterly the fibrillation has been increasingly 
troublesome, the attacks more prolonged,‘ although the 
ventricular rate is not rapid when fibrillation is present. 

Her condition on Oct. 13th, 1936, was as follows: 
Weight 8 st. 6 lb. (she had lost over half a stone during 
the year). Auricular fibrillation present with a ventri- 
cular rate of 80-90 per minute, only partially controlled 
with digitalis. Blood pressure for the stronger beats 
170/30 mm. Hg, skin. pale, no eye changes, no tremor. 


On carefully palpating the neck I was able to recognise ` 


very slight irregular enlargement of the thyroid, and 
then the patient volunteered the statement that when 
she lived in Staffordshire she was afflicted with a goitre 
but this had disappeared. on coming to Liverpool 20 years 
ago. 

On’ reviewing the clinical data, the interpretation 
with which I think you will agree is as follows. 
This patient many years. ago was a symptomless 
goitre-bearer. Change.of residence caused the goitre 
to disappear, though in all probability there was a 
persistent low-grade . thyrotoxicosis.. Her blood 
pressure rose and glycosuria developed. In 1932 
her husband died from coronary thrombosis. This 
psychic trauma excited the grumbling. thyroid and 
precipitated toxic . fibrillation. We now. find a 
characteristic grouping of symptoms in @ spare 
woman, past middle age—hyperpiesis, glycosuria, 
paroxysmal fibrillation, and a high pulse pressure, 
with a slight increase in heart rate, nothing abnormal 
in the appearance, eyes normal, skin normal, no tremor, 
and a. thyroid only recognised as abnormal with 
difficulty. It is not unreasonable to assume that a 
thyroidectomy 20 years ago would have mitigated, 
if it had -not prevented, the disasters of the last 
four years. 


Treatment 


Tt is not my intention to discuss treatment at any 
length and I will content myself with a short state- 
ment. The majority of cases of masked hyper- 
thyroidism are to be found in patients afflicted by 
nodular toxic goitre and it is to this group that my 
remarks apply. 

Reviewing the life history of such patients one 
recognises the serious effects ensuing from chronic 
low-grade thyrotoxicosis, for this is a disease which, 
if allowed to run its course, eventually proves 
disastrous. The effects of this toxemia are varied 
but it is the cardiovascular system which bears the 
brunt. -In any but the mildest cases operation is the 
only ‘safe procedure. Danger lies not in operation 
but in delay. As Dunhill “e reminds us, one of the 
most pressing needs is to detect quickly when a 
patient ceases to hold and first begins to slip, 
for that is the time to operate. It is clearly culpable 
when dealing with a disease of this nature to persist 
in medicinal and general treatment ‘after it is 
recognised that the patient is losing ground. 

It: is unfortunately only too true, however, that 
many patients suffering from masked hyperthyroidism 
do not come under observation until the heart is 
already damaged.’ In such, auricular fibrillation, 
congestive failure, hyperpiesis, and angina. pectoris 
are not contra-indications but rather an urgent call 


for operation. Cardiac enlargement aA be placed 


in the same category.“ 
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- Operation is undertaken to cure. the congestive 
failure. and to remove the liability to -angina by 


excising the poison factory and thus arresting the 


downward progress of cardiovascular disease. And 
it is remarkable how well apparently hopeless cases 
of congestive failure stand up to operation. Thyroid- 
ectomy must not be expected to alter the character 
of the myocardium: nor restore a normal calibre to a 
diseased coronary, but it can and does remove the 
persistent strain on the heart due to the heightened 
metabolism which is responsible for the cardiac 
failure. The operative risk in skilled hands is now 
small. Success depends not only on the special 
skill of the surgeon but also on close and sympathetic 
coöperation between the surgeon and the physician. 
As an example we have the brilliant results from the 
team-work of Fraser and Dunhill, 1s and for a careful 
and considered discussion of the conditions determin- 
ing operation I would refer you to their lectures 
published in St. Bartholomew’s Reports. 

In the presence of a nodular goitre when all evidence 
of thyrotoxicosis is absent, doubts may arise as to the 
wisdom of operation. Thyroidecto my is then prophy- 
lactic in nature, its object being to prevent the 
development of heart: disease, and it can be carried 
out with a minimum of risk. But if a goitre-bearer 
at any time manifests even slight symptoms of 
thyrotoxicosis operation should be seriously 
considered. 

A “ grumbling goitre ” is as N if not more 
dangerous, than a grumbling appendix. The public 
has been educated to part with an appendix with 
equanimity tinged at times with a soupçon of pride. 
Is it too cual to hope that some such change of 
attitude may take place i in regard to thyrotoxicosis ? 
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BOLINGBROKE HOSPITAL, LONDON—On Dec. 2nd 
the Duchess of Gloucester opened the new extension to 
this hospital which was founded in 1880. ‘The extension 
has cost £70,000, and provides A for 
another 14. beds. 
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CLINICAL AND LABORATORY INVESTIGATION 
ON VOLUNTEERS INFECTED WITH 


PFEIFFER’S BACILLUS 


By A. A. SMORODINTSEFF, A. I. DROBYSHEVSKAYA, 
S. M. OSTROVSKAYA, AND O. I. SHISHKINA 


(from the Department of Bacteriology of the Pasteur Institute 
of Epidemiology and Bacteriology in Leningrad) 


THE observations were carried out on eighty 
volunteers varying from 17 to 42 years of age, who 
had no noticeable affections of the heart, the lungs, 
or other viscera, and in whom the mucosa of the 
Air-passages was in a normal condition. 

The total number of experiments was 21, the number 
of people involved in one experiment varying from three 
to twelve. With a view to obtaining more manifest 
reactions to inoculation with Pfeiffer's bacillus, we sub- 
jected some of the volunteers to the procedure two days 
in succession. Thus on the whole we administered 
168 inhalations, out of which number 110 were given 
with a living culture of Pfeiffer’s bacillus, 29 with a 
culture of the same microbe previously killed, 14 with the 
throat washings containing Pfeiffer’s bacillus and obtained 
from patients suffering from influenza, and 15 with 
control materials (such as horse serum, Bacillus pseudo- 
diphtherie, Micrococcus catarrhalis, and typhoid vaccine). 

Technique of inoculation.—The face of the volunteer 
was covered with a mask used for ether-chloroform 
anæsthesia. The outlet pipe of a glass atomiser containing 
10—12' c. em. of a living or a dead culture of Pfeiffer’s 
bacillus or other microbes was inserted into a small 
aperture in the centre of the mask. An electric air-pump 
supplying 50 litres of air per minute was used to pass a 
current of air through the atomiser where it absorbed 
the atomised solution which was then carried in the form 
of minute drops into a glass reservoir attached to the 
atomiser. The smallest particles of the solution escaped 
the reservoir in the form of nebulous dust, penetrating 
inside the mask, and were inhaled into the respiratory 
tract of the subject under experiment. The inhalation 
lasted for 15 minutes, during which period from 5 to 
10 by 108 cells of the culture were found to have been 
introduced into the respiratory tract of the volunteer. 

Oharacteristic features of Pfeiffer’s bacillus used 
for inſection.— The first experiments were carried 
out with a virulent culture of Pfeiffer’s bacillus which 
had been previously passed 32 times through the 
abdominal cavity of white mice. A dose of 0°5 o. m. 
of a 20-hour bouillon coculture introduced intra- 
peritoneally was found to kill the mice within 
l or 2 days. A dose of 0-1 c. em. caused death in 
some of the inoculated mice. 

Later our desire to produce greater responsive 
reactions led us to continue our work, using 4-5 
cultures of Pfeiffer’s bacillus freshly obtained from 
patients with influenza. 


FATE OF PFEIFFER’S BACILLUS INTRODUCED INTO THE 
RESPIRATORY TRACT: ITS EFFECT ON PNEUMOCOCCI 
AND HAMOLYTIC STREPTOCOCCI IN THE THROAT 


To determine the duration and the stability of the 
fixation of Pfeiffer’s bacillus on the mucosa of 
the respiratory tract of our volunteers, as well as the 
effect of infection on the content of hemolytic strepto- 
cocous and of pneumococcus in the same region, all 
the volunteers were repeatedly examined both before 
and after the culture was inoculated and a quanti- 
tative check-up was made of three organisms: 
Pfeiffer’s bacillus, the hemolytic streptococcus, and 
the pneumococcus. The last dilution of the original 
material that still showed growth of Pfeiffer’s bacillus 
and the streptococcus on plates or still caused mice 


to die of pneumococcus sepsis determined the quantity 
of causal organisms present on the mucosa of the 
respiratory tract. a 7 

The results of repeated bacteriological examina- 
tions, varying in number from 6 to 12 for each 
individual case and carried out on forty-two subjects, 
inoculated with the living culture of the microbe, 
have served to show that Pfeiffer's bacillus on being 
introduced into the respiratory tract always thrives 
there, being present in high concentrations in the 
mucosa of the nose and the throat within the first 
5-10 days following inoculation. MS l , 

The material collected by means of tampons not 
infrequently revealed the presence of hundreds of 
thousands and even millions of living Pfeiffer’s bacilli 
several days after the inhalation. The period of 
their fixation did not as a rule exceed 10 days. By 
that time the quantitative indices were found to 
show a rapid fall, returning to the level observed in 
our volunteers previous to their inoculation. — 

As regards the behaviour of the hemolytic strepto- 
coccus and of the pneumococcus in individuals 
infected with a living culture of Pfeiffer’s bacillus, it 
was found that the pathological reactions and inflam- 
matory phenomena developing on the mucosa of the 
respiratory passages had no noticeable effect on the 
content of these micro-organisms in this region. 
Thus, before inhalation the hemolytic streptococcus 
was found to be present in forty-two people seven 
times; following inhalation (on the 2nd-Ath day) it 
was found to occur nine times, the quantitative indices 
remaining on the level of the original figures. 

Pneumococci of Type IV. were discovered in the 
same group of persons twenty-nine times previous to 
inhalation and thirty-two times subsequent to it, 
and could be isolated both before and after infection 
in dilutions of the corresponding washings which did 
not exceed 1 in 10 and 1 in 100. 

These data point to the fact that the experimental 
infectious process that is caused by inoculating 
people with Pfeiffer’s bacillus is not followed by an 
activation of the main causal organisms producing 
the secondary complications that usually accompany 
influenza, Therefore, the symptoms developed by 
persons who had been subjected to infection can 
reasonably be attributed to the toxic products of 
Pfeiffer’s bacillus but not to the secondary processes 
of a streptococcal or pneumococcal nature. 


CHANGES IN THE IMMUNOLOGICAL PROPERTIES OF 
THE BLOOD OF INFECTED VOLUNTEERS 


Inoculation with Pfeiffer’s bacillus by means of 
inhalation, particularly if it is repeated, always leads 
to a distinct rise in the concentration of specific 
agglutinins and complement-fixing substances in 
infected individuals. The agglutination test was 
found to be positive in 6-10 days after the first 
inhalation in most of the volunteers in dilutions of 
the serum of 1 in 40 to 1 in 80, being still more 
manifest in a number of cases (positive reactions with 
a serum in a 1 in 320 dilution). * 

The complement-fixation reaction proved to be 
even more sensitive than the agglutination test: all 
the volunteers who were subjected to infection 
yielded positive results as early as on the 5th-6th day 
after inoculation, the specific changes being very great 
in a number of the cases, l 


SYMPTOMS DEVELOPING AFTER INTRODUOTION OF 
PFEIFFER’S BACILLUS INTO THE RESPIRATORY 
TRACT 


For the purpose of estimating the clinical symptoms, 
both the subjective complaints of the patients and. 
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the objective changes affecting the respiratory organs, 
the temperature reaction, the pulse, the viscera, and 
the blood (counting of leucocytes, blood formula, 
and erythrocyte sedimentation test) ‘were very 
carefully registered. 


All the 110 volunteers infected by means of 


inhalation of the living cultures of Pfeiffer’s bacillus 
developed in 4-6 hours following inoculation clinical 
symptoms that indicated that the patient was in a 
condition of an infectious intoxication of a greater or 
lesser severity, lasting for 1 or 2 days. Clinically the 
experimental infection was mainly characterised by : 


(1) Inflammatory odema of the mucosa of the air- 
passages and hyperemia of the nasal conchas, dryness of 
the nasal mucosa with a subsequent mucous discharge, 
slight cold in the head, conjunctivitis, hyperemia of the 
pharyngeal mucosa, swelling and reddening of the tonsils, 
and in some cases swelling of submaxillary lymphatic 
glands. No regular sequence of changes affecting the 
upper respiratory tract was observed, and in the vast 
majority of the cases the reaction lasted but a short time 
(1-2 days, with a maximum of 4 or 5 days). Occasionally 
pathological symptoms were also observed to develop 
in the larynx, consisting mainly in hyperemia of the 
vocal cords, and there was sometimes a tendency towards 
nasal hemorrhage. No reaction on the part of the nasal 
dCavities or the ear was ever noted. 

In response to the introduction of dead cultures of 
Pfeiffer’s bacillus the local symptoms, if any, were quite 
insignificant. — 

(2) The. general phenomena that developed after the 
infection with a living culture varied considerably in 
intensity. In cases when the reaction was particularly 
strong thé symptoms were as follows: 4-6 hours after 
the inhalation the patient had a rigor, the temperature 
rose rapidly to 38-39°, and he suffered from a severe 
headache, weakness, cough, pain in the joints, and in 
some cases herpes ‘labialis. Auscultation of the lungs 
revealed dry and occasionally moist rales not accompanied 
by any percussion changes. In cases with a very marked 
reaction there was an occasional dullness of heart tones 
and a systolic murmur at the apex. 


It was characteristic of all these phenomena that 
they were extremely unstable and lasted but for a 
short time. In the large majority of the volunteers 
we observed the temperature was again normal in 
24-36 hours following infection, showing but in a 
few cases subfebrile rises within the next few days. 
A cough and a cold in the head as well as complaints 
of weakness lasted a little longer. 

The introduction of dead cultures of Pfeiffer’s 
bacillus produced a reaction which only slightly 
resembled the infection resulting from the * 
of its living culture. 

In experiments in which inhalations of horse serum 

and of certain micro-organisms of either a toxic or. a 
non-toxic nature were given (such as typhoid vaccine, 
living oultures of M. catarrhalis and of B. pseudo- 
diphtherie) in concentrations of 10,000 million to 
1 c.om., the results observed were as follows: the 
introduction of horse serum (3 cases) and that of 
the B. pseudodiphtheria (3 cases) failed to produce 
any responsive reaction. 
. Inhalations of the typhoid vaccine (6 cases) were 
followed .by an unstable temperature reaction—which 
was as high as 38°C. (100-4° F.) in one of the cases 
—lasting, for about 12-18 hours, mild subjective 
phenomena (slight chill, weakness, and headache). 
No local phenomena on the mucosa of the respiratory 
passages were observed. Inhalations of a living 
culture of the M. catarrhalis produced in 2 cases 
out of 3 very slight general and local symptoms. 

It should therefore be noted that the clinical 
reactions in response to the introduction of a living. 
culture of Pfeiffer’s bacillus were much greater than' 


those produced by either the typhoid vaccine or the 
M. catarrhalis. 

The changes in the blood picture caused by human 
experimental infection are of particular interest. It 
is well known that in epidemic influenza the picture 
of the blood shows very constant and typical deviations 
from normal: leucopenia, which is most manifest 
by the 2nd-5th day; lymphopenia, which first 
appears on the second day of the disease and gradually 
disappears by the 4th-5th day; neutropenia, which 
is most conspicuous on the 4th-5th day of the disease; 
eosinopenia, lasting throughout the feverish period ; 
and, according to Korovin, monocytosis within the 
first few days of the disease. 

We found that the picture shown by the blood in 
the experimental infection caused by Pfeiffer’s bacillus 
was the reverse of that observed in epidemic influenga. 

All the volunteers who were infected were found to 
show in the few hours immediately after the inhala- 
tion a marked leucocytosis. In the first group, which 
on the average constituted about 40 per cent. of all 
the infected volunteers and which showed par- 
ticularly intense local and general phenomena with a 
rise of temperature up to 39-5-40-1° (103-104 F.), 
leucocytosis was as high as 12,000-15,000; in the 
second group, which made up about 35 per cent. of 
the total number and in whom the clinical symptoms 
were of medium severity, leucocytosis varied from 
9000 to 12,000; and, lastly, in the third group, 
constituting about 25 per cent. of the total number, 
the clinical symptoms were very mild, the tem- 
perature did not rise above 37-4° (99 · 4° F. ) and 
leucocytosis did not exceed 11,000. 

There was also observed an increase in both the 
relative and the absolute quantity of neutrophils, 
which showed a definite shift to the- left in the 
direction of younger cells, the eee curve 
reproducing that of the leucooytes. 

The absolute quantity of lymphocytes was above 
the normal level in every one of the cases. No 
eosinopenia was observed. The reaction of erythro- 
cyte sedimentation, which is usually somewhat 
delayed in cases affected with epidemic influenza, 
was found to be greatly accelerated in our infected 
volunteers. 

This very conspicuous discord between the blood 
picture observed in epidemic influenza on the one 
hand. and the picture after the inhalation of a living 
culture of Pfeiffer’s bacillus on the other can be 
regarded as a weighty proof against the two affections 
being identical. 

Thus there is every reason to assume that the 
experimental affections resulting from the introduc- 
tion of Pfeiffer’s bacillus into men resemble genuine 
influenza only in some of their symptoms, such as 
the sudden onset of the disease with rigor and rise 
of temperature, the catarrhal phenomena affecting 
the upper respiratory passages, the appearance of 
herpes in many of the cases, and the presence of 
certain symptoms of influenzal intoxication (headache, 
pains in the joints, &.). The short duration and the 
extreme instability of the febrile reaction and of all 
the other local and general symptoms, as well as the 
absence of any complications in all the forty-three 
volunteers who were infected with a living culture 
and the peculiar nature of the changes occurring in 
the blood, serve to prove that the symptom complex 
observed does not fit in with the typical olinical 
course run by epidemic influenza. Another of the 
main symptoms of epidemic influenza—e., its 
extreme infectivity—was not observed in these cases 
of artificial Pfeiffer’s infection. The medical personnel 
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who came into close contact with the infected 
volunteers did not contract the disease, and infeo- 
tivity could not be demonstrated in special experi- 
ments in which particularly favourable conditions 
were created for contact infection. 


SUMMARY 


Our investigation shows that Pfeiffer’s bacillus is 
capable of producing, under conditions of experi- 
mental infection, an infective process of intoxication 
with a number of manifestations that resemble 
certain symptoms of influenza. It provides evidence, 
however, that the illness produced by introducing 
virulent cultures of Pfeiffer’s bacillus into a healthy 
person is not genuine epidemic influenza. 


ON THE ETIOLOGY OF THE 1936 
INFLUENZA EPIDEMIC IN LENINGRAD 


By A. A. SMORODINTSEFF, 
A. I. DROBYSHEVSKAYA, AND O. I. SHISHKINA 


(From the Department of Bacteriology of the Pasteur Institute 
of Epidemiology and Bacteriology in Leningrad) 


THE violent outbreak of epidemic influenza that 
spread throughout the Soviet Union in February 
and March, 1936, showed a very high morbidity in 
Leningrad, where there were approximately 500,000 
Cases. 

Making use of the method worked out by Smith, 
Andrewes, and Laidlaw (1933), we studied the throat 
washings obtained from patients affected with 
influenza in this epidemic with a view to detecting 
the presence of a virus pathogenic for ferrets. 

Two ferrets were given intranasally under ether 
anesthesia Within a period of two days—to increase 
the effect of the virus—1 c. m. of unfiltered washings 
from 5-12 patients suffering from a fresh infection of 
influenza (on the first or second day of the disease). 
One of the ferrets developed typical morbid symp- 
toms on the day after the second inooulation. When 
the disease had reached its maximum height we 
obtained a throat washing and some nasal mucus 
from the infected ferret and inoculated it intra- 
nasally into five young mice. This was done under 
ether anesthesia. Mice were chosen for the experi- 
ment owing to the shortage of ferrets at our disposal 
at the time of the epidemic. Six days after the 
inoculation all the mice were killed. The lungs of 
two of the mice revealed small broncho-pneumonic 
foci, about 1-2 mm. in size, which a bacteriological 
examination proved to be sterile. The virulence of 
the virus was found to increase with great rapidity 
so that by the fifth passage all the mice which were 
given a 6 per cent. lung emulsion from the previous 
passage died on the 4th-7th day following inoculation, 
showing symptoms of severe pneumonia and complete 
hepatisation of the lung tissue. Bacteriological tests 
proved these lungs to be sterile in most cases. 

This latter strain possessing a high degree of 
virulence was then used in a number of experiments 
with the object of comparing it with the British 
Virus. 
apt. 1.—Groups of mice were subjected to inoculation 
with our strain in combination with: (a) various dilutions 
of a specific immune horse serum which had been sent us 
from London; (b) normal horse serum; (c) normal saline 
solution. All the mice of Series a survived, while the 
control mice of Series b and c died. 


Expt. 2.—Sixteen mice were given two daily subcu. 
taneous inoculations of the London virus (WS) for 20 days. 
Then eight of the mice were inoculated intranasally with 
the same virus and the other eight with our strain. Both 
the groups survived while the control groups of normal 
mice died. The WS virus was instilled in a dilution of 
1: 1000 (500-1000 lethal doses), our virus in a dilution of 
1: 100 (10-50 lethal doses). 

Expt. 3.—The London immune serum in a dilution of 
1:10 was mixed with a 10 per cent. emulsion of our 
strain, The mixture was stood in a thermostat for 2 hours 
and in an ice cellar for 20 hours, and then centrifuged. 
The serum obtained was heated at 55° C. for 30 minutes 
(to destroy our strain), combined with the WS virus in a 
1 in 1000 dilution, and then injected into mice. All the 
mice died on the 4th or th day. 

Thus the lung emulsion of a mouse that had died after 
an intranasal inoculation with our strain had fully adsorbed 
the specifically virulicidal antibodies of the London 
serum. l | 

The above experiments served to show that, the 
virus we had obtained in the influenza epidemic of 
1936 was identical with that of Smith, Andrewes, 
and Laidlaw. Similar results have been obtained 
by C. H. Andrewes with our virus (personal infor- 
mation). 5 

Our success in isolating the virus as early as after 
the. first passage in ferrets may be accounted for: 

(i) By the high virulence of the causal organism in the 

ningrad epidemic and by our using a more intense 
method of inoculation—i.e., a double inoculation of ferrets 
under ether anesthesia instead of a single intranasal 
instillation, as had been practised by the English 
investigators. 


7 (ii) By our inoculating ferrets with a non-filtered wash» 


ing containing a considerably larger quantity of the virus 
than that present in filtrates passed through candles. 

(iii) By a further continuous passing of the virus through 
mice, which greatly increased its initial rather low 
virulence, | 


_ A further study of the isolated strain has served ‘to 
show : aren er aes 

(1) A gradual increase of virulence as a result of 
passages through white mice. Titration of virulence 
after the fourteenth passage resulted in the death of 
mice if they were inoculated intranasally under 
general anesthesia with the lung emulsion in a 
dilution of 1 in 10,000 and occasionally in one of 
1 in 100,000. The corresponding data obtainéd in 
our laboratory for the WS virus (London) were : 


Dos. certe let oe es za ee lin 100,000 

Dos. non certe let és és ee 1 „ 1,000,000 
and for the Franois virus (America): _ 

Porto Rico dd ee ee ae . ° 1 in 1000 

„Philadelphia 1 „ 100 


(cf. Francis and Magill, 1936.) 


Thus the Leningrad strain considerably exceeded in 
virulence the Francis strain (America) and was 
somewhat less virulent than that of the English 
investigators. 

(2) Complete neutralisation of our virus by the sera 
obtained from influenza convalescents in the Léningrad 
epidemic. . 

(3) The development of a typical temperature 
reaction and symptoms of catarrh of the respiratory 
tract of a fresh ferret after intranasal inooulation 
with the Leningrad strain. In 10-15 days time such 
a ferret was found to be immune to the English 
virus (WS). 

(4) The reproduction of the main olinical symptoms 
of influenza in persons infected through inhalations 
of a minutely atomised emulsion of our virus; these 
inhalations were administered on three consecutive 


e 
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days and lasted 30: minutes each. Five volunteers 
‘who had rot had influenza‘ were ‘infected by the 
inhalation method and showed a number of reactions 
characteristic. of influenza (a rise of temperature up 
to 38°5°C. lasting for 2 or 3,days, symptoms of 
catarrh .of the upper respiratory tract, a slight cold 
in the head, headaches mainly located in the region 
of the frontal sinuses, and distinct leucopenia and 
an increasing quantity of specifically virulicidal 
substances in the blood). The experiments, which 
are being carried oft on a fairly large number of 
volunteers, will be discussed in 8 detail in a 
special paper. 5 

CONTENT OF VIRULICIDAL SUBSTANCES IN THE SERUM 
_ OF INFLUENZA PATIENTS ON DIFFERENT DAYS OF 

. THE DISEASE i 

F The rôle of the filtrable virus in the siog of 
the last epidemic outbreak in the U.S.S.R. has been 
indirectly confirmed by us through our studies of 
the changes in the specific virulicidal substances 
contained in the serum of patients who have suffered 
from either non-complicated ene or one 
complicated with pneumonia. 

The method of quantitative. titration of virulicidal 

substances was as follows :— . 

0-2 c. om. of sera in dilutions of 1 in 6, 1 in 25, 1 in 126, 
and l-in 500 were mixed with equal quantities of a fresh 
emulsion of the WS virus in a dilution of 1 in 125. The final 
dilution of the serum was 1 in 10, 1 in 50, 1 in 250, and 
1 in 1000, while the final dilution of. the virus was 1 in 
250—i.e., it contained about 1000 doses lethal to a mouse. 
Following a contact between the serum and the virus 
which lasted for about 20-30 minutes, each dilution of 
the. mixture was inoculated intranasally, under ether 
anzxsthesia, into three young mice. All the mice which 
died within 5-10 days following inoculation were examined, 

the intensity of the pulmonary infection was noted, and 

in case of, complete or markedly manifest hepatisation 
of the lung tissue a bacteriological examination of the 
blood and the lungs was made. The dead mice either 
failed to show any micro-organisms in the blood or the 
lungs, or contained but a scant number. 

The. observations were first carried out on fourteen 
cases of non-complicated influenza. The serum was 
taken on the first or second day of the disease, and 
a second. time after all symptoms had disappeared 
(on the 10th-12th day following the onset of the 
disease and in some cases on, the 30th-40th ony. 


SERUM DILUTION 
10 | 50 fees | 11000, 


FCC 7 MAR. 
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A F. 

serum in each case was taken at the beginnin 
as shown (1 in 10, 1 in 59, 1 in 250, and 1 in 1900) 
enea ‘into three mice. 


the illness and again after symptoms 


it was added to equal parts (about 1000 letha 408680 of WS virus, and | 
Dach black rectangle represents the death of a mouse, and each white rectangle its survival. | 


‘The results of the investigation ‘are shown 


as well). 
in Fig. 1. The content of virulicidal substances in 
each serum is shown in the form of a column * 
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FIG. 2. ond nit ai of virulicidal substances in the blood 
of 15 healthy persons and of 18 patients recovering from 
obidemo infiuenza with complications. As in Fig. 1 each 

b ack square indicates the death of a mouse, and a white 
square its survival, after injection of equal quanties of 
serum (variously ee and virus. l 


up of 12 squares which aro divided into four groups, 
according to the. dilution of the serum. Each 
square corresponds to one mouse and is either black, 
which means that the mouse died, or white—ie., the 
mous, survived. 
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FIG. 1.—Experiments to determine the virulicidal properties of the blood in 14 cases of epidemic influenza (A-N). 


1 J Total 
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ad disappeared. After dilution 


Columns. I. and II. show the mouse death-rates for the whole series, and the difference between them demonstrates.the . ä 
protective (virullcidal) power of the patients’ serum at the end of their illness. i i 
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As may be seen from the data presented, the 
maximum dilution of serum which still neutralised 
the given dose of the virus at the beginning of the 
influenzal infection was not over 1 in 10. Dilutions 
of serum equal to 1 in 50 or more failed to produce 
the effect, with one exception. The sera obtained 
from convalescent patients were found to be con- 
siderably more active and neutralised without fail 
the given dose of the virus even in a dilution of 
1 in 250, and in a few cases even in a dilution of 
1 in 1000. Thus it was found that all the influenza 
patients whom we observed showed a regular rise 
in the concentration of virulicidal substances of 
25 to 100 times during the period of convalescence. 

The next experiment was carried out on the sera 
of eighteen patients who had recovered from influenza 
complicated with pneumonia. Fifteen sera obtained 
from healthy persons on Jan. 22nd, 1936 (20 days 
before the epidemic broke out in Leningrad), were used 
as controls. The method of titrating the virulicidal 


substances was the same as that used in the previous. 


experiment. The results obtained are shown in Fig. 2. 

The content of virulicidal substances in the serum 
of convalescents who had had influenzal pneumonia 
proved to be on the average still higher than in the 
non-complicated influenza cases. The vast majority 
of the sera obtained from pneumonia patients 
neutralised 1000 minimal lethal doses of virus even 
in dilutions of 1 in 1000. The composite serum 
obtained by pooling the eighteen sera was found to 
neutralise the given dose of the virus in a dilution 
of 1 in 2500—.e., it corresponded in potency to the 
London hyperimmune horse serum. 

As compared with the immune sera, the controls 
appeared to be strikingly poor in these immune 
elements. Of the fourteen tested, three proved to be 
inactive even in dilutions of 1 in 10, ten in dilutions 
of 1 in 50. It is of interest to note that four of the 
control sera were found to be rich in virulicidal 
antibodies and neutralised the given dose of the 
virus even in dilutions of 1 in 250 to 1 in 1000. 

It is evident that the virulicidal substances dis- 
covered by us in high concentrations in the blood of 
convalescents should be regarded as specific products 
of the active immunising effect of the influenza virus. 


SUMMARY 

A filtrable virus which is pathogenic for ferrets 
and mice and is identical with the virus discovered 
by Smith, Andrewes, and Laidlaw has been isolated 
from the respiratory tracts of patients infected with 
influenza during the 1936 epidemic in Leningrad. 

A regular and marked rise in the concentration of 
the specific virulicidal elements in the blood of influenza 
convalescents has been revealed: at the time the 
disease had reached its climax most of the sera 
neutralised 1000 lethal doses of the virus only in 
dilutions which were not over 1 in 10, while the 
serum of convalescent cases produced the same 
effect in dilutions of 1 in 250 to 1 in 1000. 

An exceptionally high content of virulicidal sub- 
stances has been observed in the serum of patients 
convalescent from broncho-pneumonia. 

The data obtained confirm the röle of the filtrable 
virus as the main and primary causal organism of 
epidemic influenza. 

We wish to express our thanks to C. H. Andrewes, 
Wilson Smith, P. P. Laidlaw, and Richard Shope for 
kindly assisting us in many ways. 
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THE EFFECT OF BENZEDRINE ON 
INTELLIGENCE SCORES 


By WILLIAM Sarcant, M.B. Camb., M. R. C. P. Lond. 


ASSISTANT MEDICAL OFFICER, MAUDSLEY HOSPITAL, LONDON; AND 


J. M. BLACKBURN, Ph.D. Camb., B. Sc. 
PSYCHOLOGIST TO THE HOSPITAL 


Peoples and Guttmann? have reported that 

Benzedrine (B-phenyliso propylamine) has a stimulating 
effect on psychological processes, especially in emotion- 
ally depressed and retarded patients. It appeared 
important to us to find out whether the subjective 
increase in confidence and mental alertness after 
taking benzedrine was accompanied by a real 
improvement in general mental efficiency. With this 
object in view, we decided to ascertain whether 
benzedrine significantly altered the intelligence test 
scores of a group of persons previously tested without 
it, thus giving us an opportunity of investigating 
the effect of emotional changes on intellectual 
performance. 
It is sometimes held that experimental investiga- 
tions into the psychological effects of drugs are 
unsatisfactory owing to the difficulty of assessing 
the large number of variables present. But the use 
of intelligence tests on fairly large groups of subjects 
overcomes this difficulty to some extent. They are 
among the most exact of the modern psychometric 
methods and are now well standardised. In addition 
many of them are issued in equivalent“ forms, so 
that the same person should obtain the same score 
‘whichever form he uses. If large enough groups are 
employed statistical criteria may be applied in 
evaluating the results. 

Emotional factors are one of the main sources of 
error in most psychometric observations, but in our 
experiments they are the subject of the investigation. 
For while it is extremely unlikely that any drug 
can have the effect of increasing innate intelligence, 
yet an individual may sometimes be temperamentally 
and emotionally unfitted to make as high a score. 
as his abilities warrant. It was thought that the 
administration of this drug might make a person 
feel more confident, lose less time in accommodating 
himself to the task, quicken mental responses, and 
consequently register a higher score. 


DETAILS OF INVESTIGATION 


Patients at the Maudsley Hospital who were 
coéperative enough to undertake the tests and repre- 
sented a wide variety of personality make-up were 
used as the material. Details of their mental charac- 
teristics were already known and could be correlated 
later with their reactions to the drug. 

Cattell’s “intelligence tests were used. These 
are supplied in equivalent forms A and B, either of 
which may be substituted for the other, and are 
made up in scales of increasing difficulty. A shortened 
form of Scale 2 was used in these experiments, in 
which every alternative question was eliminated. 


The general procedure was to present one of these 
forms to the patient on the first day and the equivalent 
form 24 hours later, after the administration of 
tablets. For two experimental groups these tablets 
were benzedrine, for a control group ‘“inert ” tablets 
were used of similar shape and taste. (‘These were 


i i 107 les, S. A., and Guttmann, E.: THE LANCET, 1936, 
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substituted without the knowledge of the patients, 
since the use of benzedrine was known in the hospital 
and its effect appreciated. by some of the patients.) 
Approximately half of all the patients were given 
Form A for the first test and Form B for the second, 
the remainder being given the forms in the reverse 
order. This was to eliminate the possibility that 
one form of the test. was more difficult than its 
equivalent, with the result that an increase in score 
might be solely attributed to this factor. The control 
group, taking inert tablets, was used to safeguard 
against the possibility that an increase in score on 
retesting might be the result of practice, an increased 
familiarity with the test employed, or to. the influence 
of suggestion in the administration of the drug. 

Twenty milligrammes of benzedrine were given to 
each patient in the two experimental groups, and the 
tests were carried out on the first group 14 hours 
and on the second 24 hours after its administration. 
Peoples and Guttmann 1 found that the suscepti- 
bility to benzedrine, and the period between its 
administration and its maximum effect, varied in 
different individuals and .also with the dose given. 
Many subjects also require a larger dose than 20 mg. 
to produce the maximum effect, but it was especially 
desired to avoid overdosage. Probably greater 
differences in scores would have ocourred if it had 
been possible to make an individual assessment of 
the correct dosage in each case. l 

On completion of the experiments changes in the 
scores were statistically recorded. In addition, 
results were correlated with the mental symptoms 
of the patients, and the scores obtained by individual 
patients examined. 


RESULTS 


Alteration in average test scores.—It was found 
that, on retesting, the average score of the control 
group remained the same, but both groups given 
benzedrine showed an increase in score of over 
8 per cent., representing a rise in the intelligence 
quotient of approximately 7 points. The results 
are shown in the following Table. | 


Mean scores Standard ae 
— f 
patients. 
test. | Retest. | Test. | Retest. 
Control .. 19 | 50-7 pts.| 50-9 pts.“ 2-5 2-9 
Expt. 1 . | 26 45-1 „ |495 „ 2-9 2-4 
» 2 wet 22 450 „ |485 „ 2°3 2-1 
ö Average score obtained by the eral population, 50 pts.“ 
Maximum score obtainable in these tests, 80-81 pts. 


It will be seen that the rise in the average score of 
experimental group 1 is confirmed by a similar rise 
in score of experimental group 2, and if the scores 
of the two experimental groups are added together 
the average increase in the 48 patients is 3-9 points, 
or 8:7 per cent. (standard error of difference 2:5). 
This represents statistical odds of seven to one against 
the increase being due to chance. 

The Table shows that the control group was slightly 
more intelligent than either of the experimental 
groups. It might be argued that the increase in 
score of the experimental groups on retesting was 
due to its being easier to increase a score from a 


2 See Cattell, R. B.: A Guide to Mental Tes London, 1936, 
p. 22. Cattell’s figures must of course be halved for comparison 
with our results. io | 4 , 


relatively low point than from a relatively high one. 
This argument is not likely to be valid in this par- 
ticular case for the maximum score in each form 
of the test. is 80-81, and the average score of the 
control group is only 50-7. However, to investigate 
this possibility the average scores of the two experi- 
mental groups in the first test were made as nearly 
equal as possible to that of the control group by 
eliminating the poorest performers. It was found 
that the average increase in score on retesting was 
diminished to some extent, yet both the experi- 
mental groups agreed in showing an average increase 
in their retest scores of 2-7 points, or 6 per cent. 

Results according to personality types.—Of the 
67 patients who took part in the investigations a 
large group of 54 were suffering from conditions 
labelled as anxiety states, depression, or hysteria, 
9 were schizophrenic, 3 had an obsessional neurosis, 
and 1 was epileptic. 

Of the 54 patients in the large group, the 38 who 
were given benzedrine showed an average increase in 
score on retesting of 4°63 points, which is nearly 
double that of the 8 schizophrenics who showed an 
increase of only 2-37 points. There is some indioa- 
tion, therefore, that the effects of benzedrine, as 
might have been anticipated, are greater in cases of 
emotional disturbance than in patients exhibiting 
in addition a more profound total personality 
dissociation. 

Study of individual cases.—Group experiments are 
obviously desirable in an investigation of this nature 
since they help to eliminate chance and personal 
bias. However, average reactions cannot be 
expected in everybody. There are so many variable 
factors influencing the effect of a drug on an indi- 
vidual’s response that these should also be studied. 
Such variables would include physical and psycho- 
logical disposition, purely transient changes of mood, 
suggestive influence of the surroundings, and personal 
reactions to the tests. 

We have not been able to attempt a study of all 
these variables in our investigation, but it was 
considered of interest to pick out persons with large 
rises or falls in their scores (10 points or over) and 
examine them in more detail. l 

It was found that only seven cases showed a large 
change in their score on retesting not in agreement 
with the general trend of the findings in their respective 
groups. All three in the control group carried the 
diagnosis of hysteria. Of these, one whose score 
fell (— 10 points) reported that she had been hampered 
by headaches during the test, another with an 
improved score (+19 points) said she had been 
frightened by the first test but had got used to the 
test situation on the following day. Of the remaining 
four patients, who were in the experimental group, 
only two with a diagnosis of depression showed a 
large fall in their score following benzedrine ; one of 
these (—12 points) explained it by saying that he did 
not bother so much about the second test. This 
effect was thought to be due to the euphoria pro- 
duced by benzedrine, since normally he was a very 
conscientious and serious person. 

As many as 10 out of the 48 patients in the two 
experimental groups increased their score by 10 points 
or more on retesting after benzedrine. Of these, 
some referred to an improvement in their somatio 
sensations when asked. how they could explain their 
improved scores, others felt better able to do intellec- 
tual work after taking the drug. It was interesting 
to find that a few thought they had done worse 
though their actual scores showed a large improve- 
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ment. For instance, a young man suffering from a 
depressive state with anxiety features reported very 
unpleasant subjective symptoms, an increase of 
palpitations and sweating, yet actually he showed a 
large rise on retesting (-+ 14 points). The psycho- 
logical effect which appeared to account for this 
improvement was that he was able to overcome his 
feelings of hesitancy and make up his mind more 
quickly. Two other patients (+ 12 and + 17 points) 
gave a similar explanation of their improved scores. 
It appeared that mental retardation in particular 
improved under this drug. Only one schizophrenic 
showed a large improvement after benzedrine 
(+ 12 points); he was in a state of remission during 
the experiments and normal except for a lack of 
initiative which the drug appeared to help him to 
overcome. 


DISCUSSION OF RESULTS 


These results are published in the hope of stimu- 
lating other clinics having adequate facilities at their 
disposal to record additional findings. 


It must be remembered that this investigation was 


done on a very mixed series of patients. Signs are. 


not wanting to suggest that certain types of cases 
respond better than others, and it may be that when 
further investigations are done on more homogeneous 
groups, more conclusive data may be obtained. 
The dose too might be varied as there are indications 
that different patients require varying amounts of 
the drug to produce the maximum effect. These 
results are concerned with the temporary efiects 
of a single dose. What the effects of continued 
administration are have yet to be studied. 


Although other workers have suggested that 
caffeine improves mental efficiency and alcohol 
lessens it, no published results have been found 
which report the effect of these drugs on similar 
groups of patients undergoing standardised intelli- 
gence tests. Further work on this point is obviously 
needed so that our findings may be compared with 
those obtained with such drugs. Ephedrine also 
might prove worthy of investigation owing to its 
action on the sympathetic system. The present 
findings appear to offer a new experimental approach 
to studying the effect of non-intellectual factors in 
intelligence test results. In addition they provide 
suggestive evidence that: this drug may be found 
useful to a certain number of people who are handi- 
capped by anxiety, mild depression, or retardation, 
and require temporary relief of these symptoms for 
the performance of an important task. 


SUMMARY 


An investigation was undertaken to discover the 
effect of benzedrine on the intelligence test scores 
of a group of patients at the Maudsley Hospital. 
The results were that a control group, given inert 
tablets, showed no average alteration in score on 
retesting. Two experimental groups given benzedrine 
showed an increase in score of approximately 8 per 
cent. The chances against this increase being purely 
fortuitous are about 7 to 1, and there is some indi- 
cation that the drug has more effect on patients 
suffering from purely emotional upsets than on cases 
of schizophrenia where the personality changes are 
more profound. | 


Our thanks are due to Prof. E. Mapother for permission 
to use cases under his care at the Maudsley Hospital, and 
to Dr. E. Guttmann for his advice in these experiments 
and his coöperation in assessing the results on individual 
patients. 


VENTRICULAR COMMUNICATION AND 
INTERNAL HYDROCEPHALUS AS 
COMPLICATIONS OF BRAIN ABSCESS 


WITH A REPORT ON THREE CASES OF OTOGENIC 
TEMPORAL LOBE ABSCESS RECOVERING IN THE 
PRESENCE OF VENTRICULAR COMMUNICATION® 


By Francis McGucxin, M.D. Durh., F. R. C. S. Edin. 


REGISTRAR TO THE EAR AND THROAT DEPARTMENT, ROYAL 
VICTORIA INFIRMARY, NEWOASTLE-UPON-TYNE ; HONORARY 
ASSISTANT LARYNGOLOGIST, TYNEMOUTH VICTORIA 

INFIRMARY, NORTH SHIELDS 


THE purpose of this paper is to present certain 
facts concerning the establishment of a communica- 
tion between the lateral ventricle and an abscess of 
the brain, and to discuss the theoretical aspects of the 
problem. The discussion, which is confined to cases 
arising in association with otogenic temporal lobe 
abscess, includes of necessity some attention to the 
internal hydrocephalic factor. . 

Study of a group of cases has demonstrated the 
following causes of ventricular communication :— 


(1) Surgical trawma.—This is mentioned in passing but 
is not concerned in the present discussion. 

(2) Communication is commonly established by simple 
approach of the necrotic process towards the ventricle. In 
rapidly spreading lesions, especially if of arterial origin, 
the disease may be so poorly resisted that the ventricle 
is eroded quite early; in less acute cases, the accident 
may occur after a few weeks or even much longer. 

(3) The communication may arise as a result of rupture 
of the ventricle into the abscess, provided that, among other 
things, there is high pressure in the ventricular system. 


. Three cases of ventricular communication will now 
be presented. The recovery of all three patients 
renders proof by the morbid specimen impossible, 
but the factual evidence seems to provide reasonable 
grounds for regarding the third cause of ventricular 
communication as the one responsible. 


THE CASES 


Case 1.—A girl, aged 16, came to hospital with a 
history of having had a feverish cold four weeks previously, 
accompanied by left earache. Five days later she had 
developed otorrhœa, which dried up.” Ten days before 
admission, after being up for a while, she had severe, 
headache and vomiting, with a temperature of 101° F. 
A similar attack five days before admission was followed 
by drowsiness. 

Examination.—Slow cerebration and drowsiness ; sordes 
and fetid breath. Complained of severe headache when 
roused. Left ear showed active acute attic disease. 
Bilateral papilledema. Slight right facial weakness on 
emotional movement. Limb reflexes not elicited. Some 
loss of tone in right arm. Temp. 97° F.; pulse-rate 60; 
blood préssure 84/56. 

Operation (day of admission).—A radical operation was 
found necessary to give access to the area of necrotic 
tympanic tegmen. There was an extradural abscess and 
granulations above, and a small dural track was visible, 
the dural incision being filled with crowding brain. 
Exploration immediately deep to the cortex produced a 
tremendous spurt of blood, flaky pus, and cerebro-spinal 
fluid, the stream being powerful enough to overshoot the 
edge of the table; it consisted mainly of cerebro-spinal 
fluid, and the total quantity evacuated must have 
amounted to several ounces. 

Post-operative.—Little real anxiety was felt after the 
first 24 hours. Cerebro-spinal fluid was seen at each dreas- 
ing for three or four days. In spite of what I would now 
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regard as excessive interference and over-zealous instru- 
mentation, and because of good localisation in the lesion, 


the patient recovered and left hospital on the 59th post- 
operative day. There was no trouble with brain fungus. 

Subsequent history.—I saw this patient at intervals up 
to about five years after her illness and, apart from deaf- 
ness consistent with a unilateral radical mastoidectomy, 
she appeared to be a well-developed, mentally normal 
young woman. | 


It may be added here that the history as given 
might suggest an operation on the 10th day of 
intracranial disease.; this is, I think, due to my 
inadequate notes and to lack of careful inquiry into 
the precise details of the earlier days of thé illness. 
I have several reasons for believing that the intra- 
cranial invasion arose during the early phase. 


Case 2.—A girl, aged 11, was admitted after seven 
weeks’ otorrhœa. She had had a febrile attack soon after 
25 onset, with vomiting, drowsiness, and diffuse bead - 

0. 
about the 6th week of the illness, and symptoms became 
severe. On the day before admission the doctor noted: 
Severe headache, pale, heavy-eyed and listless; fainted 
and began to wander. Temp. 99°5°; pulse-rate 54.” 

Examination.—Gross drowsiness and slow cerebration. 
Temp. 97°; pulse-rate 56. Left ear: high perforation 
with scanty, thick non-fœtid pus. Bilateral papilledema ; 
moderate rigidity of neck; nothing significant in central 
nervous system. Some hours later the pulse-rate was 50 
and the patient almost comatose. | | 

Operation (day of admission).—Conservative exposure 
demonstrated necrosis of tegmen antri and dural granula- 
tions. A walnut-sized cavity, containing semi-solid 
necrotic debris, was entered just deep to cerebral cortex. 


In essence this cavity was marsupialised quite 
unintentionally however. 


The introduction of a probe 
beyond this resulted in a smart flow of clear cerebro- 
spinal fluid, some pea- soup pus, and then further 
cerebro-spinal fluid. The cavity was drained by two thin 
strips of corrugated rubber. The pus showed long- 


chain streptococci. Cerebro-spinal fluid obtained by 


lumbar puncture after operation had a cell count of 188, 
but no organisms were demonstrable. ; 

Post-operative.—Cerebro-spinal fluid was observed at 
dressing for three days. Apart from pyodermatitis during 
the 5th week, there was no cause for anxiety after the 3rd 
The patient left hospital, in very good condition, 
on the 47th post-operative day, despite much over- 
interference. | . 

Subsequent course.—I was informed by the patient’s 
doctor (August, 1935) that her condition remained in 
every way satisfactory three and a half years after 
operation. 

In this case there seems little room for doubting 
that the initial cerebral invasion occurred at the 
time of the first febrile attack in the early days of the 
illness; hence I assume that the lesion was approxi- 
mately six weeks old at the time of operation. It has 
been difficult to account for the “debris cavity” 


adjacent to the real abscess; it is possible that it 


represented an area of brain tissue in a state of 
pressure necrosis. ö 
Casn 3.— This patient, a woman aged 37, was admitted 
during an acute exacerbation of infection in a previously 
damaged left tympanum. I have to confess that I dis- 
charged her again after nine days, at a time when she 
must already have developed an intracranial lesion. 
This mistake resulted from inadequate observation, and 
to a still greater extent from an over-willingness to regard 
the patient as being of a slow-witted, complaining type— 
when in the light of later events it is clear that her state of 
mind was due to central invasion. On readmission a 
review of the chronological history from the very begin- 
ing of the illness indicated a diagnosis of. intracranial 
abscess of 30 days’ duration. In addition to signs of high 
tension, aphasia was notable and wide, and papilloedema 
was fairly marked. My pre-operative notes read: 
(1) An intradural compressive lesion has been present 
for 30 days, perhaps a day or two longer. (2) There is now a 


After some improvement a similar attack occurred. 


— 


large (left) temporal lobe abscess rather further back 
than. usual, with fair localisation and some internal hydro- 
cephalus. This view seems to be more reasonable than 
that of a small abscess with severe cedema, having regard 
to the present degree of intracranial tension, (3) 
Exploratory mastoidectomy at least is indicated. Intra- 
dural measures may be decided then or later.“ | 
Operation (day of admission),—Extradural pus. and 
granulations were found in the middle fossa close to the 


tentorial extremity. The invasive site was probably in 


this region. The dura was extremely tense, and this 
factor decided tapping. Through a small dural nick a 
large posterior temporal lobe abscess was tapped by means 
of a brain needle. The stream was observed carefully; 
thick pus flowed smartly at first, but after a while it 
e obvious that pus of moderate thickness was 
flowing out alongside, but not intimately mixed with clear 
cerebro-spinal fluid. The rapid flow of pus suggested an 
abscess wall of no great rigidity with compression from 
without as the content was evacuated, and the flow of 
clear cerebro-spinal fluid indicated ventricular rupture 
during evacuation.. Operation terminated after simple 
evacuation and patient returned to bed. 
Previous experience had given me the impression that 
continuous drainage in a non-rigid, and therefore rapidly 
ablating, abscess was attended by results which were either 


“useless, owing to extrusion of the drainage material, or 


disastrous from pressure-ulceration of the distal wall. 
This view was the basis justifying my returning the 
patient without a drainage-tube of any sort, in spite of the 
ventricular rupture, . 

Post-operative.—On. the 3rd day, solely because of the 
ventricular accident, a single needling was tried, but with 
negative result. This procedure was repeated on the 
7th day with similar result; meanwhile no clinical signs 
of meningitis had been noted. On the 12th day there was 
no evidence of subsidence of papilledema. On the 
15th day “ this patient is at least in a stage of quite good 
localisation, free from ‘headache, no vomiting, no 
drowsiness, pulse seldom much below 80, yet discs show 
increasing change. The clinical picture at present would 
indicate that, if pus is again present, the lesion is very 
little more than space-consuming, It must be remembered, 
however, that the original tapping with evacuation of an 
enormous quantity of pus and cerebro-spinal fluid would 
amount in some measure to an internal decompression.” 
On the 18th day, because of increasing aphasia, another 
tapping was undertaken; half an ounce of thick pus was 
evacuated in a very slow stream, and a thin rubber strip 
was inserted along the track. An abscess, not now 
communicating with cerebro-spinal system, with a degree 
of localisation sufficient to provide some rigidity in its 
walls; age now 48 days.“ On the 21st day the patient 


was not so well and there were signs of moderate 
compression. Removal of rubber strip was followed 


by a slow trickle of thinner pus (3ii). The drain was 
reinserted. On the 23rd day the pat ent's condition was 
worse, and half an ounce of pus was evacuated, at first 
under tension. On the 24th day she was again worse, and 
over an ounce of fœtid pus was evacuated through a metal 
catheter (Eustachian) which was left in situ for half an 
hour (No. 6 catheter drainage employed). The 26th 
day saw a change for the better. The catheter had been 
extruded and no pus was found. Thereafter ber condi- 
tion rapidly improved and she went home on the 47th 
post-operative day (77th day of lesion). The aphasia 
had by this time almost disappeared and the discs were 
subsiding. E a l 
Subsequent course.— have seen this patient at intervals 
during the past 18 months. About six months ago she 
experienced some kind of fit, losing consciousness for & 
few minutes, -My friend Mr. A. R. D. Pattison points out 
in this connexion that in such a case the abscess scar must 
be adherent to the lateral ventricle and pulling on that 
structure. Apart from this accident, there has been 
nothing noteworthy since her discharge from hospital. 
Admitting that the records of Cases 1 and 2 are 
faulty in places, from inadequate knowledge at that 
time, I feel that in all three patients there was 
certainly a rupture of the homolateral ventricle, with 
the proviso that the moment .of rupture was 
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determined by the fall in intra-abscess tension 
consequent on surgical evacuation. I have previously 
mentioned that it is only possible to discuss the 
conditions necessary for such an accident on theoretical 
grounds. My own explanation is as follows: 

(a) The suppurative lesion had advanced so far that 
only a thin shell of brain tissue separated the abscess 
from the ventricle. This is not to say that localisation 
(Walling- off) was poor, for I believe it to have been well 
enough established for surgical purposes in all three. 

(6) There was present in each some degree of internal 
hydrocephalus, severe in Case l, of moderate severity 
in Case 2, and of milder degree in Case 3; nevertheless, 
in the last case the intraventricular tension was high 
enough to rupture the tissue separating the two cavities, 
during evacuation of the abscess. 


Certain points in the causation and evaluation of 
internal hydrocephalus may now be considered. 


INTERNAL HYDROCEPHALUS 


Though the importance of this factor is well 
recognised, the degree of tension which may exist 
during life is not often observable in acute abscess 
cases, largely because ventricular interference may 
be dangerous. Further, the post-mortem findings, 
in my opinion, are very deceiving, from the fact that 
the undilated, or slightly dilated, cavities suggest but 
@ minor degree of pressure. The comparatively 
negative findings arise from the short course of the 
disease, the duration of pressure not being sufficiently 
long to produce such marked changes as are 
customarily seen in tumour-formation. The three 
cases of ventricular rupture just recorded, especially 
Case 1, demonstrate that tension may be severe and 
that its relief under certain circumstances may make 
for rapid recovery. 

Observations have suggested that the hydrocephalus 
depends on an obstruction to free circulation resulting 
from pressure exerted by the abscess and its associated 
cedema, together with displacement of the brain stem 
in some cases. In the case of the third and fourth 
ventricle the problem is comparatively straight- 
forward, but it is more complicated in the case of the 
lateral ventricle. At this level the greater anatomical 
complexity of the system renders it possible for a 
single segment of a ventricle to be shut off, with the 
formation of a loculated hydrocephalus.” Bagley's 
case! of abscess erosion into an isolated patent 
posterior horn is of interest in this connexion. Cairns 
and Donald? state that ‘‘the ventricle is always 
collapsed on the side of an abscess and is normal, 
or slightly larger than normal, on the opposite side.“ 
My own observations suggest partial agreement 
with this view, for whilst it is true that some portion, 
even the greater portion, of the ventricular body 
may be compressed, certain segments (anterior, 
posterior, or inferior horn) may continue to be patent 
in spite of the surrounding pressure, and therefore 
tension may be significant in these. In the event of 
the necrosis, associated with an abscess, approaching 
any portion of a ventricle in a state of tension, it is 
possible that rupture may take place from within 
outwards—in short, a rupture of ventricle into 
abscess and not of abscess into ventricle. 

No probable site of rupture can be suggested in 
Case 3, for here the amount of cerebro-spinal fluid 
might have been supplied by a single segment, or 
‘“‘ ventricular loculus.” In Cases 1 and 2, however, 
the amount of fluid indicated a reservoir of much 
greater capacity than one segment. In Case l, 
at least, some conclusions seem justifiable. Here the 
abscess was sufficiently large to cause extensive 
compression of the homolateral ventricle, and from 
the large amount of cerebro-spinal fluid evacuated, 
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the rupturing segment was probably the anterior 


horn and adjacent part of the body, a degree of 
patency which would allow of communication with 
the ventricle of the opposite side. 

ing from particular cases, the importance 
which this hydrocephalic factor assumes in relation 
to the disease in general may be worth consideration. 
In uncomplicated brain abscess, the mechanical 
factor takes precedence over the infective agent, 
for in the absence of some such accident as ventricular 
erosion, death supervenes from progress of tension 
to a fatal pitch. In the earlier phases, that is to say 
until the lapse of two or three weeks, the main 
compressive factor lies in the widespread cdema 
produced by the presence of an unlocalised lesion. 
Later, with improved walling-off, this cdema tends 
to be increasingly limited, but at this time progressive 
internal hydrocephalus may become a significant 
factor. Such a combination, if it does occur, would 
indicate that increasing compression after the third 
week of the disease is by no means always an index 
of failing localisation; it may be that advancing 
internal hydrocephalus exists alongside improving 
localisation, so that the general compressive syndrome 
continues to increase, though at a lesser rate. 


POSSIBLE TREATMENT 


If it be granted that the hydrocephalic element 
is important, and bearing in mind the satisfactory 
outcome of the three cases already described, the 
question now arises as to whether any measures 
should be adopted to counter this factor. Three 
aspects of the problem may be discussed: 

(1) Should the ventricular system be tapped ? 
Much rumination leads me to answer this question 
in the negative, though I am aware that Atkinson ® 
regards the procedure as relatively safe. My reasons 
are as follows. Internal hydrocephalus is of lesser 
importance than diffuse edema in that phase when 
abscess interference is contra-imdicated, and later other 
measures are preferable; the advance of this factor 
is relatively slow and its assessment usually possible 
under observation. The dangers are those of rupture 
of the abscess into the decompressed ventricle, and 
of possible failure of abscess localisation from a sudden 
alteration in the distribution of intracranial contents. 
In any planned procedure it would be difficult to 
repeat the same conditions as were present in the three 
cases of rupture. | 

(2) Should measures other than direct interference 
be adopted At the phase when hydrocephalus is 
probable, the possibility of direct abscess interference, 
either by tapping or drainage, arises. Believing that, 
in this stage of the disease, tension increases relatively 
slowly, I prefer to observe the case closely and defer 
evacuation as long as possible, even up to the 5th 
or 6th week of the lesion. If intervention is not 
delayed unduly, evacuation of the abscess content 
will usually relieve the pressure responsible for the 
block in cerebro-spinal circulation, and much more 
safely than by direct interference with the system. 

(3) Dehydration therapy may be used as a means 
of limiting the production of fluid. Beyond finding 
that this measure has a sphere of usefulness, I have 
no controlled observations to record. The work of 
Temple Fay, ‘ though relating to traumatic cerebral 
conditions, may be found to teach lessons applicable 
to abscess. 

CONCLUSIONS 


1. Ventricular communication may arise as a result 
of the rupture of ventricle into abscess. Recovery 
may follow. 
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2. It is clear that internal hydrocephalus is some- 
times considerable, and may constitute a significant 
factor in increased tension. 

3. Accidental relief of pressure from this cause is 
on occasion beneficial, but it is suggested that direct 
surgical attack on hydrocephalus | is fraught with 
danger. 

4, Internal hydrocephalus probably assumes an 
important rôle at a time when dehydration therapy 
and evacuation of abscess content provide the safest 
control. 


Case 1 was admitted under the care of my former chief, 
Mr. S. S. Whillis, and operated on by my present chief, 
Mr. W. Frank Wilson, whom I have to thank for the 
privilege of the conduct of Cases 2 and 3. 
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AND 


Cors and burns are of frequent occurrence in most 
industrial concerns, and many of the resultant wounds, 
particularly in engineering and allied occupations, 
arise when the skin is dirty and greasy. The presence 
of fat-occluded dirt in a wound renders the appro- 
priate treatment difficult; consequently a rapid, 
safe, and efficient method ‘of cleansing would be of 
great advantage. 

Trichlorethylene is being used industrially for 
metal degreasing, for dry cleaning, and as a solvent. 
It is a colourless non-inflammable liquid, and is an 
efficient solvent of all fats. It has an odour similar 
to that of chloroform and its general properties 
also resemble those of chloroform. It boils at 87°C. 
(chloroform 61° C.). It is less potent than chloroform 
as a narcotic, and it has been used as a general 
anesthetic. Its effect differs, however, from that 
of chloroform in that no liver or kidney degeneration 
develops on prolonged exposure to 0 con- 
centrations.1 It resembles chloroform in tending to 
decompose on exposure to light, but such decom- 


position can be retarded by means of stabilisers - 


which do not interfere with its essential properties 
and by storage in an approved amber glass bottle. 

The substances most commonly used for ‘the 
cleansing of wounds are ether and spirit, neither of 
which has the fat-solvency of trichlorethylene. In 
addition, of course, these products are highly inflam- 
mable and may give rise to accidents such as those 
described in the reports of the medical protection 
societies for 1935. 

Trichlorethylene has been used as a wound cleanser 
in twelve factories of the I.C.I. (Metals) Group for 
three years. In a single year over 50,000 first dress- 
ings were carried out in these factories, of which at 


2Taylor, H.: Jour. Indust. Hyg., 1936, xviii., 175. 


wound and the amount of grease, &c. 


least one-third received preliminary treatment. with 
trichlorethylene. A quarter of the persons treated 
were females. Trichlorethylene has been used at 
the Billingham works of the I. C. I., and it is estimated 
that 40,000 cases have been treated at these works 
with a preliminary washing with trichlorethylene 
It has also been used for some time in the cagualty 
department of the Birmingham General Hospital, 
and has re- 
cently been 
tried by cas- 
ualty officers 
of the Army 
and Navy and 
by a limited 
number of 
general practi- 
tioners. 

The majority 
of the wounds 
treated with 
trichlorethy- 
lene in the 
I. C. I. factories 
have been 
cuts of the 
fingers, but it 
has also been 
employed for 
lacerations and 
burns of other 
areas. The 
general prin- 
ciple has been to treat all dirty and greasy wounds 
with trichlorethylene, irrespective of size or severity. 
It is applied with an Enot Spray (see Figure), made 
by Messrs. Benton and Stone, which is held at 
a distance of }-2 in. from the wound. The 
amount -used varies. according to the size of the 
The use of 
large amounts does not adversely affect the subse- 
quent treatment of the wound. The trichlorethylene 
dissolves the oil and grease and flows away as a dirty 
liquid; after which the wound presents a moderately 
clean appearance. An antiseptic such as flavine is 
then applied and the wound is dressed in a normal 
manner. Any slight irritation caused by the trichlor- 
ethylene is immediately allayed by the application 
of an antiseptic. 

The results of the aforementioned treatments have 
been closely observed, and it can be stated that the 
use of trichlorethylene has neither delayed healing 
nor predisposed to sepsis. The following cases illus- 
trate the healing of minor, intermediate, and severe 
wounds treated in this way. : 

Cass 1.—Bricklayer’s labourer. Oct. 14th, 1935: 
contused wound of right index-finger due to trapping {of 
the finger in a concrete-mixer. Oil and grease remo 


Trichlorethylene sprayer used for, wound 
washing. 


from finger with trichlorethylene and a Monsol dressing 


applied. Oct. 15th: dry dressing. Oct. 16th: finger 
healed ; no further treatment necessary. 


CASE 2.—Office boy. Feb. 26th, 1936: lacerated wound 
of lett knee from bicycle accident ; oily wound, - probably 
due ta bicycle chain. Wound cleansed. with trichlor- 
ethylene, and iodine and a dry dressing applied. Further 
dry dressings until March 6th, after which no further 
treatment was necessary. 


CASE 3.—Fitter. Jan. 14th, 1936: lacerated wound on 
the back of the left hand and index-finger with avulsion 
of the nail due to trapping the hand in machinery; the 
wound was contaminated with oil and bitumen. Cleansed 
with trichlorethylene; five horsehair sutures inserted 
and acriflavine applied. Redressed with this until 
Jan, 22nd, when the sutures were removed and iodine 
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and a dry dressing were applied. Feb. 3rd: returned to 
work with protection of the nail-bed. 

Cass 4.—Labourer. Oct. 3rd, 1935: first-degree burns 
of the left forearm due to monochlornaphthalene from 
bursting of a pipe. Monochlornaphthalene was removed 
with trichlorethylene. Opium was not required for a burn 
of this extent, although the cleansing was moderately 
Painful. Gauze soaked in Solubes of tannic acid (Martin- 
dale) was applied with a bandage, and more tannic acid 
was poured daily on the bandage without disturbing the 
dressing until Oct. 17th, when no further treatment was 
required. | 

Trichlorethylene has been found beneficial in the 
treatment of tar burns, and an outstanding case 
has been recorded by one of us (H. B. T.)? in which 
the serious effects of large burns were avoided. It 
has almost no antiseptic power, however, except 
when emulsified with water. (In such circumstances 
its Chick-Martin coefficient is 0°9.) Hence in most 
cases it is advisable to treat the wound with some 
recognised antiseptic after the preliminary cleansing 
‘with trichlorethylene. There is no evidence that the 
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trichlorethylene affects the efficiency of the anti- 
septic, and no contra-indications to the use of trichlor- 
ethylene have been observed. It does not injure 
the skin when applied frequently over long periods, 
and when used as soap (i.e., Westropol) it is of parti- 
cular value for routine cleansing of the skin of workers 
who use tar and allied products. Thirty workers 
employed on tarring containers have used westropol 
continuously for cleansing their skin over a period 
of two years, and in no single instance has any dele- 
terious effect on the skin been noted. After using 
westropol they rub into the skin a mixture of lanolin 
and cotton-seed oil to replace any fat which has 
been removed, and the skin of their hands and fore- 
arms is in very much better condition than that of 


the average workman. 


The chief precautions to be taken in using the 
trichlorethylene spray for wounds is to ensure that 
the ventilation of the ambulance room is adequate 
to prevent any narcotic symptoms arising. It is also 
advisable to prohibit smoking while the spray is 
being used, since there is a possibility of injurious 
decomposition products being inhaled by the smoker. 
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A CASE OF SIMMONDS’S DISEASE 
By ALICE STEWART, M. B. Camb., M. R. C. P. Lond. 


MEDICAL REGISTRAR, ROYAL FREE HOSPITAL, LONDON 


Simmonds’s disease, or pituitary cachexia, is a 
clinical state caused by destruction of the anterior 
lobe of the pituitary gland and characterised by 
extreme loss of weight, premature senility, and loss 
of sexual function. There are also typical skin 
changes with loss of hair and teeth and lowering of 

the general metabolism as shown by hypothermia, 
bradycardia, and low blood pressure, together with 
mental retardation usually associated with depression, 
inertia, and irritability. Originally described by 

Simmonds in 19141 the condition has since been 
reported frequently on the Continent, but very 
seldom in England.“ 

The disease is progressively fatal and usually 
| terminates suddenly. Its duration is usually one 
or two years, but it may be only a few months, 

or on the other hand the patient may live 30 or 40 
Fears. Where it has lasted a considerable time 
there is a curious shrinkage of the viscera, known as 
microsplanchnia, and secondary atrophy of all the 
other endocrine glands. 

The disease is commoner in women than men and 
often follows pregnancy. Other causes include 
tuberculosis, syphilis, metastatic abscess, thrombosis 
and embolism, tumours and fracture of the skull 
with hæmorrhage about the midbrain. In the 
following case it was the result of embolic infarction 
immediately after the end of a pregnancy. 

A married woman, aged 26, was first seen on March 4th, 
1936, at the Royal Free Hospital. Two years previously 
she had had a normal pregnancy and been delivered of 
. a baby weighing 103 lb. She had always been healthy 
and had had no serious illness. On Nov. 7th, 1935, 
she had given birth to twins—labour being induced 
for toxemia at 83 months. Dr. J. Hepburn, to whom 

I am indebted for these particulars, states that about 
` five minutes after the delivery of the second child she 
suddenly collapsed, although there had been no excessive 
bleeding. An injection of 15 minims adrenaline was 
given and she gradually recovered, but three days later 
” she developed severe headache and was unable to sleep. 
The urine was normal. After a further two days she 


discovered that she was unable to see anything. The 
headache lasted about six days and gradually faded, but 
the blindness persisted. Three weeks afterwards her 
fundi was examined and a diagnosis of hemorrhage and 
destruction of the right optic nerve was made. The left 
fundus was normal; the total blindness was accounted 
for by the fact that as a child she had had a squint in the 
left eye which had been corrected, and that this eye had 
remained “lazy” and had never been properly used. 
The patient meantime remained very depressed, took no 
interest in‘the twins, refused her food, and looked pale and 
ill. Her condition continued to deteriorate during the 
next two months, and on March 4th she attended the 
Royal Free Hospital. 

There she complained that she felt persistently weak 
and listless and was always cold. Her eyesight was still 
very poor, but it had improved and she was now able to 
recognise large print. She still suffered from anorexia 
and up to a week previously had vomited frequently. 
(The husband stated afterwards that she complained that 
everything tasted salty and that though often thirsty, 
she only cared for water to drink.) Her weight before 
the beginning of the last pregnancy had been 11 st. 8 lb. 
and was then only 8st. 2 Ib. For a few weeks after the 
confinement she had suffered from insomnia, but since 
then she had been sleeping more soundly than usual. 
Her hair, which had previously been thick and glossy, 
had recently become brittle and was now falling out in 
handfuls. There had been no return of the menses since 
the puerperium. 

On examination she appeared at least fifteen years older 
than her age. She was slow to answer questions and her 
speech was rather slurred, which gave the appearance 
of mental sluggishness. There was a curious marble 
pallor of the face and the mucous membranes were pale. 
The skin was dry, with a shiny contracted appearance, 
whilst over the abdomen it was conspicuously coarse and 
thickened, with a deep brown pigmentation and superficial 
desquamation. The patient was very thin and there had 
been much recent loss of weight. The scalp hair showed 
definite areas of alopecia. Axillary and pubic hair were 
both present. The nails were brittle and shiny, but there 
was no flattening. The blood pressure was 118/88 and 
the right fundus showed optic atrophy. 

A provisional diagnosis of pituitary aplasia was made and 
the patient admitted on April 3rd for further investigation. 
Her condition was much as it was when first seen except 
that she had lost a further 7 Ib. in weight. Her sight was 
further improved and there had been no recurrence of the 
vomiting. 

Special investigations—Right eye: vision less than 
6/60 ; optic atrophy and macular degeneration ; uniform 
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contraction of field of vision. Left eye: vision 6/36; 
no definite optic atrophy and macular region normal; 
field of vision contracted. Radiography of skull: pituitary 
fossa deep but clinoid processes quite normal. Wassermann 
reaction of blood negative. Blood count: hemoglobin, 
55 per cent.; red cells, 4,840,000 per c. mm.; colour- 
index, 0-57; white cells, 5650 per c. mm. (polymorphs 
51 per cent., lymphocytes 45:5, eosinophils 1-0, monocytes 
2-5). Blood-urea: 61 mg. per 100 c. em. Urea concentra- 
tion (15 g. urea in 100 C. em. water): maximum value 
2 per cent. urea. Fasting blood -sugar: 0-068 per cent. 
Glucose tolerance: (after 100 g. by mouth) 4 hour, 0 · 120; 
1 hour, 0-100; 14 hours, 0:100; and 24 hours, 0-068. 
Progress. The patient was kept at rest and given iron 
and ammonium citrate. (90 grains daily). Her urine 
output varied between 30 and 74 oz. daily, with a maximum 
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FIG. 1.—Section through anterior lobe showing replacement of 
ular pattern by. a matrix of loose fibrous tissue. 


5 (x 215.) 


specific gravity of 1016. At no time was there any 
albuminuria. The pulse-rate remained between 60 and 
88, the temperature (mouth) was 97°-98°, and the blood 
pressure 110/72-100/50. The hemoglobin rose from 55 per 
cent, to 70 per cent. in one month and the blood-urea 
fell to 38 mg. per cent. She put on 2 Ib. in weight and her 
general condition improved slightly. Her mentality on 
oloser observation appeared fairly normal and she became 
much less depressed. Her appetite and eyesight improved 
considerably and there was no further loss of hair. 

She was discharged on May 5th and remained at home 
quite well till two days before her death on August 12th. 
Her husband reported that during this time she appeared 
much more cheerful and active than previously, never 
suffered from headaches, and ate and slept normally. 
There had been no return of the menses and the weight 
remained stationary. She occasionally complained of 
backache. On August 10th she complained of a head- 
ache which persisted and was associated with definite 
photophobia. ‘Twenty-four hours later she had a transient 
phase of incoherent speech. Early next morning she was 
found lying in bed with her jaw set and her hands tightly 
clenched (“ as though she had had a convulsion”), She 


was completely unconscious and vomited once. She was 


immediately admitted to St. Mary’s Hospital, Highgate. 
She was then speechless, lay curled up in bed avoiding the 
light, and was extremely irritable. Five hours later she died. 
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Post-mortem examination.— The following is a summary 
of the finding sent me by Dr. W. G. Barnard from the 
Archway Laboratory (L. C. C.): (1) Extremely scanty 
degenerate anterior lobe cells in a fibrotic œdematom 
anterior lobe of pituitary. (2) Posterior lobe slightly 
smaller than usual but cells normal. (3) Multiple hæmor- 
rhages in both lungs and slight broncho-pneumonia, 
(4) Congestion and edema of liver. (5) Thyroid normal in 
size. (6) Spleen normal size. Slight excess of polymorph 
cells. (7) Cortex of suprarenals definitely shrunken, 
(8) Slight diffuse fibrosis of cortex of kidneys. (9) Conges- 
tion and œdema of brain.“ 

Dr. Barnard kindly let me have the remains of the 
pituitary gland for further examination. The anterior 
lobe was extremely shrunken and had a homogeneous 


gelatinous appearance with complete loss of the normal 


pattern. The section showed a collection of loose 
cedematous fibrous tissue in which it was impossible to 
detect any normal functioning gland cells. (Figs. 1 and 2.) 


Many of the reported cases of Simmonds’s disease 
have not been recognised till after death, but in this 
oase the diagnosis was made early. The sudden onset 
of the illness after a confinement was clearly associated 
with the presence of multiple emboli in the circulation, 
one of which lodged in the artery supplying the 
anterior pituitary while another obstructed the right 
retinal artery. The subsequent effects of pituitary 
deficiency wereshown by the loss of weight, the anorexia 
and vomiting, the loss of hair, and change in texture of 
the skin. There was also an anzemia with low colour- 
index, a low blood pressure, and a low resting blood- 
sugar with: increased glucose tolerance. Whilst 
there was at first distinct apathy and exhaustion 
there were no other conspicuous mental symptoms 
and, after the acute onset, no headache. 

The pigmentation of the skin over the abdomen 
has been observed in many other cases and is possibly 
related to suprarenal deficiency. Absence of menstrua- 
tion is also a usual finding ‘and indicates a reduced 
functional capacity of the ovaries; but in this case 
it must be remembered that the patient only survived 
nine months after the termination of her last 
pregnancy. Bradyoardia, eosinophilia, and hypo- 
thermia, which have been described in some of these 
cases, 5 were absent here. Post mortem there was 
no microsplanchnia, probably because of the relatively 
short duration of the disease. é 

The complaint of the salty taste in the mouth is 
of interest in view of the fact that these cases have been 
found to have a poor ability to excrete NaCl (Zondek,® 
Marx,” also Jungmann §). 
case the symptom was only reported by the husband 
after the death of the patient and the point was not 
investigated. i 

The sudden termination of the illness after what 
appeared to be a partial recovery is of great interest. 
A similar sudden end after a slight but definite 
improvement is reported in other cases, particularly 
that of Aitken and Russell.! It is a reminder that 
in cases of sudden death in patients who have 
supposed to be suffering. from indefinite nervous 
symptoms of the “anorexia nervosa type and in 
whom no obvious cause is seen post mortem, the 
pituitary gland should be specially examined. A 
similar dramatic end with brief terminal cerebral 
irritation suggestive of cerebral hemorrhage is 
sometimes seen in cases of Addison’s disease. 


The patient was under the care of Dr. Dorothy Hare and 
Dr. D. T. Davies to whom I am grateful for permission to 
publish the case. My thanks are also due to Dr. Hepbum 
for details of the patient’s history, and to Dr. Barnard 
for the use of his pathological report. 


(References at foot of opposite page) 
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A CASE OF PULSUS 
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THE following case may be of i Lw La 
interest because of the bearing it 

may have on the causation of pulsus 
alternans. 


A woman of 60 known to have high 
blood pressure for about eleven years 
was admitted to Sely Oak Hospital 
on April 29th, 1936, with severe epis- 
taxis. Her heart was found to be much 
enlarged to the left, the position of the 
apex-beat being in the sixth space in the anterior axillary 
line. On palpation at the apex one felt a strong beat 
followed by two weaker ones, and on auscultation the 
same sort of thing could be appreciated from the intensity 
of the heart sounds. In addition, the second weak beat 
appeared to be somewhat premature in relation to the 
other two. At the wrist a regular sequence of three beats 
all different in tension could be made out, a strong 
beat followed by a weaker one, and finally and some- 
what prematurely a still weaker beat. Represented 
diagrammatically it would look something like this: 


RAR 
FIG. 1.—I= Strong beat. II = Weaker (alternating) beat. 
III = Extrasystole. 


The rate at the apex and wrist was the same and varied 
between 70 and 80 per minute. 

The blood pressure apparatus registered three 
different systolic levels in regular sequence: 210, 180, and 
160 mm. Hg respectively, the diastolic being approxi- 
mately 100 mm. Hg. A striking visual proof of the above 
finding was provided by observing the 
column of mercury in the sphygmo- 
manometer, because at 210 mm. Hg it 
was seen to oscillate at one-third of the 
pulse-rate, at 180 mm. Hg at two- 
thirds, whilst at 160 mm. Hg all the 
beats were coming through. The electro- 
cardiogram (Fig. 2) shows sinus rbythm 
with ventricular extrasystoles every 
third beat. The intervening ‘“ normal 
beats appear equal in amplitude. 

The patient, who lost a great deal of 
blood (on admission the hemoglobin 
was 75 per cent. and the red cells 
3,840,000), soon stopped bleeding and 
was improved by three weeks’ rest in 
hospital, sedatives, and iron. She was 
seen subsequently as an out-patient on 
May 28th and June llth, when the 
physical signs were found substantially 
unaltered. On August 7th a complete 
change was noted. Only a very occa- 
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CLINICAL AND LABORATORY NOTES 


FIG. 2.—Ventricular extrasystoles Occurring every third beat. 


FIG. 3.—Single extrasystole recorded in lead s. 
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Inversion of T, and 
P.. Left axis deviation. 


sional extrasystole was present and the blood pressure 
was 260/120 mm. Hg. No alternation was detected. 
The electrocardiogram taken on that occasion (Fig. 3) 
shows one ventricular extrasystole, but otherwise it is 
similar to the previous one. She remains compara- 
tively well apart from moderate shortness of breath on 
exertion and a very occasional attack of paroxysma 
nocturnal dyspnea. | 


The case shows the association of a regular sequence 

of ventricular extrasystoles with pulsus alternans 

giving rise to three distinct levels of systolic 

Lt blood pressure. It is known, of course, that 

premature beats may initiate or reveal a tendency 

to alternation, but I have not been able to find 

a record quite like this one, except for a tracing 

in Gravier’s monograph! which bears some 
resemblance to the present case. 

The explanation for the alternation which one is 
tempted to offer here is that the compensatory pauses 
which follow the extrasystoles (III) allow the ventricle 
to fill much better and thus produce strong beats (I). 
In the beats that follow (II) the ventricle has only the 
“ normal ” length of time to fill and thus they are 


Inversion of TI and T. and left axis 
deviation as in Fig. 2. 


relatively weaker. If this be the true mechanism 
of alternation in this case, there is no need to 
invoke the usual explanation for alternation—namely, 
partial ventricular asystole. It may also mean 
that in the presence of regular extrasystoles the 
prognosis of pulsus alternans need not be so 
gloomy. 7 


1 Gravier, L.: L’Altcrnance du Cœur. Paris, 1914. 
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BRITISH INSTITUTE OF RADIOLOGY 


THE tenth annual Radiological Congress and 
Exhibition was opened by Sir E. FARQUHAR BUZZARD 
on Dec. 2nd: Prof. J. A. CROWTHER, president of the 
Institute, introduced Sir Farquhar, who expressed 
his appreciation of the invitation and the great 
impression made on him by the increasing ingenuity 
and skill of the manufacturers exhibiting at the 
congress. 


Development of Radiology 


There had been, said Sir FARQUHAR, no such thing 
as radiology in his student days. 
new developments since that time had made an 
instantaneous appeal to the public imagination; 
for example, bacteriology, modern psychotherapy, 
and endocrinology. The appeal to the public 


constituted a danger to the public, and exploitation. 


had been seen in each case. Looking back, he was 
much impressed by the extraordinarily clean record 
of radiology in that respect. This he ascribed in 
part to the Institute ; there was nothing quite like it 
in the field of medicine. Much good could always 
result from the common esprit de corps of a number 
of people engaged in the same problem, but looking 
at it from different angles. The Institute had 
performed a very fine piece of work since its inception. 
To some extent Lord Nuffield’s recent benefactions 
to Oxford University had been excited by his interest 
in the X ray cinematographic work of Dr. Russell 
Reynolds, who had rendered great help in installing 


two of his plants in the Institute of Medical Research. . 


The university had been very fortunate in securing 
the services of Dr. A. E. Barclay as hon. radiologist. 
X ray cinematography had a very big. field in front 
of it; in the field of the ancillary sciences, and in 
research and teaching in those sciences, as well as 
in its direct application to medicine. Lord Nuffield’s 
benefaction would be used, in general terms, to bring 
together the clinical and the laboratory side. of 
medical research. This could be done in Oxford 
better perhaps than anywhere else. Advance in 
medical knowledge must more and more, he thought, 
result from combined team-work rather than from 
the isolated work of individuals. 


Bone Tumours 


On the following morning the chair was taken 
by Dr. RUssELI. J: REYNOLDS and Dr. J. F. 
BRAILSFORD opened a symposium on bone tumours, 
taking as his subject the importance of radiography 
in early diagnosis. Other methods of investigation 
were clinical and histological, A tumour might 
force itself on the patient’s attention by size, restric- 
tion of joint, pain or persistent and severe pain 
after coincidental injury. A complete history was 
essential, but would not give definite diagnosis before 
the growth threatened the limb or the life of the 
patient. The evidence obtained clinically was 
extremely valuable, and might be essential, in inter- 
preting histological or radiological data. Great 
difficulty might be experienced in distinguishing 
_ tumour processes from normal repair processes in 
bone. Often lesions with clinical and histological 


evidence. of bone tumours proved to be traumatic. | 


Histology might be the decisive evidence, but it 
Should not be sought by biopsy until radiographic 
evidence had been taken. Radiology was the 


Several other 


youngest of the three methods, and there was ground 
for the scepticism with which the conservative 
regarded it. The pictures submitted sometimes 
failed to give any demonstration of the phenomena 
referred to in the report, and were too often made 
by persons who did not know the anatomy of the 
parts. Bone and joint radiography seemed to be 
regarded by many doctors as the simplest branch 
of the art, but it was by no means simple. The 
radiologist must use special knowledge to form an 
opinion, based on olinical and pathological evidence, 
as to the interpretation of the changes shown by 
radiography. In many cases the radiographic changes 
were indefinite, and the report should contain mention 
of the conditions which might cause such changes, 
taking into consideration the clinical and patho- 
logical findings in the case. Each method of diagnosis 
played its part and none must be neglected. Innumer- 
able indefinite features would loom each day before 
the seeker for early signs. Only by patient study 


would the radiologist learn how to distinguish them 


and just when and where truly characteristic features 
first appeared. This work demanded the best 
technique available. It was most important to 
obtain a complete radiographic record before institut- 
ing any therapeutic measure. Notwithstanding all 
the possible fallacies, radiology must be the first 
court of appeal in bone cases because it was capable 
of revealing the pathology before clinical or histo- 
logical evidence could do so. A central bureau of 
information about bone tumours would be of the 
greatest value. 


OSTEOCLASTOMATA AND ANGIOMATA 


Osteoclastoma (formerly called myeloid sarcoma) 
bore an unknown relation to trauma. It was most 
often found about the knee or elbow, though it 
might appear anywhere. Metastases had been 
reported, though some observers had said they could 
only arise after malignant metaplasia. The simple 
nature of the true osteoclastomata was shown by the 
fact that they could be severely mauled by the surgeon 
without metastasis. They were seldom found early, 
and were usually sought because of tumour, dull 
pain, or spontaneous fracture. By this time the 
epiphysis had usually fused and extensive destruction 
had taken place. Dr. Brailsford thought they 
started in the juxta-epiphyseal area of the diaphysis. 
The epiphysis might be more rapidly destroyed 
because of its softness and vascularity. The tumour 
acted essentially as a solvent of bone; there was no 
sclerosis. The X ray showed a rarefied area, some- 
times localised, sometimes replacing all the cancellous 
tissue. In the early stages no change could be 
detected in the bony shell. In the tumour area 
only a few strands of bone could be seen in the coarse 
mesh. The subarticular bony boundary showed 
temporary and protective sclerosis. The tumour 


‘grew expansively, but its cells did not invade the 


bone. Deposits of amorphous calcium might later 
blur the outlines and increase the density. Many 
lesions produced radiographic appearances which, 
to the casual observer, resembled those of osteo- 
clastomata. It was important to know what treat- 
ment had already been applied as the effects of 
X radiation and « radiation suggested quiescence 
and healing. Regeneration and consolidation were 
very slow whatever was done, but the method of 
choice seemed to be curettage of the growth and 
replacement by bone chippings, provided the tumour 
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had not affected the stability of the limb. Patience 
Was important. Radiation did destroy the tumour 
cells. Resection was better than radiation for 
degenerate tumours. Amputation should be reserved 
for cases where the tumour had seriously affected 
the use of the limb. 

Angiomata were of three types: in one the whole 
bony structure was invaded and changed; in the 
second there was outgrowth from the surface. Some 
seemed to arise from trauma and others from 
congenital defects in the vessels. They were relatively 
frequent in the vertebræ and were increasingly fre- 
quent as age advanced. The involved vertebra 
was slightly broader and shallower than its neighbours. 
The bone was less dense than normal and showed 
coarse trabeculation following the normal architecture. 
The vertebra looked semi-translucent. Fibrous 
Paget’s disease did not produce this phenomenon, 
and showed lesions elsewhere in the body. The 
vertebra might collapse or press on the cord. 
Lipiodol injections would reveal pressure areas. 
Rarely the long bones ‘were affected : phalanges, 
for example. Lymphangiomatous enlargement of 
the limb might be associated with these changes in 
all bones. Such bones could not stand strain and 
would bend, producing gross deformities. The 
second type produced very different changes: fine 
bony trabeculz radiated from a centre and became 
coarse and wavy, looking like a shaggy head of hair, 
and the tumour produced a bulbous, or fusiform 
swelling with a regular periosteal border. No 
recurrence followed simple resection, and bone 
graft was usually successful in repair. The third 
type affected the ends of long bones and took the 
form of a soap-bubble-like expansion, with extensions 
into the cancellous tissue. It seemed to start in a 
subperiosteal hematoma. The outline was clear. 
It might be mistaken for osteoma. It seemed to 
respond well to radiation. 

OSTEOCHONDROMATA, CHONDROMATA, AND BONE 
CYSTS 


Dr. R. E. ROBERTS said that the anatomical and 
pathological facts known about these conditions of 
bone should be considered in their relationship to 
radiology. The subject bristled with difficulty ; 
in no branch of bone pathology was knowledge more 
scanty. Osteochondromata, tumours of varying 
proportions of bone and cartilage, could be divided 
into simple osteochondromata and exostoses. The 
former were tumours whose radiological appearance 
depended largely on the relative proportion and 
distribution of bone, cartilage, fibrous and myxoma- 
tous tissues. The single exostoses grew near the 
ends of long bones and might cause pain from 
pressure on soft tissues or inflammation in the over- 
lying bursa. Radiographically the tumours appeared 
as outgrowths on the diaphyseal side of the epiphyseal 
line, the ends being bigger and broader than the 
shafts. The most likely explanation of the tumour 
was that during growth a part of the edge of the 
metaphyseal cartilage became detached and con- 
tinued to grow independently at right angles 
to the main line of growth. Growth ceased at 
the same time as in the parent bone, and the 
cartilaginous cap became ossified, unless malignancy 
supervened. 

Multiple exostoses, better known as diaphyseal 
aclasia or hereditary deforming chondrodysplasia, 
usually appeared during the period of active growth 
and affected only bones in which cartilage came to 
be covered by periosteal bone. The condition 
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did not affeot bones formed entirely in cartilage or 
entirely in membrane. Clinically it caused shorten- 
ing of stature and bowing of forearms and legs. 
Pain and dysfunction might result from pressure. 
Local exacerbations in patients over thirty might 
be the first indication of malignant change. The 
characteristic radiological appearance included 
broadening of the metaphyseal ends of the bones, 
thinning of the cortex, and wide, irregular translucent 
medullary spaces. The epiphyseal axis was often 
distorted. The essential factor was a retardation of 
the modelling process whereby new bone was pruned 
and incorporated in the intrinsic architecture of the 
shaft. There might also be aberrant growth of the 
cartilage cells. 

Chondromata usually occurred between the ages 
of 20 and 30, and might be single or multiple. 
Those centrally situated showed as well-defined 
translucent areas in which there might be trabecula- 
tion. If they arose in the cortex, this was destroyed. 
and had a depression on its surface. If the growth 
had perforated the surface, relics of its original 
cortical covering would be seen as bony flakes. 
Pathological fractures were frequent. Malignant 
changes miglit supervene, as in all growths where 
cartilage predominated. Ollier had described a 
unilateral variety of chrondrodysplasia in children, 
in which the lesions might be those of multiple 
exostoses or multiple enchondromata or both. The 
bones might show longitudinal strie of translucency 
surrounded by lines of inereased density; the 
nutrient foramina might be enlarged and there might 
be stippling. 

The problem of bone cysts was a very difficult one ; 
many conditions which were not cysts might give 
the radiological appearance of cysts, and the classifica- 
tion and pathological literature on the subject was 
confused. The solitary bone cyst was usually 
discovered by accident during X ray examination 
after trauma. It showed as a translucent area 
surrounded by a smooth, expanded, thinned cortex. 
Pathological fracture was frequent, but often the 
bones united to become stronger than before. The 
fibrous tissue in the condition known as fibrosis of 
bone was sharply differentiated from the bone and 
had all the radiological appearances of a large cyst. 
The difficulty was that a fibrous mass in the bone, 
a cyst in the bone, and a cyst in the fibrous mass all 
had an equal degree of radio-translucency. Many 
translucent areas which looked like cysts were not 
really cystic—e.g., the resorption of bone in osteitis 
deformans, or any form of demineralisation or 
defective calcification. The radiographic examina- 
tion of the rest of the skeleton, the clinical picture, 
and the biochemical findings would usually give 
enough information to make the diagnosis clear. 
Myxomatous degeneration might take place in a 
chondroma and was usually characterised by a 
tendency to penetrate into the soft tissues and the 
demonstration of calcified remnants of the original 
cortex. Smallround translucent areas near articular 
surfaces were sometimes seen around joints with 
chronic osteo-arthritic changes. They were caused 
by the fibrous degeneration of the cartilage and bone, 
and might contain giant cells. Bone might be 
involved in hydatid disease. Myxomata of bone 
were rare and showed local malignancy. Chronic 
osteomyelitis showed as a small collection of fibrous 
tissue in the bone. 


In conclusion, Dr. Roberts urged coöperation 
between radiologists and pathologists. The radio- 
logist was in a better position than the pathologist 
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because he could investigate any bone lesion, whereas 
` comparatively few specimens reached the laboratory. 


TUMOURS OF THE JAW 

Dr. H. M. WoRTRH gave a classification of odontomes 
and said that dental cysts were the commonest 
tumours found in the jaws. They arose from normal 
epithelial cells which proliferated as a result of irrita- 
tion from an infected tooth. The typical radio- 
graphic features were an area of bone destruction 
having no structure in the centre but a clear and well- 
defined cortex. Sometimes cysts with these appear- 
ances were found in the ascending ramus or incisor 
foramen. Histologically these were typical dental 
cysts. Occasionally it was difficult or even impossible 

to differentiate a cyst from a normal antrum. Points 
8 notice were that the cortex of a cyst was usually 
more sharply defined and less wide than the antral 
wall; the cyst outline was more of a true circle ; 
and grooves for vessels would show that a suspected 
area was not a cyst. 

Dentigerous cysts usually ocourred in young 
subjects and more often in the mandible than in the 
maxilla. Experts did not agree on their pathology. 
Radiographioally they resembled a dental cyst, 
but with some part of a tooth or teeth in their cavity. 
Multilocular cysts were rare and almost confined 
to the mandible ; they might be solid or cystic. The 
latter were commoner and the most familiar type 
showed an area of bone destruction involving the 
molar region and ramus. There was nothing to 
suggest multilooulation, but there was usually a coarse 
irregular trabeculation in the centre of the oyst. 
A second type showed many clearly defined cavities, 
and often a tooth inside the tumour. The solid 
type showed a honeycomb appearance with much 
smaller cells than the cystic type, and its differentia- 
tion from osteoclastoma was only suggested by the 
rather more clearly defined trabeculation and cortica- 
tion of the latter. Complex composite odontomes 
were irregular masses of enamel, dentine,and cement 
of very varying size and location. They showed a 
very dense opacity with no regular structure or shape, 
separated from the surrounding bone by a narrow, 
dark space representing a fibrous capsule. These 
features distinguished them from osteomata. The 
compound composite odontomes were made up of 
any number of separate pieces. Sometimes the 
individual masses resembled small, badly formed 
teeth and had fibrous capsules. Geminated composite 
odontomes showed fused teeth or denticles. Dilated 
composite odontomes resembled teeth of which 
one part, usually the root, was hollowed out like a 
mushroom, or bulbous and clubbed. Osteitis fibrosa 
was not an odontome but was not rare in the jaw. 
Radiographically it showed much new bone forma- 
tion of homogeneous density and a stippled appearance 
rather like orange-peel. This type occurred in the 
maxilla of young people and was quite soft and easy 
to remove. Another type occurred in older patients 
and was very hard indeed ; under X ray the bone was 
dense and rather structureless. A third type occurred 
in the lower jaw and was found to be very hard. It 
caused considerable increase in the depth of the bone. 


Primary Cancer of the Lung 


Dr. A. C. CHRISTIE, president-elect of the Inter- 
national Congress of Radiology (Chicago, 1937), 
taking as his subject the diagnosis and treatment of 
primary cancer of the lung, said that in the last 
ten years over 500 papers on cancer of the lung had 
appeared. The disease had been looked upon as 
both rare and hopeless until 1912 when Adler published 
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his description of 374 cases. Interest had recently 
been stimulated by several circumstances: (1) the 
fact that cancer of the lung appeared to be increasing 
in incidence, forming from 5 to 10 per cent. of 
all the autopsies on cancer; (2) the improvement in 
diagnostic methods, including the perfecting of X ray 
examinations and the introduction of bronchoscopy 
and bronchography. The pathology of the disease 
must, he said, be understood if it was to be correctly 
diagnosed. The types of pulmonary cancer included 
bronchogenic carcinoma, the epidermoid or squamous- 
celled type, adenocarcinoma and undifferentiated- 
cell tumour. From a practical standpoint, however, 
the position of the tumour was more important than 
its type or structure, Tumours arising in the peri- 
pheral portion of the lung were more likely to run a 
rapid course than those situated in 9 main bronchus. 
Bronchogenic carcinoma had a high rate of metastasis, 
and the metastatic lesions, frequently in the brain, 
were apt to make themselves felt before the primary 
growth was even suspected. 

Early symptoms included persistent cough, pain 
in the chest, which was often localised by the patient 
directly over the tumour, dyspnea, hemoptysis, 
and fever. The physical signs were relatively of no 
importance, being usually merely those of some 
condition secondary to the carcinoma. A 
diagnosis must depend on a combination of methods, 
of which X ray examination was the most important. 
Complications included obstruction to a bronchus, 
leading to atelectasis, and this in its turn to infection 
and bronchiectasis. An infected cavity was common 
and might be difficult to diagnose. Pleural effusion 
with a peripherally situated tumour might also 
confuse the picture. Here aspiration would help in 
the diagnosis, the fluid being centrifuged and the 


coagulum mounted in paraffin from which sections 


could be eut. Additional aid was afforded by a 
partial artificial pneumothorax. For accurate 
diagnosis, bronchoscopy was essential, but two 
points should be observed: (1) not to remove the 
sample through normal bronchial tissue ; (2) to take 
the biopsy material from the tumour itself, and not 
from the inflammatory tissue surrounding it. A 
positive biopsy was valuable ; a negative report should 
be received with reserve, since the bronchoscopist 
could not always see the tumour—e.g., if it was in 
an upper lobe. 


After brief reference to differential diagnosis 
from bronchiectasis and abscess, Dr. Christie oon- 
cluded with a few remarks on treatment. The 
criteria of operability must be established. Important 
contra-indications might be the position of the 
tumour (e.g., too close to the bifurcation), involve- 
ment of the pleura, and presence of metastases. 
Peripheral tumours were more amenable than others 
to radiation. The intrathoracic application of soft 
rays to the stump of a tumour might prove a valuable 
method in the future. What was needed now was 
alertness in diagnosis, and coöperation between surgeon, 
bronchoscopist, pathologist, and radiologist. 


Two other symposiums were arranged. Dr. A. E. 
Barclay, who introduced the subject of anatomical 
variations of the alimentary tract, was followed by 
Sir Thomas Dunhill, Dr. Boulton Myles, and Dr. S. C. 
Shanks, who each took a special region of the tract. 
A series of papers were also read on the measurement 
of ionisation of currents. The seventeenth Mackenzie 
Davidson memorial lecture given by Mr. J. D. 
Cockcroft, Ph.D., is the subject of an annotation on 
p. 1409. 
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SECTION OF SURGERY 


AT a meeting of this section on Dec. 2nd, with 
Prof. G. GREY TURNER, the president, in the chair, 
a discussion on the operative treatment of 


Uncomplicated Inguinal Hernia 


was introduced by Mr. GEOFFREY KEYNES. He 
said it was difficult to exaggerate the importance of the 
disability since it affected an enormous number of 
able-bodied people, and was thus probably of even 
greater economic importance than cancer. He had 
long been dissatisfied with the complacent attitude 
of surgery, though this was not now so great as 
formerly, when there was but little following-up. 
In his eleven years with the City of London Truss 
Society, he had treated 10,000 cases of hernia, and 
this had thrown light on two important aspects— 
the recurrence of hernia after operation, and the 
type of patient who, in the past, had been rejected 
as unsuitable for an operation. The matter was 
almost purely one of surgical technique, and he 
submitted that there was no hernia that could not he 
cured by operation. The complacency to which 
he had referred had been seriously upset a few years 
ago when Mr. Max Page reported a series of operations 
for hernia in policemen, a peculiarly fit and robust 
body of men, but which showed a recurrence-rate of 
20 per cent. in direct hernia, 25 per cent. in indirect. 
This raised the question of an alternative method of 
operation. Some who were dissatisfied with the 
results might be tempted to try treatment by injection, 
but recent American contributions showed that, even 
with the most approved methods, at least 8-12 
injections, at weekly intervals, were needed in each 
case. It was essential that during the whole of this 
time the hernia should be completely controlled by a 
truss, which meant that cases in which this was 
impossible were excluded. Even then the recurrence- 
rate after injection treatment was 8 per cent. It was 
difficult at present, therefore, to accept this method 
as a substitute for operation. 

The causes of failure, Mr. Keynes went on, included 
failure of asepsis and of hemostasis, which were 
elementary faults in technique, and their remedy 
was plain. On the more serious side, there was the 
mistake either of doing too much, or of doing too little. 
Both, in his view, had their origin in au over- 
standardisation of the method in common use. 
Another important factor was incomplete diagnosis 
before the operation was undertaken of the type of 
hernia in a given case. The discussion might reveal 
shortcomings in the Bassini operation, for so long 
the chief method. A pupil of Bassini had recently 
complained that the operation had been unduly 
abused, when in fact it had been very often 
inaccurately performed. Despite this, Mr. Keynes 
considered that it was unsuitable for a large group of 
cases, which included infants, children, and young 
adults, since it did too much. In many of these the 
essential was to remove the hernial sac, and the less 
the normal musculature was interfered with the better ; 
unnecessary sutures through the internal oblique 
would only impair its function, and in many cases 
that muscle was unaffected. 

Doing too little was bound up with making an 
incomplete diagnosis, chiefly in failing to detect 
direct inguinal hernia. His method was to incise 
the internal oblique and the rectus sheath, providing 
a flap that, when turned down, exposed ‘the rectus 
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muscle and covering the area through which the 
direct hernia was coming. Being no longer confined, 
the outer fibres of the rectus could be approximated to 
the inguinal ligament. He was not content merely 
with catgut suturing in this plastic procedure ; it was 
important to take a strip of fascia from the edge of 
the upper flap of the external oblique, leaving it 
attached at the pubic spine, thus using it as a living 
suture. This allowed complete approximation of the 
flap that had been turned down from the pubio 
spine to the deep inguinal ring, and provided a new 
floor for the whole inguinal canal. That was only the 
first step towards success in almost every type of 
hernia. 

For larger direct hernias, and for large indirect 
hernias, he thought a cure could practically always 
be obtained by using a more elaborate technique, such 
as that popularised by Gallie of Toronto. One series 
of 45 cases in which he had used a graft from the 
fascia lata gave no recurrences, and in another 33 
cases, all extreme, with Gallie’s technique there 
were only two recurrences (both being in the same 
patient). For some years he himself had been using 
a strip of fascia from the external oblique aponeurosis 
instead of catgut. 

As to anesthesia, many patients with hernia had 
chronic bronchitis with emphysema; they therefore 
coughed a good deal, and were liable to cough through 
catgut sutures. This rendered living sutures all the 
more necessary. Ether should be avoided, and even 
spinal anesthesia could cause anxiety. He preferred 
local anzsthesia, though taking a strip from the 
thigh might be somewhat difficult. Satisfactory 
results could be maintained, Mr. Keynes concluded, 
only by having a large repertory and making a special 
case of each patient. Practically no case should 
be rejected as unsuitable for operation. 


Mr. W. I. CUMBERLIDGE (Leicester) said that a 
comparison of results in a provincial town with those 
in London would be instructive. Leicester was a 
compact area, and the Royal Infirmary was the only 
large hospital there, so that patients whose condition 
recurred or who needed further treatment did not 
go elsewhere, but came back to the same institution, 
and usually to the same surgeon. In the last 44 years 
1345 operations had been performed for uncomplicated 

inguinal hernia with 9 deaths. Omitting a month- 
old child who had apical pneumonia, the mortality 
was thus 0-6 per cent. In 6 of the fatal cases the only 
pathological finding was ascending pyelonephritis, 
there having been no previous hint of such a condition. 
He had been performing the Bassini operation, when. 
repair of the inguinal canal was required, for thirty 
years and he believed it to be the most stereotyped 
in surgery. Ten years ago he began to use the 
fascial suture for all direct, and old indirect hernias, 
and his confidence in that had steadily increased. 
The placing of the first suture he regarded as the most 
important step in the operation. A questionnaire 
had been sent out to a large number of operated cases, 
and of 594 cases who replied, a satisfactory answer 
had been received from 517, or 87 per cent. 


Mr. W. H. OGILVIE said he feared that the opera- 
tion for inguinal hernia was often looked upon 
as a simple one, which could be left for a junior to 
carry out when his chief had gone to supper ; yet 
it might well be the most difficult in surgery, and it 
should always be regarded as important since it was 
the means of returning an otherwise healthy man to 
work and full function. The i al canal was of 
extraordinary complexity, and the technique necessary 
for its repair was often a delicate one, but it should 
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lead to a cure-rate of nearly 100 per cent.; even 
colossal hernia in old men of poor physique could 
be cured by operation of the appropriate type. 
Failures, then; must be due either to the operations 
being done by the wrong people, or to the selection 
of a wrong procedure. The anatomy of the living 
' was a corollary to the pathology of the living, but 
not enough attention was paid to it in modern surgery. 
The inguinal canal was really a sphincter, and when 
it contained a hernia the surgeon must decide whether 
that sphincter was competent or incompetent. He 
must first remove the sac, but leave the muscular 
defences as little damaged as possible. Secondly, 
he must so reconstruct the canal that the weakened 
muscles were spared a task with which they could 
not adequately cope. Bassini's operation was ram- 
pant almost everywhere. Yet he quite agreed that 
for early hernias the method was unnecessary. The 
conjoint and cremaster musoles could not be trusted 
to do their job if they were tied down and strangled 
in a row of stitches. He pleaded for the abolition 
of the Bassini as a standard operation, for then 
surgeons would be forced to do either less or more 
in these hernia cases: less in hernias with undamaged 
muscle, more in hernias with muscular failure. 
Treatment aimed at either restitution or reconstruc- 
tion, and there was no sphere for half-hearted 
interference. rr a 

Mr. C. C. HoLxAN (Northampton) said he had done 
42 operations for inguinal hernia in which he had 
removed the sac, and in some of those cases he had 
supplemented this by overlapping the aponeurosis 
of the external oblique. Of 38 cases which he had 
followed up there had been 4 recurrences. Later he 
had selected his cases; if the hernia was small and 
the patient young, he contented himself with dealing 
with the sac; in others he added some plastic 
procedure. He followed up 75 of these after two 
years, and there were 6 recurrences among them, 
4 of which had had simple removal of the sac. 


Mr. A. K. Henry (formerly of Cairo) spoke of a 
method he used of extraperitoneal approach for 
operating on uncomplicated, hernia, following the 
practice of Sir Lenthal Cheatle. In Egypt bilateral 
ureteric lesions were very common, hence he was very 
familiar with the mid-line extraperitoneal approach. 
For hernia operations there had to be relaxation of 
the abdominal wall, and the spermatic cord must be 
kept on the stretch. 

Mr. PRHTILIT TURNER said his own definition of an 
uncomplicated inguinal hernia was a small hernia 
in a child or young patient, without any stretching 
of the muscles. His impression was that in such 
cases all one had to do was to remove the sac, and 
this should be done with a minimum of damage to 
the normal structures ; one of the secrets of success 
was to attend to the opening in the fascia trans- 
versalis. He agreed with all that had been said 
about Bassini’s operation ; it had become standardised 
and he did not think patients for it were usually 
selected in the right way. 

Prof. A. W. SHEEN (Cardiff) said he taught students 
that in operations for hernia it must be the sac, 
the whole sac, and nothing but the sac.“ He welcomed 
the remarks of Mr. Henry. One could not get to the 
sac without cutting through the structures in front 
of it, and one of them was the internal oblique muscle. 
During the war he saw many cases of recurrence of 
hernia, and they were largely due to the whole sac 
not having been removed ; this was a greater factor 
than sepsis. He was quite sure that muscle would 

unite to fascia. 
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Prof. LAMBERT ROGER S (Cardiff) said all his 
instincts were against mutilating the sphincter in a 
healthy young person. He thought that not only 
should the sac be removed, but also the dimple 
left should be divided, as was done by Kocher, by 
turning the flap through the musculature. 

Mr. PHILIP MITOHINER considered there were only 
two operations. for hernia. One was aimed at 
interfering as little as possible, simply removing the 
sac as thoroughly but as gently as possible, and 
leaving the natural muscular mechanism of the 
inguinal region to prevent a recurrence. The other 
was for. cases in which the musculature had become 
lax and atrophied, and here he considered that a 
fascial graft offered the only adequate means of 
curing the hernia, after the sac had been removed. 

Mr. C. H. S. FRANRAU remarked that whatever 
means of suturing was adopted, it was of ultimate 
importance thoroughly to clean the tissues it was 


proposed to suture. He had seen people doing 


complicated sutures with blobs of fat adhering to the 
surfaces to be joined. If one took the conjoint 
tendon and Poupart’s ligament and cleared away 
all obstruction, they would not only join well, but 
would “stay put.”—Mr. E. T. C. MILLIGAN spoke of 
successful use of filligrees. This method was con- 
demned mostly by those who had learned to do so 
from their teachers, not because of what they had 
themselves seen. But he agreed that the living suture 
gave better results, and recurrences after this were 
seldom seen.—Mr. M. F. NIchOoLLS said he felt 
curious as to what happened in infants with hernia 
whose condition was said to have been cured by the 
wearing of a simple truss, or had been cured by the 
passage of time. It was his impression that these 
were the cases which came to the surgeon at between 
16 and 20 years of age.—Mr. DELISLE GRAY from his 
own experience said that he had no doubt that 
patients could be cured by the injection method.— 
Mr. LLoryp WILLIAMSON advocated the use of the 
fasciatome, which, he said, saved valuable time in 
the operation.—Mr. W. M. MoCurLAdH questioned 
whether it was necessary always to remove the sao. 
In gynecological operations he had seen inguinal 
hernia treated by dividing the sac at its neck, suturing 
it, and leaving the portion in the canal where it was, 
without disturbing it. 

The PRESIDENT thought Bassini’s operation did not 
deserve all the condemnation it had had in this 
discussion. That surgeon’s record was a very great 
one, and no other operation had yielded such good 
results all over the world. But the operation should 
only be done by those who believed in it. Many 
of the failures were due to bad technique and he had 
been surprised how often surgical canons had been 
ignored. The fascia lata method was an important 
addition to the surgeon’s armamentarium. 


SECTIONS OF THERAPEUTICS AND MEDICINE 


AT a joint meeting of these sections held on Dec. 8th 
the chair was taken by Dr. DOROTHY HARE, president 
of the section of therapeutics and pharmacology. 

Prof. A. St. G. HUGGETT opened a discussion on 


Therapeutic Methods of Arresting Hemorrhage 


Medicine, he. said, used measures based on physio- 
logical or pharmacological principles; they fell into 
two main classes: prophylactic steps involving the 
removal of the primary cause where that was known; 
and therapeutic steps after bleeding had begun. 
Local types of urgent hemorrhage were capillary, 
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venous, or arterial. Measures might be directed to 
restraint of the flow of fluid blood by lowering the 
pressure in the vessel, or to consolidating the blood 
at the site of leakage. Blood pressure in an artery 
was maintained by three main factors: the volume 
of the circulating blood, which did not usually vary 
much; the output from the heart; and the peri- 
pheral resistance. Output depended on inflow and 
that on venous pressure, and that in turn on venous 
inflow. This was maintained by the muscular and 
respiratory pumps. .Suction in the thorax dilated 
thin-walled capillaries within it, and the descent of 
the diaphragm raised abdominal pressure and drew 
blood up into the chest. Every muscular contraction 
pressed blood into the capillaries and on into the veins. 
The aggregate effect of many muscles in exercise 
was even greater than the aggregate effect of respira- 
tion. The nutrition of the cardiac muscle was an 
important factor in the power of the heart, and, by 
Starling’s law, the power was also increased by 
increased intracardiac pressure. So in exercise 
the blood pressure was forced up. Increase in rate 
alone did not greatly affect the pressure, but cardiac 
reflexes correlated the rise of venous pressure with 
heart rate. Peripheral resistance partly depended 
on viscosity, which did not vary much except after 
hsemorrhage, but the main factor in its maintenance 
was arterial contraction due to local and nervous 
stimuli: temperature and metabolites caused local 
contraction and the sympathetic nerves caused 
contraction from the vasomotor centre. The centre 
was excited by various afferent nervous stimuli 
and by local chemical factors. 

To stop blood flow, therefore, all factors causing 
rise of pressure must be stopped. Rest was important ; 
the less muscular activity and the less emotional 
stimuli the better. Abnormal relaxation might be 
required and obtained by giving morphine and other 
sedatives. Adrenaline produced local vasoconstriction 
by acting on the nerves at the site of hemorrhage, 
but must not be allowed to exert its general pressor 
effect. Vasopressin acted on the plain muscle of the 
vessels, also producing local constriction. Con- 
solidation could be encouraged by protein precipitants 
such as tannic acid, ferric salts, and alum. They 
produced no true clot, and were not very efficient. 
The subject of blood-clotting was overloaded hoth 
with theories and with names. The current hypo- 
thesis said that the essential change was the alteration 
of the protein fibrinogen to the gel fibrin by the 
action of an enzyme thrombin. This was present in 
blood as a zymogen, thrombogen—the nature of 
which had aroused much discussion; it was a 
globulin, and was altered to thrombin through the 
action of calcium ions and thrombokinase or cephalin, 
which was liberated by tissues. A deficiency or 
excess of calcium inhibited the change. A deficiency 
of any of the other three factors would delay the 
clotting. Each was known to be absent in certain 
diseases. Haemophilia was probably related to the 
prothrombin which was so linked that the kinase 
could not activate it. The most potent therapeutic 
agents were thrombin-like materials—e.g., snake 
venom. Vipers, notably the Russell viper, contained 
thrombin. The ordinary hemophilic’s kinase could 
not act; therefore an active preformed agent was 
necessary. Thrombokinase could be prepared from 


any tissue—e.g., brain or muscle—and would be of. 


use for other patients suffering from a deficiency 
of kinase. Agents to stop hemorrhage might 
therefore be classed as: kinases; thrombins ; 
mechanisms to produce increased thrombin or 
fibrinogen (this probably explained the value of protein 


and serum injections, but their action had never been 
fully explained); calcium; or physical means. 
Like all enzymes, the clotting enzymes could be 
encouraged by warmth and stopped by excessive 
heat. Boiling saline had its uses. They were also 
susceptible to changes in hydrogen-ion concentration, 
and excessive alkalinity stopped their action without 
solidifying the blood. Carbon dioxide inhalations 
would sometimes encourage clotting. 

Dr. Maurice DAVIDSON discussed the principles 
which should guide the physician in the conduct of 
a case. The treatment of hemorrhage depended 
on its cause—a platitude which was worth repeating 
in view of the tendency to treat a symptom instead 
of the disease, especially at urgent and anxious 
moments. Correct conduct must be the outcome 
of scientific training and common sense. The epistaxis 
or hemoptysis of hypertension or nephritis might 
be beneficial, but if excessive might need to be checked. 
The duty of the practitioner was threefold : he must 
decide the differential diagnosis, estimating the 
significance of the symptom in relation to the disease 
from which it was believed to arise ; he must recapitu- 
late in his mind the methods of treatment that he 
might use and consider their advantages and dis- 
advantages ; and he must try to assess the value of 
any proposed therapy in regard to all the circum- 
stances of the individual patient and his needs. 

Bleeding might come from the alimentary, respira- 
tory, or genito-urinary tracts, or be due to hæmo- 
poietic disorders or virulent bacterial infections. 
The commonest cause of hemoptysis was pulmonary 
tuberculosis and the amount brought up varied 
enormously. Life was seldom lost through lack of 
appropriate treatment. A fatal hemoptysis usually 
ended life before medical aid could be summoned. 
Empirically, large doses of ergot by the mouth 
seemed to work; more scientific and equally success- 
ful were injections of Hemoplastin intramuscularly 
and 10 per cent. calcium gluconate intravenously. 
Heemoptysis due to pulmonary congestion in mitral 
stenosis was too often attributed to tuberculosis, 
and failure to deal with the underlying heart failure 
resulted. .Bleeding due to other disease of the lung— 
cancer and bronchiectasis, for example—demanded 
attention to the cause. The hæmorrhage in these 
cases seldom called for specific symptomatic measures. 

Treatment was both difficult and important when 
the blood came from the digestive tract. The problem 
must be regarded from the standpoint of funda- 
mental principles. Life had been lost from failure 
to adopt surgical measures at the optimum moment, 
after due transfusions, and this fact should not be 
forgotten in enthusiasm for other methods of treat- 
ment. Transfusions were valuable for cases not to 
be submitted to surgery. Hæmaturia due to focal 
causes was treated by discovery and elimination of 
the focus by bacteriology and surgery. Menor- 
rhagia and metrorrhagia not due to gross pelvic 
disease also needed collaboration, between physician 
and gynecologist. Streptococcal infections might 
cause alarming and fatal hemorrhage. Transfusion 
was invaluable, but had the disadvantage of occasional 
reactions, despite every care in grouping. He 
quoted a fatal case of streptococcal infection of the 
tonsils with bleeding everywhere. | 

Prof. A. E. Natsu, speaking on hemophilia, 
assumed that his hearers had read the recent paper ! 
from Sheffield. That the injection of a minute 
quantity of any substance into the veins should be 
able to diminish hemorrhage without producing 
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intravascular clotting was so strange as to be 
inoredible, yet it had been proved to be true. A 
leader in THE LANCET of Nov. 21st had referred to the 
variations in temperature which might make a 28 per 
cent. difference in the estimation of clotting-time, 
but as the work had been done under stringent work- 
ing conditions in a centrally heated building, this 
objection fell to the ground. Even if the error had 
been as great as 28 per cent. it would not have 
affected the validity of the argument. In hæmo- 
philia, clot might be present amidst free bleeding 
and therefore a small tube, easily blocked by a few 
strands of fibrin, was a poor index of the individual’s 
power to bleed. Even if all effect on the clinical 
condition could be disproved the effect on the clotting- 
time had to be taken into account. Twenty-four 
teeth had been successfully extracted from a hæmo- 
philic in a few months, and local applications had 
been of the slightest. Haemophilia fluctuated remark- 
ably, and it might have been that all these extractions 
had coincided with good periods, but in fact they had 
not done so in Case 4. One patient had oozed blood 
from the puncture spots of old injections, 

The work, said Prof. Naish, had not reached a stage 
at which its theoretical basis could be adequately 
discussed. It had arisen from a study of the effect 
of ions on the water-binding power of colloid states, 
and on the physical state of proteins in solution. 
Egg-white had been chosen as an easily obtainable 
sterile source of protein. The potassium salts, 
especially bromides, increased the solubility of 
proteins quantitatively. This had been tried on 
blood, and the result had been a non-retractile gel 
which had no appearance of fibrin microscopically 
and which became liquid again on vigorous shaking. 


STERILISATION OF SURGICAL DRESSINGS 
BY HEAT 


In this country the sterilisation of dressings for 
surgical use is most often performed in an autoclave 
of the vacuum type. The heat generated in the 
materials is mainly produced by condensation of 
steam on the fibres with liberation of its specific 
heat of evaporation, so that it is of the first import- 
ance to know that any particular form of packing 
used does not prevent steam penetrating throughout 
the dressings. At the end of the period of sterilisation 
the steam is evacuated, the condensed water is rapidly 
evaporated by the creation of a partial vacuum, and 
the dressings are then dried by av influx of hot air. 
In any investigation of the efficiency of the process 
it is clearly not enough to register the maximum 
temperature attained in the autoclave; the time 
factor and the whole cycle of operation must be con- 
sidered. The possibility of dry sterilisation has been 
more or less discountenanced in this country, although 
it is used to some extent on the Continent. 

R. Maxwell Savage! has recently published the 
results of his investigation of heat penetration into 
surgical dressings. He decided that temperature 
records could be made complete only by using some 
form of thermocouple. In his experiments he has 
used copper-eureka thermocouples embedded in the 
centre of the dressing, which were placed as nearly 
as possible in the centre of the autoclave. He studied 
temperature changes in three of the types of dressing 
sent out by a commercial firm—viz., 6-yard rolls of 

auze; field dressings consisting of gauze and ban- 

age, measuring 22 in. x 3in. X 12 in., wrapped in 
parchment, and very tightly packed; and an accouche- 
ment sheet consisting of a layer of cotton-wool 
covered with gauze weighing about a pound. In 
each case the temperature record was compared with 
that obtained from a second thermocouple embedded 
in an unwrapped dressing (or even lying on the 


1 Quart. Jour. Pharm. and Pharmacol., 1936, ix., 366. 
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The two things necessary to stop bleeding had 
therefore appeared to be fibrin and a gel. Substance 
No. 1 in the paper was an ovomucoid protein, as 
found in ovarian cysts and egg-white. It had been 
injected into all sorts and kinds of patients without 
producing protein shock. Substance No. 2 had been 
sought in an attempt to eliminate the protein factor; 
it did not give the biuret reaction and was not a 
phospholipide. No. 3 was amucic acid derivative. 

The PRESIDENT added a last chapter to the clinical 
history of one of the cases reported. The patient 
had had injections at ten-day intervals regularly. 
During November he had had an acute attack of 
pain in the hip. The preparation had appeared to 
act as a truly curative substance. 

Dr. J. D. CAuBROOK spoke of dental extractions 
under the influence of snake venom : only two patients 
so treated had required transfusion. The coagulation 
time could be reduced from half an hour to half a 
minute, and the venom could also be used as a local 
styptic. More recent preparations, however, had 
given inferior results, the cause of which was being 
sought. The results of the new injection treat- 
ment were extremely good. A tight bandage did not 
stop a hemophilic from bleeding; he just went on 
bleeding into his tissues. l 

Dr. GEORGE GRAHAM asked whether any other 
change in the blood had been found in those patients 
who oozed from their punctures, for this was very 
unusual. He confirmed the value of snake venom. 
He asked whether splenectomy. would have been of 
value in Dr. Davidson’s fatal case and whether the 
platelet count and bleeding time had been recorded.— 
Prof. NatsH said there had been bleeding from 
punctures in oue case only. 


surface of the dressing) in an exposed position near 
the wall of the autoclave. The maximum tempera- 
ture was always reached first in the exposed thermo- 
couple, but. the difference was only a minute in the 
6-yard rolls of gauze, two minutes in the field dress- 
ings, and ten minutes in the accouchement sheet. 
In all cases a temperature of 120°C. was maintained 
in the centre of the sealed package for at least 16 
minutes, and this passes the required minimum by a 
substantial margin. The conclusion is that the 
efficiency of steam penetration and heating is not 
affected by tight packing, by the size of the packages, 
by their position in the steriliser, or by sealing and 
wrapping. 

A cotton dressing consists of fibres and an atmo- 
sphere, From the temperatures and pressures recorded 
during sterilisation, Savage concludes that some 
. of the steam in the atmosphere occurs, 
but that the fibres themselves retain a coating of 
moisture to the end of the sterilising period. i 
is important, because it is believed that superheated 
steam has not the same sterilising power as saturated 
steam. Admission of air is considered to interfere 
with steam sterilisation, hence the preliminary 
partial vacuum produced before the admission of 
the steam. Savage has conducted a series of experi- 
ments with dry oven sterilisation, the results of 
which suggest that the hygroscopic moisture, con- 
tained in the outer layers of the dressing, by ite 
evaporation is enough to displace all air in a closed 
package that is not hermetically sealed. Heating 
of the centre of the package is then at least partially 
effected by condensation of this steam. The atmo- 
sphere of the cotton probably does not consist of 
air but of superheated steam. Savage has also demon- 
strated that bacteria are killed under the conditions 
obtainable. He concludes that in cotton pac 
steam penetrates almost instantly even when the 

. are wrapped and sealed, and that efficient 
ary sterilisation in an electric oven is a practical 
possibility. 7 
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REVIEWS AND NOTICES OF BOOKS 


The Practice of Medicine 
By JONATHAN CAMPBELL MEAKINS, Professor of 
Medicine and Director of the Department of 
Medicine, McGill University. London: Henry 
Kimpton. 1936. Pp. 1343. 428. 


THIS book is written in a new and refreshing style, 


in which symptomatology and the underlying dis-. 


turbances of function are given priority over 
disturbances of anatomical structure. The worth 
of the method can easily be tested in the section on 
diseases of the lungs; the description of emphysema, 
for example, goes into all aspects of the pathological 
physiology of the disease. Prof. Meakins points 
out how the absolute diagnosis by means of spiro- 
meter tracings gives not only a qualitative, but also 
a quantitative estimate of the degree of loss of 
elasticity. This stands out in contrast to the dull 
anatomical approach of the average text-book, and 
is a joy to read. The same remark applies to sections 
such as dyspnea, cyanosis, functional respiratory 
disorders, and congestive heart failure. There are 
chapters dealing with diseases of nutrition, metabolism 
and the ductless glands, and diseases due to chemicals, 
drugs, and allergy. Emphasis is placed in the 
introduction upon proper history taking and the 
correct approach to the patient, and the author 
expresses a hope that his work will be a real guide 
to the practice of medicine and not merely a descrip- 
tion of individual diseases. That the book is up to 
date is seen in such sections as agranulocytosis, 
regional ileitis, and basophilism, but some liberty has 
been taken with the names of authors of medical 
classics. For example, Henoch’s purpura is renamed 
Hanot’s purpura, Gee’s disease becomes Guy’s 
disease, and Simmonds is called Simmond. 

The type is clear with bold subheadings, a biblio- 
graphy is appended to each chapter, and the index is 
excellent. The illustrations comprise 35 in colour 
and 370 in black and white, many of the latter being 
X ray prints. They are excellent but the choice 
strikes us at times as a little odd—e.g., the man with 
traumatic asphyxia and another with a congenital 
aneurysm of the external ear. Foot-and-mouth 
disease has two coloured plates, one showing vesicles 
on the lip and the other lesions on the dorsum of the 
hand, although authentic cases in man are very 
rare indeed. A case with such lesions on the hands can 
hardly be accepted without experimental evidence con- 
firming the diagnosis ; direct infections in laboratory 
' workers, as in guinea-pigs, have led to skin lesions 
= confined to the palms and soles. The illustration 
of a man with congestive heart failure, jaundiced 
over the thorax and head above the line of cdema, 
is a record of exceptional experience which carries 
with it a risk that his readers may see clinical medicine 
in a false perspective. The risk is enhanced by a 
certain unfair discrimination in the choice of subjects. 
Myelomatosis is probably ten times more common 
than osteopetrosis or lipoid granulomatosis, yet the 
latter diseases have detailed descriptions with ten 
illustrations, whereas myelomatosis is not even 
described. 

We feel sure this book will be in great demand, 
and that it will be more useful amongst those already 
well acquainted with clinical medicine than amongst 
beginners. Prof. Meakins, as pioneer of the enlightened 
method which tackles symptoms and signs from 
the point of view of the disturbances of function they 
indicate, has taken a big step in the right direction. 


Short History of Tuberculosis 


By G. NoRMAN MEACHEN, M.D., M.R.C.P., Tuber- 
culosis Officer, Southend-on-Sea. London: John 
Bale, Sons and Danielsson Ltd. 1936. Pp. 105. 
38. 6d. 

THis book contains in concise form an outline of 
the development of our knowledge about tuberculosis 
from the earliest to the most modern times. After 
a survey of ancient and medieval history the evolu- 
tion of medical treatment is described, due credit 
being given to the pioneer work of Bodington whose 
views on open air were set out at the time in these 
columns (THE LANCET, 1839-40, ii., 575) although 
regarded as very crude ideas and unsupported 
statements.“ Following chapters deal with bacterio- 
logy, pathological anatomy, physical signs, collapse 
therapy, and finally the evolution of the control of 
tuberculosis and the progress of education and 
research. Under each subject the writer briefly 
reviews its historical development, ending with the 
most widely accepted present-day theories. 

Although a vast amount of fact has been condensed 
into a small space, Dr. Meachen has succeeded in 
making his book both readable and interesting, not 
only for the medical profession, but for others who 
are interested in the problem of tuberculosis. 


The True Nature of Viruses 


By W. M. CROFTox, M.D., Director of the Antigen 
Laboratory; late Lecturer in Special Pathology, 
University College, Dublin. London: John Bale, 
Sons and Danielsson Ltd. 1936. Pp. 139. 158. 


THIS monograph presents Dr. Crofton’s views on 
the nature of filtrable viruses. He finds himself at 
variance with those who have made a study of viruses 
and showers abuse on them for their orthodox views. 
To tilt at orthodoxy is often to perform a useful 
service, but the weapons used by the author are so 
unsubstantial as to deprive the book of even this 
value. 


A Textbook of General Surgery 


By WARREN H. CoLR, M.D., F. A. C. S., Professor 
of Surgery, University of Illinois College of Medicine; 
and ROBERT ELMAN, M.D., Associate Professor 
of Surgery, Washington University. London: 
D. Appleton Century Company. 1936. Pp. 1031. 
40s. 

A Textbook of Surgery 


Fourth edition. By Joun Homans, M.D., Clinical 
_ Professor of Surgery, Harvard Medical School. 

Springfield, Illinois: Charles C. Thomas. 1936. 

Pp. 1267. 38. 

(1) THE task of writing a text-book of surgery in one 
volume for present-day students is no easy one. 
Cole and Elman have fairly faced the problems 
in their new book, which is the outgrowth of a course 
of lectures given to junior students in the Washington 
University. Aneffort has been made to present rather 
more information about those matters with which 
every general practitioner should be familiar. But 
we have found, on perusal, the whole surgical field 
to be covered sufficiently for the student not to remain 
completely ignorant about any subject. The book 
has been written from a modern standpoint and in 
this respect has the advantage over an older book 
which has been revised. The freshness of outlook 
is very attractive. Another commendable feature 
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in an undergraduate text-book is the inclusion of a 
limited bibliography, so that the truly interested 
students can enter more deeply into their subject. 
A foreword has been written by Evarts Graham, who 
has contributed an excellent section on surgical 
diseases of the chest. An original feature is the 
ö description, under each illustration, of the clinical 
course of the diseases of the patients depicted. The 
book is convenient in size, well printed and illustrated. 
It can be recommended both to students and practi- 
tioners as reflecting modern views and trends in 
surgery. 

(2) The second work noticed is 3 the fourth edition 
of one which has been favourably reviewed in these 
columns. It was based upon the teaching of about 
twenty-five lecturers in the Harvard Medical School, 
integrated into one whole by a single author who has 
not shrunk from editing freely the material with which 
he was supplied. The book has been fully revised 
and sections added on plastic surgery and amputa- 
tions. It is more comprehensive than the other 
volume just reviewed in its inclusion of the surgery 
of the ear and eye, and other specialties. It is 
another successful solution of the problem of a single- 
volume surgical text-book, and in its revised form is 
likely to be as popular as its. predecessors. The line 
drawings with which it is illustrated form a pleasing 

feature. 


Both books are cu examples of the best in 
American surgical literature. It would be easy to 
criticise details but omissions and inclusions have 
received the attention of authors and compilers; 
taken as a whole, it may be said that excellent 
judgment has been exercised in the selection and 
compilation of such material as the undergraduate 
student needs. 


Diagnostic Roentgenology - 

By Ross GorlDbEN, M.D., Editor, Professor of 

Radiology, the College of Physicians and Surgeons, 

Columbia University ; Director of the Department 

of Radiology, Presbyterian Hospital, New York. 

London: Thomas Nelson and Sons. 1936. Pp. 867. 

$20. 

FIFTEEN radiologists have codperated in the 
production of this book. Such multiplicity of 
authors frequently results in omission and needless 
repetition but under the careful editorship of Dr. Golden 
these pitfalls have been avoided and the various 
sections are well coérdinated. By selecting from the 
combined departments the authors have obtained a 
far better selection of films than would have been 
available to any one of them. So enormous has the 
science of radiology become that even in a book of this 
size the authors have found it necessary to refer the 
reader to special works; an adequate bibliography 
at the end of each section facilitates such reference. 
While each disease is briefly considered, the absence 
of verbosity has enabled the authors to pack a large 
amount of information into the allotted space. In 
the main, typical examples are described and the 
accompanying illustrations are well chosen. Photo- 
graphs of the patient and pathological specimens 
serve to dispel any doubt the reader may have in 
accepting information not previously familiar to him. 
X ray photographs taken after an interval have 
similarly been used to render the statements convinc- 
ing, affording as they do evidence that clinicians 
and pathologists have consulted together and that 
the diagnoses do not rest on mere speculation. . 

The book is on the loose-leaf system so that it 
can be kept up to date. The information supplied 


and the method of its presentation render it one of 
the best books yet published on diagnostic radiology. 
It will be appreciated alike by clinicians and 
radiologists, 


St. Bartholomew’s Hospital Reports 


Vol. LXIX. London: John Murray. 
Pp. 413. 21s. 
THE current number of these reports maintains 


1936. 


the high standard of the recent numbers of the series.“ 


Obituary notices of Garrod, Herringham, Holmes 
Spicer, and Canti appear at the beginning of the 


volume, together with bibliographies of their writings. 


Girling Ball has contributed a narrative of the events 
which led up to the location of the medical college 
on the Charterhouse site. In a paper illustrated 
by excellent plates E. R. Cullinan presents a series 
of cases of recurrent idiopathic jaundice associated 
with subacute necrosis of the liver, but the discussion 
of their ætiology might with advantage have been 
expanded. R. Bodley Scott and A. H. Robb-Smith 
review the progressive hyperplasias of the reticulo- 
endothelial system, quoting illustrative cases, and 


‘append an excellent bibliography. Shorter papers 


follow from A. W. Franklin on non-tuberculous 
fibrosis of the lungs in children, R. T. Payne 
on the post-mortem findings after partial gastrec- 
tomy, H. J. Seddon on arthrodesis for tuberculosis 
of the hip in children, V. C. Thompson on the 
treatment of tuberculous cervical lymphadenitis, 
G. Simon on the gastro-duodenal mucosal pattern 
with graduated compression, and R. W. Raven on the 
results obtained in the treatment of perforated 
gastric and duodenal ulcers. W. G. Oakley’s study 
of the erythrocyte sedimentation-rate in nephritis 
embodies a large amount of original work, and 
W. Warren deals with auricular flutter during 
the treatment of auricular fibrillation with quinidine 
W. M. Levitt and R. F. Phillips record an investi- 
gation of the results of deep X ray therapy in malig- 
nant disease during the past twelve years; they 
formulate certain conclusions and predict a hopefal 
future for radiotherapy. The volume is well printed 
and illustrated. 


REPORTS AND ANALYSES 
BOURNVILLE PURE SOLUBLE COCOA 


(CADBURY BROS., LTD., BOURNVILLE) 


WHEN analysed this cocoa gave the following 
results: 
Moisture 
Total mineral matter 
Water soluble ash på 
Alkalinity of ere ash 
as K,O . 
Phosphorus as P.0; 
Calcium as CaO .. 9 
Iron, parts per million .. 
Fat (cocoa a 
Protein $ 
Fibre ite bie 
Carbohydrates .. 
Calories per Ib. 2129 


These figures show that the cocoa is pure and one 
of high quality. No artificial colouring matter 
could be detected, neither was there any evidence of 
finely comminuted shell. 

When prepared for use either with water or milk, 
the flavour is good and the extreme fineness of 
grinding prevents any trace of grittiness when in the 
mouth. 
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- UNITY AMONG HOSPITALS 


Ir is now six years or so since the poor-law 
hospitals gained popular respect by transference 
to the care of the public health authorities. The 
effect on their character has been excellent, and 
everywhere there are signs of success in raising 
their standards. But the process of changing 
the more backward servants of the community 
does not in itself ensure that the domestic arrange - 
ments as a whole are sound. If the rescued poor- 
law institution insists on doing the same jobs as 
the long-established voluntary hospital there will 
be times when neither is working to capacity, 
while important work remains undone. Recog- 
nising the need for planning the household tasks 
comprehensively, the Local Government Act of 


1929 said that health authorities finding fresh work 


for their new protégés must consult a committee 
representing the voluntary hospitals of the area 
and their medical stafis. No obligation was placed 
on the old servants (the voluntary hospitals) to 
consult the new ones before planning their own 
activities, but the Minister of Health hoped that 
the procedure outlined would lead on to wider 
arrangements for the fullest consultation between 
the local authorities and the medical profession. 
He wanted the kind of coöperation that would 
prevent overlapping and allow the hospital services 
of each area, voluntary and municipal, to provide 
between them all that the public needs. 

The hope thus expressed has been realised more 
fully in Manchester than anywhere else—partly 
no doubt because the poor-law hospitals there 
were always wisely and humanely administered. 
In Manchester negotiation between representative 
committees has been abandoned in favour of some- 
thing much more efiective—namely, a Joint 
Hospitals Advisory Board—and its first annual 
report’ shows the sort of action that may be 
expected when collaboration between hospitals 
turns from theory into fact. By constitution the 
Board derives ten members, together with the 
medical officer of health, Dr. R. Verrow CLARK, 
from the city council; while eight represent the 
voluntary hospitals’ council, and five, including 
the chairman, Sir CHRISTOPHER NEEDHAM, are 
sent by the University. Though it is advisory in 
function the constituent bodies have agreed in 
general to accept its findings, on the understanding 
that hospitals affected by its proposals are invited 


1 Obtainable, free of charge, from the joint hon. secretaries of 
the Board, at the Town H » Manchester, 2. 


to attend its meetings and make known their 
opinions. Its object is to unify the whole of the 
hospital services within the city, and it is con- 
cerned not only with development of hospital 
work and accommodation but also with the 
training of medical students, the prosecution of 
research, and the principles that underlie the 
appointment of medical and surgical staffs. Unifi- 
cation, it is insisted, must and can be attained 
without destroying the spirit of enterprise, in 
individuals and in single hospitals, that has been 
80 conspicuous in voluntary hospital practice ; 
and it is noteworthy that in the Manchester 
municipal hospital service the disadvantages of 
central control are already countered to some 
extent by throwing responsibility upon com- 
mittees that serve only two or three institutions. 

In its first year the Manchester Joint Hospitals 
Board has begun to tackle the reduction of waiting- 
lists and has worked on such various problems as 
the price of milk to hospitals, precautions against 
air raids, and the treatment of fractures. From 
the point of view of the medical profession, how- 
ever, its most significant actions have been those 
relating to the selection of consultants. In Man- 
chester, as in some other cities, the municipal 
hospitals are now visited often enough to ensure 
that visiting physicians and surgeons are actually 
responsible for the diagnosis and treatment of all 
patients who are acutely ill. At other times of 
the day many of these part-time paid consultants 
are members of the staffs of voluntary hospitals; 
so that a large part of the personnel of the two 
kinds of hospitals is common to both. One 
advantage of this is that patients can sometimes 
be exchanged from one hospital to another, with 
continuity of care. More important, however, is 
the possibility that the principles governing selec- 
tion of consultants may become the same for 
voluntary and municipal hospitals. One of the 
wise steps taken by the Joint Board has been to 
set up an independent advisory panel that will 
in future consider all applications for vacancies in 
the consultant service of the city and forward its 
recommendations to the public health committee. 
The suggestion is now made that this advisory 
panel should in future give similar assistance in 
the filling of appointments to the voluntary as 
well as the municipal hospitals. Once given a 
start the process of rationalisation sometimes goes 
ahead remarkably fast. 


PROFUSELY BLEEDING PEPTIC ULCERS 


IN one section of a recent oration ' to the Reading 
Pathological Society, Prof. J. A. RxLE returned 
to the problem of the treatment of acutely bleeding 
peptic ulcer. In the last few years widely varying 
estimates of the mortality of this condition have 
been published—anything from 1 per cent. to 
25 per cent.—and those who have reported the 
larger figures have often wondered whether more 
radical methods of treatment, applied in appro- 
priate cases, might not effect a net saving of life. 


1 Brit. Med. Jour., Nov. 28th, 1936, p. 1067. 
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The discussion? at the annual session of the 
American Medical Association last May is the 
latest example of growing dissatisfaction with 
present results. Prof. RxLn, however, leans 
strongly to conservative treatment, and bases his 
leaning largely on the low mortality which he has 
encountered in his own private practice (1-6 to 3 
per cent.), supported: by the verdict of a number 
of general practitioners circularised by Dr. A. F. 
Hurst, and by figures of 5 per cent. or less reported 
in five out of sixteen hospital series which he 
quotes. Of those sixteen series the over-all 
mortality is well over 10 per cent., and Prof. RYLE 
is saying, in effect, to most of those hospitals: 
“ Your mortality is regrettably high, but you need 
no radical methods to reduce it, for other people 
with the old conservative ones have done much 
better than you.“ | 

It is.a difficult medicine to swallow, especially 
when the surgeons, in the persons of FINSTERER ê 
and GORDON-TAYLOR,‘ have just lifted their voices 
again in favour of early operation for bleeding 
ulcer—the application of the primary surgical 
principle of tying the bleeding vessel. FINSTERER 
claims a 5 per cent. mortality in 59 cases operated 
on within 48 hours, but it seems widely agreed 
that FINSTERER’S technical skill is exceptional. 
GORDON-TAYLOR sees the dangers of operation in 
partly exsanguinated patients charmed away by 
the magic of the drip transfusion method. It has 
yet to be decided, however, just how much 
difference the drip transfusion makes. There is 
no question that a dramatic change from pallid 
shock to red-faced well-being is produced in 
48 hours by the introduction of several litres of 
blood, but no record has yet appeared of a large 
series of patients so transfused and subjected to 
radical gastric operations; it can scarcely be 
hoped that their mortality will fall much below 
5 per cent., and the transfusion itself may not be 
entirely without danger. We would agree, there- 
fore, with Prof. RXLE's protest against the wide 
adoption of surgical methods at the present stage. 

At the same time the combination of operation 
with massive transfusion is such an improve- 
ment on operation alone or operation with a small 
transfusion, that it becomes more urgent than 
ever for the physician to learn to recognise the 
patients who, if they are medically treated, are 
likely to die. A more careful study of prognosis 
is clearly necessary, and more necessary perhaps 
in the hospital patients than in the private ones. 
We wonder whether, in our hospital wards as a 
whole, the patient with an acutely bleeding peptic 
ulcer excites quite so much interest and attention, 
receives quite such close observation and careful 
nursing as, for example, the pregnant woman 


with signs of pre-eclamptic toxemia. Every such 


case is a major problem, or may become one at 
any moment. Prof. RxLE'S low mortality figures 
are meant not as a soothing but as a stimulating 
example. 


2 See Goldman, L.: Jour. Amer. Med. Assoc., Nov. Tth, 1936, 


1537. 
* * THE LANCET, August 8th, 1936, p. 303. 
‘Zbid., 1935, ii., 811. 


' GEOGRAPHICAL DISTRIBUTION OF CANCER 


[pEo. 12, 1936 


GEOGRAPHICAL DISTRIBUTION OF CANCER 


ONE of the most striking contributions to the 
annual report of the British Empire Cancer Cam- 
paign for 19361 is a study of the regional distri- 
bution of cancer mortality in England and Wales, 
which has been carried out by Dr. PERCY Stocks, 
medical statistical officer at the General Register 
Office. The full analysis relates to 522,251 deaths 
attributed to cancer in the decade 1921—30, a 
period when the accuracy of diagnosis and certi- 
fication was undoubtedly much higher than in 
the earlier years of the century, and was also—an 
important point—becoming more uniform through- 
out the country. In the present report the study 
is limited to cancer of the cesophagus, stomach, 
intestines, rectum, liver, gall-bladder and pancreas, 
skin, lung, and breast, but similar data for other 
organs are being analysed. The distribution of 
mortality from cancer of these sites is shown both 
in maps and tables. 

In comparing the recorded incidence of cancer 
in different areas three factors have to be taken 
into account—viz., the age- and sex-distribution 
of the populations at risk, and the proportions of 
the populations living in urban and rural areas. 
This is clearly necessary, for the risk of dying from 
cancer increases with age, differs for different 
sites between the sexes, and is usually higher in 
the urban areas than in the rural. A valid com- 
parison between one, area and another must 
therefore allow for demographic differences of 
these types; for example, it is useless to compare 
the crude death-rate of Norfolk, where 10-3 per 
cent. of the population are more than 65 years of 
age, with that of the West Riding, where only 
6-6 per cent. are over this age. Srocks's method 
has been to take the death-rates according to each 
site, for each age-group, for each sex, and for 
each group of administrative areas (county 
boroughs, other urban districts, and rural districts) 
in England and Wales as a whole, to apply these 
rates to the corresponding populations in each 
county, and thus to reach the deaths that would 
have been registered in each county if the experi- 
ence of each of its sub-groups had been the same 
as in the corresponding sub-group in the country 
as a whole. These expected deaths he compares 
with the number actually recorded, expressing 
the latter as a percentage of the former, and test- 
ing whether the differences observed are more 
than are likely to be due to the play of chance. 
The effect of this standardisation is to reveal 
wide and very interesting differences. For instance 


cancer of the stomach shows two definite regions 


of high mortality, one extending from Wales to 
the north-west and extreme north of England, 
the other near to the Wash. The excess in some 


of the westerly counties of Wales is especially 


conspicuous, the worst example being Carnarvon 
where the recorded deaths both for males and 
females are just over double the expected numbers. 


Nearly every county in Wales gives ratios that 


1 Report was reviewed in THE LANCET of Nov. 28th, 
p. . 
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are consistently and significantly high. On the 
other hand these counties with high rates for the 
stomach show on the whole low rates for cancer 
of the cesophagus, though this inverse correlation 
is not apparent in the great towns. The high rate 
of gastric cancer in most of Wales is present at 
ages 25-65 as well as at the older ages where errors 
in diagnosis might well be a factor, and this leads 
Stocks to conclude that the excess cannot be 
explained by peculiarities in death certification ; 
while if it is regarded as a racial phenomenon the 
high rates in the adjoining counties of north-west 
England will still require a different explanation. 
He suggests that dietary habits may conceivably 
be involved or some indirect and at present obscure 
effects of the high rainfall in those areas; but 
the latter would hardly fit the second area of high 
mortality—namely, the Isle of Ely, the Holland 
division of Lincoln, and the Soke of Peterborough. 
Cancer of the intestines shows much less local 
variation than either cancer of the cesophagus 
or stomach, and bears no obvious relation to 
either. Cancer of the rectum and anus, which 
produces a mortality almost twice as great in males 
as in females, has a more definite regional distri- 
bution (the present study deals with males only). 
At ages over 65 its location is very similar to that 
of cancer of the cesophagus, the south-east quadrant 
of England being characterised by high mortality 
in each instance, so that there may be local 
factors common to these two forms. 

Skin cancer shows very high ratios in the Holland 
division of Lincoln, Lancashire, Cornwall, North- 
um berland, Cardigan, Flint, and probably Anglesey, 
and significantly high figures are also found for 
Durham, the East and West Ridings, East Suffolk, 
and. Monmouth. London, the Home Counties, and 
Carnarvon have remarkably low mortalities from 
this form of cancer. The explanation of this dis- 
tribution will probably be found, Srocxs thinks, 
mainly in the distribution of industry, and he 
notes that most of the mining areas appear to 
have ratios above the average. The rapid increase 
in deaths attributed to cancer of the lung makes 
this site one of particular interest. The registered 
mortality clearly rises with urbanisation, but it is 
impossible to determine how far this is due to 
better facilities for diagnosis. From his detailed 
analysis Stocks believes that the local distribution 
must be greatly influenced by lack of uniformity 
in diagnosis, but that it would be difficult to explain 
some of the contrasts noted only on those grounds. 
Cancer of the breast is relatively high in the 
urban areas, low in Wales and the north of England. 
Its local variation though less than that found for 
other sites is sufficient to require an explanation. 


THE HUMAN FACTOR IN INDUSTRY 


THE National Institute of Industrial Psycho- 
logy was founded in 1921 as a voluntary organisa- 
tion with the object of studying the human factor 
throughout occupational life and of spreading a 
knowledge of the practical results of such studies. 
Its first president was the late Earl of BALFOUR, 
succeeded in turn by Viscount D’ABERNON, 
Lord Maocmmian, and the Earl of DopLEx, 
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who now occupies that position; vice-presidents 
of the Institute have been four chief officers of the 
Royal Society, Sir WILIA Braca and his three 
predecessors; Dr. C. S. MxERS, F. R. S., and 
Dr. G. H. Mis have served the Institute as 
principal and director since its foundation. The 
sixteenth annual report just issued’ tells us that. 
during the past year investigations have been 
carried out for 33 firms or companies, representing. 
23 different industries, while 1087 persons, three- 
quarters of whom were males, have received 
vocational or educational guidance. The Institute 
is not a profit-making concern. The subscriptions. 
of its 1700 members and associates cover roughly 
the cost of the publications they receive, and out. 
of an annual expenditure of £28,000 only about. 
£21,000 is received back from concerns and 
individuals for services rendered, leaving uncovered. 
an outgoing of about £7000 a year which has in the 
past largely been met by grants from Carnegie 
and Rockefeller funds, but more recently from the 
Balfour Memorial Fund which is now nearly 
exhausted, The Institute is recognised by London 
University for courses in industrial psychology, 
it has been widely consulted by education 
authorities at home and abroad, and it has in the 
past initiated a large amount of research work, 
including the scoring of intelligence tests, rhythm 
in motor activities, vocational guidance experi- 
ments, and the effect of alcohol on motor-drivers, 
all of which have led to results of practical value. 
The Institute is unique in its aims and work; 
no country possesses anything quite comparable, 
free as it is from State control and concerned 
primarily with the psychological and relevant 
physiological factors in the manifold aspects of 
occupational life. It is we fear a fact that without 
new sources of financial support the work of the 
Institute in its national and educational aspects 
is likely to be severely crippled, and in commending 
its work to the widest possible circle we need only 
recall the remark of ELTON Mayo that the 
worker’s attitude towards his work and towards 
his supervisor is more important than any other 
single factor in production, and that the Institute 
has shown remarkable insight and initiative in its. 
work on this problem. y 


1 The Human Factor. Annual Report Number. December, 1936.. 


LaMBETH Hospitat—To-day, Friday, Dec. 11th, at. 
3 P. x., Lord Horder is opening the new nurses’ home at. 
Lambeth Hospital. Thisis the largest general hospital under 
the control of the London County Council, and during the. 
quarter ending Sept. 30th it had a daily average of 
1064 in-patients. The new home, which is part of a scheme. 
of modernisation, has cost nearly £59,000. It is a six-storey 
building and will have room for 206 members of the 
nursing staff. Each bedroom is fitted with a lavatory 
basin with hot and cold water, and a built-in wardrobe. 
cupboard. For certain of the senior nurses a small sitting- 
room is provided adjoining the bedroom. Large separate. 
sitting-rooms are also provided which can be thrown. 
together by means of sliding doors for special occasions. 
The training school, containing a lecture theatre, demon- 
stration room, and library, is at the eastern end of the. 
building. On the upper floors are self-contained flats for 
the matron and the assistant medical superintendent. 
On the flat roof over part of the building there is provision. 
for sun-bathing and physical exercises. 
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WHAT IS WRONG WITH MILK DISTRIBUTION ? 


Mux marketing boards are of recent creation, 
they have done excellent work, and their full utility 
cannot yet be assessed. All this is granted by the 
Milk Reorganisation Commission, but it is evident 
from its report 1 that the Commission is far from 
satisfied with many of the existing arrangements. 
Producers, apart from those in specially favoured 
markets, have received more for their milk, and the 
larger distributors have also benefited financially. 
But so far as consumers are concerned, the principal 
effect of the schemes, we are told, has been to raise 
retail prices throughout most of the country. This 
has arisen in two ways: in the first place through 
the higher wholesale prices which distributors have 
had to pay; and secondly through the fixing of mini- 
mum retail prices. More milk is produced, but the 
natural fall in its cost to the public has been pre- 
vented by the monopoly of thé producers and their 
power to fix prices. This increased price has seriously 
limited consumption, and that despite the great 
improvement in the purchasing power of the public. 
Apart from cheap subsidised milk, the Commission 


can only point to a very slight rise in consumption.. 


Rural consumers have suffered more even than urban 
consumers; as a rule they have to pay the full urban 
price for the milk produced at their very doors. It 
may be difficult or even impossible to obtain milk 
in the country ab all because of reluctance on the 
part of the producer to take out a retailer's licence. 
Consider all that has been done to push milk as a 
staple article of diet: the efforts to stimulate con- 
sumption through the State subsidy, the milk in 
schools scheme, the stress on the nutritional value 
of milk, the propaganda of the National Milk Publicity 
Council. The Commission has to admit that the 
results, apart from directly subsidised milk, have been 
meagre. Dealing with figures not later than 1935, 
there was a very modest increase in the production 
of graded milks of improved quality. | 
What then does the Commission propose? The 
report contains certain definite administrative pro- 
posals. Its chief recommendation is the setting-up 
of a permanent milk commission of five members, 
. each to serve for 5 years and to be eligible for 
re-election, appointed jointly by the Minister of Agri- 
culture and the Secretary of State for Scotland. As 
the central authority for the industry it would advise 
the Government on questions of milk policy. Its 
task would be to develop the industry, to fix the 
prices to be paid to milk producers on the one hand 
and to the milk boards by the buyers on the other, 
and to control and supervise any State milk subsidy. 
The Commission frankly dislikes the present system 
under which producers’ boards determine the buying 
price of milk by pooling, the receipts from sales and 
dividing the total among producers according to 
their gallonage. The new permanent commissioners 
should fix prices at a level designed to secure the 
production of whatever volume of ,milk is required. 
This volume depends on the “ normal” demand for 
liquid milk, on the provision of milk to assisted 
classes of consumers, on the extent of the subsidy 
to manufacturers. The price payable to producers 
should be sufficient to secure production, and will 
necessarily vary somewhat owing to local conditions 
and needs. The subsidy suggested is in the neigh- 
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bourhood of an additional £3? million. At present 
the manufacture of nulk products is conducted on 
an uneconomic basis, in the sense that the prices 
obtainable for the final product are insufficient to 
enable manufacturers to buy milk at a price which 
will cover the cost of its production. The balance 


is made up out of the price paid for milk used for 


consumption as a liquid, Put another way, con- 
sumers of the present high-priced liquid milk can 
obtain some consolation from the uneconomic price 
The Commission 
would like the subsidy to be large enough to enable 
liquid milk prices to be relieved from their part 
payment for the manufactured article. The whole- 
sale price of liquid milk could then be lowered and 
the retail price would fall. The subsidy could also 
be used to enable milk to be sold to selected classes 
of consumers at reduced prices. The wholesale price 
of liquid milk—i.e., the price paid by the distri- 
butor—should be fixed at such a level that the income 
from its sale, plus the income from the sale of manu- 
facturing milk plus the grants in respect of manu- 
facturing milk and of assisted price ” milk, will be 
sufficient to meet the payments due to producer, 
The Commission considers that improvements of 
method are possible both in production and in 
distribution, but does not elaborate its proposals 
under this head. 

The report is mainly concerned with milk as a 
commercial product. It was not within the Com- 
mission’s terms of reference to consider the public 
health aspect, but it is disappointing that the Com- 
mission fails to realise how intimately the safety of 
milk as a food is bound up with its increased produc- 
tion and use. Troubled as it is by the inadequate 
amount of milk drunk the Commission does not 
correlate this with the present want of confidence 
in its quality and safety. It visualises ‘‘ accredited 
milk,” a type regarded generally by the medical 
profession as unsafe, as the highest type available; 
it regards milk from tuberculin-tested cows as a 
pious hope for the future, and has nothing whatever 
to say about pasteurised milk. It is true that in an 
addendum to the report Sir John Orr, one of the com- 
missioners, does lay more stress on this point, but 
the commissioners as a whole have not grasped, what 
every commercial advertiser knows, that you cannot 
push the sale of any article when there is grave doubt 
as to its safety. Whatever methods are adopted for 
marketing milk the position will remain unsatis- 
factory until a safe milk-supply is provided. 


THE. SURGICAL SIDE OF EPILEPSY 


“THERE is only one physiological cause for 
epilepsy,” writes Penfield,1 but there are many 
pathological causes. It is for the physician to 
search out the pathological cause and to treat each 
patient with discrimination. There is no panacea, 
no universal remedy.” The physiological cause 
remains undiscovered, but great strides have been 
made during the last decade in correlating epilepsy 
with demonstrable intracranial lesions. Owing to 
his great interest in the subject, from the stand point 
both of histology and therapeutics, Penfield has 
attracted much clinical material to his clinic at 
Montreal, and he is now able to give a critical review 
of the indications for and value of surgical interven- 
tion. He points out that careful preliminary study 


„ aed; W.: Arch. Neurol. and Psychiat., 1936, xxxvi., 
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of each case is essential before any conclusion can 
be reached about the correct mode of treatment. 
Importance is rightly attached to the pattern of the 
attack, and if the history from the patient and 
witnesses is inadequate, then an attempt should be 
made to induce a typical fit while under observation 
in hospital. Every nurse should be trained to 
appreciate, and immediately register in writing, the 
precise course of events during a convulsion. Neuro- 
logical examination, except in cases resulting from 
gross brain injury or tumour, often gives scant 
localising aid, and encephalography is almost always 
essential. This may demonstrate local cortical 
atrophy, or gross distortion of the ventricle, for scar 
tissue may cause a traction diverticulum. A tumour 
will be recognised by typical displacement of the 
ventricular system. Where craniotomy has been 
decided upon, then electrical stimulation of the 
exposed cortex will aid the surgeon both in locating 
the epileptogenic area and in indicating the limits of 
the Rolandic gyrus. 

It is usually held that in a large proportion of cases 
of epilepsy no pathological cause is recognisable. 
This idea has lately been challenged by Bateman,? 
who claims to have detected organic abnormalities 
in the brains of 140 out of 142 cases diagnosed as 
idiopathic epilepsy. Bateman makes a significant 
distinction between the disease as it arises before 
and after puberty; before puberty, he says, it is 
nearly always associated with imperfect development 
of the frontal lobe, whereas after puberty it may be 
attributable to a variety of lesions, including 
abnormalities in the ventricles, meninges, pacchionian 
bodies, and blood-vessels. Walker,? who has studied 
100 patients with major epilepsy beginning in adult 
life, is able to point to a similar variety: he found 
neurosyphilis in 15, hypertension (over 150 mm. Hg 
systolic) and arterio-sclerosis in 14, effects of trauma 
in 4, and tumour of the brain in 16. His series bears 
out the statement that, where epilepsy begins in 
adult life, a cerebral tumour is most often found to 
be the cause. In this connexion it is interesting to 
compare the incidence of epileptiform seizures in a 
series of supratentorial tumours from the Montreal 
clinic (71 per cent.) with that of other clinics ; Sargent 
reported an incidence of 30 per cent. As Penfield 
says, this may be due to the attraction to the centre 
of a preponderating number with a history of convul- 
sive seizures. It is surprising to learn that the 
incidence of fits in cases of meningioma—essentially 
a cortical tumour—was 71 per cent., and of astro- 
oytoma, 84 per cent. Unfortunately the assumption, 
that if a tumour giving rise to epilepsy is removed 
then the fits do not recur, is unjustified, and it may 
be responsible for grave disappointment to the patient 
and relatives. Where the tumour removed was 
a meningioma, the seizures ceased in 42 per cent. 
of the survivors, but the corresponding figure for 
astrocytoma was only 13 per cent. Several interest- 
ing cases are reported in which epilepsy was deemed 
secondary to a subdural collection of fluid. The 
cause of this exudation is not clear, but drainage of 
the fluid appeared beneficial. 

Perhaps the chief interest in Penfield’s paper lies 
in his summary of results of operation for post- 
traumatic epilepsy. After compound fracture of 


the skull, a dense scar may bind brain and dura 


neighbouring wall of the ventricle. 


together, often with considerable distortion of the 
Closed injuries 
may result in local cortical atrophy, and a healing of 
1 F.: Ibid., p. 578; see THE LANCET, Nov. 7th, 
P's Walker, A. E.: Arch. Internal Med., 1936, lviii., 250. 


cerebral abscess may also bring about the formation 
of a meningocerebral cicatrix responsible for epilepsy. 
Total excision of the scarred areas resulted in cure in 
46 per cent. of cases, with an operative mortality of 
only 2:6 per cent. Moreover, such an operation, 
when performed by an expert, leaves no serious 
physical disability. On the other hand, former 
sufferers must always be considered potentially 
epileptio. Cure,“ in this sense, implies freedom 
from attacks to date, up to periods of seven years. 


JAUNDICE AND LIVER NECROSIS 


IN the last volume of the Reports of St. Bartholo- 
mew’s Hospital Dr. E. R. Cullinan gives an interesting 
and well-illustrated account of 20 cases of apparently 
causeless jaundice in which after death the liver 
was found to be largely fibrosed with scattered 
nodules of hyperplastic liver cells. He calls the 
condition, and such is its usual name, “ subacute 
necrosis’; but the terminology is unfortunate for 
while necrosis refers to the pathologica] change, 
“subacute” describes the clinical course of those 
cases where the original -necrosis, no doubt always 
acute, does not involve so much liver substance that 
the patient dies in a few days with acute yellow 
atrophy.” The main and characteristic symptom is 
jaundice, often recurrent, associated with vague 
illness and gastric disturbance. The jaundice is very 
variable however in its time relations: it was the 
initial symptom in about half the author’s cases, 
while in two it appeared only shortly before death ; 
it may be transitory or it may last ten years, and it 
generally grows darker towards the end. Bile 
pigment and sometimes bile salts were present in 
the urine and in the early stages the stools were 
often clay coloured though they generally returned 
to normal later on. The liver was palpably enlarged 
in two-thirds of the cases and the spleen in about a 
third, and ascites often appeared a few weeks before 
death. The terminal symptoms of cholemia came 
rather suddenly and lasted only two or three days. 
The variations in what seems to be a consistent 
clinical picture are well brought out in the oase- 
histories which are given in fair detail. The final 
condition of the liver is also essentially uniform, 
though the distribution and details of the lesions are 
various enough to give a diversity of appearances. 
The organ is extensively fibrosed with scattered 
nodules of regenerated liver cells, and in nearly all 
the cases the author satisfied himself that further 
necrosis immediately preceded death. His interpre- 
tation of the process is that there is an attack of 
necrosis (with jaundice) which is essentially lobular 
in distribution. This is compensated for by regenera- 
tion of the surviving healthy cells, but it is not 
necessarily completely healed since the lobules tend 
to collapse and the growth of the regenerative nodules 
helps to disorganise the normal lobular arrangement. 
It may however be enough to carry the patient on 
in tolerable health if he is lucky enough not to have 
another attack. If he does, the new liver tissue is 
destroyed, it may be on a scale sufficient to cause 
death, or enough normal tissue may remain to allow 
further regeneration ; and so on. Whether the final 
fatal issue is due to there being too few liver cells 
is a little uncertain : the regeneration nodules are out 
of place with regard to their blood-supplies and their 
bile-ducts, and the cumulative evidence is certainly 
to the effect that liver cells can function properly 
only if the normal architecture of the liver is pre- 
served, for it is on this that the liver cells depend for 
their supplies of hepatic and portal blood and the 
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anastomosis of the two at the periphery of the lobule 
as well as for their efferent ducts. It is likely that 
gross disturbances of the normal arrangements are in 
the end necessarily fatal, even though there are 
plenty of live liver cells left. The cause or causes of 
the whole sequence is, Dr. Cullinan confesses, quite 
obscure, and in his cases he could not implicate any 
of the poisons which are known to lead to liver 
necrosis. It is possible that the ordinary attack of 
“ cațarrhal jaundice’? without sequela represents a 
mild manifestation of the same condition and there is 
certainly some evidence that this is associated with 
degenerative changes in the liver cells. Evidently 
what is wanting is an accurate knowledge of what is 
going on in the liver at the beginning, which is what 
pathologists so often need. 


EATING AND TASTING 2 


Many of us eat without appreciation of what we 
eat; we may know. what we like, but we less often 
know what is good for us; few people are well 
informed about their food, and some even think that 
to be so informed savours of greediness. Dr. Leipoldt’s 


Belly Book ” is opportune at the present moment. In 


preliminary chapters dealing with the general prin- 
ciples of digestion and nutrition, with the physiology of 
taste, with the food requirements as determined by age 
and environment, and with the effects of fasting and 
overfeeding, he makes a comprehensive review of the 
most important facts concerning the physiology and 
pathology of nutrition. In succeeding chapters he 
writes with learning and imagination concerning the 
selection of food, the appreciation of food, the art 
of dining, and the virtues of the fine alcoholic drinks. 
Study of recent literature suggests that, from the 
nutritional point of view, the health of the public is 
threatened less than ever before by a shortage of 
essential raw materials, but suffers more by increasing 
ignorance as to the proper means of employing them, 
and often by the deliberate misuse of excellent 
primary material. Dr. Leipoldt’s book might well 
serve as a nucleus of the growth of a revival in interest 


in the true and worthy enjoyment of food for its. 


own sake. 


“ARCHITECTS AND ANAESTHETISTS 


A NUMBER of members of the Royal Institute of 
British Architects took part with the section of 
anzsthetists in the discussion last week on the ideal 
structure of an operating theatre opened by Mr. 
George Edwards at the Royal Society of Medicine. 
They were unanimous in welcoming a joint discussion, 
feeling that the hospital architect was apt to be insuffi- 
ciently acquainted with medical needs, and, indeed, 
was scarcely aware of the anesthetist at all. Mr. 
Edwards’s desires were simple but comprehensive ; 
he looked at the anesthetic room, the theatre, and 
the rest of the hospital from the point of view of 
what is best for the patient who is just about to 
undergo operation or who has just undergone 
operation. For the latter he preferred a recovery 
room in close proximity to the theatre, but this 
preference was not shared by some who took part 
in the discussion. Mr. E. H. Rayner, Sc. D., super- 
intendent of the eleotricity department of the National 
Physical Laboratory, spoke on the measures neces- 
sary for the avoidance of dangers from static spark, 
and showed how commonly electricity of this kind 
could be generated in the modern theatre and anæs- 


1 The Belly Book or Diners’ Guide. 
S.Eng., D.Litt. 
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thetic room. Air humidity of 65 per cent. was, he 
said, a source of safety. Sound absorbing walls 
came up for discussion, when the architects pointed 
out the difficulty of combining this requisite with 
surgical cleanliness. Otherwise it is only the restricted 
space, it seems, that prevents the architect from m 

the needs of the medioal man. The colour scheme for 
theatres and for hospital interiors generally led to 
divergence of opinion, although the customary 
interior decoration was admitted to be depressing. 
Anesthetists mentioned the dangers which arose 
from a wrong choice of colour for walls, gowns, and 
window blinds in theatre and anesthetic room. 
Dr. H. Gainsborough deprecated elaborate installa- 
tions of any kind since finality in judgment could 
not yet be reached and an expensive arrangement 
put in to-day might be superseded to-morrow. Sim- 
plicity and flexibility were the essential qualities; 
he would like medical men generally to make them- 
selves more expert about hospital construction than 
they, were at present. The president, Dr. Langton 
Hewer, told of the satisfaction which the pipe instal- 
lation for gases in the new theatres had given at 
St. Bartholomew’s Hospital. 


EXOPHTHALMIC OPHTHALMOPLEGIA ~ 
Dr. Russell Brain 1 has lately put forward the view 


that the association of ophthalmoplegia with exoph- 


thalmos and thyrotoxicosis is a syndrome distinct 
from exophthalmic goitre, from which it differs in 
several important respects, notably in age- and sex- 
incidence and in the relative slightness of the general 
symptoms of thyrotoxicosis. In exophthalmio 
ophthalmoplegia,” as he has named it, the basal 
metabolic rate not uncommonly is normal, and this 
syndrome has been observed to develop and progress 
in a number of patients after subtotal thyroidectomy 
has rendered the basal metabolic rate subnormal. 
In the light of recent physiological studies Dr. Brain 
suggests that the ocular symptoms may be due to 
the action of the thyrotropic hormone of the pituitary 
and that even in exophthalmic goitre the exoph- 
thalmos may not be a symptom of the thyrotoxicosis. 
Observations by other workers lend some support to 
this view. Thomas and Woods? record 16 cases 
“which present 
progressively increasing exophthalmos even after 
thyroidectomy has brought about relief of all the 
other symptoms such as tachycardia, tremor, ner- 
vousness, and increased rate of metabolism. Ophthal- 
moplegia developed in 7 of these patients. The post- 
operative basal metabolic rate was normal in all but 3, 
2 of whom had post-operative myxcedema with basal 
metabolic rates of —30 and — 35 respectively, while 
the third had a basal metabolic rate of +36. Sections 
of the extra-ocular muscles from 3 patients showed 
histological changes similar to those which have 
previously been described—namely, infiltration with 
islands of round cells. The authors’ most stri 
observation was made in one case in which, after 
enucleation of both eyes, the orbital contents con- 
tinued to hypertrophy and finally bulged out between 
the eyelids. Thomas and Woods conclude that 
progressive exophthalmos can occur in the absence 
of clinical hyperthyroidism and that if the thyro- 
tropic hormone is responsible it acts not on 
the smooth but on the striated muscles of 
the orbit. 


No. 1 Pram, W. R.: Lond. Hosp. Gaz. (Olin. Supp.), 1936, XIX., 
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Mr. Stallard * has since reported a case of exoph- 
thalmio ophthalmoplegia with thyrotoxicosis which 
reacted in a striking manner to the thyrotropic 
hormone of the pituitary. The patient, a man of 31, 
presented the clinical picture described by Dr. Brain, 
with bilateral exophthalmos, more conspicuous on the 
left side than on the right, paresis of the left inferior 
rectus and inferior oblique muscles, and minimal 
general signs of thyrotoxicosis, the basal metabolic 
rate being —4. On three consecutive days 600 
Organon units of thyrotropic hormone were injected. 
After each injection the basal metabolic rate rose, 


and it reached a maximum of +41 per cent. three 


days after the last injection. At the same time the 
exophthalmos increased a little, subsequently diminish- 
ing in the right eye; but three weeks later the left 
eye developed corneal ulceration and the exoph- 
thalmos progressively increased, necessitating excision 
of the globe. The extra-ocular muscles were found 
to be considerably enlarged and the inferior rectus 
showed the characteristic round-cell infiltration and 
fibrosis. In this case, therefore,. the effect of the 
thyrotropic hormone was greatly to intensify the 
exophthalmos, and though at the same time it 
raised the basal metabolic rate the occurrence of a 
similar progressive exophthalmos in the presence of 
post-operative myxedema seems to imply that 
hyperthyroidism played no part in this intensification. 


It is unlikely that human material will afford stronger 


evidence that the thyrotropic hormone is responsible 
for the exophthalmos and the ophthalmoplegia, 
though there are still obscurities in its mode of action. 
It seems probable, however, that the study of this 
rare syndrome will throw light upon the patho- 
genesis of exophthalmos and upon the nature of 
exophthalmic goitre. 


THE MEDICAL. DIRECTORY, 1937 


For one reason or another the Medical Directory 
is one of the most closely read publications of the 
medical year. The directory for 1937 which reached 
us on Nov. 29th, 1936, has a particular claim to 
interest because for the first time within living 
memory the list of practitioners in the London 
section has practically ceased to grow. The increment 
is a mere 4 on last year’s number, while for the last 
nine years it has been each year more than 100 a 
year. There has been no difference in the method 
of compilation, and the figures must be taken as 
very nearly statements of fact. It looks as though 
medicine has suddenly discovered the fact that the 
London of the postal area—for it is this London on 
which the directory list is based—has stopped growing. 
By a curious coincidence this section of the Medical 
Directory has been reset in type and format which 
makes it 54 pages shorter than the same section 
last year. The actual face of the type used is the 
same, and the extra room has been gained by diminish- 
ing the space between the lines (doing away with 
what printers call the beard), by broadening the 
column, and by diminishing the margin at top and 
‘bottom. This process of internal reorganisation 
began a year ago with the introductory part of the 
directory, and will doubtless extend year by year 
to the back cover. We think it will commend itself 
to readers, and there are many besides ourselves 
who hope that the space thus saved may lead to 
the reinsertion of the section of dental surgeons who 
have no directory of their own. The total increment 
of names in the 1937 list is 657, made up as follows, 


> 5 H. B.: Brit. Jour. Ophthalmol., November, 1936, 
P. ° 
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On the plus side: London, 4; provinces, 468; Wales, 
17; Scotland, 2; abroad, 153; Services, 22. On 
the minus side: Ireland, 9. Those who do not find 
their names in the classified list should turn to the 
late list” of names and changed addresses on 
pp. 2221-5. There are a few small but useful addi- 
tions to the directory. The return of the list of medical 
‘Members of Parliament (p. xlvii.) is welcome and the 
new entry about the L.C.C. Laboratory Service 
(p. 406). In the table of contents, medical ‘‘ periodi- 
calls appear also under the heading journals 
in order that they shall not be missed. This is the 
93rd annual issue, and may be had from Messrs. 
J. and A. Churchill (now of 104, Gloucester-place, 
London, W.1) at the price of 36s. 


THE ATTACK ON THE ATOMIC 
NUCLEUS 


Ar the conclusion of the annual conference of 
the British Institute of Radiology, of which some 
report is given on another page, the seventeenth 
Mackenzie Davidson memorial lecture was given 
by Mr. J. D. Cockcroft, Ph.D., of the Cavendish 
Laboratory, Cambridge. Dr. Cockcroft chose a 
subject in which he has himself played a prominent 
part, for although the way in which the nucleus of 
an atom holds together is still a secret he and his 
fellow workers have been instrumental in finding 
ways of blowing it to pieces. In a delightful dis- 
course, disarming in the simplicity of treatment, 
he showed the swing of action during our period 
of radio-active knowledge in trying to make the 
nucleus give way to external forces. Radio-activity 
revealed atomic instability, for the most part a 
property of elements of high atomic weight and 
therefore of some complexity, though potassium with 
its feeble radio-activity was something of an exception. 
When Rutherford showed that oxygen could be 
formed from nitrogen by bombarding the latter with 
alpha particles, the first successful assault upon the 
nucleus from without had been made; but, when 
atoms with more closely guarded nuclei than nitrogen 
were similarly attacked, the attacks were warded 
off by the strong electric fields barring the way. 
The only way to get over this was to produce particles 
more highly energised than alpha rays. This has 
been achieved by speeding up protons and deuterons ; 
when these electrified particles are showered upon 
atoms, they are able, by virtue of their enormous 
energy, to penetrate through the defences of 
elements of quite high atomic weight. This done, 
they disturb the equilibrium of the nucleus, often 
with consequent disruption of the atom, and an 
unstable type of atom persists—artificial radio- 
activity is, in fact, just as real a thing as the natural 
product. 

Dr. Cockcroft reminded his audience that the chance 
of nuclear encounters is very small; he could see 
little probability of these artificial products becoming 
of such practical importance in medicine as are the 
naturally radio-active bodies, although they might 
be of great scientific use. He referred to the work 
of von Hevessy who has shown how to trace the 
distribution of phosphorus through the body by the 
mixture with it of minute traces of radio-active 
phosphorus ; the detection of this by physical means 
is several million times as delicate as the ordinary 
gravimetric methods of the chemist. Medicine has 
therefore begun to benefit from these experimental 
feats of the physicists, whose aim is to reveal the 
nature of the nucleus and its surroundings. To some 
it may appear strange that the way towards this 
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knowledge is to shatter the nucleus; perhaps a 
refinement in method will allow a gentler but no less 
sure approach. 


SERUM TREATMENT OF SPORADIC 
MENINGOCOCCAL MENINGITIS ` 


MENINGOCOCCAL meningitis in non-epidemic periods 


and areas is most often due to infection with strains 
of meningococci of the serological Group II. This 
group comprises the Types 2 and 4 of Gordon as well 
as other types, perhaps many, which possess serological 
relationship, but not complete identity, with Types 2 
and 4 and with each other. In the basal meningitis 
of infants, which is the chief contributor to mortality 
from meningococcal meningitis in inter- epidemio 
periods, meningococci of Group II. are especially 
common. Serum therapy in infections with Group II. 
is often, and particularly in infants, much less 
successful than in infections with Group I., the usual 
cause of cerebro-spinal fever in epidemic form. It 
is possible that one reason, among others, for this is 
an inadequate amount of antibody for Group II. 
in the usual polyvalent anti-meningococcus thera- 
peutic serum. The serum department of the Lister 
Institute has, therefore, prepared a special Group II. 
serum by. immunising horses solely with Group II. 
strains recently isolated from sporadic cases in various 
parts of the country. This serum has been subjected 
to a concentration process in which a large proportion 
of the inactive protein is removed so that one volume 
of the concentrated serum is roughly equivalent in 
antibody content to three volumes of the original 
serum from which it was derived. The usual small 
quantity of tricresol has been added to the finished 
product. It is suggested that this serum, obtainable 
from Messrs. Allen and Hanburys Ltd., might be 
employed in the treatment of infants with meningo- 
cocoal meningitis unless and until serological tests 
of the infecting strain have shown, as they will in a 
small minority of cases, that it belongs to Group I. 
Records are. kept at the Ministry of Health of the 
serum treatment of meningococcal meningitis in every 
case in which information is available, and it is much 
to be desired that such information should be as 
complete as possible, since there is as yet no means 
of arriving at an assessment of the value of anti- 
meningococous sera except the compilation of clinical 
findmgs. In reporting cases treated by concentrated 
anti- meningococous serum, the actual quantity used, 
in cubic centimetres of the serum, should be stated 
and not the presumed equivalent amount of the 
natural serum. 


LISTER’S HOUSE SURGEON 


Dr. John Macfee, who died last Saturday at the 
_ age of 92 years, was house surgeon in 1864-65 at 

the Royal Infirmary in Glasgow. It was on 
August 12th, 1865, that a boy of 11 was admitted 
to the Infirmary after the wheel of an empty cart 
had passed over his left leg, breaking both the bones 
and causing a wound, 14 inches long and 2 inch broad, 
over the fracture into which a probe could be passed 
for some inches. Macfee, acting under Listers 
instruction, dipped a piece of lint in liquefied phenol, 
laid it on the wound, and immobilised the limb with 
pasteboard splints, the dressing being left undisturbed 
for four days. When Lister then examined it there 
were some superficial sloughs caused by the phenol, 
but no signs of suppuration. 
within six weeks and the boy’s recovery was complete. 
Lister recorded this case in an article entitled On 
a new method of treating compound fracture, 


The wound healed: 


abscess, &., which appeared at the time in our 
columns 1 and was reprinted? when the centenary of 
his birth was celebrated. It was at that time a 
portent for a dirty compound fracture to heal by 
first intention and Macfee was accessory to an act 
of historical interest. After completing his house- 
surgeoncy he left Glasgow for London, where he 
spent the remainder of-his long life. His death severs 
what must be the last link between our time and the 
house surgeons of Lister’s Glasgow days. 


SINOGRAPHY 


Ar a meeting of the section of otology of the 
Royal Society of Medicine on Dec. 4th, with Dr. 
Douglas Guthrie in the chair, Dr. Paul Frenckner 
of Stockholm read a paper on sinography, a method 
of radiography in the diagnosis of sinus thrombosis. 
This method of investigation aims at determining 
the existence of an obstruction to the blood stream 
in the dural sinuses or in the jugular vein, and is 
accomplished by taking an X ray picture during the 
injection of a Röntgen-opaque substance into the 
sinuses. The technique is as follows: by means of 
specially made trepanning instruments the superior 
longitudinal sinus is exposed, and into this vessel a 
Röntgen-opaque substance is injected and, simul- 
taneously, X ray photographs are taken. If there is 
any obstruction to the blood stream in any of the 
“ evacuary ” sinuses, the picture of the Röntgen- 
opaque substance shows where it is to be found. 
Anatomical variations and anomalies must be oare- 
fully taken into consideration in assessing the value 
of the radiograms. An objection to the procedure i 18 
that it involves exposure of a cranial sinus for the 
purpose of establishing the diagnosis of disease in 
another sirius. The commonest affection of a cranial 
sinus is infective thrombosis of a lateral sinus 
secondary to suppurative otitis, and here the diag- 
nosis is usually sufficiently clear to warrant direct 
operative exploration of the diseased region. In 
rare cases, where there is bilateral aural suppuration, 
there may be a doubt as to which side is the cause of 
the symptoms. 


THe following trustees have been appointed to 
administer Lord Nuffield’s gift for medical research 
at Oxford: Mr. W. M. Goodenough, vice-chairman 
of Barclays Bank (chairman); Mr A. D. Lindsay, 
vice-chancellor of the University; ‘Sir Farquhar 
Buzzard, regius professor of medicine; Prof. T. B. 
Johnston, dean of Guy’s Hospital medical school; 
Mr. R. W. Thornton, chartered accountant ; Mr. 
Douglas Veale, registrar of the University ; Prof. 
Edward Mellanby, F.R.S., secretary of the Medical 
Research’ Council; Mr. Andrew Walsh, solicitor; 


Major R. S. Rowell, member of the Radcliffe 


Infirmary’s board of, guardians; and Mr. A. H. 
Wood, representing the Wingfield-Morris Orthopedic 
Hospital. 


1 THE LANCET, 1867, i., 326. 
* Ibid., 1927, i., 773. 


LONDON Hospirrat—The sum of £80,000 is wanted 
by this hospital for essential improvements, and a dinner 
was held at Claridge’s Hotel on Dec. 3rd in support of the 
appeal when donations amounting to over £4000 were 
received. The chief items of expenditure are £25,000 for 
a domestic servants’ hostel, £21,000 for an extension to 
the nurses’ home, and £15,000 for the ear, nose, and throat 
wards. A sum of at least £42,000 must be collected 
before an effective start with work can be made. The 
hospital has already received an anonymous gift of £10,000 
towards the appeal. 
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PROGNOSIS 


A Series of Signed Articles contributed by invitation 


CXXII 
PROGNOSIS IN PLASTIC SURGERY 


II* 
ACQUIRED DEFECTS 


ACQUIRED defects may be the result of trauma, of 
disease, or of the treatment of disease. In this latter 
category come defects created in the removal of 
disease by surgical means, and also those which 
sometimes follow the use of radium and X rays and 
such cauterising agencies as diathermy and carbon- 
dioxide snow. ‘Trauma, however, is the commonest 
cause, and the amount of damage inflicted neces- 
sarily varies from minor abrasions to extensive loss 
of tissues, which if untreated will cause severe 
secondary defect. 

Abrasions 


Recent.—Recent abrasions are frequently dismissed 
as being of little importance. When they are acquired 
on the modern tarred road such an attitude may 
result in a scar of reasonable texture, but of very 
bad appearance on account of its dark pigmentation. 
Immediate efficient cleansing under anesthesia with 
a silver wire or stiff bristle brush will avoid all such 
pigmentation. . 

Healed.—Tar pigmentation cannot as a rule be 
removed after the wound is healed without complete 
excision of the whole of the affected area. Since 
these areas are frequently extensive and often mul- 
tiple, this may mean the utilisation of a graft—an 
operation which is out of all proportion to the 
magnitude of the original injury. 


Wounds 


Recent.—Immediate suture after careful débride- 
ment naturally offers the best prospect of a good 
scar. Only when sufficient time has elapsed to allow 
of gross infection is it desirable to allow healing to 
occur before undertaking secondary excision and 
resuture. As a rule healing is obtained within less 
than five days of the accident. 

Healed.—When a wound has healed and has pro- 
duced an unsightly scar, improvement can frequently 
be obtained by excision of the scar and accurate 
resuture. Keloidal tendencies can usually be mini- 
mised by the pre-operative and sometimes the post- 
operative use of X rays or radium. 

In some situations it is found that really good 
results cannot be assured. On the face scars which 
cross the supraorbital ridge or the lower border of 
the mandible frequently tend to become depressed. 
Scars in the malar region have a similar tendency, 
though in this situation a horizontal scar is less 
likely to be troublesome than a vertical one. On the 
body a vertical scar near the midline seems prone 
to become keloidal. This is particularly true of the 
neck and chest, and the tendency appears to diminish 
as the scar lies nearer the pubes. On the limbs 
vertical scars tend to become wide, though not 
necessarily keloidal, whereas transverse scars are 
less likely to be so obvious. 


Tissue Loss 


Recent.— Extensive lacerations should be treated 
as emergencies. If accurate débridement is carried 
out, if all tissue of doubtful viability is removed, and 


* Part I. appeared last week. 


if the resultant raw area is immediately provided 
with a new skin covering, then healing by first 
intention should be the rule. Replacement of skin 
flaps without any regard to the certainty of their 
survival cannot fail to result in infection. As a 
result tissue which otherwise would have survived 
will be lost, healing will be delayed for many weeks, 
and there will finally remain a mass of scar tissue 
which will require subsequent removal. 

Burned surfaces unfortunately do not lend them- 
selves to immediate repair, but with careful treatment 
it should be possible to prepare the burned area to 
receive a skin graft within two to three weeks of the 
injury. The primary necessity is to provide a new 
skin covering at the earliest possible moment in 
order to avoid cicatricial contracture. Subsequent 
intervention with a view to improving the cosmetic 
result is best left for at least six months, since spon- 
taneous improvement occurs for at least this period. 

Healed.—Healed tissue losses result in cicatricial 
contracture. On the face this may cause ectropion 
of lids or lips, or gross distortion of other structures. 
On the body or limbs it may cause limitation of 
joint movement, and the presence of cicatricial 
bands is frequently associated with areas of chronic 
ulceration. As a rule such a scar must be removed 
in its entirety, and all normal parts allowed to resume 
their correct positions. The resultant defect is then 
made good either by some form of free graft or by a 
pedicle flap brought in from a distant part. 

A graft out with a razor considerably thicker than 
the original Thiersch is that most frequently applic- 
able to large defects. It is however subject to certain 
disadvantages. Firstly a certain proportion wrinkle 
and contract. No reason can be ascribed for this 
and a repetition of the operation may result in a 
good graft. Secondly, it seldom acquires a colour 
exactly comparable to that of the surrounding skin. 
It may remain yellowish-white, though occasionally 
it may become dark brown in colour. In certain 
situations such as the eyelid, or back and front of 
the hand, it may become quite normal in colour. 
The yellowish-white type of graft may be improved 


by tattooage. 


The Wolfe or whole-thickness graft gives good 
colour and texture in a larger percentage than the 
razor graft, and shows little inclination to contract. 
Larger grafts are, however, prone to failure as in 
the case of thick razor grafts. 

Finally, flaps or pedicles may be necessary. This 
method has the great advantage of enabling the 
surgeon to import subcutaneous tissue as well as 
skin. Defects in contour can thus be made good 
at the same time as the skin covering is provided. 
These flaps may remain the same colour as the donor 
area but as a rule they slowly acquire the charac- 
teristics of their new situation. 


Fractures 

Recent.—Fractures of facial bones are frequently 
associated with skin injury. As a rule both lesions 
can be dealt with at the same time. If however 
there is no skin lesion demanding immediate treat- 
ment, the accuracy of reposition of the bony frag- 
ments may be facilitated by waiting for a week or 
so to allow all swelling to subside. When this has 
occurred the position of the fragments will be more 
readily palpable and their replacement more exactly 
controlled. 


I 
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Fractures of the mandible or of the maxilla should 
be dealt with as early as possible. There is no neces- 
sity to wait for the subsidence of swelling, since in 
most cases the occlusion of the teeth will afford the 
most. accurate guide as to the accuracy of the reduc- 
tion. In most of these fractures the coöperation of a 
dental surgeon is desirable. 


Healed.—Neglected fractures of the nose frequently 
lead to some degree of nasal obstruction as well as 
to the cosmetic defect. Unless the nasal arch is 
replaced in its normal position it is seldom possible 
to restore and maintain the nasal septum in a central 
position. It is therefore desirable to undertake 
restoration to the normal as soon as possible. 
is particularly so in fractures occurring before 
the completion of growth, since persistence of the 
displacement will -result in an aggravation of the 
defects. 
cause of severe defect. For example, a nasal fracture 
may be associated with little displacement, but may 
be followed by an infected hematoma of the septum. 
This frequently results in severe deformity on account 
of the loss of support of the lower half of the nasal 
bridge. 

When all sepsis has been eliminated, the bridge 
should be supported in its correct position by a bone 
or cartilage graft. This is of particular importance 
in children, since it appears that lack of tip support 
is frequently followed by failure of growth of the 
columella and ale. 

Neglected fractures of the malar zygomatic com- 
pound will result in persistence of some or all of the 
symptoms of this fracture, namely : 


(1) Pain on mastication. 


(2) Low level of the eye on the affected side with or 
without diplopia. 


(3) Anesthesia of the upper lip and anterior teeth on 
the affected side. 


It is frequently possible to mobilise the fracture 
and replace it. If this is not desirable or possible, 
then the effects of the fracture on the eye may be 
ameliorated by building up the orbital support by 
bone or cartilage graft, and the loss of contour in 
the malar region may be disguised by a fat graft. 

Neglected fractures of the mandible or maxilla are 
usually capable of mobilisation and reposition. If, 
however, a mandibular fracture has been complicated 
by infection and bone loss, then the whole dental 
occlusion has been disrupted. In this case a series 
of operations will possibly be necessary, having as 
their first aim the bridging of the defect by bone, 
and as the second disguise of any secondary defects 
which may have occurred. 


Loss of Special Structpres 


The loss of nose, lips, ears, or other specialised 
structures, whether as the result of accident or 
disease, can usually be made good. As a rule these 
repairs must necessarily be carried out at the expense 
of some other part of the patient’s anatomy. In the 
case of an ear loss it may be desirable to utilise the 
cartilage from another person as the basis for the 
reconstruction. This leads to less defect i in the donor 
than would be imagined. 

All of these reconstructive operations are as a 
rule a little slow, but it must be remembered that a 
new nose can be constructed in as short a time as 
three weeks. Complete reconstruction of (say) one 
side of the face, together with eyelids, must neces- 
sarily occupy considerably more time, although each 
operative stage is relatively short—say two to three 


This 


Lesser degrees of nasal injury may be the 
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weeks. Even ‘though this type of work occupies 
valuable time and requires much patience, it is 
found that the patient is always codperative. The 
prospect of being relieved of a deformity which 
precludes all social contacts is more than a sufficient 
incentive. Nor must it be forgotten that even a 
small physical lesion may be the cause of great mental 
distress. The removal of the lesion may be the 
means of avoiding or alleviating much of the chronic 
ill health which is associated with the abnormal 
sensitiveness from which these patients often suffer. 


H. D. Gurs, F. R. C. S., 
Plastic Surgeon to St. Bartholomew’s Hospital. 


RAINSFORD Mow Lem, M. B., F. R. C. S., 
Surgeon Specialist, Plastic Unit, L. O. C. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 

Surg. Capt. G. R. McCowen, O. B. E., to President for 
course. 

Surg. Lt.-Comdrs. A. J. Burden to Pembroke for R. N. B.; 
T. F. Crean to Pembroke for R. N. Hosp., Chatham; 
and J. G. Currie to President for course. 

Surg. Lts. C. J. Mullen to Resolution; and B. M. 
O'Sullivan to President for course. z 


ROYAL NAVAL VOLUNTEER RESERVE 


Surg. Lt. R. H. Longmoor to be Surg. Lt.-Comdr. 
Surg. Lt. W. E. Thomas to Resolution. 
Proby. Surg. Lt. A. I. L. Maitland to be Surg. Lt. 


ROYAL ARMY MEDICAL CORPS 


The undermentioned appt. has been made in India: 

D.A.D.H.: Maj. J. N. Atkinson, R.A.M.C. 

Maj. T. L. Henderson, R.A.M.C., has assumed the post 
of specialist in surgery at Bareilly. 


SUPPLEMENTARY RESERVE OF OFFICERS 
Lt. S. D. Loxton to be Capt. 
TERRITORIAL ARMY 


The King has conferred the Efficiency Decoration upon 
the undermentioned Officers under the terms of the 
Royal Warrant dated Sept. 23rd, 1930: Lt.-Cols. W. H. 
Kerr and J. M. Chrystie; Majs. W. R. Watt and H. M. 
Holt. 


ROYAL AIR FORCE 


Squadron Leaders F. L. White to Central Medical 
Establishment, London; and B. W. Cross to Aircraft 
Depot, Hinaidi, Iraq. 

The undermentioned Flight Lts. are granted permanent 
commissions in that rank: F. W. P. Dixon, M.B.E., and 
C. R. Palfreyman. 

Flight Lt. C. A. Lewis relinquishes his short service 
commission. 


DEATHS IN THE SERVICES 


Major-General Sir GEORGE DEANE BOURKE, who died 
on Monday in London at the age of 84, was born in 
Nova Scotia to Lieut.-Colonel T. J. Deane Bourke, who 
married the daughter of the Ven. Robert Willis, Arch- 
deacon of Nova Scotia. He qualified L. R. C. P. and SL 
in 1873, and joined the R. A. M. C. in the following year, 
becoming colonel in 1903. He served with the Nile 
expedition 1884-85, in Burma 1889, and with the Chin 
Lushai expedition 1889-90 (dispatches and clasp). He 
became principal medical officer of the Western District 
1903-08, and P.M.O., Trish Command, 1908-12. He was 
made a C.B. (mil.) in 1907, K.C.M.G. in 1917, and was 
hon. physician to the King from 1909 to 1912. Retiring 
in 1912, he went to the Balkans under the British Red 
Cross Society. During the European War he was re- 
employed as D.D.M.S. Scottish Command, and later as 
D.D.M.S. Aldershot Command. He married in 1883 M 
Morrow, daughter of John Stairs, formerly of Fairfi 
Halifax, N.S., and has a son, Group Captain Ulick John 
Deane, C.M.G., R.A.F. (retd.). 
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VITAMIN C AND JUVENILE 
RHEUMATISM 
WITH SOME OBSERVATIONS ON THE 


VITAMIN-G RESERVES IN SURGICAL 
TUBERCULOSIS * 


By M. A. ABBASTJ, M. B. 
N. Gray HILL, M. C., M. B. Lond., D. P. H. 
AND 
LESLIE J. Harris, Sc. D., D. Sc., Ph.D. 
(From the Nutritional Laboratory, Medical Research Council 


and University of Cambridge, and from Queen Mary’s 
Hospital for Children, Carshalton, Surrey) 


A CORRELATION between the incidence of juvenile 
rheumatism and poverty has more than once led to 
the suspicion that some error of diet might be a causa- 
tive factor in the disease. However, in the absence 
of any scientific evidence this view has received little 
notice and has failed to become part of the current 
recognised ‘‘ medical teaching: it has remained 
but one among a multitude of alternative theories 
advanced from time to time as suggested explana- 
tions for the known social and environmental relations 
of the ‘‘rheumatic state —e.g., the damp' 
theory, the allergy theory, the hygiene 
theory, the exposure theory.! 2 

But recently, in 1933-34, what may be termed the 
dietary view was brought strikingly to the fore when 
Rinehart and his co-workers? at San Francisco 
found that in experimental guinea-pigs a chronic 
partial deficiency of vitamin C, plus a superimposed 
infection, resulted in the appearance of pathological 
changes having nearly all the essential features of 
those found in rheumatic fever in human beings. 
They concluded that in human beings deficiency of 
vitamin C combined with an infection might in the 
same way account for the pathogenesis of the disease. 
To test this theory, Perry 4 at Bristol examined for 
vitamin-C reserves a group of 5 active and 6 quiescent 
cases of rheumatic heart disease, following the test- 
dose technique as described by Harris and Ray 5 
Le., urinary excretion of vitamin C after adminis- 
tration of a test dose). Perry’s main conclusion was 
that “‘vitamin-C deficiency is not an important 
actor in the causation of acute rheumatism”; at 
the same time however the finding is given that 
mild degrees of this deficiency are not uncommon 
n rheumatic children.“ 

As Perry's results seemed to us to need repeating 
Ma more extensive scale, before conclusions could 
© obtained which might be relied upon as of statis- 
ical significance, we undertook a survey to embrace 
' very large number of children. To date, some 
07 active rheumatic cases have been examined, 
ome 86 convalescent cases, together with 64 controls, 
nd 42 cases of surgical tuberculosis in the earlier 
tages of the disease, and 46 cases of quiescent sur- 
ical tuberculosis. As a result we have found a 

ing difference between the excretion of vitamin C 
y the rheumatic cases (active or convalescent) com- 
ared with the controls, while the results on surgical 
uberculosis are also of interest, and may be studied 
)J!!! ee ee ee ee 


15 This Paper forms the subject of a communication made to 
Che chemical Society on Oct. 17th, 1936 (abstract in 
Cmistry and Industry,” 1936, lv., 838). 
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alongside. Since this work was concluded a valuable 
paper by Sendroy and Schultz ê has appeared having 
an object very similar to our own. While an analysis 
of their actual experimental results shows that in 
many respects these closely resemble our own, we 
would prefer to give an entirely different emphasis 
to our conclusions, since their main finding is that 
“ applied to a comparison of patients with rheumatic 
fever and control subjects, the results of this method 
do not support the concept that a condition of 
ascorbic acid deficiency is a predisposing factor in 
the causation of this disease.“ 


ARRANGEMENT OF EXPERIMENT 


Conditions at the Queen Mary’s Hospital for 
Children at Carshalton permitted of observations 
being made on large numbers of children, all of whom 
could be kept for long periods under observation 
and maintained under controlled conditions as to 
diet, &c. The children were under the clinical care 
of N. G. H., and the titrations on the urine were 
carried out by M. A. A. 

Technique of urine tests.t—For the purpose of an 
investigation such as the present, in which the object 
was merely to obtain comparative results on the 
behaviour of large groups of individuals, it was not 
found necessary to carry out confirmatory test 
dose measurements on the entire series of children 
examined; it has already been shown (and is again 
apparent from the present work) that under ordinary 
circumstances the responses to such test doses are 
simply graded according to the “resting level“ 
of excretion.’ Quantitative data78 were given 
in previous papers showing how this “resting 
level”? of excretion varied when various given 
graded doses of vitamin C had been included in the 
past diet; it was found that when the diet contained 
the reputed bare minimal optimum” dose of 
vitamin C (25 mg. for an adult of 10 st., equivalent 
to rather less than the juice of one fresh orange) 
the resulting excretion of vitamin C at equilibrium 
was approximately 13 mg. per day.“ 8 Hence it was 
argued that a steady excretion of less than 13 mg. 
per day (per 10 st. body-weight)—our “standard ”’ 
level—raised the presumption that the past diet 
had contained less than the reputed minimal optimum 
dose of vitamin C. This standard of 13 mg. per day 
has been used as a kind of base-line for further work, 
including the present tests; and the numerous results 
on control cases to be recorded below provided 
further welcome evidence as to the validity of this 
figure. Whereas something like 75 per cent. of 
subjects of the voluntary hospital classes examined 
in our earlier tests 8 showed excretions below this 
standard (indicating the presumption of an inade- 
quate diet), all the controls in the present series, 
known to have been on adequate diets for some 
time past, gave values above the standard. A pro- 
portion of the controls who were examined further 
by the test-dose procedure, 10 in number, were all 
likewise found to fulfil the other criterion laid down— 
namely, to give a response to the standard test dose 
(700 mg. per 10 st. body-weight) generally on the 
first day and certainly on the second day (see Fig. 2). 


It does not seem necessary for the present purpose to cite 
in full the now extensive literature dealing with the oxcretion 
of the indophenol-reducing substance (vitamin C) in urine: for 
the earlier of the papers on the subject see Cohen, Gibbs, and 
Clark 6a, Euler and Klussmann ®, Eekelen, Emmerie, Josephy, 
and Wolff de, Harris, Ray, and Ward ® Johnson and Zilva™, 
Harris and Ray.® 
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FIG. 1.—Comparison of the amounts of vitamin O excreted by active and convalescent rheumatics as compared with controls, 
and by active, half active,” and quiescent cases of surgical tuberculosis. (Ascorbic acid in mg. per day per 10 st. of body-welght.) 


Children with-subnormal “resting levels” gave a 
correspondingly diminished response to test doses. 
Apart from a deficiency in the diet, the other 
principal factor known to cause a reduction in the 
excretion of the vitamin is the presence of pyrexia, 
infective conditions, or toxsmias. In such states 
the vitamin reserves appear as though they were 
being used up at a faster rate than normally, and 
indeed there is growing evidence that vitamin C is 


in fact an important factor in protecting against 
infection. 


The increased liability to infection seen in the scorbutic 
or subscorbutic state was early emphasised, particularly 
by Hess,“ and much such evidence, clinical and experi- 


TABLE I 
Summary of Results 


Excretion of ascorbic acid, mg. per day 
(per 10 st. body-weight). 


Values characteristic of each 


— group, as calculated from 
Lowest Highesÿtt.⸗ 
r value 
ob- (1) (2) (3) 
served. served. Range of Mean of Median (or 
å iddle middle] average 
third. third. value. 
Controls 37.2 | 18-1-21-7| 19-9 197 (20 ·9) 
Rheumatics— | 
Active ve 18-2 8-7-10-1 9°4 9°3 3°83 
Convalescent 17-4 9-5-11-1| 10-1 | 10-1 (10-6 
cal 
tuberculosis— . 
ctive sie 11-7 8°-2— 9-1 8 · 8 8-6 (86 
Half-active . 14.8 | 10°7-12°5| 11°7 | 11°9 (11-9 
‘ Quiescent .. 35-0, |17-7-20-1| 18:9 | 18-9 (20 ·3 
TABLE II 
Number of Cases found Below Standard in the 
Various Growps 
Below standard. 
Total 
: ercentage 
Number. of total. 
Controls is 64 0 0 
Rheumatics— 
ctive 107 98 92 
Convalescent 86 71 83 
Surgical tuberculosis— 
Active > 985 23 23 100 
Hal- activo F 19 1 74 
Quiescent .. 46 


mental, has been well reviewed by Mackay.!? Lately a 
fresh connexion between vitamin C and infection has 
been reported in the influence of the vitamin jn increasing 
the resistance to diphtheria toxin and in inactivating the 
toxin in vitro 1117 or in exerting a possible antitoxic ” 
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action in relation to other organisms.18 1930 The claim 
that deficiency of vitamin C causes a diminution in 
the complement titre 2° 21 has been questioned. 22 


It is reasonable to argue therefore that when the 
excretion is found to be low, either the diet has 
poor in the vitamin or else an infective condition 
has been present, in which the needs for the vitamin 
are probably increased and the body’s stores pre- 
sumably called upon and depleted to more than the 
usual degree. (Apart from infective conditions, a 
lowered excretion of vitamin C has been recorded 
also in certain mental disorders, 2c and in several 
cases of Addison's disease which were recently 
The latter finding is of special 
interest in view of the involvement of the suprarenal 
glands, which are known to be exceptionally richly 
endowed with the vitamin. 20 

Analytical procedure.—The titrations were carried 
out as previously described.? The samples of urine 
were collected, with addition of acetic acid, in dark- 
coloured glass bottles, the night urine being analysed 
first thing in the morning and the daytime urine in 
the evening. Urmes were collected and analysed 
generally on three consecutive days each week, and 
relatively little day-to-day variation was noted. In 
the actual estimation, which consists of a simple 
titration against 2: 6-dichlorophenolindophenol, the 
main point to be stressed, as previously noted, is 
that the titration should be carried out rapidly.“ 


CASES EXAMINED 


We have examined a group of 107 active rheumatic 
cases and 86 convalescent rheumatic cases. For 
controls, a group of 64 individuals was taken, receiving 


the same institutional diets. 


Diets. The dietary was a liberal one, and contained an 
ample supply of fruit, sufficient to bring the daily intake 
of vitamin C well above the minimum standard of 
25 mg. per day per 10 st. body weight. All children 
over 3 st. in weight received a minimum of at least one 
orange per day, or those under 3 st. of half an orange 
per day: generally the intake is appreciably higher than 
this minimum, apples and bananas being included in the 
dietary from time to time. In addition, many of the 
active, and some of the convalescent, rheumatics received 
about 8-10 oz. daily of a fruit drink (containing five 
lemons or oranges in 4 pints). 


In view of the considerations referred to above, 
individuals with pyrexia were excluded from the 
control group; the control subjects were mostly 
cases of congenital deformity or cases of debility 
well on the way to recovery. In order to compare 
with another infective condition, we have examined, 
further, a number of patients with surgical tuber- 
culosis, of whom 23 were described as active 
cases, 19 were cases who had improved under treat- 


ment but had not yet reached the quiescent stage 
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and are here described as half active, and 46 were 
* quiescent cases. 


Mode of expression of results. In order to compare 
children of varying ages with adolescents and adults, the 
simplest procedure, which is sufficiently accurate for the 
present needs, seemed to be to reduce all values to a 
common basis of body-weight. On good normal diets, 
the concentration of vitamin C in the urine does not vary 
greatly, whereas the total weight passed per day of course 
increases with age, as does the volume of urine, the weight 
of food eaten, and the body-weight. 

Diagnosis—The term “juvenile rheumatism” is 
used to cover rheumatic fever, rheumatic heart disease, 
chorea, and allied conditions, generally regarded as 
being of a rheumatic nature. As all the subjects 
were children who had been admitted under the 
L.C.C. Rheumatic Scheme for further treatment at 
Carshalton, the diagnosis of rheumatism had been 
checked by several experts in turn, and the classifi- 
cation shown in our tables into the several cate- 
gories, of active, convalescent, &c., is that made 
by the medical officer in charge of the case by whom the 
progress of the disease is judged. Diagnosis of con- 
valescence in the rheumatic cases is usually checked by 
tests of sedimentation-rate. It may be noted that 
the cases seen at Carshalton are not as a rule of the 
most severe fulminating type; it is not unlikely that an 
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FIG. 2,— Response of rheumatic cases compared with controls 
to daily test doses of vitamin C. (A =resting level. B = 
responses after datly test doses.) It will be observed that 
the rheumatic cases, both active and convalescent, give 
little response until about the third day, the response of the 
contro] cases being generally greater on the first day than 
that of the rheumatics on the third day. 

For ease in comparison, cases in each group are arranged 
in ascending order of their original resting levels. 


even lower average rate of excretion would be seen in 
such cases. 
RESULTS 


As there was little significant variation in day-to- 
day excretion, for convenience the average values 
were calculated for each subject, and the results 


Control 


FIG. 3.—Excretion of vitamin C by controls as compared with 
active and convalescent rheumatics, following an increased 
daily intake of vitamin C the arrow the daily intake 
of vitamin C was increased by the addition to the diet of 
extra orange juice, at the rate of half an orange per day per 
one stone of body-weight. The values shown are the averages 
of 17 to 20 cases in each group. (Ascorbic acid in mg. per 
day per 10 st. of body-weight.) 


(reduced to a basis of 10 st. body-weight) are sum- 
marised in Tables I. and II. and shown graphically 
in Fig. 1. It will be seen that there is a striking 
difference between the range of values for the excre- 
tion of vitamin C as between the control subjects 
and the rheumatics. 


(1) The control subjects without exception excreted 
more than the “ standard ” level of 13 mg. per day per 
10 st. of body-weight—the figure found in earlier tests to 
be the rate of excretion of subjects receiving the reputed 
“ minimal optimum dose of vitamin C (25 mg. per day). 
The average (or median) value for this control group was 
20 mg. per day. 

(2) The active rheumatics in contrast, although they 
had been receiving similar diets for periods of from a few 
days to several months, excreted an average of only 
9 mg. per day per 10 st. body-weight. Of these subjects 
no less than 92 per cent. of cases were below the standard. 

(3) The convalescent rheumatics continued to show a low 
rate of excretion (average 10 mg. per day, with 83 per 
cent. of the cases below standard). 

(4) Cases of active surgical tuberculosis resembled other 
conditions of infection or pyrexia in showing lowered 
excretion (average 9 mg. per day, with 100 per cent. of 
cases below standard). But in contrast with the con- 
valescent rheumatics, the cases of quiescent surgical 
tuberculosis showed a normal range of excretion (average 
19 mg. per day, with 100 per cent. of cases above standard). 
The cases of ‘“half-active’’ surgical tuberculosis gave 
intermediate readings (see Tables I. and II.). 


Effect of test doses.—In a number of cases test doses 
have been administered, and the results give striking 
confirmation to the conclusion that the rheumatic 
subjects, both active and convalescent, are in a 
lower state of saturation than the controls (Fig. 2). 


Results with increased intake of vitamin C.—The 
same conclusion was apparent also when the regular 
daily intake of vitamin C was greatly increased. 
As will be seen from the summary of the results 
(Fig. 3), the rheumatic subjects, active and con- 
valescent, took longer to reach a given level of 
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excretion than did the controls receiving the same large 
dose of orange juice. Furthermore, when after five 
weeks the new state of equilibrium had been attained 
corresponding with the new diet, the new ‘‘ resting 
level“ for the rheumatics (convalescent as well as 
active oases) remained markedly below that for the 
controls (see Fig. 3). The difference between the 
excretion by the controls and by the rheumatic 
subjects is indicative of the apparent increased use 
of vitamin C by the rheumatic subjects; it may 
amount under the conditions of these tests to as 
much as 20 mg. per day, or more. 


DISCUSSION 


Significance of resulis.—Our results may be sum- 
marised by saying that rheumatio cases (including 
those in the convalescent state) have a deficit of 
vitamin C in their urine as compared with control 
subjects, even when their diet for a considerable 
time past has contained amounts of vitamin C that 
would certainly be adequate for normal subjects. 
While various alternative interpretations of this 
finding are possible, the simplest explanation appears 
to be that in the rheumatic subjects there is an 
increased need for vitamin C and probably an increased 
destruction in the body (vide supra). (The view 
that infection may in fact increase the metabolic 
need for vitamin C is not a new one,?* 24 and is sup- 
ported by the old observation that infection may 
predispose to, or precipitate, an attack of scurvy.28) 
The question then arises: does the rheumatic state 
differ in this respect from other infective conditions, 
in which a lowered excretion, or a lower state of 
saturation, of vitamin C may also be.met with ? 
Further statistical studies of the excretion of vita- 
min C in various infectious diseases will be necessary 
before a final answer can be given to this question. 

' So far we have found lowered rates of excretion in 
virtually all the infective conditions studied, and this 
seems in general agreement with the findings of other 
workers, several of whom have recently recorded a 
diminished excretion of vitamin C in pulmonary tuber- 
culosis.25¢ Many of the arguments adduced below for 
the administration of vitamin C in rheumatic conditions 
probably apply equally to other infective states. The 
use of fresh fruit drinks in pyrexia and convalescence, long 
given in a more or less empirical way, therefore may 
have good scientific warrant. 


In the meantime however attention may be drawn 
to a specially striking feature of the rheumatic 
cases—the long-continued persistence of the low 
vitamin-C figures even when the disease is, clinically 
speaking, quiescent or convalescent, and the child 
is in an apparently good state of health. 

The low values in convalescent rheumatism.—It 
seems likely that there may be a special significance 
in this continued low excretion in convalescent 
rheumatism, since it is a well-known clinical feature 
of the disease that such cases are in an unstable 
condition and are particularly liable to suffer recur- 
rences. In other words, the persistent lowered 
excretion appears to be the sign of a continued latent 
infection which the body has not yet finally over- 
come. The results with quiescent surgical tuber- 
culosis are in striking contrast in this respect, and 
fully in accord with the clinical experience that in 
this disease in young people a cure is likely to be 
permanent and free from relapse. 

Possible diagnostic use.—It seems likely that the 
finding of a subnormal excretion of vitamin C when 
the diet is known to have contained for some time 
past the usually adequate allowance (e.g., 25 mg. 
ascorbic acid, or about one orange per day) might be 


used, in conjunction with clinical evidence, as a 
diagnostic index in juvenile rheumatism for revealing 
the presence of a continued latent infective process. 

Therapeutic considerations. The question still 
remains: is the vitamin-C deficiency (or relative 
deficiency) a cause or an effect of the infective 
process? From a practical point of view, if the 
explanation given above be correct, the two alterna- 
tives amount, in one sense, to almost the same 
thing: the rheumatic subject is one who appears to 
have an increased need for vitamin C. There seems 
no doubt that our experimental results are to be 
related more directly to the effects of rheumatic 
fever rather than to its origin. At the same time, 
however, it may reasonably be argued that when a 
child is exposed to the rheumatic infection he will be 
less likely to resist it effectively if his diet is low in 
vitamin C, the importance of which in combating 
infection is now becoming evident. In other words, 


there may be the dietary factor at the beginning of 


the disease as well as a continued alteration in the 
metabolism of the vitamin when the disease has 
developed. Similar conditions probably apply in 
other infective conditions; for example, it has long 
been credited that a defective diet may increase the 
susceptibility to tuberculosis, and it is stated that 
tuberculous meningitis rarely develops in hospital 
where the child is kept under sound dietetic and 
hygienic conditions. Be that as it may, a number 
of considerations unite to suggest that vitamin-C 
therapy is likely to be helpful in juvenile rheu- 
matism, and at any rate should be given an extensive 
trial, both as a prophylactic measure and in curative 
treatment. 

Arguments for vitamin-C therapy.—The evidence 
in support of this view may be summarised under 
the following headings. 

(1) Urine analyses.—The findings given in the present 
paper suggest that there is in fact a lowered degree of 
saturation of the body tissues in the rheumatic state. 

(2) Anti. infective properties of vitamin C.—There is 
much independent evidence (see above) that vitamin C 
is a factor increasing the resistance to infection, although 
its precise mode of action is not yet understood. 

(3) Epidemiological evidence.—Much past observation 
indicates that the incidence of rheumatic conditions is 
often associated with an impoverished dict, in which 
partial deficiency of vitamin C is likely to be one of the 
most usual defects. (Previous tests ® show that about 
75 per cent. of the working-class families examined were 
“ below standard ” in their vitamin-C excretion; middle- 
class or professional-class individuals by contrast were 
generally above standard. A similar conclusion is reached 
from Orr’s survey 2° of the food actually purchased in such 
populations. Again, in poor-law institutions juvenile 
rheumatism is said to have a strikingly diminished 
incidence compared with that in poor working-class 
areas!; the greatly improved food given suggests iteelf 
as a possible factor—the amount of money spent per 
head on food being considerably higher. As further 
evidence of a lowered state of nutrition among the rheu- 
matic classes may be. mentioned the finding of Ellison 
and Moore 2“ of a subnormal range of vitamin-A reserves 
in the liver of children. with rheumatic heart disease, 
post mortem.) 

(4) Experimental evidence.—As mentioned above, it has 
been claimed that rheumatic lesions may be produced 
experimentally by deficiency of vitamin C plus super- 
imposed infection. 

(5) Presence of latent rheumatism.—The occurrence of a 
continued condition of relative unsaturation, seen in 
convalescents while they are in a condition in which they 
are known to be liable to relapses, is a further argument 
for vitamin-C therapy. 

(6) Clinical evidence.—The claim is already put forward 
by some clinicians that fruit and vegetables (—vitamin C) 
are useful therapeutically and prophylactically (see below). 
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A recent paper by Schultze,“ following on the 
somewhat negative results of Sendroy and Schultze 
as to the utilisation of ascorbic acid by rheumatic 
children, already oited, concluded that the clinical 
manifestations of acute rheumatic fever were not 
demonstrably affected by the oral or intravenous 
administration of ascorbic acid . . . [or of] large doses 
of orange juice.” A similar finding was reached by 
Faulkner,24 who noted however that vitamin C 
might increase the reticulocyte count in rheumatic 
fever and in certain other infectious diseases, and 
who supported the interpretation that such diseases 
might lead to a secondary deficiency of the vitamin. 
In contrast however with the negative therapeutic 
results of Schultze and of Faulkner, clinical opinion 
may be found to express such a divergent view as 
the following: ‘‘ Rheumatism is largely avoided if 
plenty of the citrous fruits are taken, especially if 
lime or lemon juice is taken in water, along with 
green vegetables and an increased amount of water. 
I find that heart trouble of rheumatic origin often 
disappears by including the aforesaid in a dietary ” 
(Glover 28). In the absence of any generally accepted 
medical teaching in this matter we think the present 
results are sufficient to justify further clinical trials. 
In conclusion it may be added that as the consumption 
of one orange per day is more than sufficient to bring 
normal individuals to standard, the fact that 
rheumatics are almost habitually below standard 
shows that the addition which we suggest to the 
diet cannot be considered unreasonable or far-fetched. 


SUMMARY 


A striking difference has been found between the 
range of values for the excretion of vitamin C in the 
urine of rheumatic patients (active and convalescent) 
and those of control subjects. 


A group of 64 control subjects receiving an adequate 
institutional diet all excreted more than the standard 
level of 13 mg. per day per 10 st. of body-weight (the 
figure which was found in earlier tests to be the rate of 
excretion of subjects receiving their bare “reputed 
minimal- optimum dose of vitamin C). The average 
(or median) value for this control group was 20 mg. per 
day (all values are recalculated to a basis of 10 st. 
body-weight). 

In contrast, a group of 107 active rheumatic cases 
receiving the same institutional diets for periods of up 
to several months, excreted an average of only 9.mg. per 
day (92 per cent. being below the standard level of 13 mg.). 
This low level of excretion persisted in convalescent cases 
(86 cases, average excretion 10 mg. per day, with 83 per 
cent. of cases below the standard level of excretion of 
13 mg.). This last finding accords with the clinical 
concept that convalescent cases are in an unstable 
condition, and liable to recurrences. 

In common with other conditions of infection or 
pyrexia, a group of 23 cases of active surgical tuberculosis 
showed low rates of excretion (average value 9 mg. per 
day, and 100 per cent. of cases below standard), but in 
contrast with the results for convalescent rheumatics— 
and in keeping with the clinical concept—quiescent 
tuberculosis (46 cases) gave normal excretions. (A group 
of 19 cases of ‘‘half-active”’ surgical tuberculosis gave 
intermediate readings.) 


The most reasonable interpretation of these results 
is that with the infection which underlies rheumatic 
fever there is a greatly increased metabolic use of 
(and need for) vitamin C, and a correspondingly 
lowered degree of “ saturation ” of the body tissues. 
In confirmation of this view, it was shown in further 
experiments that an increase in the daily intake of 
the vitamin, or the administration of a series of test 
doses, gave a lower urinary response in the 
rheumatic than in the control subjects. 


For treatment the administration of large amounts 
of orange juice or other sources of vitamin C seems 
indicated both therapeutically and prophylactically. 


Our thanks are due to Sir Frederick Menzies for kindly 
providing facilities for this work, to Dr. Gordon Pugh for 
his very helpful coöperation, to Miss Mary Allan for 
clerical assistance, to Messrs. Hoffmann-La Roche for 
supplies of the ascorbic acid, and to the Egyptian 
Government for generous financial support (for M. A. A.). 
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DISTRICT NuRSING.—To celebrate the jubilee of 
the Queen's Institute and County Associations for District 
Nursing, which occurs next year, it is proposed to issue 
a public appeal for funds. There are many places not 
served, or inadequately served, by these nurses, and to 
recruit and train another 1600 nurses will cost from 
£50,000 to £60,000. It is also necessary to increase the 
salaries of the existing nurses. 
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GENERAL MEDICAL COUNCIL 
WINTER SESSION, NOV. 24TH-27TH, 1936 


Prof. J. B. Leathes introduced the report of the 
EDUCATION COMMITTEE. Many representations had 
been received in favour of postponing the operation 
of the new resolutions to Oct. lst, 1938, and it recom- 


mended this date to the Council. The Council 


agreed. 

The revised rules for the registration of medical 
and dental students were discussed in camera. 

Prof. J. S. B. Stopford presented the report of 
the visitation of the anatomy and physiology 
examinations, which showed that these were being 
satisfactorily conducted throughout the country. 
Attention was, he said, being paid to surface and 
applied anatomy and to X ray appearances. 

Sir Henry Dale said that the British PHARMA- 
COPŒIA 1932 had been well received and was selling 
rapidly, the total number sold now being 42,210. 
It was hoped to publish the next edition in 1941. 


The Diploma in Public Health 


Sir George Newman introduced the report of the 
PUBLIC HEALTH COMMITTEE. He asked for revision 
of the rules adopted in 1930, a revision which was 
partly medical and partly due to the increasing 
demands of the State. The Local Government 
Act, 1929, had profoundly affected the whole scope 
of public health administration, and new legislation 
had since been passed in respect of mental treatment, 
milk-supplies, and midwifery services. The rules 
issued from time to time epitomised the corpus of 


knowledge which the State expected, and had been ` 


the model for public health services throughout the 
world. They had been translated into every civilised 
language. Great Britain was the pioneer interpreter 
of the health of communities. 

Sir George then presented the draft resolutions and 
rules for diplomas and degrees in sanitary science, 
public health, or State medicine. Application had 
been made to the committee to delete the word 
“ registrable from the first rule. The legal assessor 
had advised them that the word should be removed, 
so that the rule laid down a minimum period of two 
years between the attainment of a qualification 
and the grant of the diploma. Thus any medical 
man, whether on the British Register or not, could 
take the examination; but if not a registered practi- 
tioner he would then hold an unregistrable diploma. 
The gate was thus opened to those who had for years 
asked permission to sit for these examinations. 
The second rule made provision for candidates who 
could not leave their work for a twelve months’ 
course ; it clarified the existing rule allowing them to 
take an equivalent course spread over a longer period 
with a minimum of three months’ whole-time study. 
Under the third rule a burden of analytical chemistry, 
radiology, and electrology was removed from the 
student; these subjects were no longer necessary 
to the medical officer of health. By the fourth rule 
there had been added to the syllabus: industrial 
hygiene, hospital administration, house planning 
and sanitary construction, and genetics and mental 
hygiene. In the sixth rule provision was made 
for certification of completion of course by other than 
medical officers. Town clerks and sanitary officers 
were often valuable tutors in the practical part of the 
course. To this part had been added, as new subjects, 
Hospital Services and Arrangements for Dealing 
with Mental Disorder and Deficiency.” 
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Dr. John Ritchie, M.O.H. for Dumfries, who 
seconded the proposals, emphasised the large number 
of subjects which might legitimately be included and 
the impossibility of doing justice to all of them. 


The committee’s aim had been to simplify rather 


than to elaborate, and to set forth their ideas in general 
terms without going into matters of detail which 
could safely be left to the teaching bodies. Analytical 
chemistry had long been a source of irritation to 
teachers and students; they could not do enough 
to make it of any real value and yet had been compelled 
hitherto to spend a lot of time on a subject which the 
medical officer of health to-day always delegated to 
a chemist. T 

Sir Farquhar Buzzard asked why genetics and 
mental hygiene were put together.—Dr. Letheby 
Tidy thought Rule 1 was very wide; the word 
“ qualification ” would include minor qualifications 
from unidentifiable places and cause difficulty. He 
supposed it was still impracticable to ensure some post- 
graduate experience of medicine before starting on the 
He was sure everyone would welcome 
the omission of the word electrology.“ He hoped 
the committee would consider the great complexity 
of genetics, and not think it was a simple and easy 
subject and push it too far.—Dr. D. J. Coffey urged 
that the basis of qualification in Rule 1 should 
be the usual reciprocity arrangements.—Sir Henry 
Dale pressed for an answer to Sir Farquhar Buzzard’s 
question and supported Dr. Tidy’s views on genetics. 
The association of genetics with mental hygiene was 
misleading and unfortunate.—Sir George Newman 
said he rather agreed, but there was a feeling that 
genetics should appear somewhere. He suggested a 
separate section.—Mr. Bishop Harman thought that 
to leave genetics alone in a section would make the 
subject too important.—Dr. Tidy suggested the 
formula: the principles of genetics in relation to 
public health.“ a 

It.was agreed to that the list should read : 

(e) House and town planning and sanitary construction. 

(f) The principles of (a) genetics, 

l (b) mental hygiene, 
in relation to public héalth. 


Prof. Sydney Smith thought this theoretical part 
of the syllabus was getting overcrowded and asked 
how far the subjects were to be taken. He welcomed 
the widening of Rule 1 on behalf of practitioners in the 
East.—Dr. H. H. Brackenbury thought the old rule 
answered this difficulty. It said “physiology and 
biochemistry in relation to nutrition and hygiene.“ 
Dr. Coffey thought the addition of town planning” 
to the committee’s original suggestion of house 
planning would add many complications.—Mr. H. L. 
Eason pointed out that this report was going to the 
licensing bodies and such points could be discussed 


there and the decisions referred to the Counsil at its 


next meeting. | 
The draft resolutions were then adopted. 


SCOTLAND 
(FROM OUR OWN CORRESPONDENT) 


MALIGNANT DISEASE OF THE THYROID 


AT a meeting of the Edinburgh Medico-Chirurgical 
Society last week Mr. James Graham read a paper 
on malignant disease of the thyroid gland based on 
his personal experience of 20 cases, 7 of which were 
males and 13 females. He pointed out that the 
condition is much commoner in those countries m 
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which endemic goitre is prevalent. He distinguished 
five types of. malignant disease of the thyroid gland : 
adenocarcinoma, papillary adenocarcinoma, spheroidal 
cell carcinoma, epidermoid carcinoma, and sarcoma. 
The adenocarcinoma is much the commonest type 
and is liable to develop in cases of simple goitre. 
In the early stages the tumour is intracapsular and is 
then difficult, or impossible, to diagnose. In the 
later stages the extensive infiltration makes the 
diagnosis obvious. The papillary adenocarcinoma 
is a less malignant type of goitre and may show no 
spread even after being present for many years. 
The spheroidal cell carcinoma is the most malignant 
type. The epidermoid carcinoma is rare and has to 
be distinguished from the tumours which spread 
directly from the esophagus or pharynx. Sarcomata 
are very rare. In the diagnosis of malignant disease 
of the thyroid gland, hoarseness, dyspnea, and 
dysphagia are much more common in malignant than 
in simple goitre. X ray examination of the neck 
and chest is often of value for it demonstrates the 
displacement of the trachea and also the presence of 
retrosternal goitre or enlarged mediastinal glands. 
In American clinics, however, as many as 50 per 
cent. of the cases of malignant goitre are not diagnosed 
before operation. Radiography of the bones may be 
valuable and the presence of secondary tumours in 
bone may cause symptoms before the primary 
growth is noticed. In the differential diagnosis, 
simple or calcified nodules in the gland, Riedel’s 
thyroiditis, syphilitic thyroiditis, and carcinoma 
of the csophagus have to be particularly considered. 
Mr. Graham went on to consider the question of 
treatment. He said that operation is indicated when 
the diagnosis is made early in cases of malignant 
adenoma. To be successful the operation should 
be undertaken at a stage when the diagnosis is sus- 
pected rather than definite. It is too much, how- 
ever, he said, to recommend ‘operation in all cases 
of nodular goitre, but a suspicious attitude should be 
adopted towards all these when they appear in older 
patients. In advanced cases operation may have to 
be carried out to relieve compression on the trachea, 
but when removal of the tumour is incomplete, 
recurrence sometimes occurs with great rapidity. 
Some cases of malignant goitre show an extreme 
degree of radio-sensitivity, and Mr. Graham was able 
to illustrate cases in which a large mass of disease 
disappeared with deep X ray therapy in the course 
of a few weeks. 


HOSPITAL RECONSTRUCTION 


Last week the Duke of York reopened the Church 
of Scotland Deaconess Hospital which has been 
reconstructed at a cost of over £40,000. This 
hospital, which is the only hospital in Britain that 
is maintained by a Protestant church, was built 
42 years ago. To the existing hospital accommoda- 
tion, 32 beds have been added, and the total is now 
86. The hospital is situated in a poor district of the 
town and deals with all types of medical and surgical 
cases; it also has a maternity service and children’s 
ward. There are no paying beds. 


SLUM CLEARANCE PROBLEMS 


The Edinburgh town council are concerned over 
the difficulty of providing adequate medical attention 
for the population in their new housing scheme at 
Niddrie Mains. The population of this area nearly 
amounts to 8000 and there is no resident doctor in the 
neighbourhood. Many of the people now living in 
this new area were accustomed to make use of the 
dispensaries im the centre of the town. These 


dispensaries, however, are all supported by charity, 
and it is evidently beyond the power of the local 
authorities to establish a general dispensary of this 
type. The distance from the university would 
also make it difficult to obtain medical students willing 
to work in a dispensary in this area. The difficulty 
of obtaining medical attention, particularly for the 
children, has been a cause of considerable complaint 
by the population in the new housing area. The 
town council propose to attempt to improve matters 
by arranging for a resident nurse and doctor in the 
district. 


IRELAND 
(FROM OUR OWN CORRESPONDENT) 


‘SCHOOL ATTENDANCE AND MEDICAL CERTIFICATES 


Smeg the School Attendance Act became law in 
the Irish Free State a few years ago difficulties have 
arisen from time to time as to the liability of dispensary 
medical officers to give certificates of illness in regard 
of children under their medical care. Officers of the 
Civic Guard, who are charged with the enforcement 
of the Act, frequently demand such certificates, 
and suggest that it falls within the dispensary 
doctor’s duty to issue such certificates free of charge. 
There is no such duty on dispensary doctors and up 
to the present they have refused to issue certificates, 
and most magistrates have been satisfied with other 
evidence. Recently, as we learn from the daily press, 
the senior justice of the city of Dublin, in dealing 
with a prosecution for non-attendance at school, 
was informed that a dispensary medical officer, 
Dr. James Devane, had refused to issue a certificate 
as to the fitness or otherwise of a certain child to 
attend school. The justice issued a summons to 
Dr. Devane to attend court, and the latter explained 
that the issue of a certificate was no part of his duty, 
and urged that it was unfair that a doctor should be 
the only member of the community expected to give 
his professional services for nothing. If he gave 
one certificate free he would have to give thousands. 
In reply the justice said that unless Dr. Devane was 
willing to send a letter or a certificate he would have 
to issue a summons for his attendance. There is 
no doubt that a magistrate has power to conipel the 
attendance in court of any member of the public, 
but it is not clear that he has power to compel a 
medical man to give professional evidence without 
the payment of a fee. It is to be hoped that any 
ambiguity on this point will be cleared up. 


RETIREMENT OF A PUBLIC OFFICIAL 


Disquietude has been caused in the public medical 
service of the Irish Free State, as well indeed as in 
the minds of the general public, by the summary 
compulsory retirement as from Dec. Ist of Mr. E. P. 
McCarron, secretary to the Department of Local 
Government and Public Health. The disquietude 
is all the greater because he was given only a few 
days’ notice of his dismissal and was given no reason 
for such action, nor any information of the nature 
of any complaints made against him. Mr. McCarron, 
who is about 55 years of age, has been in the public 
service since he was a boy. Having had several years’ 
service as one of the auditors of the old Local Govern- 
ment Board, he was chosen as secretary when the 
Department of Local Government and Publio Health 
was established after the change of government. 
In the period since he took office the whole public 
health service of the country has been organised, 
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and much of the work of this. organisation fell on the 
shoulders of the seorstary of the department. He was 
enthusiastic in all matters concerning health, both as 
regards publio health administration generally. and 
as regards the improvement of housing. Recently 
‘he gave much help toward the formulation and 
realisation of a scheme to encourage and endow 


medical research. Medical men who met him to 


discuss . matters concerning health or the interests 
of the profession always found him an i ee 
efficient, and very courteous official. | | 


PARIS 


(FROM OUR OWN CORRESPONDENT) 


THE BOVINE TYPE IN. TUBERCULOUS MENINGITIS 
BETWEEN 1932 and 1936 E. Lesné, A. Saenz, M. 
Salembiez, and L. Costil have investigated 138 cases 


of meningitis in children who had not been given 


BCG, and who were treated at the Trousseau 
Hospital. The results of this investigation, ‘sub: 
- mitted to the Academy of Medicine on Nov.. 17th, 
constitute an indictment of the bovine type of 
tubercle bacillus. Eight of the oases could be dis- 
missed, the culture of the cerebro-spinal fluid proving 
negative, and the clinical course of the disease show- 
ing it to be non-tuberculous and curable. Of the 
remaining 130 cases, 121 yielded the human type of 
tubercle ‘bacillus on Lö wenstein's medium, which, 
in the opinions of these investigators, is the best 
available, not only for the culture of tuberole bacilli, 
but also for the distinction between the human and 
the bovine types. In other words, the mere aspect 
of the culture gives a valuable clue to the type 
present,, and information on this point is thus made 
available before the bacilli in question ‘are injected 
into a rabbit.. There wére nine cases in which the 
bovine type of tubercle bacillus grew on this medium. 


As many as seven of these nine children were less 


than 5 years old, and eight had drunk’ raw cow’s 


milk for a long time. Not one of these niné children 


had been reared in Paris, and nearly all of them had 
lived for a long time in the country. On the other 
hand, about three-quarters of the children irifected 
with the human type of tubercle bacillus had lived 
in. Paris or its suburbs, and only 10 per cent. had 


lived in the country. . In the overwhelming majority 


of the human-type cases, contacts with other human 
beings suffering from tuberculosis were , discovered, 
whereas among the 9 bovine-type cases there were 
as many as 5 with no family history of tuberculosis, 
and 3 in which information about contacts was not 
available. The :authors of. this report quoted Martel 
as stating that, in 1905, 5 per cent. of French cattle 
suffered from tuberculosis of the udder; and in one 
such case they have counted 100,000 virulent bacilli 
per C. om. of milk. They concluded that the con- 


sumption of raw milk by children is to be deprecated. 


under the conditions existing in France. 


THE INTERDICTION OF MEDICAL PRACTICE AFTER THE 
AGE OF 65 

It is apona of the atmosphere in which the 
Pomaret scheme for the compulsory retirement of 
doctors at 65 is disoussed that many if not most of 
those that air their opinions on it refer to it as the 
Pomaret law. Now it is nothing of the sort. At 
present it is no more than a scheme—the draft of a 
Bill, if you like, but certainly not a fait accompli 
in the sense that it has been passed by both Chambers 
and put on the statute books. It is doubtful if it 
ever will be. For though the present Government 


already has a remarkable record for carrying through 
legislation of heroic tendencies, the Frenchman's 
capacity for absorbing revolutionary ideas reaches 
saturation point sooner than most of you on the Other 
side of the Channel imagine; and when the matter 
is debated in the Chambers, every senator and deputy. 
will be sure to have at his elbow, figuratively spe 
some old.doctor reminding him of the innumerab 
doctors over 65 who are still worth their salt and of 
still more numerous doctors well under 65 who are not. 
This point has been very ably argued by) Dr. 
Marcou-Mutzner in a recent number of Presse Médicale. 
His plea is for natural selection instead of the blind- 
fold selection exercised by a hard-and-fast age limit. 
As he points out, one man may be old at 50, and 
another young at 70. Even M. Pomaret himself 
seems to have been aware of the differences between 
the real age of a man and his legal or birth-certificate 
age; for he has made the concession of allowing a 
doctor on the staff of a Paris hospital and a professor 


of the faculty of medicine to remain at work til he 


is 70; and if he is a member of the Institute, he 


may go on working to the dizzy age, for ordinary 


men, of 75. It would be interesting to know if his 
concession to grand old men is biologically justifiable. 
Probably it is. In his argument for natural seleotion, 
Dr. Marcou-Mutzner maintains that the Patients 


themselves know quite well when a doctor is deaf, 


absent-minded, forgetful, or shaky. of hand; andithey 
never forgive him if this last quality or disqualifica- 
tion spoils an intravenous injection. Whatever the 
technical age of such a doctor, these signs of pre- 
mature or mature.age put him on the shelf without 
the law having to be invoked. It is a pity that Dr. 
Marcou-Mutzner spoils an otherwise excellent argu- 
ment by claiming that patients also know. whether 
a doctor is familiar with recent events in his pro- 
fession or not. This is surely asking too much of 


: the intelligence of the average patient. 


ACTIONS FOR DAMAGES AGAINST DOCTORS ` 

From time to time Dr. J. Noir regales the readers 
of Concours Medical with the experiences of that 
excellent institution, the Sou Médical, which defends 
the interests of its members when actions are brought 
against them by unappreciative patients. These 
actions seem either to demonstrate remarkable 
stupidity and cupidity on the part of the patients, 
or tragi-comic stupidity on the part of a doctor. 
In one of Dr. Noir's cases, a certain Dr. X was called 
on to treat a patient suffering from a posterior dis- 
location of the shoulder, very difficult to reco x 
The overlooked. dislocation was not reduced, and 
permanent functional. weakness of the arm ensued. 
The patient's husband brought an action against 
the. doctor because his diagnosis had been incorrect, 
and -because no radiological examination had been 
made. According to. the expert evidence called, the 
difficulty of diagnosing such a lesion correctly was 
such that the error committed was altogether pardon- 
able, all the more so because the doctor had recom- 
mended. a radiological examination which the patient 
had obstinately refused. The husband’s objection 
that he himself had never heard the doctor recom- 
mend a radiological examination was weakened by 


the admission that he had not been present at all 


the discussions between his wife and the doctor. 
The latter won the case. So far so good. But Dr. Y 
let the Sou Médical badly down. Summoned to the 
victim of an accident, he diagnosed a comminuted 
fracture of the humerus. An enormous effusion 
having formed, he recommended waiting till it was 
absorbed before he applied splints. The patient 
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pleaded for a radiological examination, but the 
loctor insisted on its uselessness. Then he went 
way. Seventeen days after his departure, his locum 
enens, blissfully ignorant of all that had happened, 
nsisted on a radiological examination which showed 
10 fracture at all. But there was a subcoracoid dis- 
ocation. It was reduced, but the patient developed 
progressive paralysis of the right arm. Now the 
patient was a distinguished artist, aged 50, and he 
was allotted 160,000 francs in damages. Hence Dr. 
Noir’s advice Never consider a radiological exami- 
nation useless, particularly when a patient asks for it.” 


MEDICINE AND THE LAW 


Lump-sum Accounts ä 


In Little v. Nutter at Liverpool county co 
ast week the judge made interesting comments 
m the medical custom of sending in bills without 
furnishing detailed particulars. The plaintiff, a 
Liverpool practitioner, had attended the wife of a 
zotton manufacturer from January to July, 19365, 
and sent in an account for £47 10s. The defendant 
aid he was willing to pay what was reasonable, 
but he had never been given particulars or told 
what was the basis of the charges; it was not till 
Nov. 26th that he obtained explanations in the form 
of extracts from the doctor’s case-book. The learned 
judge observed that the defendant was taking the 
view of a business man but was dealing with a 
professional man. The doctor was not a tradesman 
elling goods. Tou cannot weigh up the services 
f a doctor in the same way as the services of a 
business man: in a case like this I think it is not 
possible to price each item.” Judgment was given 
for the amount claimed with costs. Although the 
court thus found the rendering of a lump-sum account 
to be a reasonable practice, there are undoubtedly 
cases where a formidable and unexplained total, 
especially if presented after a substantial interval, 
sete the recipient thinking of excuses for non-payment, 


Complaint of a Pork Chop 

The gradual elimination of juries in High Court 
ases is giving the judges some awkward questions 
to answer single-handed. A member of the Royal 
Automobile Club had a lunch which included half a 
lozen oysters, a pork chop, some milk pudding, and 
some mineral water. Between 4 and 5 next morning 
he became ill and his regular medical attendant 
liagnosed food poisoning. The pork chop fell under 
zuspicion and the patient eventually sued the 
proprietors of the club for damages. The illness was 
post hoc; the judge had to decide if it was propter 
hoc, A plaintiff must establish his case, and it is 
never an easy task to identify such illness with a 
particular item of food. The pork chop might well 
aim to be deemed innocent until it was proved to 
be guilty ; the club kitchen arrangements were given 
an excellent character; might not the roast chicken 
which the plaintiff ate for dinner that evening have 
been the culprit 1 The defence threw out the sugges- 
ion that the plaintiff might be a carrier of germs 
which caused illness when he ate indigestible food. 
The judge said there was no evidence to support this 
theory. After nota little discussion of the Gaertner 
bacillus, the court felt itself on solid ground in 
ucepting the diagnosis and the evidence of the 
plaintiff's regular medical attendant. Mr. Justice 
Singleton held that the plaintiff had proved his case 
and awarded him £625 damages. 
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Compensation for Miner’s Nystagmus 


In Richards v. Goskar the House of Lords has 
delivered a judgment which enlarges the liability 
of colliery companies to pay compensation to miners 
suffering from nystagmus. Richards, the appellant, 
was certified as suffering from miner’s nystagmus 
and as being disabled from earning full wages at the 
work at which he was employed. He returned to his 
former work at his former wages, although he had not 
in fact recovered from the disease; he then again 
became disabled by the original nystagmus. The 
question in the case was whether he could rely on 
the original certificate (as he himself claimed) or 
whether (as the colliery company contended) he 
must obtain a fresh certificate of disablement as a 
condition of receiving compensation. As is well 
known, industrial diseases like miner’s nystagmus 
entitle the workman to compensation as if they were 
industrial accidents. The disease is in Lord Atkin’s 
phrase, a “notional” accident. In making the 
language of the Workmen’s Compensation Act fit 
the case of an industrial disease, it was necessary 
to fix the date of the happening of this. The Act 
therefore stipulates that the disablement... shall 
be treated as the happening of the accident.” In the 
case of Richards, the county court judge felt himself 
obliged by previous decisions to hold that the disability 
to earn full wages was the accident. He consequently 
found himself unable to award.compensation because, 
for some time after the original disablement, Richards 
was able to earn full wages at the employment in 
respect of which he was originally certified. This 
result, Lord Atkin pointed out, put the sufferer from 
industrial disease in a relatively worse position than 
the sufferer from industrial accident. Disability 
was not to be translated into accident“ for all 
purposes. The county court judge had taken too 
narrow a view of some of the decided cases. Richards 
was entitled to have his claim for compensation 
assessed by the county court judge. The appeal 
succeeded and the case was remitted to the county | 
court for such assessment. | 

Workman’s Death from Blood Poisoning 

Another judgment delivered by Lord Atkin in 
a workmen’s compensation case some weeks ago was 
of considerable interest. An electrician worked 
under the floor of the electrical installation at the 
Lancaster Infirmary. He had, in the course of his 
job, to lie for long periods on his back, resting his 
head on a dusty floor in the foundations. The 
atmosphere was so hot that the workmen took off 
their caps. When the man came home one night, 
he showed his wife a sore place on the back of his 
head; he said he thought he got it at his work two 
days before.“ Making light of it, he continued at 
work till he had to stay at home owing to pains in 
the chest and head. The doctor found he had 
bronchitis in both lungs and inflammation of the 
scalp tissues. He died in the infirmary of septio 
meningitis and septic pneumonia. Post-mortem 
examination indicated that the infection causing the 
septic condition entered through the break in the 
skin of the head. The county court judge accepted 
the probability that the injury was sustained at the 
work, and awarded compensation to the widow and in- 
fant daughter. In the Court of Appeal Greer and Scott, 
L.JJ., said there was no evidence that the accident 
arose out of and in the course of the employment.“ 
In the House of Lords Lord Atkin said the case was 
entirely one for the county court judge, and there was 
evidence to support his finding. He himself, he said, 
would unhesitatingly have come tothe same conclusion. 
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GRAINS AND ‘SCRUPLES ` 


nder this heading appear week by week the unfettered thoughts of doctors in 


various occupations: 
BY A CHRONICLER 
© N 


IN the period vaguely named the Dark Ages 


there was no assembling of scientific observations 
bearing on medicine that was open to any general 
inspection, such as could, exist in classical times, 
-when industrious scribes met the situation. Our 
debt to them is apt to be overlooked. Down.to the 
time of printing the manuscript—including here 
graven plates, potsherds, clay and wax tablets, parch- 
ments and papyri—filled the place now occupied by 
print. These manuscripts were stored in libraries 
where the rolls could be seen, and in this way the works 
of Hippocrates, Celsus, ‘and Galen, especially of the 
last, were open to consultation. But in later times 
the monastic records, representing the fine work of 
the Church in preserving culture throughout evil times, 
were not similarly available. 
| „% * 


The word newspaper came into use in the. reign 
of Charles II, the earlier periodicals being the produc- 
tion of news-letter writers or intelligencers 
men retained either by private and important 
individuals or perhaps by a group of such. These 
news-letters or corantos contained no medical 
information and were made. up of the propaganda of 
various political parties. The word is the same 
as courant or current, and in the form of courier 
became a frequent title for newspapers at the end of 
the eighteenth century. Apart from the private 
correspondents the writers were not held in high 
esteem judging from this passage from News from 
the New World: Discovered in the Moon, a masque 
played before King James in 1620 and written by 
Ben Jonson. The chronicler or reporter, the factor 
or publisher, and the printer discourse as follows: 


The Chronicler: I am for matter of state, gentlemen, 
.. . to fill up my great book, which must be three reams 
of paper at least... be x 

The Factor : I do write my 1000 letters a week ordinary 
sometimes twelve hundred, and maintain the business at 
some charge.. . I have friends of all ranks and of all 
religions for which I keep an answering catalogue of 
dispatch, wherein I have my puritan news, and my 
pontifical news 
print). ; ow 

The Printer: Sir, they (the stories) were made for the 
common people; and why should not they. ha’ their 
pleasure in believing lies are made for them, as you have 

in Paul’s that make them for yourselves, 8 


„It will be seen that by the style of A Chronicler ” 
I assume no high status. „ 3 

A quotation’ from A Book of Characters,” 
published in 1631, leaves even less doubt as to public 
opinion of the journalist of the period, though 
probably this was not so much the opinion of the 
public as that of the Star Chamber. 
the corantos began to be circulated they attracted the 
unfavourable notice of that Court, as licensers of 


printed work. The Star Chamber had a hard task, 


for the corantos had an established popularity. 
The mere titles of them make up six or seven columns 
of Muddiman’s ‘‘ Hand-list of Newspapers,” and 
indicate that the subjects were purely political.. In. 


. (and points to the lies that get into 


For when 


Hach contributor is responsible for the section for a month; 
his name can be seen later in the half-yearly index. : 


their later form they were weekly pamphlets priced at 
one groat, equivalent to-day to about one shilling. They 
came to an end in 1642 amid a crowd of ‘‘ Diurnals, ” 
the word derived from Acta Diurna, and in 1643 
a Board of Censors for the press was set up by 
Parliament. . 

A journalist of a period some ten years before the 
suppression of the corantos is thus described by | 
Richard Brathwaite, a forgotten poet and author of 
**Barnabee’s Journal” :— 


“The Coranto coiner is a state newsmonger and his 
own genius in his intelligencer. His mint goes weekly 
and lie coins money by it. Howsoever the more intelligent 
merchants do jeer at him, the vulgar do admire him, 
holding his novels oracular, and these are 7 sent 
for tokens or intermissive courtesies between city and 
country. He ever leaves some passage doubtful: as if 
there were intimate secrecies of state, closing his sentences 
abruptly with ‘Hereafter you shall hear more,’ He 
carries his table-book about with him; he does not pull 
it out publicly. Paul's in his walk in winter, Moorfields 
in summer, where the whole discipline, designs, projects, 
and exploits of the States, Netherlands, Poland, Switzer. 
land, Crimchana and all are within the compass of ons 
quadrangle walk most judiciously and punctually dis- 
covered. Thanks to his good invention he can collect 
much out of very little.” 


We have here two uncomplimentary descriptions 
of the press man of the seventeenth century, prepared 
to write from the town: to the country, or from the 
country to the town, upon information picked up 
through gossip. Certainly St. Paul's Cathedral 


and churchyard, and the neighbouring open country 


of Moorfields, were admirable places in which to 
gather the spirit of the day from gossip, and thu 
ascertain what topics would make acceptable subjects. 
Note in the allusions to Tartary and China a hit at the 
omniscience pretended to. The highest development 
of the news-letter or coranto was reached under 
Henry Muddiman, ancestor of the author from whom 
I have just quoted, and his letters were the origin of 
the London Gazette, where to-day your name can still 
be printed on the occasion of your elevation to a 
peerage or your submersion in a bankruptcy. 
a ee 

The corantos did not attempt to give medical 
information ; they were political propaganda. The 
first definite medical journal to be published in this 
country was the Foreign Medical. Review, and 3 
natural guess would be that we have here an example 


of the idea that they do things better abroad.” 
The idea still has force—‘‘A.man at Bad-Zwieback 


gave him glasses and he can see better than ever”; 


“She went to such a clever doctor at Brioche le 
Bains and he put her right at once; He's consult- 
ing a fellow at the Kalbsbraten Clinic who has a 
wonderful treatment — are not such remarks to 
be heard at every social function? Are they not 
partioularly frequent at informal gatherings like 
sherry parties, where men and women incline.to us 
medical treatment as a subject. for conversation! 
As a matter of fact, they did do these things better 
at that time abroad, for when the Foreign Medical 
Review was launched, there were numbers of conti. 
nental medical journals. How many can be seen 
in a list contributed to the Bulletin of the Institute 
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f the History of Medicine, published by the Johns 
Hopkins University in the supplement of July, 1934. 
The list was compiled by Dr. Fielding Garrison, 
he well-known medical historian. The detailed 
numeration occupies 40 quarto pages in double 
zolumns, and in this long array will only be found 
ome seven or eight English publications, including 
transactions of societies, which are in no sense 
journals. 

The Foretgn Medical Review ran for ten years at the 
end of the eighteenth century and it has always, 
to me, been a matter for surprise that no medical 
journal made its appearance some years earlier under 
the editorship of a great man of letters, both a doctor 
and a journalist. For it first appeared in 1779, 
when Dr. Tobias Smollett’s political journal, The 
Briton, had already seen daylight and Smollett’s 
medical experience, knowledge of affairs, and zeal 
in the pursuit of what interested him would have 
made of him an ideal pioneer of medical journalism. 
We can see in his novels how exactly he estimated 
many professional positions; he made no name in 
the medical profession, and, oddly I think, his regular 
employment of assistants on his historical works 
never suggested to him the idea of collecting a 
staff for the production of a medical journal. 

The Foreign Medical Review had slight support, but 
its pattern of extracting passages from medical 
works was followed by successors, where the distinctly 
medical appeal was often lost, medicine being treated 
as a branch among others of general science. The 
descriptions on the title-page of the first volume of 
these publications, and the wording of the first 
prefaces are remarkable for their promises, but a 
glance through the volumes shows how little attempt 
was made to keep them. There seems generally to 
have been great reliance upon a title and here changes 
were made which sometimes render a paper difficult 
to trace. Brief perusal of the first volumes of each 
paper shows that the fare provided could satisfy 
no appetite for contemporary information; yet 
things will catch the eye which to-day have a pro- 
fessional interest. The first volumes now noted are 
in the library of the Royal Society of Medicine. 


* * ** 


Foreign Medical Review, 1779. 


“ An account with extracts of all new books published 
on natural history, botany, materia medica, chemistry, 
anatomy, surgery, midwifery, and the practice of physic 
in every part of the Continent of Europe; together with 
intelligence of new and interesting discoveries.” 


What do we get in return for this handsome offer ? 
Reviews transcribed from German and Swedish 
originals, observations on arnica by two Viennese 
doctors, an introduction to the study of midwifery 
by the physician to the Landgrave of Hesse-Cassel, 
an essay in Latin on conium, an article on the 
Swedish pharmacopeeia, and belated obituaries of 
Haller (ob. 1777) and Linnaeus (ob. 1778). Haller 
is described as Lord of Goumens le Jux, Feudi in 
Eclagens, and Knight of the Polar Star.“ How 
Thackeray would have rejoiced in this description, 
which would have exactly met the case of a grandee 
at the Pumpernickel Court. 


London Medical Journal, 1781. By a Society 
of Physicians. The preface points out that the 
acking of the venture is such that success is deserved. 
Like the Foreign Medical Review, extracts from foreign 
literature formed the main contents. The title was 
changed to Medical Facts and Observations, but 
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either the facts were not so or the observations 
were unarresting, for the career of the paper was 
a short one. : 


Medical Chirurgical Review, 1820, adding “ Journal 
of Medical Science” in 1822 and reverting to 
the shorter designation between 1824 and 1898. 
In 1828 the title became the Medico-Chirurgical 
Review and Journal of Practical Medicine, and this 
designation was preserved for the next 19 years. 
The first number is described as a concise account 
of the various publications in different languages 
on medicine and surgery and as “a continuation 
of the Medico-Chirurgical Journal”; I have not 
been able to identify with certainty this predecessor 
and the unsigned preface makes no reference to parent- 
age. The journal was published under its different 
titles for very many years, and the first number 
promised well. The original editors were Dr. William 
Shearman, Dr. Shirley Palmer, and James Johnson 
Esq., surgeon to H.R.H. The Duke of Clarence’, 
Household.” In this volume we find a clinical case 
of a Fcœtus found in a Boy” by Nathaniel High- 
more, an artiole on Diseases of Females by Charles 
Mansfield Clarke, and a review of Orfila’s celebrated 
work on poisons. The article-by Sir Charles Clarke 
was probably a recent contribution, the reverence 
for titles in early medical journalism being such 
that, had he secured his F.R.S. or his baronetoy 
at the time, the distinctions would have been noted 
Clarke’s medical record reads singularly to-day. A 
student under Hunter at St. George’s Hospital 
he seems to have gained no professional qualification 
but was awarded the Lambeth M.D.; he must 
however, have done something to justify a scientific 
reputation for he was made F.R.S. before he was 40 
appointed physician to Queen Adelaide, and created 
a baronet. There was no hurry in publishing the 
review of Orfila’s “ Traité des Poisons,” that finest of 
single-handed efforts in practical therapeutics, for 
the book had been out nine years. N athaniel 
Highmore, of antrum fame, had been dead 
100 years; perhaps the contribution was from a 
descendant using an honoured name. The paper had 


a long life and its editors resented th 
of The Lancet. e 


Medical and Physical Journal, 1799. on 
by T. Bradley, M.D., and A. F. M. Wilich, M. B., ad 
continued as the London Medical and Physical Journal 
in a new series under the editorship of Dr. Roderick 
Macleod. The claim made in the first number is 
that the journal will “ Contain the earliest information 
on subjects of medicine, surgery, pharmacy, chemistry 
and natural history, and a critical analysis of all 
new books in this department of literature.“ The 
first number suggests that a real endeavour was 
made to redeem some of the pledges, and a good deal 
of ground was covered; the journal did not obtain 


any substantial adherence, but lived and died under 


the same title. l 


_ The Philosophical Magazine, 1798. The magazine 
incorporated a predecessor which I have not seen 
called the Journal of Natural Philosophy, Chemistry 
and the Arts. The founder proposed to treat of the 
liberal and fine arts, agriculture, manufactures 
and commerce.“ He was one Alexander Tilloch 
a learned and ingenious man. A journalist and 
editor of a lay paper, he was better known for his 
practical interest in printing. He was the inventor 
of a process for engraving the notes of the Bank of 
England, which was not adopted, though later the 
method which met with favour appears to have been 


e 
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virtually the- same. 
Isaac Newton. 
Alexander Tilloch was a business nian, and ‘made 
no suggestion that he proposed to pursue art for 
art’s sake; his object was, he said, to communicate 
such teachings of art and academic knowledge as 
can be useful in material pursuits, while his intention 
to take his matter from all convenient sources is 
candidly expressed by a quotation on his title-page 
from Justinian, which may be translated thus: 


“Neither is the texture of the spiders’ web better 


because it is produced from themselves, neither is 
our texture the- worse because like the bees we take 
our draughts from foreign sources.” Other subjects 
were better handled than medicine. In the first 
bound volume, which comprised the output of four 
months, we have an article headed Medicine which 
announces that improvements have been made in 
the German key for extracting teeth.“ Another 
article, headed ‘Surgery,’ is a note on “ The retarda- 


tion of age by preventing the accumulation in the 


tissues of calcareous matters.“ 

In a later volume we get Dr. Perkins’s discovery of 
the influence of metal tractors in removing many of the 
diseases of the human body. This communication 
has a modern flavour when the benefits attributed 
by ardent proselytes to osteopathy are recalled, a 
metallic medium being substituted for the erudite 
touch. Dr. Perkins was an American and made 
therapeutic claims to which some disciples within 
the ranks of the medical profession subscribed ; 
but official medicine repudiated the work because 
the technique and conclusions were based on nothing 
that was comprehensible upon established scientific 
grounds. His procedure was to apply externally 


to parts affected with diseases, metals and compounds. 


of metals formed into instruments of various forms 


and sizes termed tractors.” Dr. Perkins’s assertion 


was that on drawing them lightly over parts affected 
these tractors could (in his own words), remove 
typical diseases of the human body where an extra 
degree of nervous energy or vital heat was present 
unless such disease was situated in some of the 
internal ‘viscera too remote from the part where the 
instrument could be applied.” Then follows ‘a list 
of diseases—wherein are included rheumatism, gout, 
erysipelas, lock-jaw, inflammatory. tumours, painful 
burns, and tooth-ache—which are amenable to treat- 


‘ment by the tractors, the evidence of savants 


and grateful patients being added. The editor of 
the Philosophical Magazine remained unimpressed, 
considering that the asserted presence of some 
galvanic action was unconvincing. Incidentally, it 
was conversion to this sort of therapy that ruined 
Dr. John Elliotson,. the learned physician at 


University College e to whom Thackeray 


dedicated Pendennis.” 


Amnals of Philosophy, or age of Ohemistry, 
Mineralogy and Mechanics, Natural History, Agricul- 
ture and the Arts, 1813. Edited by Thomas Thomson, 
M.D., F. R. S., member of the Imperial Medico- 
Chirurgical Academy of Petersburg. The first preface 
states that the intention is to publish “ memoirs 
on particular branches of science, and the trans- 
actions of Philosophical Societies.” A new series 
began in 1821 and was continued as The Philosophical 
Magazine and/or Annals of Philosophy this was an 
amalgamation with the Philosophical Magazine. 
The editors now were Richard Taylor, F.S.A., and 
Richard Phillips, F.R.S. The magazine was con- 
tinued as the London and Edinburgh Philosophical 


He also had views on the 
Apocalypse, there following the ee of. Sir 


| Magazine and Journal of Science, and after VoL 16 


‘‘ Dublin ” was added to the title. The annals had 
very little of medical-interest, references to medicine 
being thrown in now and then, probably to justify 
the comprehensive range, but the first volume has 
a paper on diabetes by Dr. William Henry, F.R.S., 
author of an Epitome of Chemistry. This was a 
really distinguished medical contributor. A Man. 
chester general practitioner, he went to Edinburgh, 
attended courses in chemistry, and when quite 
young made important communications to = 
Royal Society. His Epitome of Chemistry 
through eleven editions in the next twenty-eight art, 
Henry’s medical essay forms a link with con- 


temporary journalism, for in an early issue of The 


Lancet there is a long and appreciative review of his 
experiments on the disinfecting powers of increased 
temperatures. 


London Medical, Surgical, aia Pharmaceutical 
Repository. The magazine was started in 1814 
and the words. “Surgical and Pharmaceutical” 
were soon dropped from the title, The first editors 
were George Mann Burrows, M.R.C.S., William 
Royston, F. L. S., and Anthony Todd Thompson, 
F. L. S. Burrows, who. appears to have been the real 
founder, was specially indéfatigable in securing: the 
passage of the Apothecaries Act in 1815. He became 
a leading authority on insanity. Anthony Todd 
Thompson was also an interesting. man ; the son of an 
American Colonist he graduated in medicine at 
Edinburgh, and gained a large practice in South 


London. He was young when he joined Burrows in 


the direction of the London Medical Repository, but he 
had already written a conspectus of the pharmacopaia 
which had run through several editions and proved 
to be the framework of the pharmacopœia as we 
now know it. He became professor of pharmacology 
and therapeutics in the new University of London 
and was a frequent contributor to the early Lancet. 
In 1882 the London Medical Repository came under 
the editorship of James Copland, later the author 
of the Dictionary of Practical Medicine.“ Copland 
was a divinity student originally, but turned to 
medicine and graduated at Edinburgh. He took 
an, appointment as medical officer on the Gold 
Coast where his experiences of disease and native 
manners were sensational. He is depicted by 
Sir Norman Moore as a man of extraordinary 
industry and perseverance, but without the gift 
of discrimination. The London .Medical Reposttory 
was more definitely professional in its contents 
than any of its predecessors, and there may be noted 
in its pages the first Hunterian Oration, which was 
delivered by Sir Everard Home, the untrustworthy 
curator of Hunter’s manuscripts, while there is also 
an article by Baron Larrey, Napoleon’s great military 
surgeon. The London Medical Repository marked 
a real intent to produce a medical journal. The 
predecessors aimed to be scientific * 
wherein N would be included. 


x * ** 


The Lancet made its appearance in 1823, and with 
it -medical journalism assumed a new shape. The 
biographical notes on the founders or editors of its 
predecessors show that they were ón the whole a 
distinguished group, and that the failure of their 
journals was due simply to their conception of what 
their readers might want. They had a tou 
belief in the influence of titles, and as far as medicine 
was concerned made ee a which they 
could not fulfil. 
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PUBLIC HEALTH 


The Nation’s Health 


THE annual report of the chief medical officer of 
the Ministry of Health is a personal commentary on 
the medical matters which came before the Ministry 
during the year under review; it is not the official 
report of the Ministry, which is issued separately 
beforehand.1 It consists of statistics and facts which 
the Ministry supplies, along with comments upon 
and criticisms of those facts for which the author 
alone is responsible. The 1935 report? is the first 
for which Sir Arthur MacNalty, as chief medical 
officer, is solely responsible. From his published 
works and from his experiences we should have 
expected that Sir Arthur’s attitude towards pre- 
ventive medicine would differ somewhat from that 
of his predecessor, Sir George Newman, for he is 
more of a clinician than a sanitarian, and approaches 
public health as a physician rather than as a 
biologist. As an account of the progress of medical 
science during 1935, his report should appeal strongly 
to the medical profession as a whole; but 
members of the public health service will find less 
in it to interest them unless they are engaged in 
specialist activities. 

A NEW INTERPRETATION 

In an introductory note Sir Arthur MacNalty 
recalls Sir John Simon’s statement, made forty- 
five years ago, that the science of preventive 
medicine is advancing partly because the causes of 
disease are becoming more exactly understood and 
therefore more readily prevented, but even more 
largely owing to the creation of new methods of 
pathological research. This was the beginning of 
a new and wider interpretation of preventive medicine. 
The dividing line between preventive and curative 
medicine, Sir Arthur remarks, grows fainter and 
fainter, and in many instances has virtually dis- 
yppeared. He illustrates the disappearance of this 
letachment by the recent trend of events. The 
uberculosis work of local authorities includes both 
prevention and cure. In the child welfare and 
naternity services the clinician works side by side 
vith the hygienist. The insurance medical service 
s designed for the prevention as well as the treatment 
f disease and is working to-day in closer relation 
vith the public health service. The Local Govern- 
nent Act of 1929 provided for more intensive coépera- 
ion between the voluntary hospitals and the 
nunicipal hospital resources. And, finally, the 
roblem of proper nutrition, to which an advisory 
ommittee of the Ministry has given attention for 
he last five years, was not, he reminds us, a new 
oterpretation of preventive medicine. In 1862 
he Privy Council inquired into the nourishment of 
istressed operatives in Cheshire and Lancashire, and 
n the following year Dr. Edward Smith, F. R. S., 
bserving that insufficiency of food does not nearly 
o much affect the married worker as it affects his 
rife and children, attempted to frame a minimum 
aily diet. We are still, Sir Arthur concludes, work- 
ig at the same task, but with a coöperation of State 
nd voluntary effort which was then neither available 
or contemplated. 


THE YEAR 1935 


England and Wales was freer from disease in 1935 
lan in any other year of which we have records 


1 Seo THE LAN OBT, Oct. 31st, p. 1077. 
H. M. Stationery Office. Pp. 238. 32. 


Not only was the incidence of disease low, but 
severity was low also and, what is still more satis- 
factory to the medical profession, the year showed 
evidence, always difficult to obtain, that treatment 
was unusually successful. Of this we may quote 
two instances. The notifications of ophthalmia 
neonatorum numbered 4359; they were up to the 
average, but total blindness resulted in only four. 
Puerperal sepsis and pyrexia with 8142 notifications 
gave 1006. deaths against 8431 notifications with 
1212 deaths in 1934. Incidentally, it may be noted 
that these figures show that the Puerperal Pyrexia 
Order of 1926 is not being properly carried out, 
for the fatality of notifiable pyrexia (including 
fever) is not 1 in 8, nor in fact anywhere near it. 
There was no outstanding disease in 1935 and few 
epidemics of importance, though dysentery, the 
typhoids, and salmonella showed slight rises from 
the low levels of recent years, and there was a 
small crop of five cases of botulism, which is the 
second outbreak of the disease in British public 
health history. 7 | 


EXPERIMENTAL EPIDEMIOLOGY 


The importance of the work on experimental 
infections in herds of mice carried out by Profs. 
Topley and Greenwood at the London School of 
Hygiene and Tropical Medicine during the past 
12 years has gradually obtruded itself more and more 
on our profession. With the inauguration of a 
special chapter of the report, dealing largely with 
this work, the subject of experimental epidemiology 
may be said, in the words of our gossip-writers, to 
have arrived. Based chiefly on the account of these 
experiments recently published, a clear and charm- 
ing description is given of the results and of the 
conclusions which may by analogy be inferred in 
human crowd infections. Put very briefly, these 
are: (1) That disease once introduced will not die out 
naturally as long as fresh immigrants enter the 
herd. (2) That survival of intense exposure to 
infection confers no absolute immunity on the 
survivors: the resistance acquired fluctuates widely. 
(3) That biological immunisation confers a slight advan- 
tage on the immunised in a bacterial disease (mouse 
typhoid) and a.much greater advantage in a virus 
disease (ectromelia): hence in man environmental 
improvements rather than vaccination would appear 
to be the method of election in the prevention of 
disease such as enteric fever, while preventive inocula- 
tion would seem to be the more hopeful line of 
advance in virus diseases. (4) Secular variations in 
the course of herd mortality cannot yet be 
satisfactorily explained but the authors lean 
towards causes in the biology of the herd rather than 
in ‘‘ cosmical theories of epidemic constitution.“ 

Included in the same chapter of the report, though 
not coming so strictly under the heading, are accounts 
of studies on the spread of streptococcal infections, 
particularly of secondary infections by streptococci 
of a different type in cases of scarlet fever; and of 
epidemiology in country practice, based on the paper 
read by Dr. W. N. Pickles of Aysgarth to the 
section of epidemiology of the Royal Society of 
Medicine.“ A plea is entered for similar valuable 
work to be recorded before the isolation of rural 
communities is completely destroyed. 


3 Medical Research Council, Spec. Rep. Ser. No. 209, 1936. 
‘See THE LANCET, 1935, „ 1276. j 
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TUBERCULOSIS a l 

The chapter on tuberculosis is the record of a 
year in which the incidence and fatality of tuberculosis 
reached low records surprising even to the sanguine, 
and to his study of this satisfactory material Sir 
Arthur MacNalty brings an unrivalled knowledge of 
the disease in all its bearings. The index, which is 
the crude death-rate from all forms of the disease 
per million living, sank to 718 from 763 in 1934, and 
the notifications to 55,148 from 59,564, Sir Arthur 
does not enlarge on the remarkable fall in tuberculosis, 
for he sees many ways in which our services can be 
improved to, give, still better results, and though 
last year’s death roll of 26,854 is less than half what 
it was in the beginning of the century it is still an 
intolerable debt to a preventable disease. The 
standardised death-rate has fallen from 3478 per 
million in the middle of the nineteenth century to 
687 in 1935 almost uninterruptedly and there seems 
to be no reason why the fall should not be continued. 
From the report it is clearly the writer’s view that 
the fall will not continue of itself, but requires 
increased efforts to stimulate it. The tuberculosis 
service, he says, is “reasonably well organised ” 
and ‘proceeds to suggest ways in which it might be 
improved. There is no question of the soundness 
of the suggestions which can be inferred from his 
narrative, ‘but the statement that 2540 of the new 
cases of tuberculosis in 1935. were not notified until 
after death may not bear the interpretation that its 
context implies. For how many of these were 
tuberculous meningitis and other forms of acute 


disease where the diagnosis cannot be verified until 


the patient is dying, or dead! Yet we must admit 
that the decline in notifications, though it keeps 
pace with decline in mortality, is “-unsatisfactory 
in so far as it indicates that the service is not getting 
into touch with a materially greater number of 
patients in the earlier stages of the disease.” The 
notifications and ‘deaths suggest a much higher 
fatality than is actually the case. In the four years 
1932-35, the dispensaries dealt with 262,000 patients, 
of whom 125,000 were suffering from tuberculosis. 
In the same years 117,000 persons died of tuberculosis. 
Though not all tuberculous persons do, or need, 


come under the dispensaries, it is obvious that a 


far larger number should do so and should come 
earlier, for but a small percentage of the population 
can afford to go through tuberculosis without: the 
help of the official service. More intimate working 
of tuberculosis officers with general medical practi- 
tioners is required. This is generally stated as 
increased assistance of practitioners” (Sir Arthur 
uses this expression) which suggests all.take and no 
give, and is: not an ideal relationship. When the 
tuberculosis service started, the vastness of its 
problems precluded our doing all that in. those days 
we knew we ought to have done, but as the cases have 
shrunk to manageable numbers we should be able to do 
moré for them, and certain provisions, such as efficient 
X ray instalments and machinery for lung collapse 
therapy, with experts to use them, which were not 
available twenty years ago, are reasonable expecta- 
tions in every dispensary to- day. No tuberculosis 
service, Sir Arthur says, can to-day be regarded 
as entirely efficient which does not include adequate 
facilities. He knows that not all have got them; 

the implied suggestion is that they should hasten 
to install them. 


MATERNITY AND CHILD WELFARE 


This chapter is the happiest one in the report. 
The lowest infantile mortality on record, and a 


` maternal mortality which for the first time in recent 


years shows a substantial reduction, supply encourage- 
ment, and the Midwives Act, 1936, though it has not 
yet come into force, offers good food for hopeful 
speculation. Discussing the Midwives Act, Sr 
Arthur evidently expects the independent midwife 
to disappear and the whole of midwifery to become 

an organised service . . . under the supervision of a 
superior officer. She (the midwife) will be an integral 
part of the public health service...” We believe 
this may, and in some districts will, happen, but the 
‘Act does not say that it must, nor does it give power 
to enforce it. The short reference to the maternal 
mortality question is sound and reasonable, although 
a longer commentary on the confidential reports 
on individual maternal deaths would have been 
welcome. The statement that in 50 per cent. of 
maternal deaths there is an avoidable factor is. still 
awaiting explanation which can only come through 
the Ministry’ s scrutiny of these reports. It may be 
that in the sentence it would be helpful if the 
investigator, would more-often indicate his conclusions 
as to any lack or inadequacy of service .. .” we 
find the reason why the reports do not offer material 
for settling the. question, The prominence’ given 
to maternal mortality in the lay press has caused 
some fear in the popular mind that childbirth is too 
dangerous to be risked; Sir Arthur mentions this 
risk of fear and says truly There is no need of fear.” 
He could have added that since the publication of 
the departmental reports which raised the alam 
the numbers of births has actually increased to the 
extent of causing a.slight but appreciable rise in the 
birth-rate since 1933, and this in spite of the fact 
that the proportion of women capable of child- 
bearing in the population has fallen. It seems that 
though the propaganda may in part have been 
injudicious it has engendered rather more confidence 
than fear. The final sentence’ in the section on 
anesthesia in normal childbirth (p. 64) runs: “A 
midwife working alone cannot maintain aseptis, 


„ ˙ r ᷣͤ » P ˙ A ᷣͤ eee Bed 


watch the progress of labour and deliver the child, 


and at the same time administer an ansesthetic” 


If this is intended to suggest that the use of thè 


Minnitt apparatus is impracticable for midwives 


in the home it must have a profound bearing on the © 


future of the midwifery Service. 
- Small-pox at Oldham 


‘In the past few days four cases of small-pox bare 
occurred at Oldham. The first was that of an 


. unvaccinated married woman, between 40 and 50, 


Who worked in the cardroom of a cotton-mill in 
Chadderton. The other three are those of the 
woman’s husband, who was vaccinated in 1916; 
her son, aged 15, who had never been vaccinated; 


and an unvaccinated-woman who had been in contact 
with the original. case. All these patients have been 
removed to hospital. The diagnosis of small-pox in 


the first patient was not established sufficiently early — 
to ensure the successful vaccination of contacts, of 


whom there were at least 98 in the woman’s place of 


work and 12 at her home, and arrangements have 


been made to keep them under daily supervision. 

The original case was one of variola major, of rather 
severe type but not confluent. ‘No human souree of 
infection has been traced, and the infection was 
probably conveyed in the raw. cotton which this 
patient handled. Cotton as a vehicle of infection of 
small-pox has frequently been suspected in the past, 
and in 1913 cases were reported in Oldham probably 
caused in this way. f 
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PDGAR- HARTLEY KETTLE, M. Da 
ä F. R. G. P. Lond., F. R. S. a 
" PROFESSOR OF PATHOLOGY AT THE 5 POSTGRADUATE 
MEDICAL SCHOO 
A VERY grave Joss to British and indeed inter- 
national medicine is caused by the untimely death of 
Prof. Kettle which occurred at his house in London 


on Dec. Ist. Always a delicate man, he had a serious 


operation some ten years ago from which, however, 
he made a successful recovery; but a recurrence 
of the symptoms two years ago necessitated a further 
operation which was 
recovery was impeded by an unforeseen, and therefore 
unpreventable, complication. While obviously re- 
maining in delicate health, his enthusiasm for, and 
high conception of, his 
duties at the Hammer- 
smith school kept him 
in full work until the 
commencement of his 
ahort final illness. ` 

Edgar Hartley Kettle 
was the son of Edgar 
Kettle, who married the 
daughter of Edward 
Hartley of Chipping — 
Norton. He was edu- 
cated at Skipton School, 
where the head master 
—a wrangler—was his 
uncle, His. school- days 
were marred by a series 
of breakdowns owing to 
constant trouble in the 
knee, and at the age of 
sixteen he was admitted 
to St. Mary's Hospital, 
when the joint was 
excised by Edmund 
Owen. A curious reac- 
tion to environment 
then happened, for the 
patient told Owen that 
he had decided to go 
in for medicine. Owen’s . 
natural response that 
le. seemed particularly 
unfitted for such a 
career—gave Kettle, 
who was that sort of boy: as he dewadi 
became that sort of man, the exact stimulus to 
persevere in his intention. He entered St. Mary’s 
Hospital, gained a scholarship, and during his course 
as a student received prizes. He passed the examina. 
tion for the primary fellowship of the R:C.S., but 
never entered for the final examination, feeling that 
it was necessary to begin earning at once. He became 
temporary house surgeon at the French Hospital, 
being unqualified at the time, and there met J. A. 
Murray who interested him in cancer research. He 
had good grounding behind the impulse for patho- 
logical: work, for while serving as clinical clerk and 
dressér at St. Mary’s he had spent much time in the 
laboratory. He was appointed demonstrator in 
pathology at the hospital, and graduated M.B., 
B.S. Lond. in 1907. He remained for a further year 
as demonstrator and assistant pathologist, when, on 
the invitation of Alexander Paine, he went to the 
Cancer Hospital where a new pathological depart- 


again successful, though 


PROF. KETTLE 


ment had been built. He worked Tes for . four 
years, finding opportunities during the last year 
to study continental methods in the laboratory. at 
Freiburg under Aschoff. In 1912 he went back 
to St. Mary's as first assistant pathologist to the 
hospital, and assistant lecturer in pathology, 
later being joint pathologist with Sir Bernard 
Spilsbury, and finally coming into sole charge of the 
department. 

He remained for twelve years at St. Mary’s, years 
which included the war period, and Kettle felt 
bitterly that his stiff knee rendered him quite unfitted 
for active service abroad, but he discharged highly 


valuable duties at home. The laboratory at St. Mary’s 


became the hub of the activities of a great school, 
this mere specially: marked as men came back on 
‘leave, ‘and as the prob: 
lems of the sick and 
` wounded became urgent. 
He devoted himself to 
filling the gaps in the 
depleted staff, carrying 
on his work as patho- 
logist, teaching the few 
remaining students, and 


resident obstetrio offioer. 
He considered that the 
practical insight thus 
acquired proved useful 
later in many directions. 
At the same time he 
was writing a book on 
the 
Tumours,” which 
appeared in 1916. He 
was appointed consult- 
ing supervisor of the 
laboratory at the ‘Third 
London General Hospital 
at Wandsworth, spend- 
ing the mornings there 
and the afternoons and 
evenings at St. Mary’s. 
At St. Mary’s by this 
time, further responsi- 
bilities of teaching fell 
on him through the 


[Photograph by Russell 


students. He had, it may be said, been 
opposed to the policy of their admission in the first 
instance, as may be seen by his editorial articles in 
St. Mars Hospital Gazette, but when the opposite 
decision was taken, both Kettle and the paper 
which he was editing gave the women a cordial 
welcome. 

The ability for organisation displayed by Kettle 
at St.. Mary’s and elsewhere, no less than the scien- 


tific standard of his work, marked him out for 


advancement, and in 1924 he was invited to take up 
the position of professor of pathology’ and baoterio- 
logy at the Welsh National School at Cardiff. Here 


he had abundant opportunities to exercise the talents . 


he had already displayed. The School was in a state 
of considerable disturbance at the time of his 
appointment, disputes—sometimes of an acrimonious 
character—having arisen between the University of 
Wales and the University College of South Wales 
and Monmouth as to the control of the medical 


acting for a period as 


“Pathology of 


admission of successive 
' batches of women 
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school. Both diplomacy and hard work were needed 
to establish friendly relationships and secure the 
necessary machinery for teaching the students; but 
by the time Kettle left Cardiff after a three years’ 
tenure of his post, the school was established in new 
buildings, while the difficulties had been surmounted. 
In 1927 there came for him the commencement of 
six years’ work which he would often refer to as the 
happiest period of his life, for on the retirement of 
Sir Frederick Andrewes he was appointed to the 
chair of pathology of the University of London, held 
at St. Bartholomew’s Hospital. He was unable to 
take up the appointment immediately for at this 
time he had a recurrence of the ill-health against 
which he had struggled all his life, but six months 
later he entered on his duties, and soon felt, in his own 
words, part and parcel of Bart.’s.”” His high and 
tried qualities as teacher were at once appreciated. 
His acumen in and flair for research were demonstrated 
over and over again, while his admirable gift for 
friendship came into full play with colleagues and 
students alike. The wide vision displayed in dealing 
with pathological problems was found to be equally 
evident ‘in his ideals of medical education, and in his 
views of the part which medicine ought to play in 
all public relations. The expert found in him one 
who could appreciate difficulties and find: solutions ; 
those in whom the spirit of research was being kindled 
looked immediately to him for guidance; while the 


students as a body saw.in him a friend, as sympathetic 


with their play as with their work. He was elected 
president of the Students’ Union,.and was so certain 
of remaining at Bart.’s for the rest of his professional 
life that he presented his journals to the library. 

In 1934 he was appointed professor of pathology 


at the British Postgraduate Medical School at. 


Hammersmith, leaving St. Bartholomew’s with great 
regret; he came to his new duties distinguished for 
researches into malignancy in all phases and silicosis, 
and also as a director of research. He proved to be 
an unqualified success in a post which carried with 
it great opportunities, but with the responsibility for 
devising a scheme of performance to meet very 
diverse requirements. Those entering on a course 
at the school would be doing so from many varying 
motives, and the school had to provide an 
inclusive: programme to meet their wants—to give 
instruction from the latest angle and to resume 
accepted knowledge in its modern phases, and at the 
same time to pursue the paths of research, in them- 
selves. pointing in multiple directions, Thus there 
was required, especially at the beginning of the new 
undertaking, industrious supervision, careful dis- 
crimination in the choice of a staff, and a resolution 
and temperament which could recognise the aspira- 
tions and the difficulties of all concerned, colleagues 
and students alike. Kettle was immediately recog- 
. nised as the ideal man for such a post; he created 
confidence and established unity of design, while 
recognising the part in a live concern that must be 
played by conflicting interests. His simplicity and 
good nature never interfered with his shrewd vision, 
and without a trace of pretentiousness or of profes- 
sorial manner, he made it clear from the beginning 
that only a man’s best would ever satisfy him. 

-~ Kettles contributions to pathology were numerous 
and always valuable and pertinent—he never wrote 
with any idea save to advance knowledge. His first 
publication in 1912 dealt with carcinomatous meta- 
stases in the spleen. In the succeeding years he pub- 
lished many papers dealing with neoplasms of various 
types, among which his study of tumours rising from 
‘the endothelium deserves particular mention. In 1916 
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he published his classical monograph on the “ Patho. 
logy of Tumours.” In this book he collected and sum. 
marised general information on the subject of tumoun 
in a succinct and readable manner, adding at the 
same time critical notes upon the more theoretical 
and speculative considerations. He presented the 
main theories of causation concisely, and in dealing 
with the experimental side of cancer gave a 
informing account of the work done up to that day 
in the study of transplanted tumours in animals, In 
the description of the various groups of tumor 
under accepted classification many illustrations wer 


‘supplied, reproducing microscopic sections for th 


most part from specimens observed by himself, 
while the section devoted to special pathology m 
accordance with regional incidence was also fully 
illustrated. Money was short with Kettle during 
the war period, while his industry was unoeasing, 
He typed the whole book out in the evenings, and, 


having studied Ford’s technique of making drawing 


of microscope preparations, he executed all the 
beautiful figures himself. A second, and enlarged, 
edition was published in 1921. SN. 

His interests were not confined to this aspect of 
pathology. Almost synchronously with his first paper 
on malignant.neoplasms, he recorded, in a conjomt 
paper in -THE Lancet, his observations on the 
histology of experimental rheumatism; and, from 
the end of the war onwards, he devoted himself 
mainly to the study of the histopathology of infective 
processes, and particularly to those infections that 


could be studied experimentally in animals. He 


turned aside, from time to time, to study patho- 
logical processes of other types—his well-known 
paper on the Splenic Lesions in Some Cases of 
Splenomegaly Associated with Secondary Angmis 
was, for instance, published in 1920, and he reported 
the ocourrence of malignant change in a chronic 
duodenal ulcer in a paper in THE LANCET in 1930. 
But, from the day when he described the histopatho- 
logy of. gas-gangrene in the report issued by the 
Medical Research Council in 1919, he spent almost 


the whole of the time that he could devote to personal 


research work in the intensive study of various-infec- 
tive processes, and the influence on infection of 
various chemical agents, especially of silica, His 


earlier studies in this field, particularly in ther 


broader aspects, are conclusively summarised in two 
papers on Inflammation and Infection published in 
THE LANOET in 1927. These illustrate very clearly 
the application of a method in which Kettle was a 
pioneer—the planned and deliberate use of histology 
as an instrument in experimental studies on animals 
as contrasted with its use for the elucidation of 
naturally occurring diseases in man. 

His outstanding contribution to pathology was hs 
study of silicosis and its relation to pulmonary 
tuberculosis. These investigations, on which he was 
still engaged at the time of his death, were recorded 
in a series of papers, the earliest of which was published 
in 1922, in collaboration with Gye, and the latest in 
1934. In these reports the problem, in its variow 
aspects, was developed systematically and in detail. 
In regard to the pathogenesis of the characteristic 
silicotio, or tuberculo-silicotic, pulmonary lesion, he 
was able, by an ingenious experimental technique in 
which various dusts, alone or in combination with 
killed tubercle bacilli, were injected intratracheally 
into guinea-pigs, to throw an entirely new light on 
He found 
that the characteristic nodular fibrosis was readily 
produced by the combined action of the silica and 
the dead tubercle bacilli, but not by either reagent 
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acting alone. This accorded well with his extensive 
experience of the histopathology of silicosis in man, 
which had led him to place increasing importance on 
the infeoctive factor. While not denying that a 
varying degree of pulmonary fibrosis may be pro- 
duced in man by silica dust acting alone, he concluded 
that the development of silicosis as a clinically 
obvious disease is almost always dependent on an 


associated bacterial infection, very commonly tuber- 


culosis, and that each factor must be regarded as 
enhancing the effect of the other. He suggested that 
the term “‘ infective silicosis ” would most accurately 
describe the nature of the disease. | 

Coincidentally with his study of the histogenesis of 
the silicotic lesion, Kettle was using the experimental 
technique he had developed to examine the patho- 
genetic properties of a large number of different 
industrial dusts, keeping steadily in view the social 
as well as the laboratory aspects of his problem. 
This side of his work brought him into close touch 
with the mining community, and with other indus- 
trialists. He served on the subcommittee of the 
International Labour Office which discussed this 
problem at Geneva; 
representatives sent from this country to the Inter- 
national Conference on Silicosis at Johannesburg in 
1930. His directness of thought and exposition 
enabled him to make clear to laymen the essential 
scientific aspects of a problem with which they were 
deeply concerned ; and his work in this field afforded 
an admirable example of the best type of coöperation 
between medical science and industry. 

Kettle never underrated the difficulty of experi- 
ments of the type with which he was concerned. 
He never jumped to hasty conclusions, and he was 
one of those too few experimentalists who appreciate 
fully the importance of numbers, and the necessity 
for using adequate controls. His recent election to 
the Royal Society was more than deserved. 


The summary of Kettle’s life explains his outstand- 
ing success and accounts for the admiring and affec- 
tionate tributes to him which have reached us. Two 
of these we quote, each from a leading colleague. 
“ Kettle,” writes one, “caught and retained the 
interest of his students, and won the confidence and 
affection of all who worked with or under him. He 
established the friendliest and most fruitful relations 
with his clinical colleagues, and did his utmost to 
make the pathological department of which he was 
in charge an integral part of the hospital and medical 
school. At the same time he was insistent that 
pathology had a life of its own—a life that had to 
be respected; and he became quietly, but abso- 
lutely, immovable if anyone attempted to act in 
disregard of its just and proper interests. He had 
a wonderful flair for telling good work from bad, 
even in those branches of pathology of which he had 
little personal experience; and this enabled him to 
select as his assistants those who showed real promise. 
This faculty was admirably displayed during the last 
three years of his life, when he had the opportunity 
of building up the new department of pathology at 
the British Postgraduate Medical School. In the 
post-war years he served on many academic boards 
and scientific committees, and on all he did good 
service, He was wise in the true sense of the word; 
and his views, when he expressed them, carried great 
Weight, in part becanse he never failed to give due 
weight to the views of others.” 

It took years of intimate friendship with Kettle,” 
Writes another, to fathom the extent and depth of 
his learning which was, to mere acquaintances, 


and was one of the official | 


disguised under his jesting manner. His lightness 
of touch was surprising and the superb way in which 
he gave papers or contributed to discussion was based 
upon the exactitude of his knowledge and the precision. 
of its arrangement. The last paper which he gave 
to the Pathological Society this year was equal to 
his best, though at the time his friends, who knew 
how ill he was, sat in apprehension. He could, in 
the nimblest way, prick pretentiousness, and always 
with a good humour which left no sting, while his 
kindness, generosity, and sure judgment in human 
affairs displayed him as an affectionate and loyal 


Friend.“ 


A third tribute contains these words whose exact 
truth we in this office know: Few in his position 
had less of the great man in their manner but 
more of greatness in the way they worked and 
ived.” 

Prof. Kettle married in 1918 Dr. Marguerite Pam, 
who survives him and to whom all sympathy will 
go out. 


JOHN THEODORE CASH, M.D. Edin., F.R.S. 

Dr. Theodore Cash, who died on Nov. 30th at his 
house in Hereford at the age of 82, was an outstanding 
figure in pharmacology. He was Regius professor of 
materia medioa in the University of Aberdeen for 
33 years, retiring in 1919. A Manchester man, he 
took his medical course at the University of Edin- 
burgh, graduated M.D. in 1879, and thereafter saw 
much post-graduate work in London, Paris, Vienna, 
and Leipzig. At Leipzig University he worked in 
the laboratory of the celebrated physiologist, Carl 
Ludwig. We owe to Prof. J. A. McWilliam the 
following account of his career. 

„Before being appointed to the Aberdeen chair 
Cash had been closely associated in research work 
with Sir Lauder. Brunton at St. Bartholomew’s 
Hospital, At Aberdeen he was long a distinguished 
figure in the university and the city. He was the first 
pharmacologist to hold the chair; its former occu- 
pants, Harvey and Dyce Davidson, had been medical 
practitioners who had expended special attention on 
materia medica. From the first he devoted himself 
whole-heartedly to the welfare and advancement 
of his adopted university, A painstaking and effec- 
tive teacher both in the Iboture room and the labora- 
tory, he was a keen researcher and a highly skilled 
experimentalist who made valuable contributions 
to medical science, among the most important being 
those concerning the nitrites and aconitine, published 
in the Philosophical Transactions of the Royal Society 
in 1894 and 1898, in addition to papers on other 
subjects in the Journal of Physiology and elsewhere. 
He received the F.R.S. so long ago as 1887, and 
later became LL.D. of Aberdeen and of Edinburgh. 
He was examiner at Oxford and for the Indian 
Medical Service. In the administrative work of the 
University of Aberdeen he took an active part, and 
he acted as dean of the medical faculty for a period 
of years; he also represented the university on the 
General Medical Council, and was a director of the 
Aberdeen Royal Infirmary in the work of which he 
was keenly interested. At one time he was president 
of the Aberdeen Medico-Chirurgical Society. In 
furthering the interests of the students he was always 
active—on the playing fields, on the river, and in 
their societies, especially their medical society. 

„A keen sportsman, Cash’s chief delight was in 
fishing, and he was a famous exponent of the art on 
Dee and Don and English and Irish rivers; his 
nocturnal achievements on the reaches of the Dee in 
good fishing weather were well known. The Prof. 
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Cash’ salmon-fly has made his name widely known. 


to devotees of the rod far removed from the walks 
of medicine; he also studied salmon disease. 
years before coming to Aberdeen Cash married a 
daughter of the Victorian statesman John Bright. 


„Prof. Cash was a man of high public spirit, and 


he was endowed. with an exceptionally keen sense of 
humour; a good ‘mixer’ he made many friends: in 


different walks of life, by whom and by the large 


constituency of graduates who had studied under 
his guidance his memory will be cherished. as that 
of a fine type of English gentleman who faithfully 
served his day and generation.” 


' JOSEPH VAN SOMEREN TAYLOR, L.R.G.P., 
L. R. G. S. Edin., D.T.M. Liverp. | 5 


Dr. Joseph Taylor, who died recently at Thornbury, 


Bradford, was the son of Dr. Birdwood van Someren 
Taylor, a well-known medical missionary. He was 
born in Foochow in 1880, was educated at Manchester 
Grammar School, and proceeded for his medical 
studies to the University of Edinburgh. He took 


the double qualifications of the Edinburgh Colleges 


in 1904 and his first appointment was a medical 


officer at the Wakefield West Riding Asylum. He 
practised for a time at Grenada but in 1906 he 


obtained the D.T.M.-of the University of. Liverpool 


and came to Bradford. During the war he served 


in the R.A.M.C., was mentioned in dispatches and 
badly gassed in France. No doubt his experiences 
in the war permanently damaged his health, but 
none the less he lived the strenuous life of a successful 
general practitioner while he also took an active 
part in Bradford local affairs. | 


ALEXANDER MITCHELL, M. B., C.M. Edin. 
Dr. Alexander Mitchell, a member of a family 
well known in Elgin and Aberdeen, died on Nov. 26th, 


Some 


having practised for.some forty years in Old Aberdeen. 
Before entering medicine he served his apprentice. 
ship as a bookbinder in Elgin, and, for a time, 
continued that vocation in Edinburgh, but, deciding 
to follow medicine, he entered the University of 
Edinburgh and graduated as M.B., C. M. in 1892, 
He then returned to Aberdeen and entered general 
practice where later he was joined in partnership 
by his brother, Dr. Peter Mitchell, upon whose death 
in 1929 he retired from practice. The brother 


conducted one of the largest practices in the city, 


their long list of. panel’ patients showing the publio 


confidence which was reposed in them. Dr. Alexander 


Mitchell was a competent, genial, and charitable 
man, highly respected by those among whom he lived 
and worked. He had been in delicate health for 
several years. k 
. JAMES ERNEST STRATTON, M.D. Lond. 
Dr. James Stratton, whose death occurréd on 
Nov. 30th as a result of an accident, was a well- 
known practitioner in Bermondsey and the district. 
He was born in 1876, and was educated at Wyelif 
College, Gloucester, whence he gained an entrance 


scholarship at University College Hospital, London. 


He graduated as M. B., B. S. Lond. in 1901, with 
honours in several subjects and was a gold medallist 
at the later examination for the M.D. He held house 
appointments at the Wolverhampton and Stafford- 
shire General Hospital before settling in Bermondsey, 


‘where he came to hold a high position as a practi- 


tioner. He developed into an authority on the 
various forms ‘of industrial disease present in 
Bermondsey and the environment, and was also 
prominent in much social work, being especially 
interested in education. He was chairman of the 
exécutive committee of the London branch of the 
Public Medical Service, and throughout his career 
showed himself a man of tried ability and fine 
character. + 


Health Insurance, Remedial or Preventive? 


Ar a conference of the Insurance Institute of 


London held on Nov. 28th, the Minister of Health 
remarked that the national insurance scheme had 
marked a new conception in our social and health 
provisions. To-day, he said, we had another great 
conception—that our health policy and plans must 
be more positive in character, that it is not enough 
to protect the individual or the community from 
disease, but that we must more and more be health 
builders, To-day there were great opportunities 
for sound and constructive health. work. Emphasis 
had been laid in the King’s Speech on the importance 
of securing the improvement and expansion of many 
of our health provisions and services, and the Govern- 
ment regarded it as one of the most important parts 
of their programme during their period of office. 
Since the Act of 1911 was passed nearly £600,000,000 
had been expended on benefits.. The benefits had 
no doubt been a protection to our workers in time of 
sickness. and disablement, but it should not be over- 


looked that the Act also charged its administrators. 


with the task of assisting in the cure and prevention 
of sickness. Some headway in this direction had 
been made. There was. dental benefit. upon which 
£25,000,000 had been spent. Ophthalmic benefit was 
becoming increasingly popular; it had already 
absorbed some £4,000,000. Medical benefit was 
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now to be extended to young persons under 16 years 
of age. All this to the good but there was one 
factor which demanded anxious thought ; throughout 
the whole insured population there was a continuing 
rise in the claims for disablement benefit. In one 
of the largest societies in the country an analysis 
of claims in a particular week this year revealed the 
fact that of all the.members receiving benefit in that 
week 45 per cent. had been in receipt of benefit 
continuously for over a year. It was difficult to 
reconcile this with the fact that the general health 
of the nation had substantially improved. The whole 
matter needed careful examination, particularly 
when it was remembered that increasing strain on the 
resources of the scheme must restrict its development 
in the direction of prevention and cure of disease. 


Surgery Visitation Again 

Two more insurance committees have been consider- 
ing.the question of waiting-room and surgery accom- 
modation.. West Sussex had a recommendation 
that. a subcommittee should be appointed for each 
of the Chichester, Horsham, and Worthing districts 
to visit and report on the accommodation provided 
by practitioners. In response to a protest by medical 
members of the committee it was stated that there 
had been some complaints but they had been received 
some years ago—and the recommendation was lost. 

(Continued at foot of opposite page) 
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(ESTRIN AND CANCER 
To the Editor of THE LAN CET 


Sm,—The two letters on this subject in your last 
issue refer to experimental work on mice, and in 
the second letter Dr. Parkes, Dr. Bishop, and Prof. 
Dodds state that ‘‘ estrone will only produce an 
increase in the incidence of mammary and other 
carcinoma when injected in large quantities from 
birth onwards into susceptible strains of mice. It 
has been shown that even these massive injections 
into non-susceptible strains will not produce the 
development of mammary or other carcinoma.” 

I think these writers must be referring to part 
only of the original scientific literature on this subject, 
for the reports of Lacassagne do not seem to me to 
substantiate their statement. Lacassagne, in a series 
of experiments on susceptible and refractory strains 
of mice, directed towards determining the influence of 
a familial factor in the production of mammary 
cancer, used mice 18 days old. In his first paper? 
he records that cancer developed within 5-6 months 
not only in the female mice of highly susceptible 
strains, but also in males of the same strain in whom 
mammary cancer does not normally spontaneously 
appear. In a later paper? he records the fate of 
the mice used in this experiment belonging to strains 
regarded as relatively refractory to cancer (2 per 
cent. of cases). Two families survived. Of one 
family 50 per cent. developed cancer between the 
tenth and twelfth month, and of the second family 
80 per cent. developed cancer between the tenth and 
fifteenth month, thus exhibiting a latent period which 
according to the reckoning of Dr. Cramer and Dr. 
Gye would correspond to a period of 5-10 years 
in man. The conclusion that cstrin preparations are 
potentially carcinogenic would seem inevitable from 
these reports. 

With regard to the therapeutic application of 
estrin ‘“‘in the standard manner prescribed to-day,” 
a study of the literature reveals no standardised 
method of determining the physiological requirements 
of each individual patient as in the case of insulin, 
and no common agreement as to dosage to be used ; 
and reports of the results of treatment are extremely 


Compt. rend. Soc. de biol., 1933, cxiv., 427° 
3 Ibid., 1934, cxv., 937. 


* Lacassagne : 
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Wiltshire considered a proposal that a joint committee 
consisting of the chairman of the medical benefit 
subcommittee and a representative of the panel 
committee, with the clerk—should be appointed 
to hear any complaint made about accommodation 
and to confer with the practitioner concerned. 
Some means, it was suggested, should be found 
to ascertain whether there were grounds for complaint 
or not. A medical member recalled that a similar 
resolution—differing only as to the personnel of the 
subcommittee—had been passed by them some 
twelve years ago. This suggests that complaints 
cannot have been very frequent. 


The Northampton insurance committee have 
appointed as their chairman Dr. David Stone, a 
retired practitioner, who has resided in the town for 
some 47 years. The Northampton county committee 
will also work during the ensuing year under the 
direction of a medical man in the person of Dr. A. R. 
Darley. 


varied. The amount of the hormone in the blood 
varies; in the blood of patients of both sexes 
suffering from cancer it has been shown ® that there 
is an excess of this hormone. What would be the 
effect of cstrin therapy in such cases ? 

In, your issue of Nov. 28th Prof. Dodds is reported 
as saying at the Royal Society of Medicine that 
“ the excellent results from the treatment of kraurosis 
vulvœ, a precancerous condition, was one of the most 
potent arguments in favour of hormone therapy.’’ 
The italics are mine, for in this description of 
kraurosis vulvæ Prof. Dodds differs profoundly from 
the teaching on the subject in British text-books of 
gynecology. Kraurosis vulvæ was first described“ 
in a group of young married women with normal 
functions, and I have seen this affection not infre- 
quently in women of an age within the reproductive 
period. It was therefore with grave concern I 
observed that excessive doses of estrin over a prolonged 
period were advocated for treating kraurosis vulvæ, 
more especially in view of the recent experiments of 
Zondek 5 in which he has shown that excessive doses 
of cstrin injected into rabbits for a prolonged period 
cause destructive’ pathological changes in the uterus. 

In conclusion I do not consider it can ever be 
called “‘ unwarrantable ” to inquire as to the possible 
risks for a patient in any form of treatment, and 
I would reiterate the opinion that the nature and 
effect of œstrin therapy as far as they are known 
should be explained, and the consent of the patient 
obtained, before injections are given. | 

I am, Sir, yours faithfully, 

Welbeck-street, W., Dec. 6th. ELIZABETH HUNT. 


MORTGAGED PRACTICES 
To the Editor of THe Lancet 


Sm, From time to time articles appear in medical 
publications dealing with the interesting and important 
question of the mortgaging of practices as a method 
of raising money for the purchase of such practices. 
Some of these articles give the impression to the 
casual reader that the new arrangement entered into 
by the British Medical Association with the United 
Dominions Trust satisfies a want which has hitherto 
been unsatisfied, and that the United Dominions Trust 
scheme has been put forward as the only way in which 
a medical man wishing to borrow money to buy a 
practice can be saved from going to undesirable 
lenders. | 

The recent article in THz LANcET (Oct. 10th, p. 875) 
avoided that mistake, for it drew attention to the 
fact that the new scheme was designed to meet the 
case of a doctor who found it necessary to borrow the 
whole of the purchase price of a practice and mentioned 
that certain reputable insurance companies had 
schemes to assist doctors, but that those were for the 
doctors who could and would put down a proportion 
of the purchase themselves. It is possible, however, 
that some people reading the article in a casual way 
might have gained the impression that were it not 
for the new scheme the position of doctors who 
possessed no capital was indeed a hopeless one. 
In actual facts we have had considerable experience 


of the mortgaging of practices even up to 100 per 


cent. of the purchase price and the insurance company 


* Dingemause, E., Freud, J., de Jongh, S. E., and Laqueur, 
E.: Arch. f. Gynak., 1980, II., 225. 


t Breisky : Zeits. f. Heilk., 1885, vi., 69. 
* Zondek, B.: Jour. Exp. Med., 1936, lxiii., 789. 
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with whom we usually deal has given us complete 


satisfaction. 

It is natural that, where possible, the insurance 
company would rather lend a proportion than the 
whole of the purchase price, but in suitable instances 
a 100 per cent. loan for 10 years is approved, and the 
treatment given by this company is not only courteous, 
but also very prompt—a very important factor. It 
would be a pity if doctors felt compelled to gò to 

the United Dominions Trust subsidiary, for healthy 
competition is good, and when there is a choice.of 


schemes it is often possible to get what more exactly 
suits the particular circumstances. 


We have never had experience of the treatment of 
doctors referred to by you in your article, and we can 
say with confidence that all our clients have been 
treated d generously and with every consideration. 

, Me are, Sir, yours faithfully, 

Birmingham, Deo. 4th. LEE AND MARTN Lp. 


HE IMPORTANCE OF SUGGESTION 
To the Editor of THe Lancer 


. §m,—The following is an illustration of the 


importance of suggestion upon both in-patients and 
out-patients treated at general hospitals. . 


This week a skilled carpenter, was referred to me by 
his solicitor for an opinion as to his prognosis. The man 


had been very well treated in the surgical wards of one 


of the leading London hospitals for a fracture of the 
skull, and three weeks after admission it was found 


necessary to perform a trephine operation in order to- 


stop the bleeding from a small vessel on the brain surface. 
The patient was able to give me accurate information 
regarding his various operations and treatment which 
agreed exactly with that which I had already -received 
from other sources. I therefore asked him how he came 
to know so much about his condition and his reply was 
that he had read the notes of his out-patient record 
whilst waiting to see the surgeon from time to time in 
the out-patient department of the hospital. 

The effect of this knowledge upon the patient has Deen 
to make him extremely apprehensive regarding his future. 


His apprehension, in my opinion, is not in any way due 


to a desire for compensation, for he has a wife and family 


and would be much happier at work than receiving 308. 
a week, or any sum of money, as compensation for the 


| ia jurek received as a result of the accident. 


Would it not be possible for the proper authorities 
, at all hospitals, especially those where medical 
students are being trained, to see to it that the out- - 
patient records are not handled by patients but are 


placed direct upon the desk of the honorary physician 
or surgeon? ‘A treatment card. bearing the same 


number as the patient's history book can be given 
with safety to the patient and carried by him to the 


dispensary. 
Some of your readers will have noticed a report 


in the press on an inquest held on Dec. 2nd at Hull, 


concerning the death of a mother of three children 


who had been handed a sealed letter by a hospital 


surgeon addressed to her doctor. Curiosity forced 
the woman to open the letter, and when she had 
read the same, which referred to her state of health, 
she was so distressed that she committed suicide. 
Could not such letters, sent to and from members of 
the profession to each other regarding their patients, 


be forwarded by post and not handled by patients 


at all? 

The same principle: applies to the discussion of 
patients’ illnesses at the bedside. So frequently 
teachers of medicine seem to forget that the patient 
is a personality and not a case of a certain rare disease 
and that he is particularly keen to hear the discussion 
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of his illness and of the possible diseases from which 
he might be suffering. Surely all teachers of medicine 
could at least withdraw to the end of the ward or to a 
room adjoining the ward to-discuss the illnesses of 
their patients In certain universities in America, 
for example at Yale University, all the records of the 


patients in the wards are kept in numerical order 


on a trolley which usually stands by the table of the 
sister in charge of the ward, so that entries can be 
made without difficulty by the nursing staff. The 
lower shelf of this trolley carries the usual instruments 
which might be required for the examination of 


patients during a ward round, and it is wheeled 


round the ward by a nurse, As far as I am aware 
this system is not generally employed in British 
hospitals, but it is one that could be put into effect 
at very little cost in all hospitals and is certainly 
worthy | of consideration. 

One is pleased to note the interest which is now 
being taken in the treatment and teaching of nervous 
diseases by. many members of the medical profession, 
including the General Medical Council, who have 
made definite recommendations to the universities 
of Great Britain on this subject, and by Lord Horder 
who, in the Times of Nov. 30th, makes a strong 
appeal for adequate treatment of persons suffering 
from nervous disorders “ by better education and by. 
research that will lead to prevention.” Perhaps the 
teaching hospitals could see to it that each contains a 


' psychiatric department staffed by physicians with 


experience in psychiatry and neurology, not necessarily 
the medical superintendents of the nearest mental 
hospitals, although in many cases these physicians are 
quite capable of carrying out the work suggested. 
. am, Sir, yours faithfully, 
Brook- street, W., Deo. 4th. RALPH A. NOBLE, 


WORK As A REMEDY 
To the Editor of THE LANCET 
Sir,—In a leading article of Nov. 28th andar this 


heading you remark that the name ‘ occupational. 


therapy’ is not perhaps a fortunate one, but it is. 
difficult to think of a better.” Would not recreation 
therapy be a better term? The definition of. 


recreation is the act. of recreating; refreshment of 


the strength and spirits after toil, and the definition 
of recreativis is giving new vigour or spirit.“ 
J am, Sir, yours faithfully, 
G. H. HARPER-SMITH, 
Haywards Heath, Sussex, Nov. 28th. 


DE DERMATITIS OF EYELIDS 
To the Editor of THE LANCET 


SR, —I am interested in Dr. Ingram’ 8 criticism 
of Dr. Semon’s paper on dye dermatitis of the eyelids. 
Dr. Ingram suggests that in a case of sensitiveness 
of the skin, either acquired or inherited, to a substance 
the patch-test must be positive. I agree that this 
is what we usually expect, but while investigating 
a dermatitis of the hands in a worker in teak I applied 
patches prepared with teak dust on the interscapular 
region and on the left upper arm. I obtained a 
positive result on the arm but was rather surprised 
that the result on the. shoulders was negative. I 
am. still unable to explain this apparent local sensitive- 
ness of the skin, but I think these results show that 
a patch-test in one portion of the skin may not 


Tego RI be positive in a true case of sensitiveness. 
- I am, Sir, yours faithfully, 
Manchester, Dec. 4th. ALEX. R. SOMERFORD., 
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GRAINS AND SCRUPLES 
To the Editor of THe LANCET 


Sir,—I have been interested and amused by 
reading the first section of the contribution. of 
A Chronicler ” to your Grains and Scruples series. 
It may be that some readers of THE LANCET will 
find it convenient to know which of the classics 
mentioned have been rendered into English. Of 
one of them only are there several translations, and 
they are not all equally easy to obtain. Below I give 
a list which may be found to be of some use. 

There is no complete translation of the Works of 
Galen, but the section On the Natural Faculties has 
been translated into English by A. J. Brock, in the 
Loeb Classics, 1916. 

The Works of Hippocrates have been translated into 
English by W. S. Jones and E. T. Withington in the 
Loeb Classics, 4 vols., 1923-31. 

The Works of Celsus have been translated into English 
by J. Grieve, 8vo, London, 1756; by J. W. Underwood, 
2 vols., 1831; and by W. G. Spencer in the Loeb Classics, 
vol. I.; 1935. Vol. II. is not yet published. 

Of the Works of Rhazes, there is no complete transla- 
tion into English, but the Treatise on Small Pox and 
Measles, to which allusion is made by A Chronicler,” 
has been translated from Arabic into English by Dr. 
W. A. Greenhill, for the Sydenham Society in 1848. 


I am, Sir, yours faithfully, 


ARNOLD CHAPLIN. 
York Gate, N.W., Dec. 7th. 


TESTOSTERONE PROPIONATE AND THE 
PROSTATE 


To the Editor of THE LANCET 


SR, Dr. Browdy has been unfortunate in his use 
of androsterone in the treatment of enlargement of 
the prostate (THE Lancet, Dec. 5th). We feel, 
indeed, that. he has been unusually so, for unless 
information has been wilfully withheld by others who 
have written on this subject, his experience must be 
unique. We also feel that it is not too much to ask 
that he be possessed of knowledge of the use of 
testosterone propionate before he defines how it 
should be used. During the past three months we 
have studied ten patients who are being treated with 


testosterone propionate for enlargement of the 


prostate. At first these patients were given either 
5 or 10 mg. testosterone propionate twice weekly. 
Most of them are now receiving 40 mg. a week in 
one injection. In no single case have any adverse 
effects followed the injections, and in almost every 
case the treatment has already yielded some success. 
We are not yet prepared to discuss the specificity of 
this success, but regarded purely on the basis of male- 
hormone potency (as determined experimentally 1) 
40 mg. of testosterone propionate is equivalent to 
about 200 times the amounts of androsterone Dr. 
Browdy used, even assuming that he injected 20 
capon units of androsterone (=2 mg.) daily. Four 
patients also received testosterone in amounts which 
exceeded in potency the doses used by Dr. Browdy. 
In no single case, again, were the injections followed 
by any adverse effects. 

The patients in our series are being injected once 
weekly, because there already is ample evidence that 
the biological effects of testosterone propionate are 
prolonged far beyond the time of its administration.’ 


1 Deanesly, R., and Parkes, A. S.: Biochem. Jour., 1936, 
XX., 291. Mercer K., Wettstein, A., and Tschopp, E.: Ibid., 


1936, XXI., 1977. 

M er, K., Wettstein, A., and Tschopp, E.: Schweiz. 
med. Woch., 1936, lxvi., 763. Parkes, A. S.: THE LANCET, 
Sept. 19th, 1936, p. 674. Zuckerman, S.: Ibid., Nov. 28th, 


1936. p. 1369. 


It would be useful to have information about the 
rate of the hormone's excretion, but whatever its 
nature, this information oould not invalidate, and 
could only strengthen, this view about the prolonga- 
tion of the hormone’s effects. In any case it is 
preferable to continue basing treatment on biological 
facts, rather than to limit treatment on the basis of 
Dr. Browdy’s speculations. Indeed, it would seem 
to be stretching the legitimate bounds of speculation 
unduly to suppose that 20 capon units of androsterone 
would cause, as Dr. Browdy suggests, enough con- 
gestion in an enlarged human prostate to lead to 
urethral bleeding. Such an amount has no obvious 
immediate effect on the vascularity of the prostate 
of a small monkey, and about 3000 units injected | 
in single doses have failed to cause any urethral 
bleeding in monkeys. Even though the vascular 
conditions in an enlarged human prostate may be 
different from those of a normal prostate, it is not 
unreasonable therefore to ask that Dr. Browdy 
should also seek in some other direction for an 
explanation of the urethral bleeding that followed 
his injections. | RS 

Finally, we should like to point out that although 
the amounts of testosterone propionate given to the 
patients we are studying were primarily based on 
data supplied by experimental work on monkeys, 
the clinical results obtained encourage us to increase 
rather than to diminish them. Furthermore, we feel 
strongly that in the present state of ignorance, male- 
hormone therapy should be guided by experimental 
studies, rather than by no studies at all. When 
information has accumulated about the clinical use 
of male hormones, it will be time enough for the 
reactions of experimental mammals to these sub- 
stances to be disregarded in medical practice. 

k We are, Sir, yours faithfully, - 

S. ZUCKERMAN, 
RAYMOND GREENE. 


Department of Human Anatomy, University Museum, 
Oxford, Deo. 7th. 


REACTIONS TO ANAHAMIN 
To the Editor of THE LANCET 


Siz,—In your last issue Dr. Hales describes 
reactions to anahæmin in two cases of anemia, In 
my experience the original anahzmin resembled other 
liver extracts in that transient flushing or dizziness 
not infrequently followed its injection intramuscularly 
or intravenously, disturbances such as urticaria, 
bronchial spasm (“ asthma), or even temporary 
cardiac syncope in isolated instances. Whether such 
reactions will cease to occur when the liver principle 
is available in a state of complete purity it is not yet 
possible to state. A paper describing further purifica- 
tion of Dakin and West’s fraction and the results 
obtained with the more purified product is at present 
in the press. In the past five months, during which 
the purer preparation has been administered to 102 
cases of pernicious anęemia, either to induce or to 
maintain a state of remission, no reactions have been 
observed.—I am, Sir, yours faithfully, 


Newoastle-on-Tyne, Dec. 5th. C. C. UNGLEY. 


NEEDS OF ELDERLY NURSES.—At a meeting of the 
Elderly Nurses’ National Home Fund the Bishop of 
Southampton asked for support for this effort to provide 
old nurses with comfortable homes. The sum of £5000 
is needed before the building can be started and another 
£15,000 for endowment.. | Sh 
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THE S of this. 88 concluded the series 
of medical congresses’ held this autumn in Vienna. 
The delegates to the congress were given a cordial 
reception by the municipality, by the leading officials 
of the Government, and by the Vienna medical faculty. 
Prof. Viktor Blum (Vienna) presided, and the con- 
vention lasted for three days ; ; each day was devoted 
to papers on a single topicin German, English, French, 
SE or Italian. | 


CAROINOMA ‘OF THE ‘PROSTATE 


The introductory paper was presented by Dr. 
T. Hryntschak, who discussed the pathogenesis and 
histology of prostatic cancer. 
problem, whether cancerous degeneration took place 
in the myoglandular ‘hyperplasia of the prostate or 
in the gland tissue. itself, had not yet been solved. 
In collaboration with Dr. Theodor Bauer he had 
found that of 310 operation specimens 3 per cent. 
showed cancerous changes not suspected clinically, 
and 7 per cent. had precancerous lesions. In very 
many cases of hyperplasia a focus of regeneration was 
found. Their researches proved beyond doubt that 
cancerous degeneration took place not only in the 
hyperplastic parts of the prostate but also as a 
result of inflammatory processes in the gland itself. 
Carcinoma occurred twice as often in this part as 
in the hyperplastic tissues. >- - ‘ 


A paper was then read by Mr. 0. A. R. Nitch 
(London) on the conservative treatment of carcinoma 
of the prostate, Which, he said, comprised radio- 
therapy or operation, or both combined. The 
immediate results of X ray treatment were often 
excellent, but the ultimate results were disappointing. 
The five-field . maximum method of Holfelder- Reisner 
and Levitt's intensive split-dose method were suit- 
able, but only 6 per cent. of complete cures had been 
claimed. Radium gave better results, especially 
when applied in large doses of about 70 mg. to the 
rectal (14 mg.), vesical (50 mg.), and urethral (6 mg.) 
surfaces of the prostate. Conservative surgery con- 
sisted of suprapubic drainage, transplantation of 
the ureters, and electro-resection, which Was the 
best palliative measure for the relief of obstruction 
at the neck of the bladder. . 


The third contribution was a paper by Prof. Oreja 
(San Sebastian, Spain) which was -read by Dr. 
| Hryntschak because its author was prevented from 
coming by the war in Spain. Prof. Oreja said that 
early diagnosis. was important if a radical cure was 
aimed at.. He stated that 20 per-cent., or perhaps 
even more, of all cases of prostatic obstruction were 
of cancerous origin. Rectal palpation and radio- 
graphic examination of the skeleton were of the 
greatest importance for early, diagnosis, especially 
in men over 50. He thought the best results were 
obtained when operation was performed only ‘in 
suspected cases—i.e., when rectal palpation revealed 
small suspicious nodules, . or when diagnosis was 
doubtful. - If, however, the diagnosis was certain, he 
thought it better to abstain from radical operation: 
In such cases he believed that trans- urethral resection 
would render great help and in the near future e 
abolish suprapubic cystotomy... he 8 


He said that the 


the final stage. 


RENAL SUPPURATION 
The second day. was devoted to the discussion of 


the problem of suppuration in the parenchyma of 
the kidney. Dr. Hugh Cabot (Rochester, USA) f 


presented a paper on the blood-borne pyogenio infec- 
tions of the kidney. The organisms, the pyogenic 


cocci, he ‘said, appeared in the urine early in tbe 


disease, but disappeared as a rule in a few day, 
though occasionally they persisted for several weeks, 


The lesions were ' primarily - -cortical and medullary, | 


but sometimes a massive renal carbuncle or a peri. 
nephric abscess developed. Radiography: was a 
valuable addition to the classical methods of disg- 
nosis, Kor the fulminant cases operation was alone 
available, but the other acute cases, with rigor, 
hyperpyrexia, and leucocytosis, might recover under 
medical treatment, with careful observation of the 
patient’s reaction. In subacute cases operation was 
only indicated when perinephric abscess developed. 
The types of .operation he advised were nephrec- 
tomy in fulminant cases and in widespread infection 
without abscess, if the patient was losing ground, 
decapsulation with drainage in carbuncle; while 
perinephric abscess required exploration, which would 
determine the sort of operation needed. 
Prof. Geza Illyés (Budapest) discussed all types af 
suppuration of the renal parenchyma without con- 
sidering their ætiology. He differentiates three modes 
of infection: hematogenous (descending), urogenow 
(ascending), and Iymphogenous. The resulting infec 
tions were: suppurative nephritis, for which · be 
recommended nephrectomy, sometimes preceded by 
decapsulation, which alone was often effective; 
suppurative pyelonephritis (the commonest type, 


containing the ascending infections), in which trest- 


ment should be conservative, if possible; and pyo- 
nephrosis, which was the final result of renal 
suppuration, was to be treated radically. 

The third paper, communicated by Dr. Necker, 
had a wider scope, dealing with renal suppu- 
ation, the result of all types of non-speoifio kidney 
infections. Experiments, he said, tended to 
show that cocci preferred the cortex and ‘the colon 
bacilli the mucosa. In the former, suppuration of 
the parenchyma was primary, in the latter it wa 
The ‘blood picture and the sedi 
mentation-rate were valuable aids to diagnosis, aud 
pyelography might answer accurately many questions. 
He advocated expectant. treatment for a short time 


only, to be followed by decapsulation, incision, or 


excochleation, which would often be sufficient. 
Even very serious cases might improve with oon 
tinuous catheterisation, with cystotomy, or witb 
continuous drainage of the ureter, but often nephret 
tomy was necessary. 


THE. SECRETION OF URINE 


The third and last day of the convention was devoted 
to the physiology and pathology of the renal excretion 
Prof. Pisani (Milan) described a renal excretion and 
a bladder excretion, and pointed out that there wer 
transitory and permanent, acute and chronic, erer 
tory disturbances both of. motility and of tone # 
well as of a mixed type. Chronic disease might often 
be neutralised by compensatory processes, but ths 
could not hold out indefinitely. ` 

Dr. H. Rubritius read a paper on the physiology 
of the efferent urinary channels. He pointed on 
that the muscular walls of. hollow organs had zon% 
acting as sphincters, and others as detrusors; 
the contraction of the. detrusor. the corresponding 


sphincter relaxed. While the ‘bladder contracts ; 
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therefore, the peristalsis of the upper urinary tract 
ceases, a mechanism regulated by reflexes. Any 
disturbance of this would cause a vesico-ureteral 
reflux or upward flow. The mucous membrane of 
the urinary passages, he said, was capable of con- 
siderable resorption, especially in the fornix calicis, 
and the undisturbed coöperation of the kidneys and 
the urinary passage was ensured by the interaction of 
these organs, 

The third and last report presented by Prof. 
I. Snapper (Amsterdam) dealt with the pathology of 
urinary secretion. This, he said, was formed by the 


PARLIAMENTARY 


HEALTH CONDITIONS IN OFFICES 


On Dec. 4th in the House of Commons Mr. AMMON 
moved the second reading of the Offices Regulation 
Bill. It was similar, he said, in all respects to the 
measure which was brought before the House in 
March last (see THE LANCET, 1936, i., 695). They 
were told that the Public Health Act, which was then 
under consideration, would very largely meet the 
needs that were declared in the Bill itself. But 
the Public Health Act in this connexion had no 
relation whatever to London or to Scotland, places 
where, if anywhere, there was the greatest need for 
legislation with regard to office control and super- 
vision. Although in the last debate the Minister 
said that the Consolidation Act would to a large 
extent overcome many of the difficulties and make 
the Act operative, it did not do anything of the sort, 
because unless the Government took steps through 
the Ministry of Health to bring pressure upon the 
local authorities, the law was likely to be a dead 
letter. This Bill was pressed forward in the hope 
that legislation similar to that which was being well 
carried out in regard to factories might be extended 
to office workers. The importance of this legislation 
was emphasised by the fact that there were 4,250,000 
persons concerned. 

Mr. RAIKES moved the rejection of the Bill. He 
said that the fact that there had not been time to 
allow the Public Health Act to produce its results 
was a conclusive argument against bringing a Bill of 
this kind forward twice in the same year. Some of 
the provisions of the Bill were already definitely 
covered by the Public Health Act. If they adopted 
the figure of 400 cubic feet per person proposed in 
the Bill they would automatically close at once a 
very considerable number of the best offices in 
London. He was prepared to admit that the existing 
law had not been made full use of. If that had been 
done the law would have covered practically every 
ease quoted in the House since 1934 in regard to bad 
conditions in offices. 

WAKEFIELD seconded the motion for the 
rejection. He said that the Public Health Con- 
solidation Act which was passed last session went 
further and was more suitable for the purpose than 
the proposals contained in this Bill which would be 
merely redundant legislation. 

Sir FRANCIS FREMANTLE said he had been active 
in pressing forward and insisting upon some similar 
provisions to those contained in this Bill for the 
last 14 years, but the legal position was obscure. 
Some medical officers of health were taking it for 
granted that they had power to inspect offices, and 
it was not disputed. The result in those cases was 
satisfactory on the whole. Other medical officers 
were not taking such action because they felt they 
had not the powers or that the law was doubtful ; 
at any rate they gave good reason for not carrying 
out the inspection that was certainly needed. It 
was therefore decided to have a test case, but though 
year after year he questioned the Ministry of Health 
about the test case it never came off. He thought 
it was decided that what must be done was to get 
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combined action of different physiological processes 
in the kidney, glomeruli and tubules having com- 
pletely separated functions of excretion and absorp- 
tion respectively. Filtration in the glomerul 
depended upon the local as well as the general blood 
pressure, upon the composition of the blood plasma, 
and also upon the innervation of the kidney. Urine, 
he went on, was a supersaturated solution of many 
substances, some of which were otherwise practically 
insoluble. This had an important bearing on stone 
formation, and Prof. Snapper discussed the hydrotropic 
action of different organic constituents of the urine. 


INTELLIGENCE 


some definite legislation to establish the position 
They had therefore had several Bills for office regula- 
tion. A Bill on very similar lines to the present 
Bill was brought forward in 1926. The Royal 
Sanitary Institute thought that some such provision 
was necessary but that the Bill was unnecessarily 
onerous. But its provisions were almost word for 
word incorporated in the Public Health Consolidation 
Act which was passed last session, and it seemed to 
him redundant except in so far as this Act did not 
deal with London. As to the view that the con- 
ditions of the Bill were unnecessarily onerous, there 
was no question that in a large number of cases 
underground or internal offices had proper ventilation 
arrangements, although of course supervision of 
these premises was required. Everyone knew that 
the condition of many of them was scandalous. 
Medical officers of health stated that they had not 
received many complaints, and the Ministry of 
Health gave that as one ground for inaction some 
years ago. The reason however was obvious. 
Clerks or typists did not feel able to make com- 
plaints which would certainly be set down against 
them. It seemed clear enough that a great deal 
more needed to be done, but there was no need to 
be scared by exaggerated statements. Statistical 
fallacies in regard to ill health in offices arose from 
the fact that T had not an equally healthy popula- 
tion to deal with at the beginning. Still there was 
need for the provision indicated in the Bill, although 
he believed it would be made a necessary condition 
in London by the Public Health Consolidation Act. 


THE HOME OFFICE VIEW 


Mr. GEOFFREY LLOYD said that the Government 
were in sympathy with the general objects behind 
this Bill, but they were surprised that it should have 
been introduced again so soon after the assurance he 
had given that the Public Health Bill then in draft 
would meet a large number of the points. The 
undertakings he then gave had been fulfilled; the 


Public Health Act had now been passed. The House: 


would not wish to impose onerous new provisions and 
restrictions on any section of the community unless 
they were sure that they were required and were 
not already covered by existing legislation. 


The Registrar-General had supplied him with figures 
regarding the mortality-rates among office workers. 
The rate for male clerks who were civil servants was 
15 per cent. below the male average up to 45 years of 
age, and their advantage thereafter became progressively 
greater, exceeding 40 per cent. after the age of 65. The 
cause of this advantageous mortality-rate he believed to 
be the high physical standard of the Civil Service at 
recruitment. It was not a question of the effect of office 
conditions. The mortality-rate of male clerks outside 
the Civil Service at the ages of 25 to 45 was about the 
same as that for males as a whole. Thereafter they 
exhibited a mortality about 5 per cent. higher. The 
question of phthisis was rather important in both groups. 
In the Civil Service the excess in mortality in regard to 
phthisis was confined to the age-group from 35 to 55, 
and it seemed probable that this excess, amounting to 


° 
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about 50 deaths in three years, was a delayed outcome of 
admission to this occupation of many unfit or invalided 
ex-Servicemen after the war. The mortality from phthisis 
among clerks outside the service showed a slight excess 
which would be accounted for if only one out of every 
100 phthisical persons in the country entered clerical 
professions. There was a tendancy for persons in a phthi- 
sical condition to find their living in the clerical profession. 


At the same time he did not think it would be wise to 


assume that the position was all against the clerical male 
worker, because the excess from phthisis was about equal 
to the decrease in mortality from accidents to clerks as 
compared with the general body of the population. It 


Vas true also that they had a relatively high mortality- 


rate from angina pectoris and digestive diseases. That 
was offset by the low mortality from bronchitis and 
pneumonia. 

The mortality-rates of single women engaged in clerical 
occupations compared, very favourably with those of 
other single women of all ages, being in most cases about 
70 per cent. of the average level. This was an interesting 
point, because the reasons that led women to go into 
clerical occupations ‘were rather different from those that 
led men to enter those occupations. Men had a far greater 
range of occupations open to them at present, and there- 
fore there was more likelihood of those with a particular 
physical weakness such as phthisis to enter occupations 
which were less hard; whereas with regard to women 
clerical occupations were just one of their normal main 
activities. erefore the fact that in the case of women 
the mortality-rates were favourable went to show that a 
factor of prime importance was the physical conditions 
of the entrants into the occupation. Even in the higher 
aged group of women engaged in clerical occupations 
they still had very favourable mortality-rates, and with 
women who all their lives had spent their time in offices 

there was no indication that the mortality-rates were 
unfavourably affected by their having worked in offices. 
But of course he agreed that the conditions in offices 
ought to be as good as possible. 


Mr. Lloyd said the Minister of Health had informed 


him that he intended in a circular to call the special 
attention of local authorities to their clarified powers 
under the Public Health Act and to the necessity 

for enforcement. The London County Council had 
expressed their intention of bringing in an amending 
Bill to bring the law in London into proper relation 
to the Public Health Act. In regard to Scotland 
the Secretary of State took the view that the present 
law in Scotland relating to health conditions in offices 
was much the same as the law in England as con- 


tained in the Public Health Act, 1936, and that the 


more important parts of the present Bill were met 
by existing statutes. Further, the report of the 
Committee on Scottish Health Services recom- 
mended the institution of a new sanitary code for 
Scotland, and the committee’s recommendations were 
at present being considered with a view to appropriate 
-action. The Secretary for Scotland intended to ask 
the Department of Health for Scotland to issue a 
circular to Scottish local authorities drawing attention 
to the Public Health (Scotland) Acts in their applica- 
tion to the regulation of offices and the desirability 
of the enforcement of their powers in this connexion. 

He wished, Mr. Lloyd concluded, to emphasise the 
profound alteration and improvement which was 
made by conferring the right of entry on inspectors 
of local authorities. As those powers were exercised 
they would begin to accumulate a considerable body 
of authoritative information as to conditions in offices 
which did not exist at present. 

The motion for the rejection of the Bill was carried 
by 169 votes to 114. 


VARIOLA MINOR AND VACCINATION 


In reply to a question put by Mr. GROVES to the 
Minister of Health as to how many deaths occurred 
amongst the 11,930 unvaccinated, and 1756 vacci- 
nated, cases of variola minor, respectively, treated in 
the small-pox hospitals of the London County Council 
during the years 1928 to 1934; what were the ages 


of the fatal cases in question; and what were the 
ages of the fatal cases which were vaccinated or 
revaccinated after exposure to small-pox, Sr 
KINGSLEY Woop gave the following particulars, 

Unvaccinated cases: 23 deaths. Their ages were 
as follows :— 


Age. Cases. Age. Cases, 
2 days 1 10 years 1 
8 a 1 3 1 

12 „ 1 13 s 1 
” 1 17 ” 1 

3 weeks 2 45. = 1 
„ 1 56 „ 1 

5 „ 1 53 «= 1 
7 months 2 59 y 1 
2 years 2 69 „ 1 
5 70 e.: ee 1 — 
7 n ee 1 23 


Of these 23 fatal cases, 11 were vaccinated for the 
first time after exposure to infection. Their age 
were as follows: 


Age. Cases. | Age. Cases, 
3 days cd LG | 2 years 1 
” - ee ee 1 5 ” l, 
3 weeks 33 ate 1 TS os 1 
” ove EN $ 58 8 et ** 1 
7 months T a ib DI fa ae 22 1 


Vaccinated cases: 11 deaths occurred among the 
vaccinated cases. Their ages were as follows: 


Age. Cases. Age. Cases. 
37 years 1 56 years 1 1 
45 „ 1 63 5 ` 1 
46 „ N „ a z 1 
50 „ 1 2 1 
53 „ 1 2 1 


Of these 11 fatal cases, all of which were vaccinated 
in infancy, 3 had been vaccinated for the second 
time after exposure to infection. Their ages were 
as follows :— : 


Age. Cases. Age. Cases, 
338 * i : 79 years oe ** 1 


MEDICAL OFFICERS OF HEALTH AND 
PRIVATE PRACTICE 


In the House of Lords on Dec. 8th Lord MERTHYR 
asked His Majesty's Government how many county 
councils in England and Wales had failed to formulate 
arrangements for securing that medical officers of 
health should not engage in private practice as 
medical practitioners in accordance with the pro- 
visions of Section 58 of the Local Government Act, 
1929, and of Section 111 of the Local Government 
‘Act, 1933; and what steps were proposed to be 
taken for ensuring the observance of the law by such 
councils; and moved for papers. He said that 
Medical officers of health would be the first to admit 
that they were not supermen and that they could not 
serve at one and the same time two masters whose 
interests frequently conflicted. If the interests of 8 
medical officer’s private patients conflicted with the 
interests of his medical authority it was only na 
that the interests of his patients would be placed 
first and that of the authority last. Specialists were 
required in local government nowadays as in other 
walks of life, and it should be necessary for a 
officer to know only the barest details of surgery, 
while on the other hand he ought to be steeped in 
the law of public health. 

Viscount Gaar, Lord in Waiting, said that 27 
county councils in England and Wales had 80 far 
failed to complete the formulation of such schemes, 
but it would be a mistake to deduce from thos 
figures that there had been a serious breakdown of 
the administrative machinery. The principal cause 
of the delay was that certain counties had not com 
pleted the reviews of the county areas that was 
initiated in 1929. Relations between the Mini 
and the local authorities had got to be maintained 
with discretion. The Minister of Health fully appre 
ciated the importance of compliance with the require- 
ments of the section of the Act as early as possible, 
and as soon as the reviews had been comple 
would draw the attention of the county counci 
their statutory obligation. Despite appearances 
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the contrary, the Minister of Health was satisfied 
that the majority of the 27 county councils which 
had not yet formulated their schemes were taking 
steps to do so, and in the case of only three councils 
did it appear that failure had arisen. He would use 
his powers in regard to those which continued in an 
attitude of non-compliance. The county councils 
remained responsible for making these arrangements, 
even though they might not have come to an agree- 
ment with other authorities within their area, 
although, of course, it was desirable that such 
agreements should be reached as soon as possible. 
The formulation of a scheme did not mean that no 
part of that scheme could be afterwards changed. 

It had been argued that the appointment of a 
whole-time medical officer to cover a district at 
present served by several part-time officers must be 
delayed until all the part-time officers had finished 
their contractual periods of engagement. To over- 
come the difficulty provision was included, in regula- 
tions issued by the Minister of Health last year, to 
limit the appointment of medical officers who were 
not restricting their practice to a period of not more 
than a year at a time, and a similar limitation of 
period of appointment had been imposed by adminis- 
trative action in such cases. It was hoped by this 
way to facilitate the appointment of medical officers 
of health restricted from private practice. The 
programme would be rather slow, but it was pro- 
ceeding steadily. It was never contemplated that 
the reform should be carried out in a short time 
provided that progress was steady. 


QUESTION TIME 

THURSDAY, DEC. 3RD © 

Special Areas Bill 

Mr. Lawson asked the Minister of Labour if it was 

the intention of the Government to introduce an amended 
Special Areas Bill, and when it would be introduced.— 
Mr. ERNEST Brown replied : It is hoped that the proposed 
Bill to amend the Special Areas (Development and 
Improvement) Act, 1934, will be introduced soon after 
the House meets in January. 


Women Regional Medical Officers 

Mr. Horus asked the Minister of Health whether he 
was aware that it was the general practice of approved 
societies to send all their married women who applied 
for benefit under the National Health Insurance Act to 
the regional medical officers before any payment of benefit 
was made; and whether he would consider the appoint- 
ment of lady regional medical officers to examine all 
women who might be sent to them by approved societies.— 
Sir KNOSsL HAT Woop replied : Where an approved society 
is in doubt as to the incapacity for work of any member 
claiming sickness or disablement benefit, it is entitled to 
refer the member to a regional medical officer for a second 
opinion, but I cannot agree that it is the general practice 
of societies to take this step in the case of all married 
women who apply for benefit. The regional medical staff 
already includes some women, and all vacancies on the 
staff are open to qualified women applicants equally with 
men, but I have no reason to think that there is any 
general desire that all insured women referred to the 
‘regional medical service should be examined by women. 


Water Resources: A Central Advisory Committee 

Miss Warp asked the Minister of Health whether he 
nad considered the report of the joint committee on the 
eorganisation of the water-supplies of the country; and 
what action he proposed to take in the matter.—Sir 
KINGSLEY Woop replied: I have considered this report. 
[ cannot hold out any prospect of water legislation this 
session, but I have decided, as a first step, after consulta- 
ion with the other departments concerned, to set up a 
zentral advisory water committee. The terms of reference 
and constitution of the committee are now being formu- 
ated. 


Malarial Treatment for Paralysis of the Insane 
Mr. SORENSEN asked the Minister of Health whether 
be could give the number of patients in mental hospitals 
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during each of the past five years who had received 
malarial treatment for general paralysis of the insane ; 
and how many of such patients were deemed to have 
recovered as a result of such treatment.—Sir KINGSLEY 
Woop replied: The numbers of patients in mental hos- 
pitals who have received malarial treatment during the 
last five years for which particulars are available are as 
follows :— 


1930 1931 1932 1933 1934 
702 .. 737 680 .. 639 .. 646 


Over 10 per cent. of those treated in each of these years 
were discharged ‘‘ recovered ” within the year. Complete 
information is not at present available as to the total 
number of recoveries among those treated over the period 
of five years. 


County Councils’ Health Services 


Mr. GEORGE GRIFFITHS asked the Minister of Health 
whether he would give a list of the county councils which 
had under the Local Government Act of 1929 transferred 
from the public assistance committee to the appropriate 
committee of the council their powers under the following 
Acts, respectively: the Public Health Acts, the Mental 
Deficiency Acts, the Maternity and Child Welfare Act, 
1918, and the Tuberculosis Act, 1921.—Sir KINGSLEY 
Woop replied : The following county councils have made 
declarations under Section 5 of the Local Government 
Act, 1929, that certain assistance is to be provided exclu- 
sively by virtue of the Acts referred to in the question, 
and not by way of poor relief :— 

Public Health Acts.—Nil. 

Mental Deficiency Acts.—East Sussex. 

Maternity and Child Welfare Act, 1918.—Cheshire, 
Hertford, and East Sussex. 

Tuberculosis Act, 1921.—Hertford, Lincoln (parts of 
Holland), and Rutland. 


Cost of Meals for School-children 


Mr. Martnwarine asked the President of the Board of 
Education the total money cost to local authorities, 
within distressed and special areas of the country, for the 
provision of meals and other nourishment to school- 
children during each of the last four years.—Mr. OLIVER 
STANLEY replied: The following Table gives the net 
expenditure on the provision of meals, milk, and other 
supplementary nourishment during the years in question 
of all the local education authorities in England and 
Wales whose areas are wholly or partly special areas as 
defined in the First Schedule to the Special Areas (Develop- 
ment and Improvement) Act, 1934. Fifty per cent. of 
this expenditure is met by grants from the Board of 
Education :— 


Year. Net expenditure. 
1932-33 ; 498, 619 
1933-34 £115,040 
1934-35 £117,572 
1935—36 £116,004 


The slight decline in the expenditure during the financial 
year 1935-36 is due to the reduction in the price of milk 
under the milk in schools scheme which came into opera- 
tion on Oct. Ist, 1934. The number of children receiving 
free meals or milk was greater in 1935-36 than in 1934-35. 
The figures are confined to the special areas, and there is 
no precise definition of distressed areas as distinct from 
special areas. 

MONDAY, DEC. 7TH 


Post Office and Patent Medicine Advertisements 


Mr. Cary asked the Postmaster-General what annual 
revenue was derived, directly or through a contractor, 
for advertisements in books of stamps; what portion of 
the revenue so obtained was derived from advertisements 
of medicines and appliances for the cure or relief of 
rheumatism and arthritis and of deafness, respectively ; 
and whether, in view of Paragraph 57 (2) of the Report 
of the Select Committee on Patent Medicines in 1914 
recommending the prohibition of advertisements of cures 
for deafness, among other diseases, it was his practicé to 
consult the Minister of Health respecting such advertise- 
ments.—Major TRYON replied: The figure asked for in 
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the first part of the question is £16,493, and those asked. 
for in the second half are £838 and £3074. The answer to 
the third part is in the negative, but the Minister of. 


- Health is aware of the general policy of the Post Office. 


Alcohol and Road Accidents 


Mr. MEssER asked the Minister of Transport, whether 
he was aware of recent experiments and investigations at 
the National Institute of Industrial Psychology, the con- 
clusions of which had still further enforced the findings 
of the British Medical Association on the relation of small 
doses of alcohol and unreliability in motor driving; and 
if he would take steps, in view of the toll of road accidents, 
to bring this matter prominently once more to the 
attention of the motoring public.—Captain A. HUDSON, 


Parliamentary Secretary to the Ministry of Transport, 


replied: Yes, Sir, the Institute furnished me with a copy 
of the report of a preliminary study. of the relation of 
alcohol to road accidents, based upon a series of experi- 
ments, the results of which are stated to indicate ‘that 
even moderate quantities of alcohol tend to make a 
driver accelerate unconsciously and maintain a less steady 
course. The report received considerable notice in the 
press, and I do not doubt that the hon. Member’s question 
will serve to draw further attention to it. 


` TUESDAY, DEC. 8TH 
Remuneration of Women Medical Officers 


Mr. KELLY asked the Financial Secretary to the 
Treasury why women doctors in Government employ- 
ment received remuneration equal to that of their male 
colleagues, and why such equality was not recognised in 
respect of any other branch of scientific workers.—Lieut.- 
Colonel Corvrrirn replied: The 
general practice of differentiating in the pay of men and 
women civil servants in the same grade was explained by 
the Prime Minister in the debate on April 6th last. 
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Differentiation was made in the case of women scientific 
workers in accordance with the practice described on that 
occasion, Women medical officers are in a special position, 
in connexion with that practice, in view of the well- 
established outside custom of giving the same scales of 
pay to men and women in the case of medical appoint- 


ments for which both sexes are eligible. 


Milk-in-Schools Scheme in Scotland 


The Duchess of ATHOLL asked the Secretary of State 
for Scotland the total number of children in primary 
schools in Scotland ; and the number of children supplied 
with milk under the milk-in-schools scheme on the latest 
date for which figures were available.—Mr. ELLIOT replied: 
At 3lst March, 1936, there were 647,662 children in 
primary schools in Scotland of whom 283,378 were receiving 
milk under the milk-in-schools scheme. More recent 
figures of the numbers supplied with milk in primary 
schools are not yet available, but in September approxi- 
mately 321,000 children out of a total school population 
of 807,000 were supplied with milk under the milk-in- 
schools scheme. 


Housing of Aged Persons 


Mr. PERKINS asked the Minister of Health whether he 


would state in percentages the numbers, respectively, of 
rural district councils, urban district councils, and 
municipal corporations which had built accommodation 
specially designed for aged persons since the war,—Sir 
KinGsLEy Woop replied: Since the Act of 1930 which 
permitted small houses suitable for aged persons to rank 
for subsidy, one bedroomed dwellings have been or are 
being provided by 13:2 per cent. of the rural district 
councils, 22-1 per cent. of the urban district councils, and 
45-5 per cent. of the municipal corporations. Information 
is not available with regard to any such dwellings provided 
under earlier Acts. 
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University of Oxford 


In recent’ examinations for the B.M. the following 


candidates were successful in the subjects mentioned :— 


Forensic Medicine and Public Health.—R. F. B. Bennett, 
- Brown, D. I. Crowther, H. J. L. 


‘ e, R. B. Niven, 
G. W. Ollerenshaw, R. E. Ooi, H. G. O. O 
Smith, G. L. Peskett, I. B. Pirie, F. L. Reid, I. F. Rose, P. A. F. 

H. Shire, A. F. Smith, T. B. Snell, R. X. 
R. H. S. Thompgon G. B. I. Willey, W. Synne Willson, W. B. 
Young, A. J. M. T. Barnes, and J. M. Sherring. 

Materia Medica and Pharmacology.—J. W. Ashley, N. F. E. 
Burrows, C. D. Cormac, J. M. Couchman, P. S. Edgecombe, 
O. I. Green, M. W- Homans, F. J. Ingham, J. N. Macdonald, 
G. K. McGowan, R. B. Niven, J. O. Prestwich, E. B. G. Reeve, 
T. R. Savage, J. Scholefield, R. A. Shawyer, T. Sutton Coulson, 
O. R. B. Welford, K. F. Wilsdon, E. J. Burchardt, D. C. Pedley, 
and M. M. Pickles. a 

Pathology.—_G. F. Bader, E. H. Hiley, R. M. Hugo, J. G. 
- Jamieson, K. H. A. Marshall, R. B. Niven, T. R. Savage, C. W. 

Seward, M. A. Slee, B. M. Thornton, C. R. B. Welford, G. B. I 
Willey, W. B. Young, and W. E. Young. 


An examination for the Radcliffe travelling fellowship, 
which is of the annual value of £300 and is tenable for 
two years, will begin on Feb. 16th. 


2 i 

There will be papers in physiology, pathology, and preventive 
medicine, together with a practi e tion in pathology ; 
and an essay subject will also be proposed. didates may in 
addition offer a special branch of medicine or surgery, but 
notice of this should be given when application is made. ee 
must have passed the examinations required for the B.M. 
degree not more than four years previously, and they should 
send their names, addresses, and qualifications to the regius 
professor of medicine, University Museum, Oxford, not later 
than Feb. 11th. It is a condition of the fellowship that the 
holder shall spend at least twelve months outside the United 
King om. 


Leeds University 


Mr. Frank Parkinson, head of 5 tirm of electrical 


engineers and a former student of the University, has 


given £200,000 for the proposed main frontage to the. 


University in connexion with the reconstruction scheme. 


University of London 


At an emergency extraordinary meeting of the senate 
of the University held on Dec. 7th the following resolution 
was adopted: 


That the Senate desire, both as a body and as individuals, 
to set on record their sense of the incalculable loss that the 
University has sustained in the death of Sir Edwin Deller, and 
to express their profound gratitude for the devoted and aingie- 


hearted service he rendered to it. Mourning a great adminis- 


. trator, a wise counsellor, and a beloved friend, they offer their 


deepest sympathy to his family in their tragic bereavement. 


The following additional examiners have been appointed 
for the degree of M.B., Part I., December, 1936: Mr. 
R. M. Handfield-Jones and Prof. E. D. Telford (surgery); 
Mr. Aubrey Goodwin and Prof. F. J. Browne (midwifery). 

Applicationg for the Geoffrey. E. Duveen travelling 
studentship in oto-rhino-laryngology are invited from 
registered medical practitioners who wish to undertake 
research on this subject. The fellowship is of the value 
of £450 a year, and applications should reach the University 
before Dec. 31st. ... brad 
The Paul Philip Reitlinger prize, offered this year for 
the best essay embodying the result of some research 
work on a medical subject cariedr out by the candidate, 
has been awarded to Mr. R. A. Gregory, M.Sc., for his 
essay on the problem of the cyelitols. 


The following examiners have been appointed for 
1937 :— i 


Diploma in Clinical Pathology.—Prof. E. C. Dodds, Prof. 
James McIntosh, and Prof. J. Shaw Dunn, , 

Diploma in Public Health.—Prof. M. E. Delafield, Prof. 
W. W. C. Topley, F.R.S., Prof. H. B. Maitland, and Prof. 
H. D. Wright (Part I.); Prof. M. Greenwood, F.R.S., Prof. 
W. W. Jameson, Prof. R. M. F. Picken, and Dr. Alexander Joe 

.). Dr. Joe will. also act as examiner for hospital 
administration and the clinical aspects of infectious disease, 


Doncaster Royal Infirmary 


Half the annual expenditure of the Doncaster Royal 
Infirmary has been met by the contributions of workmen 
and employers in the mining industry. 
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National University of Ireland 
Dr. Denis Coffey has been elected vice-chancellor of 
the University for 1937 and 1938. 

Dr. Henry Moore, professor of medicine in University 
College, Dublin, was appointed to represent the University 
85 one of the original members of the Irish Medical Research 

uncil. 


Prof. Stephen Shea was awarded the degree of M.D. 
for published work. 


University of Dublin 
At recent examinations at the School of Physic, Trinity 
College, the following candidates were successful :— 


M.D. 
Sydney Brass and R. L. G. Proctor. 
M.CH. 
Martin Fallon. 


Medirine.—Isabelle M. V. Elliott, first-class honours: G. C. 
B ham, second-class honours: S. H. Morrison, D. J. H. 
Douglas, J. G. Steinbock, W. J. G. Warwick, P. L. van Aardt, 
Isidore Shreider, and P. J. Mullaney. 

Suryery.—Isabelle M. V. Elliott, first-class honours; H. A. 
Dani an . E ‘Connell, second-class honours; P. G. 
Patton, G. W. Patterson, N. J. Smith, M. R. W. Spacek, W. E. 

„ O. W. Greene, T. S. Agnew, Margaret Feny, F. J. G. 
Loughran, ‘ G. Kearon E. B. de Courcy 


H. F. Sloan, and E. G. 
Tomlinson, C. W. L. Macnamara, R. W. Duncan, H. M. Carson, 
and J. C. M. Neiliy. 
Royal Free Hospital 

On Dec. 3rd the annual dinner of this hospital was held 
at the Savoy Hotel under the chairmanship of Dr. Dorothy 
Hare. After honouring the loyal toasts the company 
stood in silence as a tribute to Sir Edwin Deller. 

Proposing the health of the School and Hospital, Dr. Hare 
said that a small isolation block had been added to the 
hospital during the year, and that plans were being drawn 
up for a new nurses’ home. An anonymous donation of 
£11,000 had made it possible to establish the ‘‘ Free 
Woman's lectureship in clinical medicine at the hospital 
medical school of which Dr. Una Ledingham was the first 
holder. Referring to the training of students, Dr. Hare 
thought their examination results once more demonstrated 
the dean’s flair for picking winners, as there were many 
more applicants to join the school than could be accom- 
modated. In describing the early fiirtations of the 
hospital with the school before their permanent union 
she recalled that the professor of diseases of women was 
the last to admit women students to his wards yielding 
to compulsion, but the new generation were what she would 
term freeminded.“ Dr. T. Jenner Hoskin, physician 
to the hospital, proposed the. toast of the Guests and 
referred by name to Sir Alfred and Lady Webb-Johnson, 
Sir Walter Schréder, Dr. Elizabeth Courtauld, Mrs. Tate, 
M.P., and Miss Dorothy Sayers. He mentioned that 
Miss Sayers had used the hospital as the scene of one of 
her novels and praised the accuracy of her medical details. 
In reply Miss Sayers said that the lay population, who were 
still in a state of savagery, owed much to the medical 
profession from whom they demanded instant and 
spectacular cures, usually in the early hours of the morning. 
She also owed a debt to the profession as a writer of 
detective novels, but she regretted to say that if the 
tightening up of the poisons laws went on all villains would 
in future have to be doctors, as no one but they could get 
access to the poisons. In thanking the women's medical 
G. H. Q.“ for their hospitality Sir Alfred Webb-Johnson 
referred to other famous hostesses in history such as 
Circe, Lady Macbeth, Lucretia Borgia, and Delilah, 
but seemed in a gay discourse to be under no personal 
apprehensions. As a member of the court of examiners 
of the Royal College of Surgeons of England he expressed 
his pleasure at meeting some of Mr. Norbury’s Young 
Ladies, while as surgeon to the Middlesex Hospital he 
recalled with pride that Miss Garrett, in her difficult early 
struggles, had been allowed to attend certain classes at the 
Middlesex. That struggle was now over and medical 
women had had maturity thrust upon them at the sword’s 
point. He wished the school every success in the future 
and hoped thet as it became large it would continue 
to be great. 

Miss D. J. K. Beck proposed the health of the chairman 
and Miss Hare replied. 
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Hull Hospital for Women 


Dr. Ethel Townend has given £5000 to the Hull 
Hospital for Women to provide increased accommodation 
for women of moderate means who wish to be attended 
by their own doctors. 


Royal National Hospital for Rheumatic Diseases, 
Bath 


A meeting will be held at the Vintners’ Hall, Upper 
Thames-street, London, at 4 P. u. on Wednesday, Jan. 27th, 
to inaugurate an appeal for funds to rebuild this hospital. 
Sir Edward Grigg will preside and an address will be 
given by Lord Horder. Of the 1198 patients treated at 
the hospital last year 209 came from London. 


Institute of British Surgical Technicians © 


On Dec. 3rd Mr. George Lansbury, M.P., presented 
certificates and prizes at the Chelsea Polytechnic to 
students who had been successful in the course of studies 
laid down by the Institute of British Surgical Technicians. 
Mr. F. J. Harlow, Ph.D., the principal, said it was the 
first time that a systematic training had been under- 
taken by the members of the surgical industry, and that 
the certificates were presented by the Chelsea Polytechnic 
in conjunction with the institute. Mr. Lansbury said that 
the fact that the young people in the industry had under- 
taken systematic study of anatomy and other sciences 
that were at the base of their work was a very hopeful 
sign, and he hoped that in the years to come one would 
not see patients fitted to appliances but appliances fitted 
to patients. 


London Jewish Hospital Medical Society 

A successful annual dinner was held by the society on 
Sunday last, Dec. 6th, when the president of the Society, 
Dr. Arnold Sorsby, presided over a gathering of nearly 
four hundred members and their guests. The health of 
the guest of honour, Lord Snell, chairman of the London 
County Council, was proposed by the Marquess of Reading, 
president of the London Jewish Hospital. Dr. E. Miller 
was responsible for the toast of the guests, for whom Sir 
John Herbert Parsons, F.R.S., responded. Mr. Coleman 
Smith preporod the toast of the hospital, to which Mr. J. 
Cofman-Nicoresti responded. An announcement was. 
made by Dr. Maurice Sorsby that Mr. Smith had donated 
five thousand pounds to the hospitai. Dr. L. H. Savin 
proposed the toast of the society and its president, to 
which the chairman responded. The proceedings ter- 
minated with a dance. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK HNDED 
NOV. 28TH, 1936 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 1 
(Oldham); scarlet fever, 2104; diphtheria, 1471; 
enteric fever, 18; pneumonia (primary or influenzal), 
617; puerperal fever, 35; puerperal pyrexia, 122; 
cerebro-spinal fever, 11; acute poliomyelitis, 4 ; 
acute polio-encephalitis, 1; encephalitis lethargica, 
5; dysentery, 26; ophthalmia neonatorum, 75. 
No case of cholera, plague, or typhus fever was 
notified during the week. 


The number of cases in the Infectious Hospitals of the London 
County Council on Dec. 4th was 3132, which included: Scarlet 
fever, 1136; diphtheria, 994; measles, 13; whooping-cough, 
328 ; puerperal fever, 14 mothers (plus 9 babies); encephalitis 


: tis, 3. At St. t ospital 
des wee ir Bale Ging 3. mothee) with F ospita 
neonatorum. 

Deaths.— In 122 great towns, including London, 
there was no death from small-pox, 1 (0) from enteric 
fever, 7 (0) from measles, 7 (0) from scarlet fever, 
9 (3) from whooping-cough, 48 (8) from diphtheria, 
57 (19) from diarrhcea and enteritis under two years, 
and 44 (9) from influenza. The figures in parentheses 
are those for London itself. 

Poole reported the only death from enteric fever. Cheltenham 
bad 2 deaths from measles. Fatal cases of diphtheria were 
5 from 24 great towns: Liverpool 5, Hull and Sheffleld 
ea . 

The number of stillbirths notified during the week 
was 272 (corresponding to a rate of 46 per 1000 
total births), including 37 in London. 
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SOCIETIES 


. 4.30 P.M. Gia S. Blackmore : 
Air-raid Precautions with Special Reference to their 
ot Aspects. 


TUESDA 
Meeting. of Fellows. 6.30 P.M. 
THURSDAY 
Dermatology, 5 P.M. (Cases at 4 P.M.) Dr. J. E. M. 
Wigley.: Erythroplasie of Queyrat. Dr. H. Semon : 
2. Buoco-labis Melanosis. Dr. H. W. Barber and 
Dr. P. M. F. Bishop: 3. Keratoderma 


cum 
Treated with st Dr. G. W. Bamber: 4. Phle- 
bectasia. Dr. J. H. T. Davies: 5. Senear Usher Type 
of Pemphigus. 
with Pan Lesions in the Mouth. Demonstration. 
Dr. J. H. T. Davies: Miniature Wood's Light. 
Neurology. 8. 15 P.M. Clinical Meeting at the Hospital 
for ilepsy and Paralysis, Maida Vale, W. 
HUNTER SOCIETY. 
MONDAY Dec. 14th.——8.30 P.M. Simpson: s Restaurant, 
Bird -in-Hand-court, Cheapsi de), Mr. A. E. Roche 
aha Dr. D. E. Denny- Brown: Frequency of Micturi- 
tion in the Adult. 
MEDICAL SOCIETY OF LONDON, 11, Chandos-street, W. 
MONDAY, Deo. 14th.—8.30 P.M. A Dr. H. 
Mr. Gordon Taylor; and Dr. G. de Bec 


eatment of Hematemesis. 
SOCIETY L OF MEDICAL OFFICERS OF HEALTH, 1, Thorn- 


haugh-street 
FRIDAY Do 18th.—5 P.M., Dr. Charles Hill and Dr. 
Molt ae Radford: The Future of General Medical 


Pra 
NORTH actio; NDON MEDICAL AND CHIRURGICAL 
SOCIETY, Royal T b P Holoway -toad Na 


WEDLE DAT. ee P. M., Dr. 
Chest Disease i a a 
CHELSEA SLINIGAL SOOIETY 
TUESDAY, Dec. 15th.—8. 30 P.M. (Hotel Rembrandt, 
Thurioe-place, S.W.), Mr. Nigel Parsons: Brewing 
acteria 


EUGENICS SOCIETY. 

TUESDAY, Dec. 15th.—5.15 P.M. (Rooms of the Linnean 
Society, Burlington House, ae tear’ fy .), W 
Commander A. H. James, Dr aroline Maule, 
and Mr. J. Verney Quilliam : Voluntary Sterilisation— 


the Work of tho Past Year. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c 
ROYAL INSTITUTION, 21, Albemarle-street, W. 
TUESDAY, Deo. 15th.—5.15 P.M., Prof. E. Mellanby, F. R. S.: 


Chemical Messengers of the Body. 
BRITISH POSTGRADUATE MEDIC SCHOOL, Ducane- 


road, W. 


MONDAY, Deo. 14th.—2.30 P.M., Dr. | R. D. Lawrence: 


Diabetes and Diseases of Pan 
e P. M., Mr. King, Ph Di 2 “pathological demon- 
stration 
WEDNESDAY.—Noon, clinical and pathological conference 
oF 2.30 P. M., clinical and pathological con- 
sur 


. ference cal). 
THURSDAY.—2.30 P. M., Dr. Duncan Wane : radiological 
demonstration. 3.30 P. M., Prof. J. M. Munro Kerr: 


Disproportion and Difficult taped 
AY.—2Z P.M., operative obstetrics. 2.30 P. M., Prof. 
Seymour Barling : Acute Surgical Infections other 
than Bone. 3 P.M., department of gynecology, patho- 


on. 
Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics 
or operations; obstetrical and gynæcolo gical clinies or 


wie LONDON 0 HOSPITAL POST-GRADUATE COLLEGE, 

ammer 
MONDAY Deo. 14th.—10 A. M., skin clinic. 11 A. M., surgical 

wards. 2 P.M., operations, che Sete an dagen casas 
wards, medical, surgical, and gynecolo 
TuESDAY.—10 A. M., medical wards. 11 A. M., surgical 

. 2 PM. . operations, medical, surgical, and 
throat clinics. 

WEDNESDAY.—10 A. M., children’s ward and clinic. 11 A. M., 
medical wards. 2 P.M., 3 operations, 
medical, surgical, and eye 

THURSDAY.—10 A.M. „ nheurolo cal and gyneecological 
clinics. Noon, fracture 2 P. M., operations, 
medical, surgical, genito aray, and eye clinics. 
4.15 P.M., venereal diseases. 

FRIDAY.—10 4 M., medical wards, skin clinic. Noon, 
lecture on treatment. 2 P. M., operations, medical, 
surgical, and throat clinics. 

SATURDAY.— 10 A. M., children’s and surgical clinics. 11 A. M., 


medical wards 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, London, W. 
MONDAY, Dec. 14th, to SATURDAY, Dec. 19$th.—LONDON 
Lock HOSPITAL, 91, Dean-street, W., afternoon course 
in venereal diseases (open to non-members). —Hos- 
PITAL FOR DISEASES OF THE SKIN, Blackfriars-road, 
S. E., afternoon course in dermatology —N <— NATIONAL 

TEMPERANCE HOSPITAL, Hampstead-roa 
8.30 P. M., Dr. S. Levy Simpson: Adr eee 
HOSPITAL, S.W., G. B. course in chest diseases 
(twice weekly, at 5 P.M. ).—Crry OF LONDON HOSPITAL, 


MEDICAL DIARY-——BIRTHS, MARRIAGES, AND DEATHS 


Letheby Tidy, 
Turtle: 
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Victoria Park, E., Wed. and Fri., 6 P.M., M. ROP. 
course in heart and lung diseases. WEST END 
PITAL FOR NERVOUS DISEASES, n Gate, NW. 
afternoon M. R. C. P. course in eurology. These 
courses are open only to members of the fellowship. 

ae FOR SICK CHILDREN, Great Ormond-street, 


WEDNESDAY, Dec. 16th.—2 P.M., Dr. E. A. Cockayne: 
Pink Disease. 3 P. M., Mr. James Crooks : Development 
and Diseases of the "Accessory Air Sinuses. 

Out- 5 clinics daily at 10 A. M. and ward visits at 


HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL, N.W. 
WEDNESDAY, Dec. 16th.—4 P.M., Mr. A. Clifford Morson : 


Heem aturia. 
CENTRAL LONDON THROAT, NOSE, AND EAR Hf 8 
PITAL, Gray’s Inn- road, W.C. 
FRIDAY, 1505 18th.—4 P. M., Mr. F. R. Watkyn-Th : 
ST. J OHM OLENTC AND INSTITUTE OF PHYSICAL MEDI- 
CINE, Ranelagh-road, S.W. 

FRIDAY, Dec. 18th.—4.30 P.M., Mr. Harold Barwell: 
The Ear, Nose, and Throat in Relation to the Rheu- 
matic Diseases. 

MANCHESTER ROYAL INFIRMARY. 

TUESDAY, Dec. 15th.—4.15 P. M., Prof. Daniel : 
Acute Salpingitis. 

FRIDAY. — 4.15 P. M., Mr. Geoffrey Jefferson : : Demonst 
tion of Neuro- Surgical Cases. 

e eee HOSPITAL FOR CONSUMPTION, T 
gate i 

WEDNESDAY, Dec. 16th.—4.30 P.M., Mr. R. th: 

Clinical Course and Diagnosis of Acute Masteldt 
LEEDS GENERAL INFIRMARY. 

TUESDAY, Dec. 15th.—3.30 P.M., Dr. J. T. Ingram: Demon- 
stration of Dermatological Cases, with Reference to 
General Principles in Treatment. 4 

GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 

WEDNESDAY, Dec. 16th.—4.15 P. M. (Royal ary; Delayed 
wanes Hospital), Prof. James Hendry 

abour 


Births, Marriages, and Deaths} 


BIRTHS H 
P. 


BRACKEN.—On Nov. 23rd, at Blackheath, the wife of Dr. J 
Bracken, of a daughter. 

CAMERON.—On Nov. 30th, at MaaR peat Kent, the wife: of 
Mr. Dugald Cameron, F. R. C. S „ of a son. 

CoLLET.— On Nov. 22nd, the wife of Dr. R. Colley, of Bath, of 
& son. 

HaRLY.—On Nov. 28th, at Shillong, Assam, the wife of Capt. 
E. P. N. M. Early, I. M. S., of a son. 

JoLL.— On Dec. 6th, at Harley- street, W., the wife of 
Cecil Joll, F. R. OC. 8. of a son. 

MoRkRIS.— On Deo. 2nd, at Welbeck- street, W., the . of 
Dr. OC. W. Morris, of Elsworthy-road, N. W., of a da 

OLIVER.—On Nov. 30th, at St. Peter’s, Jersey, the 

R ea Pi ge oun of Bombar, the wife of M 

OSE.—On Nov. a ombay, the eo ajor G. ‘ 

Rose, R.A.M.C., of a gon. J w 

ScoTT.—On Nov. 30th, the wife of Mr. T. G. Scott, F. R. O. S., 
Speen. Newbury, of a son. 

SFPERO.—0On Nov. 25th, at Blackheath, the wife of Surg. Lit. 
Comdr. L. P. Spero, R. N., of a daughter. 


MARRIAGES 


GRAY—GANNAWAY.—On Dec. 8th, 1936, at St. James’s Church, 
Spanish-place, Edward Emile Delisle Gray, M. D., M.R.CP., 
son of the late Dr. and Mrs. St. George Gray, to Lilian Maud, 
daughter of Charles Henry Gannaway, and the late Mrs. 
Gannaway. 

HADFIELD—MACDOUGALL OF MACDOUGALL.—On Dec. 2nd in 
St. John’s Cathedral, Oban, Stephen John Hadfield, MB. 
Camb., to Jean Louisa Morag eons daughter of Gol. 
MacDougall of MacDougall, of 

MapDDockK-JONES—JOINER.—On Dec. 7th, at Leyton Essex, 
A. Maddock-Jones, M. R. C. S., to Kathleen Jean, daughter 
of the late Mr. and Mrs. Gordon W. J oiner, of Leyton. 


DEATHS 


Boon RE.— On Dec. 7tb, in London, Major-General Sir Geo 
Deane Bourke, K. C. I. G., C. B., R. A. M. C. (retirea), aged 

CASH. — On Nov. 30th, at Hereford, John Theodore Cash, 
M.D. Edin., LL. D., F. R. S., aged 82 years. 

CBRISTIE.—On Dec. 2nd, at Edinburgh Dugald Christie, 
C.M.G., F. R. C. P., F. R. C. S. Edin., Missionary of the Church 
of Scotland in Manchuria, in his 82nd eer 

GREENWoop.—On Friday, Dec. 4th, at Allin gton, Maidstane, 
Alfred Greenwood, M.D., B. So., Barrister at Law, 
Medical Officer of Health for the’ an of 1 Rent. Aged 63. 

IoNIDES.— On Dec. 2nd, at Hove, Theodore Henry 2 
M. B. Lond., F. R. C. S. Eng., aged nearly 71. 

MAcFEer.—On Dec. 5th, at Hampstead, London, John Macfee, 
M.D. Glasg., aged 92. 

STRATTON.—On Nov. 30th, in a road accident, James Ernest 
Stratton, M.D. Lond., "of Rotherhithe aged 60. 

THOMASON.—On Dec. Ist, Henry Philip Thomason, M.B. 
Birm., of Fillongley, near Coventry, in his 57th year. 

WALLIS.—On Nov. 30th, at Bromley, Kent, Sidney Seymouw 
Wallis, M.R.C.S. Eng., aged 68. 

HITWELL.—On Dec. Ist, Alren Frank Whitwell, M.R.O.S. 

Eng., of Shrewsbury, aged 81 


N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths, 
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NOTES, COMMENTS, AND ABSTRACTS 


THE DOCTOR’S MANDATE IN 
PARLIAMENT 


AN ADDRESS BY SIR F. FREMANTLE, M.D., M. P.“ 


Sir James Crichton-Browne introduced Sir Francis 

A tle in happy phraseology, expressing his 
belief that the knowledge existed in Europe and 
throughout the world that our own country, in spite 
of its failings, had, as compared, with other countries, 
æ healthier and a stronger population. 

Sir Francis Fremantle commenced his address by 
& biographical enumeration of the doctors of medicine 
who have sat in Parliament—a considerable number, 
seeing that 84 medical Members of Parliament were 
recorded in an interesting medical parliament roll, 
compiled by Dr. Samuel Clippingdale, and published 
in the British Medical Journal in 1910. Sir Francis 
told of the distinguished part in affairs played by 
such doctors, to select some from his list, as Samuel 
Turner, who fought on the King’s side in the Civil 
War; William Petty, professor of anatomy at 
Oxford and of music in Gresham College, London, 
and physician to Charles II; Nicholas Barbour, 
to whom the origin of fire insurance companies is 
attributed; John Radcliffe, the founder of the 
Radcliffe Infirmary, Library, and Observatory at 
Oxford; Baron Dimsdale, who inoculated the 
Empress Catharine and the Russian Court against 
small-pox; and Thomas Wakley, first editor of 
THe LANCET, and his vigorous ally, Joseph Hume, 
economist. Coming to more modern times, he 
mentioned, among many others, John Batty Tuke, 
Balthazar Walter Foster (Parliamentary Secretary to 
the Local Government Board, and later created Lord 


and Dr. Addison. 

After a brief summary of the opportunities which 
a spreading interest in public health had given to 
the doctor in Parliament in the period just preceding 
the war, he described the developments which had 
aes the creation of the Ministry of Health. He 
said: 

PARLIAMENTARY ACTIVITY 

Our post-war health legislation has developed 
the whole machinery of public health to a remarkable 
extent, throwing the burden and responsibility of 
its administration on local authorities, with generous 
expert and financial assistance from the Government, 
If we look through the measures that have been 
passed since the war and that concern more directly 
the health of the people, we are struck with the 
variety and extent of them. In the year 1919 there 
were passed at least five most important measures. 
The first was that which created the Ministry of 
Health, the second was the Nurses Registration Bill, 
which made the nursing profession into a recognised 
and ordered whole; and then there were the two 
great Housing Bills of Dr. Addison and a very 
important Rent and Mortgage Interest Restriction 
Act. In the year 1920 we had a Census Act which 
put the Census on a permanent footing, to be taken 
automatically every ten or possibly every five years, 
as decreed by Order of Council. There was a Dan- 
gerous Drugs Act, and there were National Health 
Insurance, Unemployment Insurance, and War 
Pensions Amending Measures. In 1921 we had the 
Dentists Act, which did for the dental profession 


$ A Chadwick public lecture delivered at the Great Hall, 
B.M.A., on Nov. 24th, 1936. 


what the Nurses Registration Act had done for the 
nursing profession. We had afurther Housing Measure, 
a Public Health Officers’ Measure, and a Tuberculosis 
Measure, an Unemployment Insurance Measure to 
increase the benefits, and a War Pensions Amending 
Measure. In 1922 we amended the Allotments Acts 
and we amalgamated and amended the Unemploy- 
ment Insurance Acts. In 1923 we amended the 
Dangerous Drugs and Poisons Act. Mr. Neville 
Chamberlain introduced and secured the passing of 
his great Housing Bill, with a large subsidy for 
housing, both for local authorities and for private 
enterprise, and we amended the Rent and Mortgage 
Interest Restriction Act and the Workmen’s Com- 
pensation Act. 

In 1924 we had a further Housing Bill, with Mr. 
Wheatley’s subsidy for housing under the local 
authorities. In 1925 we had further measures dealing 
with allotments and dangerous drugs, an important 
measure with regard to the guardianship of infants, 
further measures as regards housing, a very important 
measure for rating and valuation, a measure as 
regards merchant shipping, introducing the Inter- 
national Labour Conventions, a measure to amend 
the Public Health Act, and a Teachers (Super- 
annuation) Measure, going to the root of the welfare 
of the teachers, enhancing the credit of the teaching 
profession and therefore a aA the standard of 
education of the country. We also had a measure 
consolidating the Town Planning Acts, and a very 
vital measure, Mr. Chamberlain’s Widows’, Orphans’, 
and Old Age Contributory Pensions Act. 
we had a measure for the adoption of children, a 


Coroners (Amendment) Act, a Births and Deaths 


Registration Measure, and a minor but important 
Housing (Rural Workers) Measure; the Small 
Holdings and Allotments Act was amended, and we 
passed a Bill for the inspection and registration of 
midwives and maternity homes and a measure with 
regard to the sale of food (weights and measures). 
In the year 1927 we amended the Mental Deficiency 
Act, we enlarged the previous measure with regard 
to maternity homes by a Nursing Homes Registration 
Act, we consolidated the Poor Law, and we dealt with 
other amending measures. In 1928 we consolidated 
the Foods and Drugs (Adulteration) Acts, we 
amended the National Health Insurance Act, and we 
dealt further with rating and valuation, as a pre- 
liminary to local government reform. In 1929 Mr. 
Chamberlain passed his vast Local Government Bill, 
to amend, to extend, and to grant relief of various 
kinds, with a corresponding measure for Scotland. 
In 1930 we had the second Labour Government, 
and we passed a Housing Measure, largely a non- 
party measure, to do away with the slums. We 
had an important Mental Treatment Act, a Poor 
Law (Consolidation) Act, and certain measures to 
amend Acts already mentioned. 


RECENT LEGISLATION 


In 1931 the National Government, despite their 
preoccupation with urgent matters in connexion 
with the financial crisis, were still able to pass 
another Housing (Rural Authorities) Measure, 
three Unemployment Insurance Acts of one kind or 
another, and the Larmouth Naval Hospital (for 
Lunatics and Mental Defectives) Act. In 1932 
we had a Children and Young Persons Measure of 
great importance. We had further measures to 
deal with dangerous drugs, national health insurance, 
and planning, and a Merchant Shipping Bill to deal 
with the Safety and Load Line Convention. In 
1933 we consolidated Children and Young Persons 
Measures; we had a further important Housing 
Measure, to end the subsidies under the 1923 and 
1924 Acts and therefore to leave only the subsidies 
under the Slums Measure of 1930 ; we had a Pharmacy 
and Poisons Measure, a further and very important 


In 1926 
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Rent and Mortgage Interest Restrictions Act, and a 
measure for the humane slaughter of animals. In 
the year 1934 we had a further amendment. of the 
unemployment provisions, we had an important 
Water Supplies Measure to deal with the exceptional 
shortage, and we had‘a Workmen’s Compensation 
(Coal Mines) Measure. In 1935 we had the great 
Housing Bill to deal with overcrowding and complete 
the general structure to deal with the housing problem. 
We had the. Restriction of Ribbon Development 
Act, and we had a great measure for consolidating 
the Unemployment Insurance Acts. This year we 
have dealt with the Hours of Employment Conven- 
tions with regard to women, and we have consolidated 
the Old Age Pensions Acts, the National Health 
Insurance Acts and Widows’, Orphans’, and Old Age 
Contributory Pensions Acts. We brought in and 
passed the first of a great series of measures to 
consolidate the Public Health Acts, which takes 228 
pages, and a corresponding London Act that takes 
251 pages, and a consolidation of the Housing Acts 
which takes 173 pages, so you can understand that 
tbey gave lawyers plenty of occupation, and, no doubt, 


plenty of remuneration. We have also had a Shops 
(Sunday Trading Restriction) Act, and an Act dealing. 


with midwives. Such is the actual record of the 
tasks with which we have had to deal up to date this 
year. Aas 2 


HEARTENING FIGURES 


“ The law has been largely simplified by consolida- 


tion. The members of the auxiliary professions, 
nurses, midwives, dentists, architects, and health 
visitors, have been recognised and helped. Probably 
the greatest measure of all was the Local Govern- 


ment Act of 1929, with its block grant, the conversion 


of the Poor Law into Public Assistance under county 
councils and county borough councils, and the 
systematic rearrangement of local administration. 
The effects of this work are at least reflected in the 
records of the twenty-five years of His late Majesty’s 
reign, and I should like to bring to your notice some 
of the figures which show how far we have travelled 
‘during that quarter of a century. I will give you the 
figures in numbers rather than percentages, because, 


to my mind, they are always more impressive. 


Taking the number of deaths on an average during 
the ten years preceding King George V’s accession 
to the throne and comparing it with the last year of 
his life, we find that the deaths from diphtheria 
diminished from 6092 to just over 4000, deaths from 
diarrhoea and enteritis diminished from 18,000 to 
under 5000, deaths from enteric fevers diminished 
from 3000 to 159, deaths from measles diminished 
from 10,500 to under 4000, deaths from scarlet fever 
diminished from 3600 to 960, deaths from small-pox. 
diminished from 429 to only 6, deaths from tubercle 
(respiratory) diminished from nearly 40,000 to 
26,000, deaths from other forms of tubercle diminished 
from just under 17,000 to 5000, and deaths from 
whooping-cough diminished from 9500 to 2000. 
Besides the marked decline or elimination of these 
diseases, the death-rate fell by nearly 4 per thousand 
and the infant mortality-rate by 71 per thousand, 
and in this one-quarter of a century the expectation 
of life increased by some seven years.”’ 


THE MEDICAL MEMBER 


Sir Francis then sketched the work which the 
Medical Committee had done, mentioning its activities 
in association with the General Medical Council, 
the League of Nations’ health ‘organisation, the 
Royal Society of Medicine, the British Medical 
Association, and the Medical Research Council. 
The committee had taken up, he pointed out, such 
varying subjects as an Opticians’ Bill, fatal administra- 
tions of anzsthetics, various aspects of the Factory 
Bill, and questions relating to coroners, dentists, 
anatomists, pharmacists, midwives, and the sterilisa- 
tion of the unfit, ‘‘ a remarkable hotchpotch showing 
the widespread interest of our work,” and gave his 
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reasons for thinking that on general policy and 
administration, a medical Member of Parliament is 


‘not, as yet, sufficiently recognised, in spite of unique 


opportunities for acquiring knowledge of the condi- 
tions of the people and of their mentality. 

The medical man, he said, takes Party at its 
worth, essential for practical purposes but reflecting 
only tendencies, between which he would naturally 
preserve the middle path of a liberal conservatism, 
with a full use of State machinery and resources 
on the one hand and encouragement of private enter- 
prise and initiative on the other. He sees the 
limitations of any policy and in his mind has achieved 
a synthesis which is best expressed by an all-party 
Government; but he knows that such a placid 
system, without effective opposition, must in the 
end make for stagnation, and so he throws in his 
lot and influence on one side or the other of the 
central line. If he aims at high office he must avoid 
much occupation at first with ‘health matters, or he 
will be ‘ damned as an expert.’ By such avoidance 
he gains experience and credit, and may so, in the 
end, be of the greatest service to the State, even in 
health matters, as one hopes the new Secretary of 
State for Scotland will be. But in the rank and 
file there is much for the doctor to do with his mandate. 
Let me take one point, which is constantly impressing 
itself on one’s mind: the frequent reference to 
research. Usually the word ‘research’ is used 
loosely, without much understanding of its meaning, 
for any kind of reference to books and delay in 
action. : Sometimes it is real research, but as often 
as not it is only a boiling-up of what other people 
have, said. The medical man knows the difference 
between genuine research and such sham collation 
of facts, which often goes under the name of research. 
It is his duty to carry on research in the political 
sphere and to help others to carry it on, in order 
to get down to the bedrock of facts and their causa- 
tion, and, while full of enterprise and imagination, 
as a research worker must be, he should keep steadily, 
as is necessary in the political sphere, to the end to be 
aimed at. e averse from in any way tri i 
the facts to the end at which he is aiming, he shoul 
at the same time refrain from dissipating his energies 
or those for which he is responsible in useless and 
frittering researches that are not of real value for the 
ends of policy and activity. That is one of the most 
difficult tasks, and one in which the medical man has 
a particularly strong conscience, which he should 
exercise. . l 

On the medical man falls the privilege of dealin 
fearlessly, in private and in public, with the awkw 
topics—sexual questions and marriage, betting, 
licensing, Sunday trading, and moral and ecclesiastical 
problems—subjects instinct with pride, principle and, 
in the proper sense of the word, with prejudice. 
He, almost alone in Parliament, has no right to 
shirk the difficulties of birth control and other national 
dangers. He, more especially, can see disease in the 
body politic at an early stage and prescribe for its 
elimination. His whole desire and influence must 
be for peace. His voice should be heard and his 
part should be of special value in deciding root 
policy affecting peace and war, strikes and concili ation, 
as indeed any. other matter—finance, education, 
the fine arts—if he will take the trouble to study them 
and their background. He stands, above all, for the 


proper blending of material and spiritual values, with* 


the spirit, its encouragement and satisfaction, as the 
dominant note and object of the doctor’s mandate 
in Parliament.“ 

A debate followed in which such questions as 
legislation on patent medicines, on the notification 
of vermin, and the housing situation, especially in 
London, and other important topics were discussed, 
which gave Sir Francis an opportunity of explaining 
the machinery by which private Bills could be 
introduced. 

The meeting closed with cordial votes of thanks to 
the lecturer and the chairman, 
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L. G. G. AND UNEMPLOYED MARCHERS 


REPORT was made on Tuesday to the London 
County Council on the arrangements made for the 
various groups of marchers expected in London at 
the beginning of last month. Technically they are 
regarded as wayfarers, and if destitute of accom- 
modation they are subject to the public assistance 
authority, but in this case the consent of the Minister 
of Health was obtained to mitigate the usual order 
in regard to searching, detention, and tasks of work. 
The total number of men was 1713, of whom 
141 were blind. They were housed in seven non- 
residential training centres in which the workshops 
were dismantled and cooking facilities revised. 
Various metropolitan borough councils agreed to 
parties visiting the public baths and underclothes 
were washed at institution laundries. A medical 
officer attended at each centre with medicines and 
dressings and a supervising officer slept there. All 
the dormitories were heated ; the men slept on the 
floor, three blankets and if required a nightshirt 
being issued to each. The usual casual ward diet 
was provided with liberty to supplement from outside 
sources. No individual tasks of work were required, 
but the marchers (the blind contingent excepted) 
were called upon to clean their quarters, the dining- 
rooms, lavatories, and staircases. The total cost for 
the 1713 men was estimated at £1080. 


HERALDIC AND OTHER EMBLEMS 
To the Editor of THE LANCET 


SR, May I appeal through your columns to those 
who have charge of the stationery, official documents, 
and invitation cards issued by the important institu- 
tions and departments throughout the country to 
give more attention to the artistic merits of the 
heraldic emblems which they issue. For many years 
I have collected some thousands of these devices and 
to me it is quite evident that many of those issued 
to-day do not bear the crucial test of magnification. 
As specimens of alleged artistic printing (remembering 
the praise bestowed thereon: “ First of arts, without 
thy light, all other arts would sink in night ”) many 
are atrocious, especially the gaudy coloured devices. 
The black and white devices on the other hand are 
more frequently worth close attention and magnifica- 
tion. For example, the device of the Chelsea Clinical 
Society (I know nothing of its origin), although simple 
black and white, is excellent. Not all of us are 
philatelists ; personally I have found a little pleasure 
for years in examining heraldic emblems. 


I am, Sir, yours faithfully, 


London, Dec. 4th. BLANCUS. 


THE G. S. M. M. G. DIRECTORY 


THERE comes a time when a professional directory 
becomes set in its ways, having learnt by experience 
what its customers want. The register of members 
of the Chartered Society of Massage and Medical 
Gymnastics had not quite reached that stage, for the 
1936 edition has made a change which turns the 
register into a directory. Hitherto the annual issue 
has contained only the names, addresses, and quali- 
fications granted by the Society. In the present 
issue each member of the Society has been given 
the opportunity to include at will additional informa- 
tion under four headings: (1) qualifications other 
than those of the C.S.M.M.G., (2) special treatments 
undertaken, (3) appointments held, (4) name of 
training school. The directory now approaches 
closely to the form of the Medical Directory and will 
doubtless be found more serviceable for purposes of 
reference. Separate from the directory of members in 

ractice is an alphabetical list of members not prac- 
Fising or whose addresses cannot be verified. The 
directory can be obtained from the offices of the 
Society, Tavistock House (North), Tavistock-square, 
London, W.C.1, price 48. 
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NEW PREPARATIONS 


‘* SULPHONAMIDE-P ” (p-AMINOBENZENESULPHON- 
AMIDE).—The British Drug Houses Ltd., inform us 
that they have been making this substance experi- 
mentally for some time past, and have developed a 
process for its manufacture, in a state of purity, on 
an industrial scale. During the experimental stages 
attention was paid particularly to its production in a 
pure state, and a paper on this aspect of. the subject, 
by a member of the staff of the B.D.H. analytical 
laboratory, has lately appeared in the Quarterly 
Journal of Pharmacy and Pharmacology (1936, ix., 560). 
The purified substance is issued in the form of tablets, 
each of 0'5 gramme, for use in the treatment of 
streptococcal infections such as puerperal septicemia 
and erysipelas. These tablets, which are available in 
bottles of 25 and 100, are administered orally, and the 
dosage recommended is up to 3 g. (six tablets daily) 
for average cases; but for more serious cases, where 
intensive treatment is necessary, as much as 5 g. 
daily may, it is stated, be given with perfect safety. 
Members of the medical profession wishing 
trial of these tablets of Sulphonamide-P will be 
supplied with the necessary material free of charge on 
application to British Drug Houses Ltd., Graham- 
street, City-road, London, N.1. 


VEGEMUCIN is a mixture of vegetable mucins 
recommended to counteract acidity in the stomach. 
The action of the mucins is purely physical: they 
adsorb hydrochloric acid, and, it is said, form a 
protective film over the gastric mucous membrane, 
before being excreted unchanged in the fæces. Their 
advantage over alkalis is that they do not, like 
sodium bicarbonate, induce further secretion of acid, 
and it is suggested that Vegemucin should be used, 
in varying quantities, in cases of heartbum, hyper- 
acidity, and peptic ulcer. The preparation is a 
coarse powder flavoured with chocolate and is given 
in doses of 4-1 teaspoonful two or three times daily 
or oftener. The makers are H. R. Napp, Ltd., 
3, Clements Inn, W.C.2. 


PANOPSIN, prepared from pancreatic enzymes, is 
put forward as an aid to digestion, especially where 
here are signs that this is incomplete and corre- 
sponding symptoms of dyspepsia. The amylopsin it 
contains is described as the strongest starch-splitting 
enzyme known, being six times more active than 
the aspergillus fungus product, and its action on 
foodstuffs is assisted by trypsin and lipase. e 
manufacturers, Endocrines-Spicer, Ltd. (Watford, 
Herts), advise that their Panopsin tablets should be 
taken just before meals. i 


In HEPFEROL a liver extract is associated with 
iron in readily assimilable (“ neutral colloidal ’’) 
form. It is prepared by A/s Serpens, of Copenhagen, 
and is recommended for “all cases of pernicious 
anzmia and in all anemic conditions which do not 
respond sufficiently to iron therapy alone.” It 
consists of granules with a pleasant flavour, and it 
does not stain the teeth. The English distributors are 
Coates & Cooper, Ltd., 94, Clerkenwell-road, E.C.1. 


The Glaxo Laboratories Ltd. (Greenford, 
Middlesex) announce that they have reduced the 
rice of Farex, their reinforced ” cereal food for 
infants, children, adults, and invalids. It is stated 
to contain substantial quantities of calcium and iron, 
1900 international units of vitamin A per oz., 625 of 
vitamin D per oz., and vitamins B, and B,. 


THE LONDON FEVER HOSPITAL 


Mr. W. ELIIOT DIXON (secretary, London Fever 
Hospital) writes: Information in regard to the 
accommodation available at this hospital was recently 
circulated to members of the medical profession in 
the London area. There have, as a result, been so 
many inquiries in regard to private rooms that we 
shall be most grateful if you will allow us space in 


to make 
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APPOINTMENTS—VACANCIES 
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your columns to make it known that the fees for 
such accommodation here are from seven to ten 
guineas a week inclusive. 


CHRISTMAS SEATS. For the fourth year in 
succession. a sale of Christmas seals has been arranged 
under the auspices of the National Association of the 


Prevention of Tuberculosis to provide tuberculosis care 


committees with funds. A very determined-looking 
Father Christmas is striding across the seal this 
year, and we hope that many of our readers will 
allow him right of way on their Christmas parcels 
and, letters. 1 they wish they may obtain the seals 
from the secretary of the Christmas Seal Sale, 
Tavistock House, Tavistock-square, London, W. C. I, 
at 4d. each or 48. for a hundred. 


| | Appointments 


BYRNE, E. A. J., M.D. Belf., has been appointed Senior Resident 
Medical Officer at the Birkenhead Municipal Hospital. 


DoLLAR, JEAN, M.S. Lond., F.R.C.S. Eng.. D. O. M. S., Part- 
i time Ophthalmic Surgeon for Middlesex. . 
EDWARDS, A. TUDOR, M.D., M.Ch.Camb., F. R. O. S. Eng., 


Surgeon in Charge ‘of the Department of ‘Thoracic Surgery 
at the London Hospital. 


‘EsuEr, F. J. S., M. B. Birm. 
of the proposed Sheffield Mental’ Deficiency Colony. 

Lina, T. M., B.M. Oxon., M. R. C. P. Lond., Police Surgeon to 
the Bristol Constabulary. 


VAIZEY, J. M., M. D., M. R. OC. P. Lond., Medical First Assistant 
and Registrar to the London Hospital. 


London County Counci Hospital Staff.—The tollowing appoint- 


Assistant 
= Temporary 


ments and transfer are announced. A. M. O. (II.) 
Medical Officer Grade II. Temp. D. M. O. 


Hod AR TH, J. C., M. B. Glasg. AM 85 ., Eastern 
Cann, A. M. Fit M. B. Lond. ; ©: QT TE, 80 South-Western ; 
SAVAGE, O. A., M. R. O. S. Nag A 
W Bi V., M.B. Glasg., D AMO. £ 


Aas De 5 85 St. a E, ellngton 

ept., ry, 
TILBURY, RohnRT, M M. R. C. S. Eng., Temp. D. M. O., New Cross-: 
RUBEN, HARRY, M.B. Dub., Temp. D.M.O., Bellingham and 


Downham 
EBAN, ISAac, o, M. B. Belf., D. M. R. E., Temp. D. M. O., Lambeth ; 
FENTON, M. J., M. B. Sheff., Temp. B. M. G., Lambeth ; 
e KENNETH, M. R. O. S. Eng., Temp. D. M.O., 
am 


HOUGHTON, L. E., M.D. Camb., Medical Superintendent, 


Mum, CLEMENT, M.B., M. R. C. P. Edin., Senior A. M. O. (II. }» 
North-Western ; : 
' GRANT, ALAN, M. B. Aberd., A. M. O. (II.), Park. 


. Surgeons under the Factory and Workshop Acts : 
Dr. DONOVAN" ‘(Crewe District, Cheshire); Dr. J. D. 
ROBERTSON (Highworth District, Wilts) ). 


V acancies 


For further information refer to the advertisement columns 


Aberdeen Royal Hospital for Siek ren ers Asst. Surgeon 
3 Ear, Nose, and Throat D opi: 
_Universtt sity. —Lecturer Department of Medicine, 


hon Cas, Oy Latemar. H. S., at rate of £150. 

Ashton- — a 21 eo 

Bedford County Hospilal.— First H S. at rate of £156. 

Bedfordshire County Council.—Asst. County M. O. H., &c., £800. 

Birminoham City.—Asst. M.O.H., £600. 

Birmingham, Erdington House. —Asst. Res. M.O., £300. 

Bolton Royal l Infirmary.—H.P. and two H.S.’s, at rate of £200 
and £150 respectively. 

righton, Lady Chichester Hosp., Hove.—Sen. and Jun. H. P., at 

rate of 2100 and 250 respectively 

Brighton Municipal Hospital.—Third Res. Asst. M. O., £300. 

Bristol General Hospital. TWO H.P.’s, three H.S.’s, Res. Obstet. 
O., H. S. to Spec. Depts., each at rate of £80. Also Cas. 

H. S., at rate of £100. 


, Manchester Ear Hospital, 
D.P.M., Medical Superintendent 


0. l. 5? South- l 


Bristol, Southmead Municipal General Hosp, AI un. Asst: Res. 
O. , at rate of £200. 

Bristol University, Preventive Medicine Dent. —Laboratories 
Asst. Clin. Pathologist, £375. 

0 Derbyshire, Devonshire Royal Hosp. H. P., at rate ha 

50 

Cambridge, Addenbrooke’s Hospital.—H.P., at rate of £130. 

Cardiff, Welsh National School of Medicine. — Part- time Lecturer 
in Anesthetics at rate of £525. 

Chichester, Royal West Sussex Hosp.—Sen. H.S., E175. 

Colchester, Essex, County Hosp.— H. S., £175. 

Doncaster’ Royal "Infirmary and Dispensary. —Res. Aore st, 
at rate of £175. 

Glasgow University.—Gardiner Lectureship in Pathology ‘of 
Diseases of Infancy and Childhood. 

Gloucestershire Royal Infrmary.—Hon. Anesthetists. Also 

at rate of £150. 

Hertford, County Hosp.—H.P., at rate of £150. Also Hon. Asst. 
Anesthetist. 

Hospital for Tropical Diseases, Gordon-street, W.C.—H.P., at 
rate of £120. 

Hospital of St. John and St. Elizabeth, 60, Grove End-road, N. Wi— 
Res. H.P., at rate of £100. 

Leicester, City Mental Hosp., Humberstone.-—Locum Tenens 
A.M.O., 10 gns. weekly 

ney University, Saas ‘of Medicine. Second Surg. Tutor 


Liverpool Dispensaries.— Res. M. O., £300. 
Liverpool, Hahnemann Hospital, Hope- street. —Res. M. O., at 
rate of £120. l 
London County Council.—Two Radiologists, each £900. Part- 
1 50 or nana at rate of £125. Also Temporary Visiting 
London Hosp., E.— Surg. First Asst. and Reg., £300. L 
London University. —University Chair of Pathology, £2000. 
Manchester, Ancoats Hospital—Combined H. S. (Aural) and 
H. P., at rate of £100. 
Manchester, Christie Hosp. and Holt Radium Institute. — Res. 
M.O., at rate of £150. 
Saints? — 
Visiting Anæsthetist. 
Manchester Hosp. for Consumption and Diseases of the Throat 
rhe a . Res. M.O. for Ear, Nose, and Throat Dept. 
Manchester, Park Hosp., Davyhulme.—Res. Obstet. Officer, £400., 
Manchester, Royal Children’s Hosp.—Res. M.O. and Res. H. S., 
at rate of £150 and £100 respectively. 


Grosvenor-square, All 


Manchester, Withington Hospital.—Sen. Cons. Obstet. and Gyne- 


cologist, at rate of £4100. 
Marie Curie Hosp., 2, NMtzjohn's- avenue, N.W.—Res. M. O., £100. 
Metropolitan Hospital, Kingsland-road, E.—Asst. M. O. to Physio- 
therapeutic Dept. 
National T'emperance Hospital, Hampstead-road, N.W —Cas. O. 
and H.S., at rate of £120 and £100 respectively. 


Newcastle General Hosp.—H.S. and H.P., each at tate of £160. 


Newcastle-upon-Tyne, Royal Victoria Infirmary. —Res. H.P.’s 
and H.S.’s to Special Depts., each at rate of £50 .TwoAnses- 
thotiste: each at rate of £200, Two H.P.’s for Leazes Hospital, 
each at rate of £100. Also Assistant to National Radium 
Centre, E250. 

Newport, Royal Gwent Hosp—H.S. to Fracture and Ortho- 
pee. Dept., at rate of £135. | 

North Riding of Yorkshire C.C.—Asst. Tuber. M.O., £600. 

Oldham, Boundary Park Municipal Hosp.—Res. Asst. M. O., at 
rate of £200. 

Pontefract General Infirmary.—Res. M.O., at rate of £150. 

Prince of Wales’s General Hosp., N. Su. S., £90. 

Prison Service. M. O. Class II., "£525. 

Reading, Royal Berkshire Hosp.—Bio: Chemist, £400. Also 
two H.S.’s, each at rate of £125. 

Rochdale, Birch Hill Hospital. Jun. Res. M.O., at rate of £225. 

Rochester, St. Bartholomew‘s Hosp.—H.P., at rate of £150. 

Roya Caries „ Fulham- road, S. . — Sec. Asst. Patho- 

ogis 

Royal Masonic 5 0 Ravenscourt Park, F. — Res. Surg. O., 
at rate of E250. 

Royal Northern Hosp., Holloway, N.—H.S., at rate of £70. 

Salford City.—Asst. Clin. Tuber. O., 2500. 

St. Leonard's-on- Sea, Buchanan Hosp. Jun. H. S., £125. 

St, Paul's Hosp. for Urological and Skin Diseases, Ende u- 
street, PF. C. -H. S., at rate of £100. 

St. Thomas’s Hosp., Medical Unit. S.E.—First Asst., £500—£600. 

St. Thomas’s Hospital, S.E.—Chief Asst. to Children’s Dept. 

SRANN 90 Royal Hosp. Vacancy on Res. Med. Staf, at rate of 


Souikampion County Borough.—Clin. V.D.O., Pathologist, and 
Asst. M.O.H., £750 

Southampton, Royal South Hants and Southampton "“Hosp— 
Hon. Clin. Asst. to Dermatological Dept. 

South-Eastern Hospital for Children, Sydenham, S.E.—Res.M.0., 
at rate of £100. 

Southend-on-Sea General Hosp.—Res.Obstet.Officer,at rate of £100. 

South London Hosp. for Women, Clapham, S.W.—Asst. Gynzco- 
care Surgeon. Also Clin. Asst. for Gynecological Out- 
Patients. 


Stoke-on-Trent, Longton Hosp.—H. Sa £160. 

Sunderland Children’s Hosp.—H.S., £120. 

Swansea County Borough.—Asst. M. O., £500. 

Tewkesbury Borough, d-c.—M.0O.H., £800. 

West Bromwich, Hallam Hosp. . P., at rate of £200. 

Willesden General Hospital, Harlesden-road, N.W.—Hon. 
Ophth. Surgeon. Hon. Clin. Assts. to Out- patients“ Dept. 

so Cas. O., at rate of £100. 


Woolwich and District War Memorial Hospital, Shooters Hill, 
S. Z. H. S., at rate of £100. 


The Chief Nato of Factories announces vacancies for 
Cer actory Surgeons at Glasgow, West, Llangollen 
(Denbigh), and Brigstock (Northampton). 
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LOBECTOMY IN BRONCHIECTASIS 


By W. H. C. Romanis, M.B., M. Chir. Camb., 
F. R. C. S. Eng. 
SURGEON TO Sr. THOMAS’S ROSPITAL AND THE CITY OF LONDON 
HOSPITAL FOR DISEASES OF THE OHEST; AND 
T. H. SETILORS, D.M., M. Ch. Oxon., F. R. C. S. Eng 


ASSISTANT SURGEON TO THE OITY OF LONDON HOSPITAL FOR 
DISEASES OF THE CHEST, QUEEN MARY’S HOSPITAL, 
AND THE ROYAL WATERLOO HOSPITAL 


Durme the last few years the development of the 
operation of lobectomy has been largely responsible 
for the increasing employment and popularity of 
surgery as an important method of treatment in 
bronchiectasis. Indeed, excision of the diseased area 
of lung is the only measure that at the present time 
holds any chance of permanent alleviation in estab- 
lished cases, and it is gradually but steadily replacing 
all such previous methods as cautery excision and 
collapse procedures. 


Indications 


The possibilities of lobectomy are, however, limited 
by the extent of the disease and the ability of the 
patient to withstand a major operation. In practice, 
the first factor in the selection of suitable cases for 
this operation is to limit it to those in whom the 
disease is localised and in whom Lipiodol filling of 
the bronchial tree shows that the dilatations are 
confined to one lobe, nearly always the lower lobe. 
Unfortunately such cases are at present compara- 
tively rare, though there is hope that with increasingly 
accurate diagnosis and earlier resort to surgery they 
may become commoner. This strict localisation is 
not an absolute criterion, for on a few occasions the 
whole of one lung, or the lower lobes of both lungs, 
have been successfully removed, but the instances 
in which this is possible are not sufficiently common 
to justify their being regarded as routine procedures. 
Another criterion which must be rigidly applied in 
the. selection of cases is a consideration of the patient’s 
general condition as shown by the amount of general 
toxicity and sepsis ; for the presence of this toxemia 
to any considerable extent greatly increases the risk 
of the operation. The removal of a portion of the 
lung may be effected by a one- or two-stage operation. 
Our own preference is distinctly for the single-stage 
operation, and the present series of cases is based 
entirely upon this type. Several series of figures 
have been published recently, notably by Tudor 
Edwards and Price Thomas, and by Nelson and 
Roberts, illustrating the excellent results and low 
mortality that can be obtained by this one-stage 
operation, but on the other hand it must be 
admitted that the results recorded by Sauerbruch 
and John Alexander, for example, offer a certain 
amount of support for the delayed, or two-stage, 
operation. 

The second and equally important factor in 
selecting those cases as suitable for lobectomy, as 
mentioned above, lies in the patient’s general condi- 
tion. Here wide variations will be encountered, 
varying from patients—usually young ones—who 
exhibit little or no signs of toxicity or sepsis, and who 
look fit and are able to lead comparatively active 
lives, to those who obviously are profoundly toxæmio, 
with clubbing of the fingers (an important point), 
fotor, pale muddy complexion, weakness, and 

5912 


emaciation: it is important to draw a very 
definite line of distinction between these two classes. 
Roughly speaking, the degree of toughness and 
adherence of the lobe, and therefore the mechanical 
difficulties of the operation to remove it, correspond 
with the degree of toxicity of the patient, so that in 
general a toxic patient will also be faced with a more 
severe and difficult operation. 

The first class, those patients who evidence no 
sign of toxicity and whose disease has been recog- 
nised almost more on radiological rather than clinical 
evidence, comes to operation facing a risk that is 
definitely lower than that of many major abdominal 
operations, for example gastrectomy. The question 
when and whether operation is justifiable in these 
early and sometimes almost symptomless cases is 
not easy to answer, since the period between an 
early original diagnosis and the onset of the definite 
classical symptoms is a variable factor. It is, how- 
ever, more than probable that all cases of bron- 
chiectasis, however slight, are slowly progressive, 
and that sooner or later the patient’s life will be ended 
by a lingering and unpleasant process after a pro- 
longed period of suffering both for himself and his 
relations. If every case that is diagnosed were to 
be submitted to immediate operation it would be 
possible to obtain a very low mortality-rate, but 
since many years may elapse before a child develops 
the almost inevitable disabling features of the disease, 
we feel that such cases can certainly be treated medi- 
cally and conservatively and observed for some time 
until the definite downward progress and the sug- 
gestion of toxic symptoms call for the consideration 
of surgery. We look upon a figure of 17 per cent. 
as expressing the operative mortality under these 
latter conditions. | 

The second class of the toxic patients presents a 
different problem, and the extreme instances of this 
will be patients suffering grossly from the effects of 
toxic absorption, and usually with much more 
advanced disease in the lung. This class will present 
the typical advanced clinical features of the disease— 
clubbing, pallor, breathlessness, and myocarditis, 
in addition to the cough, abundant sputum, and lung 
features, and are often too ill to withstand even a 
minor surgical intervention. As an intermediate 
group there is a large class of patients who give a 
history of progressive ill health, and exhibit definite 
signs of toxicity, with fetid sputum, cyanosis, clubbing 
of the fingers, recurrent hemoptysis, dyspnea, loss 
of weight, &c., but who are obviously fairly fit. 
In these advanced cases lobectomy may give excellent 
results, but the operation 1s going to be more hazardous 
and difficult, and we regard its risks in this advanced 
state of the disease as being about 35 or 40 per cent. 
It will appear, moreover, that the general toxemia of 
the patient is invariably greater than a clinical 
estimation would give. In this connexion during 
anzsthesia before the operation we have several 
times noticed a sign which we regard as of grave 
significance. This is the onset of a toxic cyanosis 
even in the presence of unobstructed air-passages 
and a plentiful oxygen supply. On more than one 
occasion we have returned a patient to bed without 
starting the operation when this phenomenon has 
occurred during early anesthesia. l 

The surgeon who exercises a fair judgment and 
undertakes a certain number of operations for 
patients in both these classes will probably have to 
face a mortality of about 15-20 per cent. 

BB 
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Dangers 


The risks encountered in this operation are not 
necessarily: only those of the more ordinary com- 
plications, such as shock, emphysema, spreading 
pneumonia, bronchial fistula, and atelectasis, but 
are also of a more general character. For massive 
necrosis and spreading gangrene of the chest wall 
and pleura, without any attempt at localisation, have 
been seen on several occasions, and this seems to 
be more due to lack of resistance on the patient’s 
part than to the virulence of the infection. No form 
of treatment has been of any avail, and the patient 
has slowly died seVeral weeks after the operation. 

Much can be done to diminish’ the incidence of 
the more local complications mentioned above, 
especially in the direction of diminishing the sputum 
before the operation. 
bronchoscopy, and suction, both some time and 
immediately before the operation, 
arsenical preparations, and carefully selected methods 
of anesthesia, are all of the greatest value. 


| Results 
Our figures for single-stage lobectomy in bron- 


chiectasis are briefly tabulated in the following Table. 


Results of Single-stage Lobectomy 


Class I. | Class II. 
ood ad 


ym Im- 
— G B Total. | tom- proved. Died. 
. risks risks. ree. i 

Children 13 with | 6 with | 19 with 11 4 4 
(under 15) |2 deaths./2 deaths.| 4 deaths. 

Adults. | 12 with | 15 with | 27 with 12 8 7 
2 deaths. 5 deaths.| 7 deaths. 

Total .. E with | 21 with | 46 with 12 11 


deaths. 7 deaths.|11 deaths. 


* But suffering from further bronchiectasis in other lobes. 


It will be seen therefore that in presenting any 
figures of the results of lobectomy a distinction must 
be made between the type of risk that is undertaken 
according to the olass of patient. In Class I. of good 
risks can be included the very early cases, those 
who are just beginning to lose heaith, those subject 
to occasional recurrent attacks of pneumonia, and 
those in which the sputum is only just becoming 
offensive. In Class II., the bad risks, fall those with 
evident toxemia, with cyanosis and shortness of 
breath, abundant sputum, and advanced physical 
signs. Nevertheless, many patients in the latter 
class are prepared. to face almost any risk because 
of the unpleasantness of their condition both to 
themselves: and other people. It should be remem- 
bered that a shrewd idea of whether the operation 
is likely tb prove difficult or not can be obtained by 
taking a radiograph after an artificial pneumothorax 
has been performed. This may show the presence 
or absence of adhesions. It should also be remem- 
bered that when there has been a previous empyema 
the operation is almost always difficult from adhesions. 

It is noticeable that children stand the operation 
well compared with adults in contradistinction to 
abdominal operations. They are more liable to shock 
if the operation is unduly prolonged, but in most 
cases 30-40 mins. is an adequate time allowance. 
The dead space in the chest left by the removal of 
the lobe fills in rapidly in young children without the 
occasional fluctuations in upper lobe expansion that 
are sometimes seen in adults. The end-results are 
also relatively more satisfactory, probably because 
operation is undertaken earlier and the powers of 


Thus postural drainage, 


injection of 


compensation are greater. The failure to cure som 
adult cases is due to the fact that disease already 
exists unrecognised at the time of lobectomy beyond 
the confines of the lobe removed, and most of the 
11 cases grouped under the heading of improved“ 
in the Table are examples of this. The early results 
were satisfactory, but recurrence of symptoms and 
X ray investigation has proved the existence of 
further bronchiectatic dilatations. The present 
state of these patients varies, some being able to 
lead a fairly normal existence, whereas other are 
incapacitated and are either beyond the stage of 
surgery or have refused further operation. Broncho. 
scopic aspiration is of considerable assistance in keep- 
ing the more unpleasant features of the disease under 
control. 
Prognosis 


With regard to the future of the patients who have 
had a lobectomy performed and are at present free from 
symptoms, a word of warning should be sounded. 
When the disease is completely eradicated, in most 
cases complete and rapid recovery follows, 80 that 
the immediate results may be said to be most Satis. 
factory. We have not had much chance yet, how. 
ever, of following these patients: for six, eight, ten, 
or more years, and it must be remembered that the 
mere fact that they have had a portion of lug 
tissue removed causes the remaining parts of the 
lung to expand, and therefore to become liable to 
emphysema. This very process may in the futur 
tend to make further bronchiectasis develop. At 
present we simply do not know. ö 


Alternative Methods 


Whereas lobectomy is at present regarded as the 
best treatment for bronchiectasis there are, however, 


other procedures which can be employed with advan- 


tage to the patient when circumstances forbid 
deliberate excision. Collapse therapy—phrenicectomy 
and thoracoplasty—has sometimes a palliative effect 
but its results are rarely of long duration. Cawey 
pneumonectomy across the adherent pleural cavity 
establishes drainage of the affected bronchi at the 
same time as are% of diseased lung are destroyed. 
The treatment is a prolonged one, and there is the 
risk of a permanent bronchial fistula, though in 
5 cases that we have done the fistulæ closed spor- 
taneously. There is also the danger of injury to the 
pericardium if the bronchi lying close to the medi- 
astinum require opening, while at times severe hæmor- 
rhages have occurred either during or after the 
operation. Simple pneumonotomy has a place in 
the palliative treatment of severe cases beyond the 
range of lobectomy. A small opening is made in the 
chest wall, and if the pleura is adherent the lung B 
torn across with the finger usually without much 
hemorrhage. We have practised this on both sides 
on two occasions with almost complete reduction of 
the sputum output. The results were gratifying but 
cannot be looked on as permanent. 


Lobectomy in other Diseases 


The value of lobectomy in cases other than biot- 
chiectasis has not been so advantageowsly shown: 
Most cases of carcinoma of the lung that have come 
to thoracotomy have been found to be inoperab 
owing to metastasis or infiltration of the gr 
into the mediastinum or chest wall. We have, how- 
ever, performed lobectomy in 10 such cases, but M 
some of these it was necessary to resect portions 0 
the chest wall in addition, and of these latter ther 
are none who have survived for more than a fo 


l 
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months. Our experience with lobectomy in cases of 
chronic lung abscess has not been satisfactory. 
The operation is only attempted when more simple 
methods have been deemed impracticable, and in 
many of these the presence of abscesses elsewhere in 
the body has been proved at autopsy showing that 
success could only have been temporary. 


Points in Technique 


The main principles in the technique of single-. 


stage lobectomy are more or less standardised, but 
there are variations in detail. The chief points that 
we emphasise are the value of preliminary postural 
drainage and bronchoscopic treatment in an endea- 
vour to relieve the patient of as much of his retained 
products as possible. In children a bronchoscope or 
a suction tube is passed under the anesthetic before 
the actual operation is started, and mucus and pus 
is aspirated from the diseased lobe. One or two 
special clamps of our own design are used to secure 
the hilum of the lobe before the actual removal and 
transfixion sutures are placed proximal to the clamp. 
In this way the chance of leaving a piece of diseased 
tissue containing a bronchial stump is avoided, and 
in children it is difficult to make the lobectomy 
complete otherwise. A small closed intercostal 
drainage-tube is inserted as a routine, and after the 
first 24 or 48 hours suction is applied to encourage 
expansion of the upper lobe. The tube is removed 
as soon as blood-stained serum has ceased draining 
unless the fluid has become turbid, suggesting the 
onset of an empyema. 


DETERMINING THE INFECTIVITY OF 
BACTERIA FOR THEIR HOST 


WITH SPECIAL REFERENCE TO THE PATHOGEN- 
SELECTIVE CULTURE 


By Myer S0OLIS-COHEN, M.D. 


THE mere presence of a microbe on a mucous 
membrane, or on the secretion from it, does not 
indicate infection ; nor in chronic or focal infection 
is the predominance of a germ evidence of any 
relationship between it and such infection. Of 384 
cultures in chronic and focal infections made in 
glucose brain broth by Boerner and M. Solis-Cohen, 
in 169 (44 per cent.) the predominating organism was 
not pathogenic for its host. 

It is necessary in an infection to determine which 
of the bacteria present are of etiological significance 
and which may be ignored as not being pathogenic 
for their host, however pathogenic they may be for 
other human beings or for animals. 

The various serological tests are considered unre- 
liable for determining infectivity. According to 
Topley and Wilson, the antibody titre of a particular 
sample of serum, as measured in vitro, is not highly 
correlated with its power to protect in vivo; the 
lack of correspondence between the presence of 
precipitins and agglutinins on the one hand, and the 
clearing capacity on the other, is obvious; and 
resistance to a particular bacterium has frequently 
been associated with entire absence of demonstrable 
complement-fixing bodies. Intracutaneous testing 
gives no information concerning specific patho- 
genicity. Nor is Rosenow's theory of selective 
affinity regarded as valid. Insufficient studies have 
been made with cataphoresis to permit of its 
evaluation. 
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The fact that an animal is often able to remove 
from its blood stream bacteria which have gained 
access to it has suggested to many investigators 
the possibility that the presence or absence in an 
animal of susceptibility to, and resistance against, a 
particular germ may be determined, and possibly 
measured, by testing the bactericidal power of its 
blood against that organism. Amoss, however, 
believes that tests to show the bactericidal power of 
the blood have little clinical application, because the 
blood of normal persons contains small amounts of 
bacteriolysins for many bacteria; but Fleming has 
demonstrated that these do not include streptococci, 
pneumococci, and staphylococci. In the presence, 
moreover, of an active infection organisms are able to 
multiply in human blood, which normally kills them 
very easily when such infection is absent, as Fothergill 
and J. Wright and Hare have observed. 


METHODS EMPLOYED FOR DETERMINING AND 
MEASURING THE BACTERICIDAL POWER 
OF THE BLOOD 


During the past fifty years many different methods 
have been devised for determining and measuring 
the bactericidal power of the blood, employing 
blood-serum, the cellular elements of the blood, 
defibrinated whole blood, whole blood rendered 
uncoagulable by the addition of sodium citrate or 
heparin, fresh whole coagulable blood, and serum- 
leucocyte mixtures. 


Tests devised chiefly for determining or measuring the 
virulence of certain germs or strains, or the susceptibility 
or resistance of certain species of animals, include those 
of E. Bumm (1885), Fodor (1887), Nuttall (1888), Nissen 
(1889), Buchner (1890), Schottmüller (1903), Weil (1907), 
Fromme (1908), Gordan (1924), Scaltritti (1925), and 
Skajaa (1927). Many other tests have been employed for 
determining in the individual case the presence, or the 
degree of infectivity for its host, of a microbe present, 
such as those devised by Greco (1896), A. E. Wright 
(1900, 1914, 1915, 1923, and 1931), Weaver and Reudiger 
(1903), Rosenow (1906), Hussy (1916), Heist, S. Solis- 
Cohen, and M. Solis-Cohen (1918), M. Solis-Cohen and 
Heist (1921), Ruge (1923), Philipp (1923), Ruge and Philipp 
(1923), Robertson and Sia (1924), Lucena (1926), Todd 
(1927), Bull and Tao (1927), H. D. Wright (1927), Cour- 
mont and Gardere (1929), Thalbimer and Colwell (1929), 
Mackie and Finkelstein (1931), and Boerner and Mudd 
(1935). 


COMPARATIVE BACTERICIDAL VALUES OF THE 
DIFFERENT TYPES OF BLOOD EMPLOYED 


Considerable differences of opinion exist as to the 
best type of blood for bactericidal tests. One reason 
for this may be the fact that in many instances 
different investigators have experimented with 
different species and strains of bacteria and different 
species of animals, using different methods and 
employing different types of blood. 


Blood-serum has been found lacking in bactericidal 
power by Andrei, Boys and Gunn, Carminati, Douglass, 
Heist, S. Solis-Cohen, and M. Solis-Cohen, Kyes, Maitland, 
Matsunami, Matsunami and Kolmer, Reudiger, Rosenow, 
Schiaparelli, Smiley, Strouse, Weaver and Reudiger, 
A. E. Wright, A. E. Wright, Morgan, Colebrook, and 
Dodgson, and by the great number of immunologists who 
believe the leucocytes are concerned in the destruction 
of bacteria by the blood. On the other hand, those 
employing serum for testing bactericidal power present 
some evidence that it is suitable for this purpose. In 
their earlier work A. E. Wright (1915) and A. E. Wright, 
Fleming, and Colebrook (1918) used blood-serum with 
apparent success. In Mackie and Finkelstein’s experience 
the bactericidal power of whole blood frequently was 
not superior to serum but in fact was often less active. 
Mackie, Finkelstein, and Van Rooyen, however, found that 
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„whole blood or serum-leucocyte mixtures may exert 
a definite bactericidal effect even when the serum alone 
is quite inactive in this respect. A. E. Wright, Colebrook, 
and Storer (1923) and Colebrook and Storer (1923) found 
that when blood is bactericidal to staphylococci this 
power exists equally in the plasma and the serum. 
Defibrination robs the blood of its bactericidal pro- 


perty, according to the investigations of A. E. Wright, 


Morgan, Colebrook, and Dodgson (1914), Heist, S. Solis- 
Cohen, and M. Solis-Cohen (1918 and 1922), M. Solis- 
Cohen and Heist (1921), and of Smiley (1923). Many 
investigators nevertheless employ defibrinated blood 
with evident satisfaction. Walsh and Harmsworth found 
coagulation of the blood to increase enormously its bac- 
tericidal power and believe defibrinated blood to be 
markedly superior in bactericidal power to citrated blood. 
The bactericidal action of defibrmated blood was found 
by Thalhimer and Colwell to be greater, and by H. D. 

Wright to be less, than that of heparinised blood. The 
latter noted also that.during the process of defibrination 
the blood is considerably altered and deprived of fibrino- 
gen, while both observed a marked reduction in the number 
of leucocytes. On the other hand, Boys, Gunn, and Long 
found little difference between the bactericidal power of 
heparinised and of defibrinated blood if the defibrination 
be done carefully and with a constant technique. From the 
point of view of providing the patient with bactericidal 
fluid and leucocytes for immunotransfusion, it appeared 
to Colebrook and Storer to matter little or nothing whether 
unaltered or defibrinated blood is used. 

There is a similar difference of opinion in regard to 
uncoagulable blood: Colebrook and Storer found that the 
addition of decalcifying agents to normal blood reduces 
considerably its power to kill staphylococci and strepto- 
cocci, Citrated blood gave unsatisfactory results in H. D, 
Wright’s hands, there being a very small margin between 
the amount of sodium citrate which is anticoagulant and 
what would be inhibitory to growth. Heparin, however, 
had no inhibitory effect upon the growth of pneumococci. 
Sodium citrate was shown by H. D. Wright and McCollum 
to interfere with antibody reactions in a most ‘powerful 
manner so that even a small excess might very readily 
invalidate any results obtained. Walsh and Harmsworth 
also found that citrate inhibits the growth of staphy- 
lococci in the blood. 

While Hamburger and Mudd, McCutcheon and Lucke 
have shown that the presence of the anticoagulants which 
precipitate calcium is known to interfere with phago- 
cytosis, Boerner and Mudd have not detected any inter- 
ference with phagocytosis by heparin. A. E. Wright 
(1915), however, with an improved technique believed 
he obtained conclusive evidence of bactericidal power 
with citrated blood. Bull and Tao also found that the 
power of citrated blood to resist the growth of pneumo- 
cocci parallels the resistance of the animal to infection 
‘with these organisms, and that citrated blood from 
immunised rabbits is more potent than the corresponding 
serum-leucocyte mixture. 

Those who believe that the property of killing bacteria 
resides in fresh whole coagulable blood, regard this as 
the best medium for determining and measuring bacteri- 
cidal power. Among them are Bull and Bartual, Douglass, 
Fodor, Heist, S. Solis-Cohen, and M. Solis-Cohen, Matsu- 
nami and Kolmer, Smiley, M. Solis-Cohen and Heist, 
Walsh and Harsmworth, and A. E. Wright, Morgan, 
Colebrook, and Dodgson. It. was discovered by Walsh 
and Harmsworth that blood develops bactericidal pro- 
perties during the preliminary stages of clotting which 
bring about the formation of thrombin. Adami states 
in the act of coagulation it is that the bactericidal sub- 
stances are in the main liberated.” Organisms. were 
destroyed by coagulable blood at the end of five minutes 
in Black, Fowler, and Pierce's experiments. A. E. Wright 
infers that contact with the unaltered plasma, or possibly 
with the chemical changes associated with blood coagula- 
tion, is an essential factor in the destruction of the 
microbes. 

Topley and Wilson regard the association between the 
growth-inhibitory action of the whole blood and the 
clearing capacity as very close, and state that the sug- 
gestion is obvious that this bactericidal or growth-inhibi- 
tory action of whole blood, or of serum-leucocyte mixtures, 


` 


and Sia (1924), and Boerner and Mudd (1925). 


blood and bacteria might have. To obviate this and to 


‘ 
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is in reality the result of the action of the leucocytes 
the sensitised bacterial cells, and probably constitutes a 
more delicate method of detecting a specific sensitisation 
which is essentially similar to that involved in opsonim. 
tion, a view also held by Robertson and Sia. Rosey, 
A. E. Wright, Ash and M. Solis-Cohen, Boerner and Mud, 
and others regard phagocytosis as the principal means 7 
which bacteria are cleared from the blood stream, 
Serum-leucocyte mixtures have been used for dete. 
mining bactericidal power by Rosenow (1906), Robertem 


In 1906 Rosenow complained that previous inveti. 
gators have commonly completely disregarded the influante 
upon phagocytosis that movement of the mixture d 


approximate more closely in vitro the conditions preot 
in the circulation, he devised a small shaking machin, | 
Shaking machines are used also in the methods deriad 
by Skajaa, Todd, Bull and Tao, H. D. Wright, Thalhine 
and Colwell, and Boerner and Mudd. 


METHODS RECENTLY EMPLOYED FOR DETERMINING 
THE INFECTIVITY OF BACTERIA FOR THER HOSI 


Of the methods devised for determining the infe- 
tivity of bacteria for their host, employed during tb 
past nine years, those of Courmont and Garden | 
and of Mackie and Finkelstein employ blood-srum, | 
those of Robertson and Sia and of Boerner i 
Mudd employ serum-leucocyte mixtures, that of 
Lucena—which is employed chiefly in Italy—ai 
that of Irwin and Hughes employ citrated blood, . 
and those of Thalhimer and Colwell and of Boemer 
and Mudd employ heparinised blood. „ 

The methods that have been most commonly 
employed are those’ utilising defibrinated blood. 


In Ruge’s method the patient’s fresh, defibrinated blood 
is inoculated with her vaginal secretion and examined 
microscopically on a heated stage. In Philipp’s mod: 
fication the inoculated blood is poured on plates at inter. 
vals, the colony counts on different plates being compared. 
These methods have been used extensively, partic 
in Germany, but are not considered reliable. In Todd 
method, which a few investigators have employed, the 
defibrinated blood is inoculated with a pure b 
culture, incubated in a mixing machine, and explanted 
into agar at intervals of 1, 2, and 3 hours. 

A. E. Wright’s slide-cell procedure is the most generally 
employed of his various methods. Graduated quante d 
microbes are implanted into defibrinated blood and th 
implanted blood is then introduced into slide-cells, con. 
structed by making four compartments on the conve 
side of a microscopic slide by laying strips of 
paper across it. Another slide, with the concave n 
down, is immediately. pressed down upon this slide, the 
ends and sides being sealed with very hot melted 
wax. The slide-cell is then placed in the incubator sal 
the microbes that survive grow out into colonies. W 
and Harmsworth and Gonce and Kassowitz regard th 
procedure as unreliable, Fleming finds it unsuitable for 
Streptococcus pyogenes on account of technical difficulties, 
but regards it as admirable for such organisms as staphy- 
lococci, pneumococci, or Streptococcus viridans. 


THE METHODS OF SOLIS-COHEN AND HEIST 


Solis-Cohen and Heist employ fresh whole coagulable 
blood, whose bactericidal power was first demonstrated 
by Fodor? in 1887, and which A. E. Wright 
Morgan, Colebrook, and Dodgson * in 1914 pointed 
out was often bactericidal when the separated serum 
or plasma showed no such effect. In 1918 Has, 
S. Solis-Cohen, and Myer Solis-Cohen è demonstrated 
that the fresh whole coagulable blood of the pigeon, 
which is resistant to pneumococcus infection, ® 
actively bactericidal for the pneumococcus, ¥ 
the blood of the susceptible mouse or rabbit show 
no such action; that the serum of a pigeon does not 
differ from that of a mouse or rabbit in its action 
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pon “pneumococci; and that the fresh defibrinated 
lood of both immune and susceptible species is an 
xcellent culture medium for the pneumococcus. 
hey advanced the tentative hypothesis that when 
mall numbers of bacteria are seeded in blood before 
t has time to coagulate only those bacteria grow 
nd multiply which are pathogenic for the animal 
rom which the blood is taken. They remark that 
ny mechanism of immunity existing in the blood 
nay be brought to bear upon the bacteria when 
heir method is used. These authors also showed 
hat recovery from pneumonia in humans is paralleled 
y an increase of the bactericidal power of the 
atient’s blood, which is specific to type; that when 
trains of pneumococci of different degrees of 
irulence are cultivated in normal rabbit blood, the 
irulent grow more readily than the avirulent; and 
hat many of the non-pathogenic bacteria usually 
net with as contaminations failed to grow when 
eeded in whole coagulable blood. All these observa- 
ions have been confirmed by others. 


Using the Heist—Solis-Cohen technique, Mat- 
unami and Kolmer “ found a parallel between the 
arying susceptibility of laboratory animals to 
neningococcic infection and the bactericidal action 
f their. blood in vitro, and Malone, Avari, and 
{aidu > demonstrated a definite correlation between 
he bactericidal power of the blood of rats against 
zacillus pestis and their immunity to plague. Heist, 
. Solis-Cohen, and M. Solis-Cohen “ showed that 
uman susceptibility and resistance to meningo- 
occi, Streptococcus hemolyticus, and colon bacilli 
ould be demonstrated and measured in vitro by 
heir test, with which Ash and M. Solis-Cohen ? 
xhibited individual differences in human suscepti- 
ility to pneumococci. 

M. Solis-Cohen and Heist ® cultured the different 
rganisms, present in various chronic and focal 
nfections, in the fresh whole coagulable blood 
u vitro of their host and of one or more human 
ontrols, as well as in defibrinated blood, and found 
hat the coagulable bloods of different individuals 
iffer in the degree of their bactericidal power against 
he same organism, but that defibrinated blood lacks 
actericidal power. The germs that are able to 
row in the whole coagulable blood of their host 
1 vitro they regard as probably of etiological 


ignificance. 

They employed two different methods. The 
rst was the one devised by Heist, S. Solis-Cohen, 
nd M. Solis-Cohen? in 1918, in which each of a 
ries of graduated dilutions of a pure bacterial 
ulture is allowed to run in and then out of one of 
similar series of capillary tubes, leaving a film on its 
mer wall, as in A. E. Wright’s wet-wall method. 


he tubes are then filled with the fresh whole 


oagulable blood of the animal or individual tested, 
aled, and incubated for 24 hours, the tips then being 
roken off and a drop from each blown on a slide, 
xed, stained, and examined to see whether the 
rganism has grown up or has disappeared. With 
his technique, which has sometimes been called the 
leist-Lacy or Lacy-Heist method, Thalhimer and 
olwell could detect gross but not slight differences 
the bactericidal activity. Silverthorne and Frazer 
elieve it may afford a positive means of testing an 
dividuals immunity or susceptibility to meningo- 
recus infection, but Bull and Bartual do not regard 
he method as sensitive enough to classify individuals 
f the same species with respect to susceptibility 
) pneumococci infection. The absence of a mixing 
rocess is stressed by Robertson and Sia. Smiley“ 
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found the readings with the method inconsistent and 
not constant. 


THE PATHOGEN-SELECTIVE CULTURE 


The second method is called the pathogen-selective 
culture 8 10 112 and is occasionally referred fto 
as the Cohen- Heist method. The material to be 
cultured is inoculated into a rich culture medium, 
such as a deep tube of glucose brain broth, and is also 
rubbed on the bottom of a sterile test-tube, contain- 
‘Ing a few drops of bouillon—to prevent the smear 
from ing. 3-5 c. cm. of the patient’s fresh whole 
coagulable blood, obtained from a vein, is then 
placed in the inoculated empty tube. After 18-24 
hours incubation at 37°5° F., smears and blood-agar 
plates are made from both tubes, the former being 
examined immediately and the latter the following 
day. In subacute, chronic, and focal infections, the 
organisms that grow in the patient’s coagulable 
blood are regarded as those most pathogenic for him. 
For such cases, therefore, the method is believed 
to furnish a means for selecting the stiologically 
important organisms from a mixed culture. The 
organisms usually classified as pathogenic for man— 
namely, streptococci and staphylococci—were the 
ones that grew most frequently in the patient’s 
whole coagulable blood in 404 pathogen-selective 
cultures in chronic and focal infections analysed 
by Boerner and Solis-Cohen.12 The organisms most 
frequently found grew in the patient’s coagulable 
blood in the following percentages: streptococci 
(hemolytic) 78°1, Staphylococcus aureus 72°5, strepto- 
cocci (viridans group) 65, streptococci (non-hæmolytic) 
61°2, Corynebacterium pseudodiphthericum 42°8, Diplo- 
coccus pneumonia 40°9, Staphylococcus albus 35˙1, 
Gram-negative cocci (unidentified) 21, and Gram- 
negative bacilli (unidentified) 9'5. No Neisseria 
5 or N. siccus grew up in the patient’s 

ood. 

In from 11 12 to 18 1 per cent. of pathogen-selective 
cultures, organisms grow up in the patient’s coagulable 
blood which fail to grow up in the rich culture medium 
and which therefore would be missed were the infective 
material not inoculated directly into the patient’s 
coagulable blood. This is a distinct advantage 
possessed by the pathogen-selective method over the 
Heist-Lacy method and over all selective methods 
requiring pure bacterial cultures. 

While the pathogen-selective method gives only approxi- 
mate quantitative results, it can be used for measuring 
the degree of bactericidal power against a particular 
germ by placing graduated dilutions of a pure culture into 
& series of sterile small, serological tubes, into each of 
which 1 o. cm. of the host’s whole coagulable blood is then 
placed. Such a method is employed by Smiley ? and Robin- 
son with coagulable blood and by Bull and Tao with 
citrated blood, 

Cronin Lowe 18 is careful to inoculate equal quantities 
into the rich culture medium and into the patient’s blood. 
He made several control experiments, planting equal 
quantities of the same specimen into more than one sample 
of the patient’s blood and into both the patient’s and a 
normal person’s blood, and having duplicate examina- 
tions made in separate laboratories by different workers. 
In every case the same bacteria were isolated. A negative 
pathogen-selective culture suggests to him a purely local 
infection. 

Shearman 14 emphasises that the amount of inoculum 
used must be very small, and he increased the accuracy 
of the method by making a second culture in the patient’s 
coagulable blood with one-third of the amount of inoculum 
placed in the other blood-tube. His control tests, in 
which blood from apparently healthy people was inocu- 
lated in parallel series with that of the patients, failed to 
show one instance in which the organism, ultimately 
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recovered through the patient’s own blood, was able to 
resist the bactericidal effect of healthy blood. | 

Warren Crowe 15 says the method is able to discover 
some microbe hitherto unsuspected in the case. It has 
afforded valuable evidence in his studies on arthritis, 
inasmuch as he has found the bactericidal power of the 
blood very low to Micrococcus deformans in a large number 
of patients with chronic arthritis—quite independent of 
his clinical experience. Smiley found the method employ- 
ing test-tubes to give constant and conclusive results. 
The method has also been employed with success by 
Robinson, Graham, Barlow, Thomson and Hill, Vischer, 
Walls and others. | 


Parks 16 believes. that bacteria that are destroyed by 


an individual’s coagulable blood probably are incapable 
of producing a bacteremia, but still may produce a 
_ localised infection, an opinion shared by Kolmer. Kolmer 
and Boerner } think the test may be helpful in select- 
ing bacteria for vaccines in mixed infections on the 
basis that only those capable of growing in the whole 
coagulable blood of the patient are apt to be virulent, 


Fleming and Petrie 17 think there is not sufficient evi- 


dence to warrant the assumption that the use of blood 
from the patient ensures a better selection than does 
normal human blood, and believe it is not justifiable to 
assert that the particular strain or strains of bacteria 
which can flourish in the patient’s blood are the actual 
infecting microbes. : 
The theoretical foundations of the method are con- 
sidered insecure by Short, Dienes, and Bauer, 16 who 
state that in the majority of chronic infections a marked 
resistance develops against the invading bacteria, and 
that we should expect an increase, rather than a decrease, 
of the bactericidal effect of the blood. In the tests reported 
by M. Solis-Cohen, 10 M. Solis-Cohen and Heist,“ Boerner 


and M. Solis-Cohen, 12 Cronin Lowe, 18 1 Thomson and 


Hill, 20 Shearman, 141 and others, however, the bactericidal 
power of the patient's blood against the infecting organism 
was actually lowered or absent. In chronic infections, 
according to A. E. Wright, 21 the defensive forces of the 
organisms ineffectually combat the invading microbe 
and, according to Kolmer, “ the body cells become accus- 
tomed, as it were, to the toxic products of parasites, and 


produce only sufficient antibodies to effect their immediate, 


neutralisation. If Short, Dienes, and Bauer refer to the 

presence of agglutinins, precipitins, and complement- 
fixing bodies, their lack of correspondence with the clear- 
ing capacity has already been mentioned. Moreover, the 
presence in the blood of the protective substances, even 
in large amounts, as Dudgeon ? remarks, is not neces- 
sarily an indication of the patient’s resistance to a bacterial 
infection. 


Investigations by leading immunologists, there- 
fore, support the view that the virulence of bacteria 
for an individual and the resistance or susceptibility 
of an individual to a germ depend on the ability of 
such individual to remove that microbe from his 
circulation—an. ability reflected in the bactericidal 
power of his fresh whole coagulable blood. 

Of the various methods employed for determining 
the infectivity of bacteria for their host it thus would 
appear that the pathogen-selective method is not 
only the simplest but also the-most reliable and the 
most accurate of those available for clinical use. 


SUMMARY 


1. The mere presence of a microbe on a mucous 
membrane or on the secretion from it does not indicate 
infection, nor in chronic and focal infections is the 
predominance of a germ evidence of any relationship 
between it and such infection. 

2. Serologic and intracutaneous tests and Rosenow’s 
selective affinity procedure are not regarded as valid 
for determining the infecting organism. 

3. During the past fifty years many different 
methods have been devised for determining and 
measuring the bactericidal power of the blood, 
employing blood-serum, the cellular elements of the 
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blood, defibrinated whole blood, whole blood rendere] 
uncoagulable by the addition of sodium citrate 
or heparin, fresh whole coagulable blood, and serm. 
leucocyte mixtures. l 

4. Some of these tests have been utilised br 
determining in the individual case the infectivity 
of a germ for its host. 

5. In chronio and focal infections the pathoga. 
selective culture utilises the bactericidal | 
of the patient’s fresh whole coagulable blood ix | 
selecting from a mixed culture the stiologicly | 
important organisms. — | 

6. Comparison of the various methods | 
that the pathogen-selective method is not ony | 


| 


f 


the simplest but also the most reliable and the mot ` 


accurate of those available for clinical use. | 


REFERENCES 


. Fodor, J.: Deut. med. Woch., 1887, xiii., 745. , 
Wright, A. Hs Morgan, W. P., Colebrook, L., and Dodgua, 
8 AN 


- Matsunami, „ 1918, iii., 301. 
- Malone, R. H., Avari, O. R., and Naidu, B. P. B.: Indias 
Jour. Med. Research, 1935, xiii., 121. 
Heist, G. D., Solis-Cohen, S., and Solis-Cohen, M.: Jou. 
of Immunol. 1922, vii., 1. 
R., and Solis-Cohen, M.: Jour. Infect. Dis., 1%, 
. Solis-Cohen, M., and Heist, G. D.: Pennsylvania Med. 


st. D iste Ned 1037 VII., 149 
e er. 9 0 
11. Kolmer, J oratory 


Technic, New York, 1931 (a. p. 405, b. p. 395). 


ont n OP V Nm 
: fu 
Ses Sp 
5 B 
o~ 
2 
ct 
* 
g 
8 


13. Lowe, H. C.: Brit. Med. Jour., 1928, ii., 98. 
. Shearman, C. H.: Med. Jour. Australia, 1929, xvi., 663. 
15. Crowe, H. W.: Jour. Lab. and Clin. Med., 1930, XV., 1013. 
° Parks, B. S. 2 Ibid. 1925, xi., 269. s 
17. Fleming, A., and Petrie, G. F.: Recent Advanos in 
vecama and Serum Therapy, London and Philadelphi, 
18. Short, o L., Dienes, L., and Bauer, W.: Amer. Jow. 
Med. Sci., 1934, S ; 
19. Lowe, E. C. ° Brit. Med. Jour., 1929, ii., 43. 4 
20. Thomson, D., and Hill, N. G.: Jour. Lab. and Clin. Med, 


1124. , 
„: Jour. Amer. Med. Assoc., 1907, xk, 


22. Kolmer, J. A.: Infection, Immunity and Biologio Therapy, 
3rd ed., Philadelphia, 1924, p. 91. 
23. Dudgeon, L. S.: Bacterial Vacoines and thelr Position l 


T erapeutics, London, 1927, p. 41. 
Philadelphia, Pennsylvania, U.S.A. l 


CLINICAL ASPECTS OF 
AN OUTBREAK OF TYPHOID FEVER 


By S. Watson Smiry,' M.D., F. R. C. P. Edin, 
| | M. R. C. P. Lond. 


‘HON. PHYSICIAN TO THE ROYAL VICTORIA AND WEST HANS 
HOSPITAL, BOURNEMOUTH 


Tue recent outbreak (August and September) in 
the neighbouring boroughs of Poole in Dorset, Boune 
mouth and Christchurch in Hampshire was, 80 
after it arose, traced to a milk-borne infection by 
Bacillus typhosus, the source being a p 
dairy which had distributed milk that had becom 
infective during the last week of July, 
earlier, continuing so until rendered safe on and ate 


August 22nd by being pasteurised. It was belie 


at that time that the outbreak would last some fw 
or five weeks, then disappear suddenly, only a fe 
secondary cases being likely to occur ther 

Subsequent events proved these early anticipations 0 
be correct. The expected three-weeks’ interval beten 
the adoption of pasteurisation and the cessation d 


notifications of fresh cases took place. 
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By Sept. 23rd the outbreak was at a standstill, 
Bournemouth (according to the figures kindly given 
me by Dr. H. Gordon Smith, M. O. H.) having had 293 
notified cases with 22 deaths during the latter days 
where being mild cases only. Confirmation of the 
liagnosis was, however, not possible in a few of the 
notified cases. Poole had had a total of 202 patients, 
with 16 deaths, having already discharged as cured 
38 patients. Up to Sept. 15th Christchurch had 
28 notifications with no further new cases following 
that date; here there were 2 deaths, increased 
o 3 on Sept. 21st. Each case was discharged from 
hospital only after three successive loose stools, 
taken several days apart, and one specimen of urine 
had proved negative on examination for B. typhosus, 
these specimens not being taken before the tempera- 
ture had been subnormal for at least a week. 

The disease in this outbreak, as in other outbreaks 
happening elsewhere, has “bred true,“ so that its 
progress was, in most, quite orderly, symptoms and 
zigns arising to time. Knowing the day of disease, 
t became possible to anticipate what was going to 
happen, so that one felt armed thereby against 
likely complications and against the disease itself. 

The outbreak being milk-borne, children naturally 
suffered most and severely at the start, adults later 
and, perhaps, less so. As expected, the disease was 
found to be commonest between ages of 10-35; 
after 35 the incidence decreasing up to 40, being 
comparatively rare after that age, though a number 
of patients aged 60-75 had been notified. Early in 
the outbreak a number of young infants were 
attacked, faring badly as infants generally do. In 
these, the principal signs did not differ from those 
in adults except that the fever was more irregular, 
the pulse faster in proportion to the temperature, 
and nervous system manifestations were more 
prominent, 

CLINICAL TYPES 


The disease at the start had all the appearance of 
a septicemia with localisation in the intestine, 
although in children this localisation was not so 
apparent. Several cases appeared to commence as 
a pneumonia with atypical lung physical signs. On 
a tour of the wards, the temperature charts examined 
showed the ordinary three-weeks type of the disease, 
and latterly as often, or oftener, evidence of pyrexia 
prolonged into the 3rd and 4th and 5th weeks. They 
showed high peaks as evidence of incidence such as 
attempts to start extra feeding, temporary diarrhea, 
insomnia, and subcutaneous abscess ; and occasionally 
steep falls in collapse, intestinal, hemorrhage, per- 
foration. This latter, unusual in young children, 
happened more often than is usual, probably owing 
to the virgin soil or to the virulence of the strain of 
bacillus, or both. 


POINTS IN DIAGNOSIS 


Difficulties arose in the diagnosis of the first few 
cases of the outbreak. The earliest diagnostic sign 
was, as is usual, the steady staircase rise of 
temperature to 104° F. or more by the evening of 
the fourth day. In our climate such a temperature 
can surely be caused by few other diseases in the 
months of August, September, and October, when 
the seasonal prevalence of typhoid is greatest. At 
the same time, the pulse-rate kept comparatively 
slow, in adults seldom exceeding 80-90 even at the 
height of the disease. Again, a sudden onset, although 
fairly frequent in children (11°9 per cent.), was rare 
in adults in whom it was usually insidious. Amongst 
the Bournemouth cases, several with sudden onset 
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simulated appendicitis; here pain at MoBurney's 
point and a leucocyte count could be used to dif- 
ferentiate the one disease from the other, if the possi- 
bility of appendicitis occurring in the course of 
typhoid fever is kept in mind. The next useful sign 
was epistaxis, generally on the 2nd and 3rd day. 
By the 4th or 5th day the diazo reaction became 
positive, though not in all; this test, to be of use, 
must be very carefully performed, otherwise it is 
useless. Towards the end of the first week, dizziness 
on movement was complained of by some. Even 
such a subjective symptom, with intense headache 
at the start along with an increasing lethargy, should 
arouse the suspicion of typhoid, particularly in the 
presence of a steadily rising temperature. Deafness 
during the second week was a diagnostic feature. 
In this outbreak few positive blood cultures were 
obtained, ; 

Widal test.—After the 10th day of illness the 
Widal test was, in a number, negative; but the 
absence of a positive Widal test, in the presence of 
good clinical evidence, should not influence a medical 
man in his diagnosis of typhoid fever. By some, 
complement-fixation has been found to be more 
reliable than the Widal test because of the latter 
being found to be repeatedly negative in patients 
with undoubted typhoid; as also because prophy- 
lactic inoculation produces agglutinins which, per- 
sisting as they do for long periods, negative the 
value of the Widal test. It is really a question 
whether the bacteriologist has not placed too high a 
value upon his share in the diagnosis. 

Blood pressures.—Dr. James Ronald Kerr at the 
Victoria branch of the Royal Victoria and West 
Hants Hospital, taking observations on 38 cases of 
typhoid fever, found the systolic blood pressure in 
the adult much reduced by the 7th day, the average 
being 95-120 mm. Hg, though the diastolic pressure 
remained 60—-80—i.e., normal—using Halls Dally’s 
table of comparison. Up to 35 years the blood 
pressures he found reduced; though at ages 40-50 
they were not so affected. Over 50 the blood-pressure 
reading was 110/75 (average of six cases). 

The Marris test—Dr. Kerr, doing Marris’s atropine 
sulphate test by giving gr. 1/33 hypodermically and 
comparing the pulse-rate before and after, found 
equivocal results. Atropine increases the pulse-rate 
by 20-40 normally, but hardly at all in the enteric 
group. An increase of 10 or less, however, may 
suggest one of the typhoids. The best time to do 
this test is said to be during the second week. The 
reaction appears quickly in the inoculated, persisting 
for 10 weeks. 

Care had to be exercised in determining the exact 
day of disease. It: sometimes happened that the 
patient was first seen during a relapse; or, in a pre- 
viously ambulatory case, during the third week when 
the temperature was remittent with a wide diurnal 
variation. The spleen enlarging to time, the distinc- 
tive eruption, the positive Widal, and the leucopenia, 
always indicate typhoid of one kind or another. 


COMPLICATIONS 


Among the more important complications met 
with were abdominal pain occurring early in the 
disease, localised to one sector of the abdomen in 
some, in others diffused threughout the abdomen ; 
ulcerative angina with appearances easily distin- 
guishable from those seen in diphtheria; broncho- 
pneumonia; and collapse. This collapse was due 


not to hemorrhage but to toxsmic poisoning of the 
bulbar centres with neurocirculatory failure, and to 
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depletion of the circulation of necessary fluid. 
Collapse was not found to occur till. after the 


beginning of the third week. The signs were as 


follows: (1) sudden steep fall of temperature; 
(2) sudden fall in blood pressures; (3) pinched, 
anxious expression of face; (4) cyanosis of skin; 
(5) weak, running pulse; (6) rapid. breathing, sug- 
gestive of air-hunger; (7) rigor. Great care had to 
be exercised in ‘differentiating collapse from perfora- 
tion, particularly in those in status typhosus, .where 
the intensity of pain was much weakened by the 


extreme toxemia and exhaustion of the patient. 


This had to be done by estimating the comparative 
difference in intensity of the pain. In collapse the 
pain is much less severe; there is an absence of any 
restlessness ; abdominal breathing persists ; and the 
muscular resistance in the right lower quadrant is 
less decided than in perforation. The duration of 
icollapse is 3-4 hours, but may continue for much 
longer. The prognosis is good, but recurrences are 

frequent. In perforation the whole attitude of the 
patient is changed, the appearance of the abdomen is 
completely altered for tne worse, the pain 1s more 
intense, the liver dullness disappears, the pulse 
quickly speeds up, and the expression of face becomes 


anxious—all even in the space of minutes. n- 


collapse the abdomen has been opened but no per- 
foration found, so that a very careful investigation 
must be made in each case to remove any doubt. 
If this remains then operation seems justified, although 
this may. gravely . prejudice a patient’s recovery, 
precarious as it. usually is, whether the complication 
be a collapse or a perforation. l 

Other complications, occurring `were cystitis, 
encephalitis of temporary kind, endocarditis, furun- 
culosis, intestinal hæmorrhage, subcutaneous abscess, 
and venous thrombosis. Although perforation is 
uncommon in children, several did perforate. The 
complication seldom occurred before the end of the 
third. week. Pleurisy occurred rarely. A few suffered 
relapse; although relatively common in typhoid 
fever (10 per cent.), this happened but seldom during 
the outbreak. 1 ee 

The status typhosus appeared in the severest 
cases. This added greatly to the gravity of a case 
and meant extreme toxemia with exhaustion. 


Although most patients had double incontinence, 


several had retention of urine, at first with overflow, 
when the lethargy overtook them. During the 
height of the outbreak the typhoid wards were 
strangely quiet with inert, motionless, dreamy 
patients, who needed close watching and everything 
done for them, so that the nurses had the greatest 
difficulty in administering fluids, especially a suff- 
ciency of water. It needed all the attention of the 
nurse to force a sufficiency of fluid upon the patient, 


who was able to take and swallow only a small 


mouthful at any one time, 


PROGNOSIS 


A patient ‘with typhoid fever usually tends to 
recover, for it is a natural proclivity in one with the 
disease. What adds to its seriousness, however, is 
the: wide range of complications; it is this fact that 
contributes most to the death-rate. Hæmorrhage, 
perforation, and profound toxemia constitute the 
most grave complications; of these, 
accounts. for most deaths, through neurocirculatory 
or vasomotor paralysis; this held true in the 
Bournemouth outbreak. The prognosis in typhoid 
collapse is good; so also is it in relapse. As a rule, 
a late positive Widal is of grave import, 


DR. WATSON SMITH: AN OUTBREAK OF TYPHOID FEVER _ 


toxæmia 


en 
ec 


Ipo. 19, 1936 


TREATMENT 


te „ 5 AA e i 8 p = . 
è . è d ‘ $8 8 r 
* ny me ' . 
. . ý 
* 


In typhoid fever the patient has to fight his omm 
battle, so that in the management of the disease he 


has to be placed in as favourable a position as it iş 
possible, so as to enable him to do so with the best 


chance of recovery. Much can be done to obviste 


complications ; in fact, much of the treatment aims 
at this. The patient must be treated rather than 
the disease, and nothing is so important as (I) to 
maintain nutrition, and (2) to support the fuid 
balance in the tissues. 

Diet.—A low diet consisting of milk alone, although 


formerly closely adhered to—as it still is by some- 


appears to have been decided chiefly by fear of the 


consequences of allowing anything more upon 1 


ulcerating intestine, rather than by the needs of 


the patient, and seems at this time of day a poor 
support for any patient suffering from typhoid fever. 
It meant too low a diet. A high calorie diet, one of 
2500-3000 C., has been found to produce bette 
results: there have been fewer complications, with 
a speedier and better recovery, and even a lower 
mortality-rate. In the early stages milk should, of 
course, form the basis upon which the diet is built 
up. For an adult, 3 pints a day should be given in 
5 oz. feeds every two hours with half volume of 
water added, and a sufficiency of salt to encourage 
thirst and so the retention of fluid in the tissues. 
Probably the feedings should be given during the 
day only. Orange and lemon juice in well 
barley water, with syr. glucos. liq., B. P., or Glucose) 
added, can be given freely, and water alone, thes 
being fed to the patient as often as possible. It is 
strange how the typhoid patient seldom asks for 3 
drink, so that it is the nurse’s duty to see that the 
necessary quantity is administered periodically, even 
by being forced upon the patient, and consumed 
within a definite period of time. This is so par- 
ticularly with feedings of milk; ten minutes should 
be allowed the patient to consume the full quantity 
measured for him. Tea or coffee or maltine can be 
added if milk itself is disliked, as it sometimes iš 
A pint of beef tea or chicken soup, well salted, ca 
be administered in three or four portions—one given 
at the usual lunch time, one at bedtime, and one 
portion in the early morning when the patients 
vitality is lowest. The very real need for a diet 
which includes the accessory food factors must be 
kept in mind. Until the temperature had falen, 
any increase in diet was given with the greatest 
caution, and made more boldly only after the 
pyrexia had ceased; but each case was, so far # 
feeding was concerned, treated on its own merits. 
The ward temperature was kept at or above 65° F.; 
one pillow was allowed; and the patient was on 00 
account permitted to sit up in bed. 

Water- balunce.—Next to diet, the maintenance of 
the fluid balance seems to me to be important. 
greatest difficulty is often encountered in getting the 
patient to take the necessary quantity of fu, 
particularly when it is most needed, while the 
temperature remains up. Where this becomes imp% 


sible, then the best means of giving it is by prodo 


clysis. Such can usually be done even where ther 
is incontinence; the decubitus and quietness of the 
patient both help. In fact, rectal saline given by 
the drip method (one drop per second to 100 drop 


per minute) may be given, using a Souttar or ê 


apparatus. A pin 
Either boiled 


Lennox Wainwright saline 
Thermos flask will last two hours. 
water with added. glucose, or normal saline 

glucose, at 100° F., can be given in this way, without 
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undue rise of pressure exciting hemorrhage from the 
bowel. If rectal saline administration fails, the 
same may be given by needle deeply subcutaneously 
into the fronts of both thighs using a Y-tube and 
suitable needles; or 250 c.cm. of a 25 per cent. 
solution of glucose i in filtered, sterile, double-distilled 
water may be given intravenously through a small 
needle, taking a full hour to administer ; intravenous 
glucose in water by the continuous- drop method is 
useful. Any or all of these methods can be used to 
supplement fluid given by mouth, and will go a long 
way towards combating or preventing dehydration, 
auto-intoxication, auto-toxemia, and even nitrogen 
starvation. Collapse is usually due to dehydration, 
and can be prevented or met by proctoclysis or saline 
transfusions. 

Sponging night and morning or every four hours 
is helpful and indeed necessary, and also at times 
when the temperature is 103° F. or more. This 
should be done quickly and, of course, lightly. For 
temperatures about 105° F. an ice-bag may be 
applied to the head if the patient is kept otherwise 
warm. 

Care of the mouth and tongue. — From the very 
beginning the mouth and tongue should be cleansed 
by swabbing at least twice daily. Particularly is 
this necessary during the third and fourth weeks 
when mouth, tongue, and lips become parched, dry, 
and covered by sordes; and the nostrils becoming 
blocked, the patient can only breathe through the 
mouth. The best cleanser is Wyllie’s ointment for 


the purpose: 
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Applied and used O means of a soft, cheap badger 
tooth-brush, nothing is better; ointment is certainly 
more easily used, and more effective than glycerin 
r aqueous solutions. Kolynos tooth-paste does well 
for cleansing teeth and gums. Hydrogen peroxide 
10 vol.) should be used to spray the mouth before 
using the ointment. If unattended, the tongue and 
mouth become dirty, sore, and horribly septic, so 
that feeding and swallowing become nearly impos- 
ible, This is particularly so in children who begin 
o dread the painful act of swallowing. 
Drugs.—Urotropine is in no way specific in typhoid, 
ior is any drug. Urotropine is apt to cause hema- 
juria, so that its effect should be carefully watched; 
t is best given combined with large doses of an alkali 
uch as potassium citrate. Cinnamon oil, quinine, 
ind many others may be given, but it is questionable 
whether any is of real use. The coal-tar derivatives 
ziven in attempts to control the pyrexia are dan- 
serous; for that purpose sponging is safer and in 
very way better. In hemorrhage, morphine must 
6 given circumspectly, if at all, because of the risk 
Í masking the signs of perforation. Better in 
emorrhage is Dover’s powder in repeated doses, 
md turpentine M 10-20 in almond emulsion by 
nouth. In hemorrhage calcium, being doubtful in 
ts results, is best avoided altogether because of the 
isk of thrombosis ; besides, milk probably allows 
ufficient calcium to be given; horse-serum is best 
f all, or Hemoplastin 2 c. cm., intramuscularly, or 
oagulen (Ciba). Immediately the temperature falls, 
alibut oil should be allowed and iron with malt 
nd ergosterol (ext. malti c. vitaminis B.P.C. with 
drachm or so of syr. ferri phos. Co., B.P., added), In 
ollapse from neurocirculatory failure give, intra- 
nuscularly, the injectio adrenalini co., repeating every 
alf hour, or at longer intervals if need be; nothing 
more effective. 


Serum.—An efficient serum is theoretically the 
ideal specific therapy, though the results of its use 


are not convincing. The Lister Institute serum we 


have found useful, as to 25 c. om. given intramuscu- 
larly, repeating twice if found helpful at 24-hour 
intervals. Other methods of treatment employed 
were: convalescent serum injected intramuscularly 
in doses of 5-20 c.cm. repeated (twice or thrice) 
every five days; and auto-hemotherapy, 5—10 o.cm. 
of blood so repeated. 

Sero-vacctne.—Perhaps the best results should be 
obtained by the use of combined serum and vaccine 
treatment. As a rule a vaccine appeared to act best 
if given before the 10th day; in smaller dosage for 
severe, larger for mild cases, given in increasing 
doses every 3 or 4 days, starting with 25 or 30 millions 
of a sero—or sensitised—vaccine, increasing the 
amount by 100 millions for each following dose, 
The results of vaccine therapy in the present out- 
break have been equivocal. 

Immuno-blood transfusion is of the greatest possible 
use given in small doses intravenously and repeated. 
The immuno- transfusion of blood is specially indicated 
in severe intestinal hemorrhage, in relapsing forms 
of typhoid in the very toxæmic patient, as well as in 
protracted forms of the disease. 
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THE advisability of surgical intervention in cases 
of severe hemorrhage from chronic peptic ulcer has 
always been keenly debated. Physicians are in the 


main opposed to operation, for they believe that 


better results can be obtained from medical treat- 
ment alone. It may be that there has been a ten- 
dency to exaggerate the value of medical measures, 
for occasionally one hears it said by practitioners 
of experience that they rarely if ever see deaths 
from hematemesis due to peptic ulcer when medical 
treatment has been adopted. Such experience is fortu- 
nate, not to say exceptional, for there is no gainsaying 
the fact that patients do die from this complication. 
It would seem indeed from recent estimates that the 
mortality is anything but low, even in circumstances 
where the best possible medical care is available. 
Aitken, ! in a comparative review of statistics from 
various London hospitals, found fatality-rates that 
ranged from 2:5 per cent. to 25 per cent., and came 
to the conclusion that about 10 per cent. of patients 
who have moderately severe hæmorrhage die from 
it when treated medically. Lloyd Davies and Nevin,? 
reviewing cases of severe hemorrhage from peptic 
ulcer in which medical treatment alone was adopted, 
found that there was a mortality of 40 per cent., 
and that if a second hemorrhage occurred this 
figure rose to between 70 and 80 per cent. The 
fatality-rate for all severe cases, according to this 
estimate, is therefore between 40 per cent. and 
75 per cent.—an appalling figure and one obviously 
only applicable to very severe cases of obvious 
arterial hemorrhage. Yet, in spite of this serious 
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mortality, there has been unwillingness to act on the 
axiom that a dangerous bleeding point should be 
cut down upon and dealt with (directly or indirectly), 
because it has been held that operation carries even 
greater dangers. Nearly all cases of hematemesis 
are first admitted to a medical ward, and if there can 
be said to be any rule in their treatment it is that 
the surgeon is not called in until a second hemorrhage 
occurs. In these circumstances it is no wonder that 
surgery is not attended by any striking success. 

The apparent reluctance of surgeons to champion 
their cause with statistics is often taken as a confes- 
sion of failure; and indeed there are few recorded 
series in which hemorrhage has been treated surgically. 
A remarkable exception; however, is provided by 
Finsterer,? who has shown beyond doubt, as far as 
his clinic is concerned, that the safest. method is 
immediate operation. Gordon-Taylor’s ‘ figures. are 
even more convincing, because in his practice he 
has passed through a period of advising expectant 
treatment before being forced to return to the 
practice of immediate operation. | 


WHAT OPERATION SHOULD BE DONE ? 


We do not wish in this paper to enter into the 

question of medical as opposed to surgical treatment, 
but rather to discuss what type of operation, if 
surgical treatment be adopted, is most likely to 
ensure recovery. The operation is an emergency 
one, and the surgeon’s aim should be to make it as 
short as efficiency allows. . Exsanguinated patients 
are unfit to stand the strain of a long operation, and 
consequently we think that partial gastrectomy 
should not be adopted as a routine. Few surgeons 
have the experience and practice of Prof. Finsterer 
in duodenectomy or partial gastrectomy, and’ few 
can hope to emulate his success in them.. It is to 
be noted, too, that Gordon-Taylor, who has had 
much experience of these conditions, does not insist 
on these greater operations as routine treatment, 
and varies his operation according to the conditions 
found. We feel that if such major operations were 
generally adopted the results would on the whole 
be far worse than those of medical measures alone. 
The treatment of hemorrhage itself is an urgent 
matter, and the ulcer that causes it should be left 
for later treatment if necessary. We are inclined to 
go further and say that we do not even consider 
gastrojejunostomy essential, except occasionally as a 
supplementary operation, for it has no direct effect 
upon the bleeding point, and it is doubtful if it exer- 
oises any indirect action. This is exemplified forcibly 
in some of our own cases, 


Case 1.—A man, aged 58, was admitted to hospital 


with a history of severe hematemesis before admission. 
He had a second one soon after entering hospital and 
surgical treatment was decided upon. At operation the 
stomach appeared normal, nor was an ulcer visible on the 
anterior surface of the duodenum. Following accepted 
teaching, a gastrojejunostomy was performed but two 
days later the patient had another big hemorrhage and 
died within an hour. Post mortem the source of the 
bleeding was found to be a large open-mouthed artery 
in the floor of an ulcer on the posterior surface of the 
duodenum. 

CasE 2.—A man, aged 52, was admitted with a history 
of hematemesis and signs of severe continuous bleeding. 
At operation no gastric ulcer could be found, and in view 
of the experience of the previous case it was thought that 


the hemorrhage was probably coming from an ulcer on 


the posterior surface of the duodenum, though none could 
be distinctly palpated. Gastrojejunostomy was done and 
in addition infolding sutures occluding the pylorus and 
embedding the anterior surface of the duodenum were 
inserted. The hemorrhage, however, persisted and the 


duodenum. 


“a 


patient died. Post-mortem examination confirmed the 


presence of a bleeding ulcer on the posterior surface of the 


From these cases we concluded that gastrojejunos. 
tomy per se does: not stop hemorrhage. The next 
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FIG. 1.— The two sutures steadying the pyloric muscle 
placing of the Alliss forceps, and the beginning of tho explora- 
tory incision.’ This can if necessary be made to divide and 
include an anterior ulcer. 


method adopted was the ligature of arteries leading 


to the ulcer, and this was done in two cases with 
success. N 
CasE 3. — The patient had undergone an operation 


previously for perforated duodenal ulcer at which closure 


of the perforation and gastrojejunostomy were carried out. 
He was admitted with severe hemorrhage the cause of 
which was presumed to be gastrojejunal ulcer. His 
pulse-rate rose steadily and operation was advised. After 
a blood transfusion the abdomen was opened and a small 
gastrojejunostomy found near the pylorus. This was 
examined and proved perfectly normal, but an ulcer was 
palpable on the posterior surface of the duodenum. The 
gastroduodenal artery was tied and the pylorus occluded. 

CasR 4.—The patient was a woman who had undergone 
a Balfour type. of operation nine days previously for 
gastric ulcer. She vomited copious amounts of blood and 
her pulse-rate rose steadily. The hemorrhage was thought 
to be coming from the cauterised ulcer, and the abdomen 
was therefore opened after a blood transfusion and the 
coronary artery tied above the site of the ulcer. She 
recovered and a year later bad her gall-bladder removed 
for gall-stones, during which operation her stomach and 
the gastrojejunostomy were examined and found to be 
apparently normal. 

It is to be noted that although gastrojejuncstomy 
had already been performed in these two cases, it had 
no arresting effect on a hemorrhage occurring later. 

In discussing with one of us the question of ligature 
of the gastroduodenal artery for hæmorrhage Prot. 
Finsterer gave it as his opinion that such ligature 
might in a small proportion of cases lead to a necrosis 
around the head of the pancreas owing to inadequate 
anastomosis. Furthermore, the procedure did not 
seem to us to be completely satisfactory inasmuch 
as it was not certain at the time of operation that the 
desired result had been obtained. In spite therefore 
of the successful cessation of the hsemorrhage in 
the above cases we were led to adopt the type d 
operation recommended by the surgeons of the 
Mayo Clinic for interval operations on duodenal 
ulcer—namely, exploration of the duodenum and 3 
direct treatment of the bleeding point. We hare 
done this in three cases, with success in each, and 
though the number is not large enough for definite 
conclusions it is evident that the method not only 
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rovides means of stopping the hemorrhage but (as 
hown by the figures of Judd and Hazeltine 6) will 
ften afford lasting cure of the ulcer itself. Our 
yatients were men aged 47, 51, and 61. 


INDICATIONS FOR OPERATION 


1. The figures of the Mayo Clinic indicate that 
10 per cent. of cases of hæmatemesis give a history 
of ulceration averaging five years’ duration. If 
previous investigations point to an ulcer in the first 
part of the duodenum one will be more strongly 
biased towards operation, because here—particularly 
posteriorly—is the most vascular part of the ulcer- 
bearing area, and ulcers aremostlikely to bleedseverely. 

2. When a patient is admitted after a severe hæmor- 
rhage his blood-group should be determined and his 
hemoglobin estimated. If the latter is low (i. e., 
below 40 per cent.) an attempt must be made to raise 
it by blood transfusion ; for operations, particularly 


` 
— t 
S“, 
OS / 


4 


FIG. 2.— The introduction of the underpinning sutures beneath 
the ulcer. The needle should be more fully curved than is 
' shown in the diagram. 


those on the stomach, are attended by a high mor- 
tality where the hemoglobin percentage is low. It 
must be emphasised, however, that a high percentage 
is not a reliable indication of the patient’s condition 
in urgent cases, as the true figure may not be 
reached for 48 hours. 

A transfusion should therefore be given after every 

severe hemorrhage. It is administered as the con- 
tinuous blood-drip transfusion which is one of the 
most important advances in the treatment, whether 
medical or surgical, of bleeding ulcer. The form of 
apparatus used is that described by Marriott and 
Kekwick? which though apparently complex is 
simple to assemble. If despite the transfusion the 
pulse- rate steadily increases, operation should be 
advised whatever the hemoglobin percentage may 
be. A rising pulse-rate we consider to be the most 
important indication for surgical interference. 
3. In general it can be laid down that under the 
age of 40 operation is less likely to be urgently 
required, for in a young man the arteries are less 
often affected by arterio-sclerotic changes and are 
more contractile. The ulcerated area is, moreover, 
‘likely to be less hard and fibrous. The truth of this 
was shown by Allen and Benedict 8 who found that 
the average age of fatal cases was 56-3, whereas the 
average age of those that recovered was 41 ·8. 


OPERATION 


_A midline abdominal incision (in preference to a 
‘paramedian incision) is used in order to save time. 


r 


This can be supplemented if necessary by a trans- 
verse incision through either rectus, musole. A 
short examination of the stomach will readily demon- 
strate the presence or absence of a chronic ulcer. 
An ulcer on the anterior surface of the duodenum 
will be obvious, but some posterior duodenal ulcers 
are not easily detected without opening the gut, and 
this is a situation which for reasons already stated 
is a common source of hemorrhage, especially severe 
hemorrhage requiring immediate surgical treatment. 
If therefore no obvious ulcer is found, or if a duodenal 
ulcer is discovered, the following procedure is adopted. 


A long-bladed retractor is used to draw the liver 
upwards and give adequate exposure of the duodenum. 
Peritoneal forceps are placed on the superior and inferior 
borders of the latter, about 3 cm. below the pylorus, and 
similar forceps an equal distance above it as indicated in 
Fig. 1. The surrounding areas and Rutherford Morison's 
pouch being packed off, an incision is made into the 
stomach an inch above the pylorus, a sucker is introduced, 
and the blood and gastric contents are evacuated. The 
importance of this is illustrated by one of our cases in 
which the gastroduodenal artery was tied and hemorrhage 
was successfully controlled, but the patient died 36 hours 
later from acute pulmonitis. Post mortem this was shown 
to be due to regurgitation and inhalation of the stomach 
contents. Two sutures are then introduced through the 
superior and inferior limits of the pyloric muscle and the 
incision prolonged through it and into the duodenum. This 
incision should be as short as is consistent with adequate 
exposure of the ulcer, and can be made to include an ulcer 
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FIG. 3.— The incision being closed transversely. The centre 
suture approximates the limits of the incision. This is tied 
before beginning the continuous suture. 


on the anterior wall if.one be present. A long incision 
will make the method of closure described hereafter 
a difficult operation and may necessitate mobilisation 


7 


of the first part of the duodenum. 


The bleeding point and the ulcer on the posterior wall 
are treated by infolding the area with a series of under - 
pinning sutures introduced parallel to the long axis of the 
duodenum by means of a stout medium curved needle with 
No. 0 or No. 1 catgut and gently drawn tight (Fig. 2) 
The ordinary eyeless needle with catgut attached is 
unsatisfactory because it tends to bend and to slip in the 
needle-holder. In closing the opening thus made a 
pyloroplasty is performed by sewing up transversely, 
one stitch being first inserted to approximate the duodenal 
and gastric limits of the incision (Fig. 3). If any difficulty 
is encountered in bringing together the lips of the opening 
in this manner, the duodenum should be mobilised. If 
the anterior wall of the duodenum is ulcerated and 
fibrosed to such an extent that pyloroplasty cannot be 
done, the incision should be closed, embedding sutures 
inserted, and gastrojejunostomy performed. This is the 
only circumstance in which we consider a short circuit 
necessary. It need hardly be oy aa that the tissues of 
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the duodenum are more delicate than those of the stomach 
and care must be taken when approximating the surfaces 
to avoid the sutures cutting out on the duodenal side. 


By this operation not only is the bleeding stopped, 
but a recognised method of curing the ulcer itself is 
employed which obviates the necessity of a duodenec- 
tomy, a tedious and difficult operation and one 


certainly inadvisable in a case where the patient is 


in a oritical state. 

By underpinning the ulcer and thus including in the 
needle-bite the underlying tissues we have not in any 
of the three cases mentioned found any difficulty in 
getting sutures to hold. It is quite probable,- how- 
ever, that in cases such as those described by Hurst,“ 
difficulty may be encountered, for undoubtedly 
there must be some in which the ulceration is so 
_extensive that no medical or surgical treatment 
will save the patient. Such a condition, of course, 
cannot be ascertained without operation. One of us 
has seen a case where another surgeon was able to 
catch the bleeding point but the sutures which were 
intended to embed the ulcer were not underpinning 
sutures and immediately out through. If in such 
cases deep sutures occluding. the ulcer cannot be 


introduced successfully, because of the extent of the 


ulcerative process, the gastroduodenal artery should 
be tied. Balfour and Eusterman 10 speak highly of 
the value of the cautery in such cases, but we have 
no experience of it. 


GASTRIC ULCER 


We have treated only two cases of bleeding gastric | 


ulcer in addition to the one already mentioned. 
In the first of these there was an ulcer on the posterior 
surface of the lesser curve and although it was 
adherent posteriorly, no difficulty was found in 
ligaturing arteries above and below the site of ulcera- 
tion. In the other case there was a penetrating ulcer 
of the posterior surface; the anterior wall of the 
stomach was opened, the gastric contents evacuated, 
and a method of underpinning similar to that described 
above for posterior duodenal ulcers was employed. 
A small piece of rectus muscle was placed in the ulcer 
crater before the sutures were drawn tight. Both 
these patients recovered. 


CONCLUSIONS 

In this paper we have given our conclusions from 
experience of the cases mentioned. These are not 
numerous. enough to enable us to dogmatise on the 
subject, but they show that the surgical treatment 
of hemorrhage can successfully follow conservative 
lines. The proportion of oases of hæmatemesis 
seen by the surgeon is small and the cases mentioned 
are all that we have operated on. Of the 10 patients 
that underwent operation 3 died. In the first 2 cases 
death was undoubtedly due to inadequate operation 
—i,e., gastrojejunostomy with or without occlusion 
of the pylorus and first stage of the duodenum. 
In the third case death was due to failure to evacuate 
the stomach contents. In the other cases, we believe 
the successful result was attributable to conservative 
methods of treatment along the lines indicated. 

At the same time it must be added that not all the 
cases seen with surgical treatment in view were 
subjected to operation. Some had what was supposed 
to have been a severe hemorrhage, but when they 
were seen the pulse-rate did not indicate even the 
necessity of a blood transfusion ; others were given 
a blood transfusion and no further interference was 
required. Two patients in the latter category have 
successfully undergone partial gastrectomy within 
the past six months. A few, however, it must be 
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admitted, were seen in a moribund condition when 
surgery was out of the question. It is because of 
cases like these that we feel there should be 
earlier coöperation between surgeon and physician. 

Finally we wish to stress the following observations, 
(1) The institution of the blood-drip transfusion is a 
striking advance in the treatment of severe hæmat- 
emesis. (2) Except by specialists in that particular 
form of surgery, gastrectomy (other than perhaps 
a local excision of the ulcer in certain cases) and 
duodenectomy should not be attempted as immediste 
treatment for bleeding from chronic peptic ulcer. 
(3) We believe that gastrojejunostomy is of little 
material assistance in these cases, except when the 
duodenum is fibrosed and has to be occluded. When 
operation is decided upon it should follow the lines 
we have indicated. 
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TREATMENT OF 
GLOMERULONEPHRITIS BY ANTIGEN 


By H. B. Day, M.C., M.D., F.R.C.P. Lond. 
EMERITUS PROFESSOR OF OLINICAL MEDIOINE, CAIRO 
UNIVERSITY 


FoLLowinG the work of Volhard and Fahr on 
Bright’s disease, 1 modern opinion has come to regard 
acute glomerulonephritis as the result of a local and 
general vascular reaction of an allergic nature, The 
general cedema and rise of-blood pressure are referred 
to a widespread capillaritis with some vascular 
spasm, while the renal effects result from similar 
lesions in the glomeruli, which are particularly 
susceptible on account of their special vascular 
arrangements, 

Acute glomerulonephritis usually arises as a late 
complication of an infection in the post-febrile stage 
(consecutive nephritis). Its frequent association 
with scarlet fever and tonsillitis has led some authors 
to assume that the causative antecedent infection 
is always streptococcal, _In the late war, however, 
there was evidence that trench nephritis was depen- 
dent on trench fever (Rickettsia quintana infection), = 
while in a previous communication I described 
cases commonly seen in Egypt that appeared due to 
infection of the kidneys by bacilli derived from 
intestinal lesions. ê 


VACCINE TREATMENT OF BACILLARY NEPHRITIS 


Bacillary infection of the kidneys may produce 
a variety of lesions, ranging from the pysemic type 
described by Manson-Bahr and Enright ê to a simple 
bacilluria. Many cases in Egypt present the picture 
of an acute glomerulonephritis with large numbers of 
bacilli in the urine. These usually respond in s 
striking manner to the administration of vaccine in 
appropriate doses. The following case is an example 
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Case 1.—A boy, aged 10, stated that five weeks 
previously he had suffered from a septic wound on his 
foot, and for the last fortnight had noticed a gradually 
increasing oedema of his whole body. His tonsils were 
enlarged and there was general cedema with some ascites ; 
the blood pressure was elevated. The urine was blood- 
stained and contajned numerous bacilli and pus cells 
as well as epithelial and blood casts. A catheter specimen 
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FIG. 1 (Case 1).—In this and subsequent charts the continuous 
lines represent the blood pressure (systolic and diastolic), the 
interrupted line the amount of urine excreted daily, and the 
shaded portions the degree of proteinuria. 


gave & pure and profuse growth of coliform bacilli from 
which a vaccine was prepared. A dose of this vaccine 
by mouth (5 millions) provoked a focal reaction marked 
by polyuria and a temporary increase of proteinuria. 
The blood pressure quickly fell to normal, the cedema 
disappeared, and the proteinuria was reduced to a trace 
within a week. Repetitions of the original dose of vaccine 
by mouth and by hypodermic injection had no obvious 
further effect, the symptoms having already almost dis- 


appeared (Fig. 1). 


The results of vaccine therapy founded on recent 
and past experience may be shortly summarised 
as follows: (a) the effective dose is quite small in 
acute cases, the kidneys being very sensitive to the 
vaccine ; (b) the response is almost immediate; and 
(e) oral administration is as effective as hypodermic. 


GLOMERULONEPHRITIS OF UNCERTAIN ORIGIN 


Consideration of the results obtainable by the 

use of vaccine in cases of bacillary origin led to the 
investigation of further possibilities. The rapid 
action of the vaccine when given by mouth suggested 
that the active constituent (antigen) was readily 
dissolved and entered the circulation in solution. 
The prompt effect of small doses favoured the idea 
that the process was rather a desensitisation than an 
immunisation. 
In cases of bacillary glomerulonephritis the 
causative bacilli which contained an effective antigen 
(allergen) were found excreted in the urine. It was 
possible that in non-bacillary cases due to antecedent 
infection by other organisms (streptococci, &c.) 
a soluble product of therapeutic worth might also 
be found excreted by the kidneys. Trial of such a 
product could be made in cases of acute glomerulo- 
nephritis when the urine was sterile or when the 
results of culture were untrustworthy on account of 
a complicating cystitis, &c. 

Preparation of antigen.—Since the amount of this 
hypothetical antigen in the urine was unknown, 
a simple method of extraction was employed which 
would avoid loss, though not yielding anything 
approaching a pure product. Bacterial antigens in 
solution are readily adsorbed to a precipitate of 
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protein, owing to their colloidal nature; hence any 
serum globulin precipitated from the urine would 
contain the product sought for. 


The urine from a case of glomerulonephritis was 
collected with aseptic precautions and centrifuged in 
sterile tubes to clear it as far as possible of suspended 
matter. Filtration was not used, because small quantities 
of antigen are entirely adsorbed by the filter material. 
The cleared urine was put in a series of four sterile centri- 
fuge tubes of 15 c. em. capacity, 8 c. em. in each; to every 
tube a saturated solution of ammonium sulphate was 
added until slight clouding occurred from commencing 
precipitation of globulin. From 4 to 5 C. em. sufficed, 
depending on the amount of globulin present; the exact 
quantity was determined for one tube and this added to 
the others, the contents of each tube being thoroughly 
mixed. The resultmg precipitate was collected in a 
compact deposit by centrifuging for 15 minutes; the 
tubes were then emptied of fluid by inversion and left to 
drain aslant for a few minutes; a little sterile water was 
used to remove traces from the open ends of the tubes. 
The precipitate was redissolved in carbol-saline, so that 
Ic. em. of the solution corresponded to 65 c. em. of the 
urine. It was stored for two or three days in sterile 
rubber-capped vaccine bottle to secure sterility. A 
diluted extract was also made, of equal volume to tbe 
urine, from the strong solution. For urines that contained 
insufficient globulin or were protein-free (experimental 
cases) the necessary globulin had to be supplied; one 
drop of normal human serum to each 3 c.cm. of urine was 
sufficient. 


The reaction of the extract was slightly acid from 
traces of ammonium sulphate; it contained some 
suspended matter and a small proportion of urea. 
The product thus obtained proved unirritating ; 
no local reaction followed subcutaneous injection. 


TREATMENT BY ANTIGEN 
The therapeutic effect of this product is illustrated 


by the case-histories and charts below. The dose 
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FIG. 2 (Case 2). 


of the urinary extract is given as its equivalent in 
urine. 


CASE 2.—A man, aged 25, was admitted for general 
edema with hematuria of 18 days’ duration. There 
was no history of antecedent illness; the Wassermann 
reaction was negative. Blood-urea 40 mg. per 100 o. em. 
The urine contained cellular casts and free erythrocytes; 
no bacilli and 14 parts of albumin per 1000. Extra 
serum was added to the cleared urine to obtain a sufficient 
precipitate of globulin. It will be seen from Fig. 2 
that the first dose of extract (equivalent to 2 c. em. urine) 
was too large and provoked a rise of blood pressure. The 
second was smaller and was followed by an immediate 
fall of the blood pressure with a diminution of the edema 
and proteinuria. A slight diuresis was provoked by a 
third dose, after which no signs of disease remained. 


Cas 3.—A man of 40 was admitted for increasing 
codema that had appeared 2 or 3 weeks before. He gave 
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a previous history of furunculosis ;. Wassermann reaction 
negative. Blood-urea 50 mg. per 100 c. em. The urine 
contained granular and hyaline casts with an excess of 
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FIG. 3 (Case 3). 


erythrocytes ; no organisms. Treatment was begun with 
small doses of the adsorbate preparation with the effect 
shown in Fig. 3. : 


In chronic cases of glomerulonephritis the effect 


of this treatment is ‘often striking, though the 
albuminuria may remain little affected. But when 


the renal disease has advanced to the stage of con- 


tracted kidney, little or no benefit results. 


CASE '4.—A male of 25 was admitted for edema of 
varying degree that had been present for four years. 
The Wassermann reaction was negative. The blood 
pressure was high and the left ventricle hypertrophied, 
but there were no changes in the fundi. The urine 
contained very many casts, hyaline and granular, with 
some included cells. Blood- urea 70mg. per 100 c. om. 
Treatment with the urine extract produced a fall of blood 
pressure with increased urinary excretion and dis- 
appearance of the œdema, but there was little effect on 
the proteinuria (Fig. 4). | ; 


CASE 5.—A female, aged 28, had suffered from general 
dropsy one year previously; this had disappeared to 
return one month before admission. The Wassermann 
reaction was negative; the blood pressure normal. On 
examination there were signs of hepatic and intestinal 
infestation with Bilharzia mansoni. The urine contained 
numerous epithelial and granular casts with erythrocytes ; 
bacilli were not obvious but a coliform bacillus was 
recovered on culture of a catheter specimen. Treatment 
with extract in progressive doses started a diuresis with 
disappearance of the cedema (Fig. 5). | 
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Treatment by injection of urine extract appeared 
of distinct value in acute glomerulonephritis and for 
exacerbations or relapses in chronic active forms of the 
disease. It is seemingly useless in the degenerative 
stage when fibrosis is advancing. It may be worth 
trial in some cases of nephrosis when a chronio or 
recurrent infection—often pneumdcoccal may be 
present, 

In employing this treatment it is recommended 
that the urinary extract be made soon after ad mission 
of a patient, but its use may well be postponed until 
the effect of rest, warmth, and a restricted intake 
has been observed. The effective dose varies roughly 
in an inverse ratio to the acuteness of the renal 
disease. In acute cases of glomerulonephritis an 
initial dose corresponding to 0°25 c. em. of urine may 
be tried; generally a first dose of 0°5 c. em. is safe 
unless the urine output is very seriously reduced, 
Larger doses are usually needed for cases in a later 
stage with normal blood pressure. . Injections in 
increasing amounts may be given twice a week until 
an effect is produced. 


DISCUSSION 


The effect of the urine extract on ordinary case 


of glomerulonephritis closely corresponds with the 
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results of vaccine therapy in cases of bacillary origin. 
Their mode of action appears identical. It therefore 
appears that the urine extract contains a substance 
of the nature of an antigen. 

No evidence of a “ physiological ” effect of 
the vaccines or extracts was obtained. Tests 
on patients without nephritis showed that 
neither preparation, even in large doses, had 

any effect on renal function or on the blood 
pressure. Considerable doses of an autogenous 
urine extract were tried on a case of primary 
hypertension (non-renal) in a young woman 
of 19, but were useless. 

The results of this investigation support the 
theory that hemorrhagic glomerulonephrits 
with oedema and raised blood pressure is of 

an allergic nature, since it is favourably 
influenced by treatment aiming at desensi- 
tisation and immunisation. In oases of 
bacillary origin there is evidence that s 
repetition of infection from the intestine, as 
occurs in mild cases of Bilharzia mansoni 
infestation, may precipitate an attack of 
glomerulonepbritis. On the other hand, 
cases consecutive to scarlet fever and. tonsillitis 
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can hardly be explained by a theory of reinfection. 
The most plausible explanation lies in the association 
of acute nephritis with exposure to cold, for which there 
is abundant clinical evidence. An acute glomerulo- 
nephritis may develop in a few hours after a severe 
chilling in a patient who is unaware of a previous 
infection. I have read of a certain hospital bed in 
which scarlatinal patients invariably developed 
nephritis ; it stood in a direct draught. Hospital 
sisters informed me that boys were more liable than 
girls to develop nephritis after scarlet fever, since 
they were apt to get up at night and run about 
scantily clothed—unless kept under unremitting 
supervision. The winter prevalence of trench nephritis 
and its relation to cold and exposure were evident 
in the Great War. 

Since an allergic reaction depends on the exposure 
of a sensitised individual or tissue to the specific 
allergen, the effect of exposure to cold is probably 
to bring about some liberation of allergen, It may 
be similar to the dissociation of an antibody-antigen 
combination that occurs when a neutralised mixture 
of diphtheria toxin-antitoxin is exposed to a low 
temperature. Under these circumstances freed allergen 
(antigen) reacts with the sensitised small vessels, 
particularly in the glomeruli during excretion. There 
appears to be a special proclivity of small vessels to 
be involved in an allergic reaction, and it is interesting 
to find corroborative evidence in the distribution of 
amyloid deposits which follow prolonged struggles 
to obtain immunity. 


SUMMARY 


A substance having an antigenic effect is present 
in the urine of cases of acute and subacute glomerulo- 
nephritis. 

Treatment by injection of an autogenous urinary 
extract appears of distinct value for non-resolving 
cases of acute glomerulonephritis and for exacerba- 
tions or relapses in chronic active forms of the disease. 
It seems to be useless in the degenerative stage when 
fibrosis is advancing. 
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CHRONIC LEUCOPENIC 
LYMPHADENOSIS 


COMPLICATED BY TUBERCULOSIS 
BY F. PARKES WEBER, M.D. Camb., F.R.C.P. Lond. 


SENIOR PHYSICIAN TO THE GERMAN HOSPITAL, LONDON ; AND 


A. SCHLÜTER, M.D. Münster I.W. 


HOUSE PHYSICIAN AT THE HOSPITAL 


THE patient was a well-developed man, aged 54 
at the time of his death on Sept. 14th, 1936, who 
had been intermittently under observation at the 
German Hospital since his first admission in July, 


1934. The history given on admission was that - 


during the previous seven years he had often felt 
weak and for two years he had looked pale. 

The account up to Dec. 13th, 1935, when we 
showed the patient at the clinical section of the 
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Royal Society of Medicine! may be summed up as 
follows: ` 


Under observation since July, 1934, his condition has 
varied a little from time to time. He has been treated 
with arsenic, iron, and a liver diet or liver extract (Hepa- 
topson), and in September, 1934, his hemorrhoids were 
operated on. There has been a varying splenomegaly 
(spleen felt three fingers-breadth below the costal margin 
on Nov. 14th, 1935) and slight enlargement of the liver, 
but practically none of the superficial lymphatic glands. 
Occasionally there has been a purpuric petechial eruption. 
On one or two occasions the capillary resistance (Rumpel- 
Leede) test gave a positive result. Nothing abnormal by 
examination of the eyes, the thoracic organs, and urine. 
Negative Wassermann reaction. Negative direct and 
indirect Hijmans van den Bergh reactions. . 

On Nov. l4th the patient was up in the ward and had 
decidedly less anæmia than he had a year ago and when 
he first came under observation, but there was enlarge- 
ment of the spleen and (slight) of the liver, though not 
of the superficial lymph glands. Blood count (Nov. 14th, 
1935): hemoglobin, 78 per cent.; erythrocytes, 3,400,000 ; 
colour-index, 1:15; leucocytes, 2500 (eosinophils 1 per 


cent., myelocytes 1 per cent., polymorphonuclear neutro- 


phils 8 per cent., lymphocytes 90 per cent.) ; megalocytosis ; 
no marked poikilocytosis, anisocytosis, or polychromasia ; 
recticulocytes, about normal proportion; thrombocytes, 
120,000 per c.mm. of blood. In this blood count the 
absolute lymphocyte count is 2250 per c. mm. of blood. 
The maximum normal average is said to be 2000, and in 
this case in fourteen blood counts between July 24th, 
1934, and July 29th, 1935, the absolute lymphocyte 
count varied from 920 to 5376, the average being 2594 ; 
the absolute count of all the other white cells combined 
varied from 155 to 1421, the average being 654. On the 
occasion of one of these blood counts the patient’s tem- 
perature was subfebrile, but on the other occasions the 
temperature was normal. 


It should be remarked that in July and August of 
1934 there were a few megaloblasts and normoblasts 
in the blood counts, as well as slight poikilocytosis 
and anisocytosis. Nevertheless, in spite of the 
improvement with regard to the anemia, we believe 
the case to be one of aleukæmic lymphadenosis. 


Sternal puncture (Nov. 23rd) for microscopical examina- 
tion of bone-marrow cells by Henning’s method ? gave us 
diluted blood containing bone-marrow elements. Besides 
fairly normal-looking erythrocytes there were numerous 
nucleated red cells, mostly normoblasts, many of them 
with strongly basophil cytoplasm; most of the white 
cells were lymphocytes, giving a negative oxydase reaction, 
but there were also fairly numerous cells of the granu- 
locyte series giving a positive oxydase reaction, including 
polymorphonuclear neutrophils, metamyelocytes, and 
myelocytes. There were hardly any eosinophils or mast- 
cells. We saw no megakaryocytes, but there were a few 
little clumps of thrombocytes. A differential count of 
100 of the white cells gave: myeloblasts, 1 per cent. ; 
myelocytes, 1 per cent.; metamyelocytes, 2 per cent.; poly- 
morphonuclear neutrophils, 2 per cent.; lymphocytes, 94 per 
cent. During this count 51 nucleated red cells were seen, 
of which 14 were pro-erythroblasts (with strongly basophil 
cytoplasm), 8 were macroblasts, and 29 were normoblasts. 
The blood count on Dec. llth, 1935, after taking two 
one-grain nuclein Tabloids (B. W. & Co.), thrice daily, 
for eighteen days, was: hæmoglobin, 70 per cent.; 
erythrocytes, 3,480,000; leucocytes, 3200 (83 per cent. 
lymphocytes). 


PROGRESS OF CASE AFTER DECEMBER, 1935 


The patient left the hospital on Dec. 23rd, 1935, 
but continued under out-patient treatment. 


In May, 1936, his general condition remained much 
the same. He was able to walk about. Blood count on 
May 9th, 1936: hæmoglobin, 73 per cent.; erythrocytes, 
3,780,000 ; colour-index, 0-96 ; leucocytes, 4100 (eosinophils 
1 per cent., polymorphonuclear neutrophils 12 per cent., 
lymphocytes 87 per cent.); anisocytosis; slight poikilo- 
cytosis. No thrombocyte count was made on that occasion, 
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but on March 28th it was 80,000, and on April 15th 
it wás 104,000 per c. mm. of blood. In May the spleen 
could just be felt below the ribs, and there was slight 
enlargement of the inguinal lymph glands. 


On August 29th, 1936, he was readmitted to hos- 
pital with some’ dullness to percussion over the base 
of the left lung, evidently due to pleural effusion. 
The lower edge of the liver reached down to the 
umbilical level. The spleen could be felt just below 
the costal margin on inspiration. There was slight 
enlargement of the left axillary lymph glands. © 


‘After readmission there was moderate pyrexia (99°— 
102:2° F.), pulse 86 to 122 per minute, respiration about 30. 
-Brachial blood pressure 100/80 mm. Hg. The blood sedi- 
mentation-rate-was greatly increased (13 minutes instead 
of the normal of over an hour by the method employed). 
Blood count (August 30th): haemoglobin, 70 per cent.; 
erythrocytes, 4,000,000 ; colour-index, 0:9; leucocytes, 2100 
(eosinophils 1 per cent., polymorphonuclear neutrophils 
21 per cent., lymphocytes 77 per cent., monocytes 1 per 
cent.); slight: megalocytosis ; poikilocytosis ; polychromasia; 
one nucleated red cell (normoblast) seen during the count 
of 100 leucocytes. The urine showed a trace of albumin; 
‘and a very few tube-casts and erythrocytes in the centri- 
fuge sediment, A radiogram of the thorax showed pleural 
effusion on the right side and some enlarged hilum shadow- 
ing on both sides, especially on the right side. 


The pleural effusion was tapped on August 3lst, 
Sept. lst, and Sept. 7th, and on each occasion slightly 
sanguineous pleural fluid (450-1750 c. em.) of specific 
gravity 1015, was withdrawn. The paracentesis of 
Sept. Ist was followed in about 12 hours by an 
urticarial eruption, which disappeared in a few days.® 


The pyrexia continued, and the patient became 


gradually weaker and died on Sept. 14th. 


NECROPSY AND MICROSCOPICAL EXAMINATION 


The heart (weight 260 grammes) showed nothing special. 
There were enlarged hilum glands on both sides, especially 
the right. The left pleura was adherent, and there was a 
considerable pleural effusion on the right side. The 
pleura over the ribs on the right side was thickly studded 
with tubercle-like nodules. The spleen was enlarged 
(1050 g.); dark red on section, with very obvious trabe- 
culæ ; scattered minute white spots on the cut surface. 
The liver was enlarged (2620 g.); there were many little 
pale nodules beneath the capsule, and some still smaller 
ones were seen on section of the liver substance. The 
kidneys (weight 350 g. together), pancreas, suprarenal 
glands, stomach, and intestines showed nothing special. 
At the hilum of the liver there were enlarged lymph 
glands (up to the size of a hen’s egg), which on section 
showed a mottled surface, red with little white nodules 
and patches. There were some similar enlarged paraortic 

lymph glands in the abdomen; and what seemed to be 

a similar gland stuffed with ‘tubercle-like nodules was 
removed from between the parietal pleura and the dia- 
phragm in the right costo-phrenic. angle. The bone- 
marrow at the middle of the right femur was milky-red 
in colour; the microscopic examination of films showed 
that the white cells were nearly all lymphocytes (96 per 
cent. according to a differential count); by the oxydase 
test 98 per cent. of the white cells gave a negative reaction ; 
only. six nucleated red cells (4 normoblasts and 2 megalo- 
blasts) were seen during a count of 100 white cells. 
Microscopic examination of the liver showed well- 
marked interacinous lymphocytic infiltration, as seen in 
typical cases of lymphatic leukemia (lymphadenosis). 
This was best marked in the little pale nodules. The 
spleen showed great irregular enlargement of the 
Malpighian corpuscles by the growth of lymphocyte-like 
cells, which obliterated all trace of the germinal centres of 
Fleming. Some of these lymphocytic patches doubtless 


corresponded to the minute white spots seen by naked-. 


eye inspection of the freshly cut surface of the spleen. 
Both the liver and spleen gave a moderate Prussian blue 
reaction. The tubercles in the right pleura and the tubercle- 
like nodules in the lymph glands were necrotic and appa- 
rently genuine tuberculous lesions, though only very few 
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typical giant cells and no tubercle bacilli were detected. 
A moderately enlarged lymphatic gland from the right 
groin also showed tuberculous structure. A section of 
the bone-marrow. from the middle of the right femur 
proved that it still contained much fat, but was per. 
meated with white cells, mostly lymphocyte- like. 

It may be noted here that the patient had several 
little nodules on his face, varying in size from a pin’s 
head to a split-pea. He also had a very noticeable nodule 
at the tip of his tongue of about the size of a split-pea. 
According to the patient all these nodules had ap 
during the last years of his life. Four of the facial nodules 
and the nodule from the tip of the tongue were kindly 
examined microscopically by Dr. W. Freudenthal, who 
found all the facial nodules to be examples of nsvus 
mollis—with typical so-called nevus cells; the nodule 
from the tongue, was of fibrous structure, a kind of “‘ fibro- 
matous nevus.” These nodules had therefore nothing 
to do with the patient’s lymphadenosis. 


REMARKS 


In this remarkable case of chronic EEEE 
the permanence of the leucopenia and granulocyte- 
penia was a striking clinical feature. In the 27 
differential leucocyte counts taken at the hospital 
during the patient’s life the average percentage of 
lymphocytes was 81 per cent., whilst the total 
leucocyte count averaged 3407. 

After the patient’s death the typical interacinous 
lymphocytic infiltration of the liver seen by micro- 
scopic . examination, as in cases of lymphatis 
leukzmia, was by itself sufficient to prove the correct- 
ness of the lymphadenosis explanation * of the 
clinical features. But the miliary tuberculous process 
at the end was not suspected before the post-mortem 
examination. 

In an article on the Relations of Pulmonary Tuber: 
culosis to Other Diseases in 1904, one of us © wrote: 
Several cases have been published illustrating the 
association of tuberculosis with leukemia—mostly 
cases of lymphatic leukæmia.“ It has been observed 
that after tuberculous infection there is often retro- 
gression in the size of the spleen and lymphatic 
glands with diminution in the number of the white 
cells in the blood ; for that reason Prof. H. Quincke 
of Kiel suggested the therapeutic employment of 
tuberculin in leukemia. Retrogression of leukemia 
symptoms has also been observed as a result af 
erysipelas and other microbic invasions. Susmann“ 


suggested that the excess of nucleo-albumin and the 


increased. phagocytic power of the blood in leukæmio 


patients might exercise an antagonistic action in 


regard to tubercle. It is not certain, however, that 
leukemia is really antagonistic to tuberculosis, 


though tuberculosis seems to check the progress and 


even to cause retrogression of leuksemia.”’ 
Since 1904 there have been a number of papers on 


the relation of leukemia and tuberculosis, amongst 


which may be mentioned those by Emile-Weil and 
Coste, Quentin,“ and Godfried Holler. 10 In our 
present case one may suggest that the Presence ol 


some latent, quiescent tuberculous focus tended to 


make the lymphadenosis one of the aleukæmic kind 
and hindered its active progress, though afterwards 
an acute miliary resuscitation of the tuberculoss 
process caused the death of the patient. 
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CARDIOVASCULAR EFFECTS OF 
BENZEDRINE 


By E. W. ANDERSON, M.D. Edin., M.R.C.P. Lond., 
D.P.M. 


MEDICAL DIRECTOR OF THE CASSEL HOSPITAL, 
PENSHURST, KENT; AND 


W. CLIFFORD M. Scott, B.Sc., M.D. Toronto, D.P.M. 


ASSISTANT PHYSICIAN TO THE HOSPITAL 


BENZEDRINE was first employed clinically in the 
treatment of narcolepsy, and success was reported 
by Prinzmetal and Bloomberg,’ who treated 9 cases, 
and Ulrich, Trapp, and Vigdoff,? who treated 6. 
More recently it has been administered for other 
conditions, including gastro-intestinal spasm. The 
first paper to be published in this country on its use 
in psychiatry was by Peoples and Guttmann,“ and 
it led to our undertaking an investigation of the drug 
at the Cassel Hospital. This will form the subject 
of a future report. Meanwhile it has seemed desir- 
able to record the phenomena observed in the cases 
described below. 

OBSERVATIONS 


The patients selected for the study were mild 
neurotics and psychotics but were physically fit. 
The drug was given in amounts ranging from 10 to 
30 mg. Preliminary readings of the pulse and blood 
pressure in both standing and lying positions were 
made at 9 a.m. immediately before administration 
of the drug. Similar readings were taken throughout 
the day and the psychic state carefully recorded 
during the total period of observation. A certain 
number of normal subjects were also investigated, 
making a total (including patients) of 20. In addition 
control tests were carried out using tablets of a 
neutral substance (calcium lactate) identical in appear- 
ance with the benzedrine tablets so that the patient 
did not know when he was getting the drug. Pallor, 
flushing, palpitation, and both increases and decreases 
in the pulse-rate and blood pressure were noticed in 
some of the patients receiving benzedrine, and in 
the six cases recorded below the effects included 
collapse, multiple extrasystoles, heart-block, and 
pain in the chest radiating into the left arm. 


Case 1.—Male, aged 35; weight 14 st. 4 lb. After 
20 mg. sustained a maximum blood-pressure change of 
from 126/80 to 138/90 in 4 hours and a maximum pulse- 
rate change from 115 to 88 in 7 hours in the standing 
position. Fifteen hours after administration a sharp 
shooting pain in the left precordium was felt. 


Case 2.—Male aged 35; weight 10 st. 10 lb. After 
20 mg. sustained a maximum blood-pressure change of 
from 125/85 to 153/94 and pulse from 85 to 115 in 4 hours 
in the lying position. After 14 hours pain was felt in the 
left chest and after 10 hours a pain in the left posterior 
axillary region. 
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CasE 3.—Female, aged 20; weight 7 st. 6 lb. After 
20 mg. sustained a maximum change in blood pressure 
from 122/75 to 150/94 in 14 hours and a pulse change 
from 78 to 104 in 4 hours in the lying position. After 
7 hours this patient complained of a funny feeling 
in the chest not quite amounting to pain. 


CasE 4.—Male, aged 24; weight 9 st. 6 Ib. After 20 mg. 
sustained a maximum change in blood pressure lying from 
140/64 to 148/100 in 74 hours and a pulse change 84 to 
108 in 6 hours. After 10 hours he developed pain in his 
left chest and pain down his left arm with exercise. This 
patient had been hypochondriacal for some time, complain- 
ing of tachycardia, pain in his abdomen, chest, legs, and 
5 but the pain in his left arm was more severe after 
the test. 


CasE 5.— Female, aged 56; weight 7 st. Complained 
of feeling rocky and dizzy and was nauseated 1 hour 
after 20 mg. The maximum blood-pressure change was from 
120/85 to 95/80 and of pulse from 104 to 96 in 24 hours 
in the standing position. After 54 hours occasional 
extrasystoles were noted. 


Case 6.—Male, aged 49; weight 12 st. 4 lb. This 
case was diagnosed as one of involutional depression with 
paranoid ideas. Benzedrine (30 mg.) was administered 
as described, and there was a maximum rise in systolic 
blood pressure (lying) 4 hours after administration, rising 
from 120 mm. to 150 mm. This was accompanied by a 
parallel rise in systolic blood pressure (standing) from 
130 mm. to 145 mm. during the same interval. The 
diastolic (standing) also reached its maximum at the same 
time (90-100), but the lying diastolic maximum (65-95) 
14 hours earlier. The pulse (standing and lying) did not 
reach its maximum till 74 hours (60-100 and 65-80 
respectively). The psychic changes will be noted in a 
later report. The patient complained of slight pain 
in the left side of his chest 45 minutes after the drug. 
He also noted a singing in his ears. Two and a half hours 
later he was a little flushed, breathless, and said he felt 
as if he had taken rather a lot of exertion.” Af 6.30 P. M. 
he said he felt bilious, complained of nausea and loss 
of appetite. He continued like this till 8.10 p.m. when he 
suddenly collapsed. He was seen and found to be 
cold and clammy with cyanosed lips. His pulse was 
slow, soft, and collapsible and every fourth beat was 
dropped. At this time he vomited. He was given an 
injection of camphor in ether. At 9.15 P. x. his pulse was 
still slow (56) and examination showed a 1/4 heart-block 
with an occasional extrasystole. The first sound at 
his apex was intensified, but no bruits were heard. Blood 
pressure 120/76. The next morning at 9.30 P. M. his 
pulse-rate was still 56. His apex-beat was invisible and 
impalpable. The sounds were faint at the apex and 
inaudible at the base. The nausea had ceased and he felt 
much better. Blood pressure 114/68. 4.45 p.m. the same 
day his colour had returned and although his pulse was 
still slow he was much better. Blood pressure 130/80. 
The patient’s cardiovascular system on admission showed 
nothing abnormal and there was nothing to indicate the 
likelihood of this dénouement. Observation during the 
day showed the effect of the drug apparently wearing off 
as evidenced by diminution of the tinnitus, &c. 


COMMENT 


We can find no record elsewhere of such severe 
cardiovascular effects induced by benzedrine. 


Prinzmetal and Bloomberg? gave from 10 to 80 mg. 
of benzedrine daily to 9 patients with narcolepsy and 
mention no ill effects other than ‘‘ psychic troubles ” in 
two patients. 

Peoples and Guttmann,* giving from 10 to 80 mg. to 
25 persons, mention that the usual result was a rise of 
blood pressure and of pulse-rate. No other cardio- 
vascular phenomena were noted. 

Myerson and Ritvo “ report that in 4 out of 200 
patients given doses of from 10 to 40 mg. of benzedrine 
unpleasant “‘ chilly sensations, flushing, diarrhea and 
general malaise ” occurred. In only one of the patients 
was there a severe reaction (chills, nausea, collapse, 
restlessness, and diarrhea) and as this reaction did 
not occur for several hours after the benzedrine 
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was given, they. doubted that it was due to the 
effect of the drug. Owing to the effect of benzedrine on 
blood pressure they advise caution in its use in severe 
cardiac disease, but state that on the whole we believe 
that the drug is non-toxic and in the doses recommended 
may be used safely wherever desired.... No idiosyncrasy 
to the drug in single doses except in some cases of mental 
disease. In this same article they also mention that 
Myerson and other workers have administered similar 


doses to a series of several hundred patients for other 


purposes without observing any ill effects. 

Davidoff > gave 10 to 30 mg. benzedrine to 30 self- 
absorbed patients. He states that dosage of 10 to 20 mg. 
is relatively non-toxic except in patients with cardiac or 
hypertensive signs. In 2 of his 30 cases administration 
. had to be discontinued due to a fall in blood pressure; 

one patient had a cardiac condition and the other was 
neurosyphilitic. 

Myerson et al.“ reporting the results of administering 
9 to 50 mg. of benzedrine subcutaneously to 18 mental 
patients state that slight cardiac arrythmia appeared 
in four cases. This was either of the sinus type or due 
to extrasystoles.” Their intensive investigations during 
which they established a rise in blood pressure, especially 
systolic, a fall in pulse-rate, a rise in spinal fluid pressure, 
and a variable increase in the red and white blood counts 
(the latter being chiefly a polymorphonuclear rise) without 
change in cell volume or hemoglobin content, demonstrate 
marked effects on the cardiovascular system. 

Myerson ? reports the effect of doses of about 30 mg. 
daily on mood and fatigue in 9 patients. In 2 patients 
who were paranoid the drug had to. be stopped due to 


the manner in which they expressed their hostile feelings 


after its administration. In this article he makes no 
mention of untoward cardiac complications. Ulrich et al.“ 


mention no cardiac complications during the administra- 


tion of 20 to 50 mg. to 6 cases of narcolepsy. Guttmann? 
discussing the effect of benzedrine on depressive states 
mentions no alarming cardiovascular effects. 


This report is made: (1) because no case similar 
to No. 6 has so far been reported; (2) because we 
believe that, until more precisé knowledge of the 

cardiological effects is obtained, caution should be 
exercised in the administration of doses of 10-20 mg. 
or more, particularly in elderly subjects; and (3) 
because detailed cardiological investigation of the 
effects of the drug appears desirable. 


We would like to express our thanks to the distributors, 
Messrs. Menley and James Ltd., for kindly furnishing us with 
a 9 O supply of the drug to carry on this and other 
work. — os l 
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PRINCESS Louise HOSPITAL, KENSINGTON. —A. 
dinner in support of this children’s hospital was held 
at Claridge’s on Dec. 8th. An appeal is being made for 
. £30,000 to complete the building scheme and to liquidate 

the debt. Admissions ‘have to be refused because of 
lack of room, and many nurses must live in what should 
be the fourth ward of the hospital. 


ROYAL NORTHERN HOSPITAL, LONDON.—The founda- 
tion-stone of the Beecham Laboratories, an extension 
to this hospital, was laid on Dec. 8th by Mr. Philip 
Hill. Beecham’s Pills Ltd. has provided the hospital 
with a pathological department at a cost of £12,500 
and is paying a sum of £1000 a year towards its main- 
tenance. ' The hospital is appealing’ for £350,000 to 
provide other additional departments. 


7 


CLINICAL AND LABORATORY NOTES 


so-called Paget’s cells which develop from the basal 


(DEO. 19, 1936 


Clinical and Laboratory Notes 


A NOTE'ON PAGET’S DISEASE OF THE 
NIPPLE * 


By SR LENTHAL CHEATLE, K. C. B., C. V. O., 
F. R. C. S. Eng. 


CONSULTING SURGEON, KING’S COLLEGE HOSPITAL 


WHEN Sir James Paget described Paget’s Disease 
of the Nipple, all he really did was to report certain 
clinical signs on the nipple which he said were con- 
monly associated with carcinoma of the breast. All 
this was, and is, perfectly true. I need not state 
those signs. Since his day four separate conditions 
have been described which are associated with the 
classical signs of the disease. 

The first is that Muir and Jacobaeus have 
pointed out that the commonest conditions to give 
rise to those superficial signs is really carcinoms 
beginning in an upper duct, and which has spread 
into and among the epidermic cells on the surface 
of the nipple. In 15 out of my 18 cases this is per- 
fectly true. To understand Muir’s opinion it is 
essential to realise that carcinoma cells can spread 
in to the epidermis of the nipple without trans- 
gressing its natural boundaries. 

The second condition is the formation of the 


epithelial cells of the epidermis itself. These cells 
are seen in 12 out of my 18 cases. In one of these 
cases there was no carcinoma in the upper ducts 
and only these Paget’s cells were visible in the epi- 
dermis of the nipple.. This condition appears to be 
degenerative in type. The concern—if any—with 
the etiology of carcinoma is not at all clear at the 
present moment. 

These two conditions are particularly interesting 
because of the fact that in each there occurs, in the 
deeper parts of the breasts, very important neoplastic 
epithelial changes which have no morphological 
continuity with either the carcinoma of the upper 
duct or with the formation of only Paget’s cells in the 
epidermis of the nipple. The presence of Paget's 
cells alone in the epidermis of the nipple associated 
with the subjacent neoplastic changes beneath is a 
fact that seems to indicate a mutual association 
between them. These, neoplastic epithelial changes 
in the depth of the breast may be :— 

(a) Papillomatous formations together with non- 
papillomatous: formations in the more terminal ducts 
and their acini which distend these structures, and 


although they look malignant, they do not transgress 
normal boundaries. 


(b) The development of highly malignant carcinomata 
The carcinoma in the upper ducts which give rise to the 
signs of Paget’s disease are not so malignant. 

The third condition which causes the olinical 
signs of Paget’s disease is the spread of carcinoma 
deposits into the epidermis of the nipple. The 
deposits are secondary to a primary carcinoms 
originating deep in the breast. 

The fourth state is the carcinoma that begins 
in the sebaceous glands on the surface of the nipple. 
I have only one such case and no Paget’s cells were 
present, yet it exhibited the classical clinical signs. 

It appears from my observations that the classical 
clinical signs that Sir James Paget described are 
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caused by more than one condition. It does not 
appear to me correct to limit the description of 
Paget’s disease of the nipple only to those states in 
which the so-called Paget's cells are present, 
although in 12 of my 18 cases they existed. 

The matter would be simplified if the clinical signs. 
were regarded as merely of clinical importance and 
their actual cause determined on the merits of each 
particular case. 


A MINOR OPERATION FOR PHIMOSIS 
By Mary Barton, M. B. Lond. 


Tue following details may possibly be of interest 
to some who are in general practice and who undertake 
midwifery and the care of infants. 

For some years I have been struck by the large 
numbers of male babies born with a prepuce so 
tight that although micturition can be normally 
performed it is quite impossible to draw the prepuce 
back over the glans, or at times even to expose a 
portion of the glans. At the same time I have 
always felt that circumcision should not be per- 
formed unless absolutely necessary, and for the past 


three years I have adopted the following alternative. 


which has been so successful that I have not had to 
resort to circumcision in a single case where the 
infant has been under my care from birth. 

On the 5th day, if the baby is normal and healthy, 
I cleanse the parts with soap and water and wipe 


MEDICAL 


the prepuce with cotton-wool soaked in surgical 
spirit. I then draw the prepuce forward with 
a pair of dissecting forceps and with a pair of 
sharp blunt-ended scissors I make two small cuts 


about } in. long through 
A B C 


the mucodermal junction 
in the long axis of 
the penis and } in. on 
either side of the dorsal 
midline. After the cuts 
have been made I gently 
ease the mucous surface 

: incision: 
TA TA prepuce Mom howe the aiat ate healing 
ended probe dipped in 
acriflavine oil, and it is then possible to draw the 
prepuce right back behind the glans. The bleeding 
is very slight and no stitching is required. 

Each following day during the healing process the 
prepuce is drawn back and the cuts are swabbed 
with a little acriflavine oil. This prevents the two 
surfaces of each cut from adhering together and the 
cuts heal across horizontally, thus widening the 
mucodermal circumference of the prepuce by about 
half an inch. By the 14th day healing is complete 
and the mother is instructed to draw the prepuce 
back once daily when bathing the child. At the 
end of 3 weeks it is impossible to detect any 
signs of surgical interference, the prepuce slips 
back easily, and over a period of 3 years none of 
the infants so treated has shown any sign of requiring 
circumcision. 
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MEDICAL SOCIETY OF LONDON 


Ar the meeting on Dec. 14th, with Sir WILLIAM 
Wrucox in the chair, a discussion on the 


Treatment of Hzeematemesis 


was introduced by Dr. H. LETHEBY TDT. He dealt 
with hæmatemesis due to peptic ulcers, taking the 
three stages—immediate treatment, treatment in the 
first few days until the case became one of ulcer, 
and the treatment of recurrent hemorrhages. 
Statistics showed that about 25 per cent. of ulcer 
cases had some degree of hematemesis, much of it 
only of a trivial type. Taking ulcers a8 a whole, and 
even hæmatemesis as a whole, the fatalities were few, 
and until recently this had obscured the importance 
of the subject. Taking as a criterion of seriousness 
the cases admitted to hospital for that symptom, the 
mortality was 15-20 per cent. Another criterion was 
a hemoglobin less than 30 per cent. In 30 cases of 
hæmatemesis admitted to the medical wards of 
St. Thomas’s Hospital in six years, there were 5 
deaths—a mortality-rate of 17 per cent. These fatal 
cases he related in detail, remarking that in 3 the 
death was due to another major morbid condition that 
would have interfered with any form of treatment. 
There were 24 out of 27 cases that were correctly 
judged to be medical cases, and they recovered, the 
other 3 being transferred to the surgeon’s care. If 
the position were taken up that all cases of chronic 
ulcer must be operated upon if they could be obtained 
within 48 hours of the onset, 15 of 16 cases would 
have been operated upon unnecessarily, as 15 
recovered under medical treatment. Another attitude 
—and he only mentioned it to condemn it—was 


that one should wait until the hemorrhage stopped 
and then operate; that was wholly indefensible. 

On what ground could one decide what cases 
should be treated medically, and what should be 
operated upon? A supposed distinction between 
acute and chronic ulcer was unreliable ; in his series 
3 cases with a short history died, and the autopsy 
showed they had chronic ulcers. Several hemorrhages 
at long intervals occurred in 6 of his cases; they all 
recovered. There were several recurrences of hemor- 
rhage before admission in 4, and all recovered. 
Hemorrhage just before and just after admission 
occurred in 3, all of whom died. When a patient 
collapsed it was not the repetition of the hemorrhage 
that was dangerous, but the fact that the patient 
had not had a chance of recovering from the former 
bleeding. The question whether a given case should 
be submitted to surgery depended largely on whether 
the condition could be described as a collapse. The 
patient in a dangerous condition did not look as 
white as a sheet, but was rather of a dusky hue; 
he did not lie quite still, his brain was not working 
clearly, and he felt very ill. Such a patient, and no 
others, should be operated upon, and at once. His 
experience had been that one case a year for every 
hundred beds in a general hospital required operation. 
The mortality of cases that should be operated upon 
but which were treated medically was about 75 per 
cent. In his private practice he had never seen a 
fatal case of peptic ulcer, had never had a case 
operated upon, and had not had a transfusion carried 
out. Some of his points in treatment were: to inject 
morphia on admission, to begin feeding the patient 
within 24 hours, and to give alkalis within a few 
hours of admission. He had no fixed rules about 
dehydration, but he did not allow a patient to suffer 
from thirst, which was allayed by small sips of fluid. 
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He allowed a pillow, and did not raise the end of 


the bed. He did not think atropine was of use. 


Mr. G. GoRDON-TATLOR considered there was little 
disagreement between physicians and surgeons on the 
treatment of hæmorrhage in acute peptic ulcer. But 
medical measures and blood transfusion did not 


control all cases and there was a mortality in this 


condition of about 3 per cent., showing that in a 
few cases in which life was gravely menaced surgery 


might be required. It was very important before an 


incursion into surgery to exclude such conditions as 
the hemorrhagic diathesis, angiostaxis, hepatic 
cirrhosis of the liver, and septicæmio infections such 
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as that of the hemolytic streptococcus. He had now 


operated upon 11 cases of hemorrhage from acute 
peptic ulcer, and each time at the request of a medical 
colleague. His present preference was for gastrotomy, 
the stomach being opened and bleeding vessels 
sought and secured by ligatures or mattress sutures. 
He thought continuous use of adrenaline for bleeding 
from chronic ulcer was to be condemned. There was 


no one operation in surgery which would give a 


patient complete protection against hemorrhage from 
peptic ulcer. | 

In the treatment of severe hemorrhage his first 
advice would be to collect as many donors as possible, 
as it was almost impossible in any given case to 
foretell what would happen, when or how the bleeding 
would stop. He would give continuous-drip blood 
transfusion, especially if the patient’s hemoglobin 
was under 50 per cent. and the pulse-rate 100 or 
more. He would have every case of hæmatemesis 
admitted to a fully equipped institution, for he did 
not agree that cases of severe hematemesis should 
not be moved, and several patients in a serious 
condition had been transported successfully from the 
counties round London to the Middlesex Hospital. 
Secondary hæmorrhage was a very grave complica- 
tion, and one series had a mortality of 78 per cent. 
The object of operation in both kinds of ulcers was 
to deal with the bleeding point ; his best results had 
followed indirect operation: pyloric occlusion and 
gastrojejunostomy in duodenal ulcer cases. But the 
most appropriate method was that which seemed 
advisable in. the individual case. Before deciding 
all factors must be considered, such as interourrent 
disease, antecedent illness, general physical con- 
formation, personal courage, the kind of institution 
in which the patient was placed, and the general 
environment. He preferred to operate on these cases 


under splanchnic anzsthesia with slight general 


anesthesia induced in the old-fashioned way by a 
whiff of chloroform and ether. By this means he felt 
convinced that the chances of recovery were enhanced. 

The chief indication for operation was severe 
hemorrhage, though in most of the very severe 
cases the patient was dead before any surgical 
measure could be undertaken; he had twice seen 
fatal hemorrhage from duodenal ulcer that had 
eroded the hepatic artery. A second immediate 
indication was in the comparatively rare cases of 
concomitant perforation and hæmatemesis; and a 
third would be in cases in which drip transfusion had 
failed to control the hæmoglobin. 

Until the time came when medicine could control 
gastric and duodenal ulcer as surely as it could in 
diabetes, pernicious ansmia, and some tropical 


diseases, hæmatemesis would continue to menace life. 


He pleaded for a closer and earlier coöperation 
between physician and surgeon in these cases at an 
early stage. And he stressed the great value of drip 
transfusion, which might be not only hæmostatie, 


fens 
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but in any case, whether surgical or not, improved 
the well-being of the patient. 3 


Dr. G. Dz Bec TURTLE spoke of the disability 
caused by hematemesis in industrial life, and instanced 
‘his figures obtained at a chocolate factory. Then 
“were 15 cases, 2 of which had to be treated surgically, 
and 2 recurrences. That there were so few of the 
latter he attributed to the follow-up methods and 
care employed at the factory, and to the finding of 
suitable work for patients who had had ulcer. He 


considered that a contributory factor in the produc- 


tion of gastric ulcer was the constant change of 
working shifts, from day to night, with the cons- 
quent alteration of meal and sleep times. From th 
medico-legal point of view, it had been argued that 
as the bleeding sometimes occurred while the ma 
was at work, it came under the compensation scheme, 
but a large series of American figures showed that a 
large proportion of cases (76 per cent.) had ther 
attacks of bleeding while they were unemployed, 
some while they were in bed. If blood transfusion 
was being done, the pulse-rate gave, he considered, 3 
good indication whether the bleeding was still con- 
tinuing; if the pulse-rate was rising it portended 
danger. * l 

Dr. ARTHUR Horst considered that the profession 
had. been. wrong in depending on hospital statistics 
for forming a judgment on these cases, as hospital 
cases were selected ones. Some time ago. he wrote to 
27 general practitioners who had been in practic 
for a considerable time, and the net result of their 
replies was that in 677 cases there were 9 deaths, a 
mortality-rate of 1-3 per cent. Morphia was given 
by those practitioners early in the case, with starva- 
tion for 24 to 48 hours, and very rarely transfusion. 
Only 3 of the 677 patients were operated upon, and 
all 3 died. He agreed it was possible to recognise 


the cases that. were likely to die; it was his experience 


and general feeling that the small number that 
required operation were generally inoperable. In 
one case it was found post mortem that the uker 
entirely surrounded the duodenum, and its base was 
fixed to the common bile-duct and inferior veha cava. 
If Mr. Gordon-Taylor had been led away by the 
supposed merits of drip transfusion he must hape 
forgotten the value of iron. Transfusion if carried 
out should be only small, and it should not be 
repeated unless bleeding recurred. Iron citrate, 
grs. 30 thrice daily, at once began to send the 
hemoglobin up. eet 

Prof. J. A. RYLE said the chief criticism he had to 
offer on the discussion was that people were 
speaking on the basis of opinion rather than of fact, 
and that it was necessary to ponder longer the 
question of prognosis. He did not know how this 
was to be more accurately studied, whether by 4 
big collective investigation or other means; but it 
was not enough to have gross figures of mortality, 4 
in gastric and duodenal ulcer cases there were other 
factors to consider, and in children the mortality 


from hemorrhage was very small. In 10 fatal case 
among his private cases, there was gross disease of 
a different kind in 6. Other conditions to consider 


were age, sex, economic circumstances, whether the 
patient had or had not been moved to hospital, and 


so on. And it was necessary to know the prognosi | 


when cases were treated by rest and conservative 
measures, when transfusion was done, and in variou 
means of feeding. Christiansen had stated that the 
mortality in ulcer cases treated medically had doublet 
since transfusion was introduced. Even transfusion 


itself was complicated by the two methods of ot 


* 
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tinuous-drip transfusion and small intermittent 
transfusions. It was not yet known what were the 
factors that contributed to morbidity and fatality in 
a patient who was bleeding. Many assumed the 
patients died from anzemia, but he did not consider 
that had been proved; patients having a high 
hæmoglobin value could yet die, and those with a 
low hæmoglobin could survive. It was known, 
however, that gross chemical disturbances followed 
hemorrhage, with an upset of the acid-alkaline 
balance in the body. 

Dr. Izop BENNETT agreed that there were still 
many factors about which the profession still 
remained in profound and dangerous ignorance. 
Most would agree that one of the great difficulties in 
deciding on correct treatment of intestmal hemorrhage 
was that one never knew when hæmorrhage had 
stopped until a few days later, and then it was 
realised that it had ceased some days previously. 
Even in cases admitted into special research wards, 
and studied carefully by Wright and Lelander, 
it was found almost impossible to select at the 
outset the cases that were serious, and it had been 
his experience that some of the very grave cases 
had been admitted as trivial ones. It had been very 
valuable to carry out hæmoglobin readings every 
two hours ; when the fall called for drip transfusion, 
it was not checked by that measure. If transfusion 
was done before the anemia reached a grave level, 
the transfusion seemed to promote further hemorrhage. 
In 60 cases in his work there had been 4 deaths. 

Dr. GEORGE GRAHAM agreed with Dr. Hurst, 
except that he considered when a patient died after 
having had blood transfusion he succumbed because 
he had not been given enough. If 2-3 litres of blood 
had been lost, it was not. reasonable to expect that 
the deficiency could be made good by giving from 
600 to 1800 c.cm. In the last eight years he had 
had 3 deaths from hemorrhage after severe hemat- 
emesis out of 50 cases. 


Dr. R. S. AITKEN said that in spite of the soothing 
Statistics which had been quoted, physicians and 
surgeons recognised as they grew older that people 
did die distressingly often as an immediate result of 
hemorrhage from ulcer. Why it ocourred more often 
in hospital than in private practice was yet to be 
discovered. 

Sir EDMUND Spriaes said that deaths from hæmor- 
rhages in gastric and duodenal ulcer were rare in 
comparison with the total number of cases. Of 
502 cases of gastric and duodenal ulcer in his experi- 
ence, 6 were known to have died directly from the 
hemorrhage ; of those, 3 were old patients, and he 
did not think surgery would have saved them. If 
the necessary skill and technique were available—and 
only then—it was common sense to find a bleeding 
artery and put a ligature round it. He usually 
advised against moving bad cases of bleeding a long 
distance for institutional treatment, but his advice 
was not always followed, and yet he had not known 
of any serious consequences. Statistics, he concluded, 
were valuable, but aphysician would be sadly wanting 
in his art if he was influenced by them in treating the 
individual. | 

Dr. HERMAN TAYLOR said he had had 5 grave 
cases, and he operated on them all. Of these, 2 were 
gastrojejunal ulcers and they recovered, the 3 other 
cases died, but before they died they were given as 
much blood as they had lost by their hæmatemesis, 
and their intestines were found to be loaded with 
blood. In one of them little else was found post 
mortem beyond a little cedema of the lungs. He 


ROYAL SOOIZTY OF MEDIOINE 


{[pEc. 19, 1936 1465 


had wondered whether the presence of so much blood 
in the intestine resulted in the absorption of some 
toxic substance,. which, absorbed into the system, 
hastened or caused death. 
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_ UNITED SERVICES SECTION 


Ar a meeting of this section held on Dec. 14th 
the chair was taken by the president, Surgeon Rear- 
Admiral J. FALCONER HALL, and Major H. S. BLACK 
MORE read a paper on | 


Air-raid Precautions 


with special reference to their medical aspects. It 
was very important, he said, that arrangements 
should correlate, and work in together. The authori- 
ties had decided about 18 months ago that the subject 
must come into the open and be properly organised, 
A special Air Raid Precautions Department of the 
Home Office had been established. The first task had 
been education; an anti-gas school had been 
started, and gave fortnight’s courses as well as 
shorter ones designed to give a bird’s-eye view to 
organisers. A series of pamphlets was being pub- 
lished to correspond with both groups, the organisa- 
tion publications being called memoranda and the 
technical ones handbooks. The latter dealt almost 
entirely with gas; No. 1 was a bedrock book and 
discussed personal precautions. It was almost a 
best-seller. No. 2 was the first-aid book, designed 
for voluntary aid associations. No. 3 would be a 
clinical handbook for doctors. No. 4 was written 
for the decontamination section. No. 5 was not in 
print at the moment. No. 6 was specially written 
for factories and business premises, and No. 7 for 
merchant shipping. Three others, not on the market, 
were for gas, water, and electricity undertakings. 
The Government had also undertaken collection and 
storage of protective clothing and antidotes, and 
stocks were being accumulated. Respirators were 
being manufactured, with a view to providing 
enough for the whole population within 12 to 24 hours 
on emergency arising. Each depôt would be in charge 
of a storekeeper, who would have specimens for 
fitting and practice in use. Bleaching powder could 
not be supplied in adequate quantities by the ordinary 
trade, and therefore special arrangements had to be 
made for laying in the enormous stocks that would 
be required. ö 

Details of organisation had been put in the hands 
of local authorities, and the response had been extra- 
ordinarily good. They were being asked to appoint 
an individual or committee to go into local air-raid 
precautions for the area. County councils and 
county borough councils dealt with the smaller 
authorities within their area. A survey was made 
and the area subdivided, each subdivision being 
required to make its own plans for police and fire 
brigade services, rescue, decontamination, and medical 
parties, and air-raid wardens. The medical officer of 
health was usually put in charge of the medical 
arrangements. The medical plan was very similar 
to that adopted in the fighting services. Bearer 
parties were allotted to first-aid posts, and were to 
be provided by the big voluntary organisations, which 
had undertaken to find personnel and give training. 
A party was to consist of four men, with a stretcher, 
four first-aid pouches, and a first-aid haversack. 
They should be based on depéts, providing a 24-hour 
service in relays, somewhere near the posts they had 
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to serve. The post itself should be reserved wholly 
for the treatment of casualties. Rural areas had 
skeleton arrangements only and relied on mobile 
reserves provided by the nearest urban area. Every 
urban district was to work into its plans a definite 
rural area in its neighbourhood. To avoid confusion 
between decontamination of persons and of objects, 
the term ‘‘decontamination” had been dropped 
from the title of first-aid posts, but that was where 
all individuals were to go. Mustard gas called for 
very urgent cleansing. Ideally there should be a 
decontamination centre in every house. In practice 
they aimed at getting every potential patient within 
a mile of help—i.e., not more than twenty minutes 
away from a first-aid post. There had therefore to 
be large numbers of first-aid posts and, cutting it 
as fine as possible, there must be 8000 square feet 
of floor space for each. Inside it there must be two 
divisions for the sexes; and division between those 
who were contaminated with mustard gas and those 
who were not. Doubtful cases would have to be 
placed at the discretion of the post. 

Working with these organisations would be ambu- 
lance transport, and here improvisation would have 
to come into play. A fitment had been made to 
carry four stretchers in a tradesman’s 10-15 owt. van. 
Casualty clearing hospitals must be capable of giving 
full hospital attention, including surgical emergency 
service, but casualties could not be retained in areas 
liable to repeated attack. A plan must be made 
to remove cases to base hospitals further away. 
There was no other distinction between the casualty 
clearing and base hospital; they gave the same 
service. The base hospitals could be situated any- 
where within reach. At present, ideas were con- 
cerned with short-range evacuation, but it might in 
time be necessary to consider a train ambulance 
system in some parts. Hospitals could not be 
improvised within 48 hours, and the service must 
be capable of being brought into being in that time. 
Staffing the hospitals called for a good deal of thought 
and coérdination. The total numbers would be 
enormous, and cordial coöperation from the popula- 
tion was essential to success. Efforts were being 
made to obtain and train volunteers. The work 
was going quietly ahead but required a good deal 
of stimulation. The work had not so far been carried 
further than the local authorities. Now was the 
time to embark on appeal to the public. The whole 
thing was a network, and it must be a network in 
close coöperation. 

The medical profession were being instructed 
specially in anti-gas work. The one very serious thing 
to be anticipated was panic and loss of national 
morale. Doctors were such a stay and prop to morale 
that their training was of the greatest importance. 
Sixteen specially trained whole-time doctors were now 
carrying on courses of instruction to their fellow 
practitioners, to medical students, and to nurses. 
Over 500 students had been trained since October, 


and about 400 doctors and 400 nurses; the scheme 


was working very satisfactorily. 

Colonel E. M. COWELL said that one in fifty of the 
population were needed as medical personnel ; includ- 
ing non-medical services, one in thirty would be 
needed. Germany already had an air defence corps 
of one in six. Ultimately the whole population 
would have to learn something about it. Without 
the coöperation of doctors, the work could not go 
far. 

He showed a film illustrating first-aid surgical 
work in protective clothing; a strong man could only 
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work in this clothing for.an hour and a half to two 
hours. It was essential to have fit men, and soldiers 
might be called on. All battalions were being given 
some training. 

QUESTIONS ANSWERED 


In reply to a question Major BLACKMORE said that 
all contaminated cases would be dealt with at the 
first-aid post. The suggestion had been made that 
the public should cleanse themselves, but it was 
doubtful whether people would do it properly, and 
without risk to others, although the treatment advo- 
cated was simple washing. It had been stated in 
print that if an individual was near home, he should 
go thera 

Mr. GRAEME TALBOT said that the eyes must be 
washed at once with plain water, but a patent pre- 
paration was advertised in the Government hand- 
book. He thought it a pity that the advertisement 
should appear, and also felt that an eyebath would 
prove less efficient than a douche.—Major BLaox- 
MORE agreed, and said that arrangements had been 
made for eye douching in the first-aid posts. He did 
not think people were going to do anything for them- 
selves really; he thought they would go to the 
posts. 

Group Captain S. MARSHALL asked if first-aid posts 
were to be protected against missiles and gas, and 
whether arrangements were to be made for reclothing 
decontaminated personnel.—Major BLACKMORE replied 
that the posts would be structurally protected as far 
as possible and should certainly be gas-proofed. 
The question of clothing had not been wholly decided, 
but fresh clothing would be provided, and efforts 
would be made to de-gas the old clothing, if that 
proved practicable. He did not know whether a 
standard garment would be manufactured, or whether 
local shops would be drawn on; this subject was 
being considered at the moment. Asked if alternative 
water-supply would be provided for first-aid posts, 
he answered in the negative; the water-supply 
problem was being investigated by certain local 
authorities, but such great cost was involved that 
the problem seemed insoluble—at any rate by central 
action. 

Dr. CECILE BOOTSEN asked for more information 
about the research behind the recommendations. 
For example, a gas-proof room prepared careiully 
according to the instructions had proveu quite 
inadequate when tested in a laboratorv.— Major 
BLACKMORE replied that the experiments conducted 
had been performed on discarded telephone kiosks, 
which the students were required to gas-proof. 
Traps were laid to catch out the students and then 
a gas cloud was allowed to drift over the kiosks with 
test papers inside. It was possible to keep out 
enough of the gas to keep the air inside respirable 
and non-toxic, though elaborate chemical tests might 
reveal traces of gas. Further, the people inside 
would have gas masks as a second line of defence. 
People were urged to make their own gas-proof rooms 
in order to comply with the fundamental principle 
in air raids of dispersal for safety. The vast majority 
of casualties, moreover, occurred in the open. 

Dr. H. Joutss asked if there was any defence 
for children under ten; and how many aeroplanes 
were to be anticipated and the area they were likely 
to cover.—Major BLACKMORE said little could be 
done for the child under five; from that age on they 
could be persuaded to wear a respirator, but the 
resistance to breathing, though reduced to 24 inches 
of water, was enough to inhibit small children. A 


pram cover had been designed to convert the pram 
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into a gas-proof room and this worked excellently. 
The objections were the difficulty of manipulating 
a perambulator and the fact that only 25 per cent. 
of the population of the East End of London possessed. 
perambulators. A gas-proof box had been produced 
for children up to two, and worked well, but the 
babies objected strongly and yelled. The sight of a 
mottled face through a yellow celluloid window always 
convinced the mother that the child was being 
suffocated, and she took it out. Further possibilities 
were being explored. One of the difficulties was to 
find personnel for experiment. 


Asked if cellars were best for gas-proofed rooms, 
Major BLACKMORE replied that they were, but the 
proofing must be very complete as most of the gases 
were heavy; and also there must be an alternative 
exit; and all fear of flooding must be eliminated. 
He personally preferred the first floor. 


Mr. C. HOPE CARLTON asked what attempts would 
be made to.deal with ground contamination in first- 
aid posts. Hundreds of people would bring gas in 
with them. He also asked about evacuation, reminding 
members of the intense concentration of people at 
such centres, and whether they would be evacuated 
centrally or peripherally. Could the children be 
moved into the country at the earliest warning 7— 
Major BLACKMORE answered that the amount carried 
on boots would not be very great; he did not think 
the problem very serious, and any way the personnel 
would be in protective clothing and gas masks. 
Patients would enter through two gas locks. ` Decon- 
tamination squads were part of the organisation. 
Evacuation was a very serious problem ; for the popu- 
lation generally it was to be encouraged on a 
voluntary basis, and organised for those who wanted 
to go. Schemes were being considered. Cases were 
to be collected to casualty clearing hospitals and then 
taken thence to outside hospitals by external ambu- 
lance convoy. The view held was that vapour 
contamination could be ignored for casualties being 
carried through the streets. 


Dr. Mavis GUNTHER asked how mustard gas would be 
dealt with in the water used for decontamination.— 
Major BLACKMORE replied that mustard gas dissolves 
very very slowly and slightly, and hydrolysis would 
deal with it. A mustard strewn street would be dealt 
with by hosing down, driving the mustard into the 
drains by friction. This water had to be dealt with, 
in gutters, traps, and sewers, by decontamination 
squads. 


NORTH OF ENGLAND OBSTETRICAL 
AND GYNZCOLOGICAL SOCIETY 


A MEETING of this society held at Sheffield on 
Nov. 27th with Dr. Ruta NICHOLSON, the president, 
in the chair, was devoted to a discussion on the 


Indications for Cesarean Section 


At a previous meeting of the society: Prof. A. M. 
CLAYE (Leeds) had stated that until fairly recently 
the only indications were contracted pelvis and 
obstruction of labour by tumours. Objections to 
the olassical operation were: (1) its high mortality 
(1-5 per cent. at the best time, 9-4 per cent. late in 
labour, and 26-5 per cent. after attempts at delivery); 
(2) the risk that the scar might rupture in a subsequent 
vaginal delivery ; and (3) the risk of general peritonitis. 
The lower-segment operation had the advantage of 
æ lower mortality (1:6 per cent. in 559 cases at the 


NORTH OF ENGLAND OBSTETRICAL AND GYNAZCOLOGIOAL SOCIETY [DEC. 19, 1936 1467 


Leeds Maternity Hospital) and a much less dangerous 
scar. In view of the good results obtained there 
seemed to be no reason for confining the operation to 
one cause of delay—i.e., contracted pelvis—and 
Prof. Claye thought it might be used occasionally in 
cases of primary inertia, including colicky uterus, 
or oases of occipito-posterior presentation with 
poor flexion where mother and child might be in 
danger long before full dilatation of the cervix. 
In such circumstances section carried less risk than 
trachelotomy or manual dilatation. He had also 
performed the lower-segment operation in patients 
with fibroids, heart disease, scarred cervix, and 
carcinoma of the cervix, and in cases of brow presenta- 
tion. In a series of classical sections the indications, 
other than contracted pelvis, were placenta previa, 
fibroids, toxemia, accidental hemorrhage, repeated 
transverse lies, previous complete tear, previous 
puerperal insanity, breech presentation in an elderly 
primigravida, and repeated prolapse of the cord. 
It was only rarely, however, that some of these 
indications justified Cesarean section; in placenta 
previa, for example, it should be considered if the 
patient is a primipara in good condition, the child 
being alive and well developed and the placenta 
central. It was often argued, said Prof. Claye, 
that the obstetric art must be preserved, and that if 
all difficulties were treated by Cæsarean section, it 
would disappear. While agreeing that the operation 
should be kept for carefully selected cases he thought 
that the primary object of obstetricians should not 
be the preservation of the obstetric art but the welfare 
of mother and child. | 

Mr. WILLIAM GOUGH (Leeds) deplored the growing 
tendency to treat any obstetric difficulty by Cesarean 
section as a first line when it should really be a last 
line. The operation, though easy, was by no means 
trivial and a low maternal mortality figure was not 
the sole criterion of success. There was always the 
possibility of subsequent disability from, for example, 
adhesions, herniz, or fistule. He felt that section 
could rarely be justified as a method of treating 
primary inertia though no doubt every obstetrician 
could look back on cases where he had eventually 
wished that he had performed it. It was impossible to 
foresee how any particular case would finally turn 
out, but as a rule they did well without interference. 
Where fibroids were present it was advisable to wait 
until the patient was well on in labour, for the fibroids 
often went up out of the way as the lower segment 
was taken up. Mr. Gough did not himself perform 
Cesarean section in frank breech cases unless the 
pelvis was contracted. He used the operation in 
picked cases of placenta previa but did not approve 
of it as a routine. He rarely adopted it as a method 
of delivery in heart disease. 

The PRESIDENT pointed out that the number of 
sections for contracted pelvis is being reduced by 
greater use of trial . labour, followed if necessary by 
the comparatively safe lower-segment operation. 
The elderly primigravida with a large child might 
profit by section. 


Mr. ALFRED GouGH (Leeds) said that in a given 
case there was often more than one indication for 
section. For example a primipara of 44, a fortnight 
past her calculated date, with a large child, might 
have a slightly diminished conjugate and rigidity 
of the soft parts. None of these factors in itself would 
justify section, but taking them all into consideration 
one would not hesitate to operate. He did not regard 
uterine inertia alone as a sufficient indication, but 
occasionally the presence of other abnormalities such 
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as disproportion, toxemia, or placenta previa would 
turn the scale. 

Dr. C. H. WaALSsRH (Liverpool) preferred the lower - 
segment operation unless large veins were present. 
He thought that Cæsarean section was rarely indicated 
in heart disease. 

Mr. Sr. GEORGE Wixson (Liverpool) maintained 
that the usual approach to trial labour, as if it 
depended on anatomical considerations, was quite 
wrong. The test was really a physiological one. 
He also thought that the term ‘uterine inertia ” 
should be replaced by the more expressive dis- 
ordered uterine action.” 

Mr. P. Marras (Liverpool) saw little value in a 
discussion of massed results of Cesarean section. 
Every obstetric case presented individual risks and 
problems and the selection of Cesarean section as the 
method of delivery must be based on a consideration 
of the dangers and results of all the other methods 
available in the particular case—natural forces, 
forceps, version, embryotomy. The lower-segment 
operation, while minimising the incidence of puerperal 
infection, did not confer absolute immunity against 
peritonitis, and drainage should sometimes be 
employed. 

Mr. C. M. MARSHALL (Liverpool) said it was now 
about a hundred years since Baudelocque had 
expressed the opinion that Cesarean section was being 
performed much too frequently. Almost every 
authoritative ‘statement since that time had been 
prefaced by similar remarks. It was clear that modern 
improvements in the operation were greatly increasing 
its safety, and it was only natural that a demand 
should develop for its wider application. He thought 
it would ‘be safer to explore all the possible ways in 
which the technique could be improved. He had 
now carried out the lower-segment operation in 170 
instances without a death. Spinal -anesthesia, 
though its risks were higher in this than in other 
pelvic operations, endangered the life of the mother 
much less than general anesthesia. In all severely 
ill women, whose reactions to lumbar anesthesia 
were uncertain, he now employed local anæsthesia. 
The outstanding results recently published by E. F. 
Daily from the Chicago Lying-in Hospital clearly 
showed the advantage of this latter method. Speak- 
ing of his own technique in applying the lower- 
segment in placenta previa Mr. Marshall said that 
after the abdomen had been opened, the presentation 
was converted to a breech. A small transverse 
incision was then made in the lower segment, and 
a leg was pulled through. Traction on the leg was 
kept up while the uterine incision was being extended, 
and in this way complete control of hemorrhage 


could be obtained. If the breech could not be made 


to present and the initial small incision involved the 
placental site, the wound should be quickly extended 
with the index-fingers, the pang inserted, and a 
leg secured. 

Dr. E. A. GERRARD (Manchester) referred to 
Banister’s contention that only half the women 
who have had a Cesarean section become pregnant 
later. He thought that this point was all too 
frequently overlooked. 


Prof. CLATE, in reply, said he thought Cesarean 
section the right treatment for primary inertia or an 
occipito-posterior position only in the rare cases 
where there was maternal or foetal distress and a 
partially dilated cervix. He used the term “inertia ” 
of any cases with inadequate pains in which no 
other cause of delay was evident. 
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MEDICAL SOCIETY OF INDIVIDUAL 
PSYCHOLOGY 


At a meeting of this society held on Dec. 10th 
Prof. MILLAIS CULPIN read a paper on 


Personality and Neurosis 


He questioned the suitability of his title, as he 
would limit the word “neurosis”? to indicate an 
interference with the physiological function of nerve 
tissue. This would exclude such phrases as obses- 
sional neurosis.” The conditions under consideration 
were really’ psychoses and could be separated from 
those conditions that typically end in certification 
by using the phrases minor psychosis ” and “‘ major 
psychosis.” Begi g with the investigation of 
telegraphists’ cramp, he had passed on to the exami- 
nation of over a thousand people actually at work 
and had found that amongst them a proportion of 
1-4-8 per cent. were suffering from nervous symptoms 
of such a degree as would demand treatment. He 
made a distinction, therefore, between nervous 
symptoms and nervous disability, for all these people 
were at work. He gave figures showing the relation 
between nervous symptoms and other reactions such 
as efficiency at work, social adaptability, sensitivity 
to noise, and sickness absence. He stressed the need 
for instruction in the method of psychological 
examination, which could be taught just like any 
other clinical method. He then described certain 
classes or types that could be commonly recognised 
by the use of the method of examination that he 
himself taught. 


“PATHOLOGICAL SOCIETY OF 
| MANCHESTER 


Ar a meeting of this society on Déc. 9th, with 


Dr. T. H. OLIVER, the president, in the chair, an 
address on 
Influenza 


was given by Dr. R. W. FAIRBROTHER. He said that 
the recent claims that influenza is primarily a virus 
disease are of such fundamental importance that it is 
necessary not only to examine them in detail but 
also to consider their probable significance. Influenza 
is a condition which may manifest itself in diverse 
forms; the most satisfactory classification is into 
three main types—pandemic, epidemic, and sporadic. 
The last is a vague group which undoubtedly embraces 
cases other than true influenza. Evidence supporting 
the virus theory is: (1) the isolation of the virus 
only from cases of epidemic influenza, the viruses 
isolated from various parts of the world London, 
America, Australia, and Russia — being immuno- 
logically identical; and (2) the presence of antiviral 
bodies in human sera as demonstrated by neutralisa- 
tion and complement fixation. A large percentage 
(50-60) of the normal adult population of Manchester 
possesses antibodies to a reasonable titre, and this 
suggests previous infection with the virus. The titre 
given by the serum of convalescents tends to be 
slightly higher than that given by normals. Anti- 
bodies against the virus of swine influenza are algo 
present. Available information suggests that the 
swine virus is probably the human virus modified by 
prolonged propagation in swine. It is possible that 
the wide distribution of antibodies in the population 
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may account for the absence of epidemic influ- 
enza from the Manchester district in the past few 
years. 

Attempts have been made, said Dr. Fairbrother, 
to utilise the living virus as a prophylactic agent ; it 
is too early to assess its value in this respect, but it is 
interesting to note that on intramuscular injection 


REVIEWS AND NOTIOES OF BOOKS 


ſono. 19, 1936 1469 


of the living virus no discomfort is experienced. An 
antiserum has been prepared in the horse, but while 
this contains a relatively high antibody titre its value 
as a therapeutic agent in human influenza is doubtful. 
Thus the results so far obtained have no immediate 
practical value and while great progress has been 
made much remains to be done. 


REVIEWS AND NOTICES OF BOOKS 


Medical Aspects of Crime 


By W. NORwOOD EAST, M.D., F. R. C. P. Lond., 
H. M. Commissioner of Prisons; Lecturer on 
Crime and Insanity, Maudsley Hospital (London 
University). London: J. and A. Churchill Ltd. 
1936. Pp. 437. 188. 


COLLECTED here from various sources these essays 
constitute not only the ‘accumulated facts and 
impressions, and the opinions based on experience 
gained during the past thirty-six years, which the 
author would share usefully with others, not only 
the stepping stones over which he passed” in 
arriving at his present position, but a definite 
philosophical outlook which Dr. East intimates should 
-characterise the students of delinquency and all those 
Whose common aim is the pursuit of truth as servants 
Of justice. 

Manifold are the complexities of abnormal conduct, 
and many are the approaches to the treatment of 
crime ; theories on the subject are plentiful. Dr. East 
is not averse to theories, but he fain would have them 
hitched stoutly to facts; he recognises the foys of 
psychological balloonery, and would be ready to 
-admit that there are points of interest in the mental 
stratosphere, but he would have us remember always 
that such activities, however pleasant and exciting, 
-are useless unless the aeronaut returns safely to earth. 
We must accept the fact,“ he contends, that we 
may learn much about the psychological factors 
Associated with criminal conduct and yet fail to 
help the criminal.” More characteristic, however, 
than his insistence on relating suppositions to facts 
and theories to practice is his continual demand for 
an impartial exploration by all the means at our 
-disposal, unencumbered by unquestioning acceptance 
or obstinate rejection of any particular theory, 
Whether this be psychological, physiological, medical 
-or sociological.” The exploration must be compre- 
hensive, complete; in the case of the individual, 
all the facts connected with a crime, as well as the 
past history and present condition of the offender, 
must be considered before conduct can be regarded 
as abnormal and outside the limits of the ordinary 
variations of persons of the same class and upbringing 
When subjected to similar circumstances or tempta- 
tions“; with respect to treatment, the problems 
are complex: psychiatry and psychology throw 
much light upon them. But other methods of 
approach are important also, notably the sociological, 
biological, anthropological and eugenic —all must 
be systematically investigated; inasmuch as the 
-offender is a member of society, it is often necessary 
for the law to consider the interests of the public 
as well as of the offender, and moral and social obliga- 
tions must be upheld if civilisation is to endure.” 
‘Constantly he reminds us not to confuse the part 
with the whole, and that each problem must be 
viewed in its entirety if understanding is to be 
achieved. 

Twenty-five years ago in introducing a discussion 
on vitalism at a meeting of the Pathological Society 


of Manchester, Dr. Haldane also instituted a plea for 
the study of the organism as a whole contending 
that in doing so we perceive the continuity and 
connection which are present in the form, properties, 
and activities of the living being, and not simply 
the matter and energy which pass through it or exist 
in it. Similarly, also, we look at the surrounding 
environment as part of the whole, and it is in a sense 
true to say that an organism by its selective and 
other influence makes its own environment.... It 
is, further, insufficient to look at the organism as 


an individual merely. This is incomplete without, 


reference to the stock. The individual dies and 
disappears, while the stock remains. . As 
conscious individuals men and animals are, it is true, 
much more than mere organisms, but this simple 
conception of the organism enables us to deal with 
all the facts belonging properly to biology.” In 
reaffirming their faith the vitalists had discovered 
Hegel and with them Dr. East, too, would have us 
look upon the criminal manifestations of life as a 
whole—the individual and his environment, his 
present, his past, and his future as one and 
indivisible—and it is this holistic attitude towards 
crime that is emphasised most seriously in these 
essays. 


A Textbook of Histology 


Upon an Embryological Basis. Fifth edition of 
Lewis and Stöhr. By J. Lewis Bremer, M. D., 
Hersey Professor of Anatomy, Harvard University. 
London: H. K. Lewis and Co., Ltd. 1936, Pp. 580. 
27s. 6d. 


MEDIcAL students will find this book a valuable 
possession, for it not only provides an up-to-date 
guide to the microscopic examination of adult tissues 
and organs, but it also describes their development. 
And although the volume is packed with information 
it is easy to read. Spermatogenesis, odgenesis, and 
the fertilisation of the ovum are described ; then by 
means of figures and a few pages of text a general 
idea of the development of body-form is conveyed, 
and the relations of the germ layers sketched, thus 
giving a background in the mind of the reader for the 
account of the histogenesis of each tissue. A short 
account of the development of each organ precedes 
the description of its microscopic structure when 
fully formed. Many references are given to original 
papers without impeding the text; and where the 
observations of early workers are still illuminating 
they are recorded. A paragraph on p. 177 notes the 
contributions made, in order of time, by Fabricius, 
Vesalius, Harvey, Malpighi, and Leeuwenhoek to 
our knowledge of the blood vascular system. A 
paragraph on p. 439 records the indebtedness of 
modern histologists of the ovary to Fallopius, de Graaf, 
and von Baer. In dealing with controversial subjects 
—e.g., the development of the blood and the character 
of the alveolar walls in the lung—the author has out- 
lined the principal views now held and given the 
reference to his authorities. There are 455 
illustrations. 


THE LANCET] 


1470 


REVIEWS AND NOTICES OF BOOKS 


Dc. 19, 1936 


Preventive Medicine 


Fifth edition, reset. By Marx F. Boyp, M.D., 
M.S., C.P.H., Member of the Regular Field Staff, 
International Health Division of the Rockefeller 
Foundation. London: W. B. Saunders Co., Ltd. 
1936. Pp. 561. 20s. 


THOUGH written from an American standpoint 
for American practice, Boyd's Preventive Medi- 
cine”? makes an appeal to English epidemiologists, 
who are poorly supplied by writers of their own 
nationality with text-books on practical preventive 
medicine. The book is divided into eight sections, 
of unequal length and merit. More than half is 
devoted to diseases due to invading micro-organisms, 
and this section, with the short introduction, gives 
an excellent exposition of modern knowledge and 
practice. Dr. Boyd wrote his book for the practising 
health officer, so he deals little with contentious 
theory and much with the application of established 
principles. In it the health officer already equipped 
with some knowledge of epidemiology will find 
exactly what he wants to guide him in his work. 
Some dogmatism may be expected and excused in 
such a book, but it is unfortunate that scarlet fever 
is treated as a specific infection attributable to a 
specific form of streptococcus (Strep. scarlatine), and 
streptococcal sore-throat as an independent infection 
due to a different strain of streptococcus. This was 
the original conception of the Dicks and of Dochez, 
but it was never generally accepted, and recent 
researches have shown it to be untenable. In the 
chapter on plague, we read Infection appears to 
reside primarily in the brown or Norway rat, from 
which it spreads to the black rat.“ This should be 
the other way about; the history of human plague 
is dominated by the black rat and its tropical rat 
flea (X. cheopis). The chapter on ringworm will 
puzzle English readers, for the commonest form with 
us (microsporon) is not mentioned at all, and the 
infections to which the chapter is devoted are little 
known in England. On the whole this gives a clear 
and accurate account of modern conceptions of 
infectious disease. 


An Ethiopian Diary 


By J. W. S. MACFIE. Liverpool: University Press; 
London: Hodder and Stoughton Ltd. 1936. 
Pp. 144. 26 photos and maps. 6s. 


THIS is a plain account of the work of the British 
Ambulance Service in Abyssinia, as seen by its 
second in command. The author served with the 
unit from the time it left England until he was 
evacuated through illness immediately before the 
occupation of Addis Ababa by the Italians and the 
death of Dr. Melly. Dr. Macfie was selected primarily 
for his experience of tropical diseases; but when 
the ambulance, originally destined to serve on the 
Ogaden front, was sent into northern Ethiopia, he 
served chiefly as anesthetist and physician to out- 
patients. His narrative gains rather than loses 
through its objective style, and the indictment of the 
Italians is made the more damning by the absence 
of comment. The barbarity of the bombing of the 
hospital camp on the Ashanghi Plain is reinforced 
by one of the many excellent photographs which 
shows that it must have been deliberate, while his 
eye-witness description of the destruction, after 
much bombing and machine-gunning, of the two 
Red Cross planes which had come to evacuate the 
wounded Dutch doctor, van Schelven, almost justifies 


the bitter gibe—‘‘ Like a red rag to a bull—tlike a 
red cross to an Italian.” The author is not blind to 
the ingratitude, arrogance, inefficiency, and barbarity 
—the Emperor always excepted—of the Abyssinians, 
but his account of the casualties from mustard gas 
and of the wounded mangled again in hospital, makes 
one feel that no “ civilising’’ end could justify such 
means. 

The book is written for the general public, and 
the medical reader, in search of medical details, 
would be glad of the reference implied in elsewhere 
I have written about the medical aspect of our work.” 
Nevertheless, it is of absorbing interest and when 
strongly moved the author proves that he can write 
finely, as in his description of the Abyssinian army 
on the march at night picked out in the lorries’ 
headlights, and in his tribute to his C. O., John Melly, 
and the ‘rounded perfection of his short career.” 
In an episode of history in which we as a nation 
have little to be proud, the work of the British 
Ambulance Unit in Ethiopia was an exception. 


The Marks of Examiners 


By Sir Pure HARTOG, K. B. E., C. I. E., and E. C. 
RHODES, D. Sc., Reader in Statistics in the Univer- 
sity of London, with a memorandum by CYRI 
Burt, M. A., D.Sc. London: Macmillan and Co., 
Ltd. 1936. Pp. 344. 8s. 6d. 


AT the end of last year a pamphlet entitled An 
Examination of Examinations was published by Sir 
Philip Hartog and Dr. Rhodes, under the auspices of 
the International Institute Examinations Enquiry 
Comnîittee. It gave in brief the outcome of investi- 
gations into the problems of the marking of examina- 
tion papers— the consistency or inconsistency with 
which one examiner allotted marks to the same piece 
of work at different times, and the degree of variability 
as shown between one examiner and another in 
marking the same scripts. This pamphlet, reviewed 
at some length in THE Lancet of Dec. 7th, 19365, 
aroused much. interest and is now in its fourth 
impression. The results of extensive inquiries, 
however, clearly cannot be given and fully analysed 
in the compass of 81 pages. To present the data of 
the eleven investigations in full the present work 
has been published. In addition it contains a detailed 
discussion by Dr. Rhodes and Prof. Cyril Burt of the 
statistical and psychological problems involved. Both 
envisage and analyse in somewhat different ways the 
fundamental causes which lead different examiners 
to assign differing, and, as the experiments show, 
sometimes widely differing, marks to the same piece 
of work, and seek to determine from the data the 
ideal mark for each script. It is perhaps legitimate 
to warn the non-mathematically minded student that 
in this search for truth there is little, from his point 
of view, to choose between the approach of the 
mathematical statistician and that of the psycho- 
logist. He will find them equally distressing. 

Sir Philip Hartog contributes a short section on 
some special points of difficulty in connexion with 
school certificate examinations, and he and Dr. 
Rhodes reply to some of the criticisms which were 
levelled against the conclusions of their earlier 
pamphlet. The total is a book of real worth and 
interest. 


KENSINGTON MEDICAL Society.—A clinical meeting 
of this society will be held at St. Mary Abbots Hospital, 
Marloes-road, W., on Friday, Dec. 18th, at 8.30 P.. 
Particulars from the hon. secretary, Dr. B. Barling, who 
may be addressed at the hospital. 
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STABILITY 


On the manner in which the people of our 
country and of the dominions overseas sustained the 
threat of a fundamental shock to the Constitution, 
noble congratulations have been received from other 
Powers. To dwell upon our good fortune would 
savour much of national pride. Yet national 
pride is just. That the days of deep anxiety 
had their physical as well as mental influence 
cannot be doubted, but that influence, which 
might have had sad sequels, was mitigated through- 
out by the unanimous view that the anxious 
situation was being met with justice. It was felt 
by all—or practically all that while action had 
to be taken swiftly, no course, whether indicated 
by allegiance, sympathy, law, or precedent, had 
been left unexamined before the King’s momentous 
decision was received. I doubt whether under 
any other system of government, a crisis of this 
gravity could be solved with as little hurt to the 
body politic as under our system of constitutional 
monarchy.” These were the words in the House 
of Commons of Sir ARCHIBALD SINCLAIR, speaking 
as a party leader, but speaking in fact with the 
voice of the nation. 

Members of our ruling House have manifested 
in unceasing and untiring manner their interest 


in the promotion of health, as the fount of happiness 


and prosperity ; and the well-being of his humbler 
subjects lay especially near to the heart of 
EpwaRp VIII. We are convinced that in his 
successor, who comes over us with universal 
acclaim, the same warm-hearted impulses will 
be found. 


CHANGING PRIVATE PRACTICE 


In our correspondence columns this week 
Dr. ALFRED Cox describes a new scheme of medical 
practice which is to be set in motion in the London 
area in the New Year. Under this scheme families 
with an income between £250 and £550 will be 
able, by payment in health of a graduated yearly 
subscription, to get the services of their own 
doctor in illness without having to worry about 
his bill. The London Public Medical Service, 
which is initiating this scheme as an extension of 


the existing service, is satisfied that there is a 


firm public demand for it, basing its belief on the 
success of the present scheme for medical attendance 
on the dependants of insured persons. The 
extension has secured the sanction of the B.M.A. 
council on the condition that any particular unit 
of the metropolitan area is to be excluded from 
it if the practitioners in that area should so decide 
and rules have been laid down for ensuring this 
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liberty of contracting out. It is understood that 
of the 1100 members of the L.P.M.S. 400 have 
expressed willingness to take part in the extended 
scheme, and it is not known, although it may fairly 
be surmised, what is the view in general of the 
6000 practitioners in the metropolitan area who 
are likely to be affected. 

There are now in the country es a whole 53 
schemes of public medical service with a member- 
ship of over 404,000 subscribers, and during the 
last four years the numbers have more than 
doubled. While this is only a small fraction of the 
population to be provided for, it is admittedly 
a good start, and it is at the start that the inertia 
is greatest. The schemes vary in detail, both as to 
what is provided and what is paid for the provision. 
It is worthy of note that in Swansea, Ipswich, 
and Leicester the capitation fee for the service is 
higher than that paid under the national health 
insurance scheme. Public medical services then 
have been established and, for better or for worse, 
they have come to stay. The oldest and so far 
the most successful schemes were those devised 
to get rid of cheap contract practice. The 
insurance scheme did this in 1911 for the wage- 
earners and it was the anticipation of the extension 
of the scheme to the dependants of insured persons 
that gave the impetus to public medical services. 
Whether the extension of the scheme to higher 
income limits will prove as salutary remains to 
be seen. The income limit of £550 proposed 
in the London extension scheme will, it is safe to 
say, swallow up the whole of most private practices. 
Would the result be the disappearance of private 
practice as it is known to-day? It would be a 
matter for keen regret if the intimate relationship 
which exists between patient and family doctor 
were to be injured. The champions of public 
medical service claim that in a service which is 
properly administered the relationship becomes 
more intimate and practical, for the absence of 
financial hesitancy encourages the more frequent 
call on the practitioner’s services. There is no 
doubt that we must be prepared for great changes 
in private practice and the methods in which 
medical services are made available to all classes 
of society. It would be well if the change to an 
ideal system were a gentle process of evolution 
avoiding any open conflict between the voluntary 
and the compulsory systems. Obviously the 
national insurance scheme could not have been 
launched without an Act of Parliament. The 
public medical services so far arranged follow the 
lines of the national scheme in allowing free choice 
of doctor and patient, with greater freedom in 
the administration of the scheme itself because 
this has remained in the hands of the practitioners. 

The success of any voluntary scheme of this 
kind depends on the degree of coöperation between 
the doctors who work it and the voluntary 
subscribers. It is this codperation which is so 
difficult to secure. Perhaps the principles of 
insurance are becoming better understood by 
the people generally. The London extension 
scheme may well meet with more sympathy 
and understanding from a class of subscribers 
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whose more substantial economic position brings 
with it an added feeling of responsibility. 
It is an experiment whose result will be 
watched with keen interest. Alongside the 
interests of the public we are justified in 
considering the best interests of the medical 
profession, for it is only the same view from another 
angle. It is of vital importance that the condi- 
tions under which practitioners work should be 
such as to allow of the exercise of their highest 
powers and abilities ; to ensure, that is, that the 
best possible service is given. Does the public 
medical service give this guarantee? No complete 
service can be rendered in surgeries and consulting 
rooms; schemes of wider range may lead of 
necessity to the work being performed at specially 
appointed health centres. Sir FARQUHAR BUZZARD 
last summer foreshadowed a development along 
such lines. New schemes for public medical service 
must be so flexible that they can be adapted to 
any larger scheme for provision of specialists, 
consultants, and hospital services in conjunction 
with institutions for research and development in 
medical knowledge and training. These things 
cannot be hurried; progress in organisation of 
medical work must be slow. All the great results 
enumerated in the recent report of the Ministry 
of Health have been the result of years of growth 
and development. Dr. Cox’s scheme contains, 
we are satisfied, the germ of progress if the practi- 
tioners who take part in it are prepared to codperate 
in all public health activities and to take their 
share in medical services rendered to the whole 
population. 


ANTITOXIN IN DIPHTHERIA 


DIPHTHERIA is a preventable disease and the 
practice of active immunisation continues to make 
progress in this country. But until protection of 
the pre-school child is carried out upon an adequate 
scale no appreciable decline in incidence among 
the community at large can be expected. An 
annual toll of children’s lives will continue to be 
taken, its magnitude subject only to such natural 
factors as the variation from year to year in the 
prevalence of highly toxic strains of the Coryne- 
bacterium diphtherie, to such preventive measures 
as the sanitary authorities can bring to bear, and 
to the promptness and adequacy of specific therapy. 
Having regard to the downward trend of mortality 
from infectious diseases in general during the 
forty years or so that antitoxin has been employed 
it would be unwarrantable to claim for this agent 
the whole credit for the decline in the fatality-rate 
of diphtheria to an eighth or tenth of what it was. 
That it has been by far the most important factor 
few impartial observers are prepared to gainsay. 
Even so, the present fatality-rate of some 4 to 5 
per cent. is too high and might by the right use 
of antitoxin be still further reduced. The main 
cause of fatality is obviously inherent in the 
character of the disease itself; the stealthy 
invasion and the rapid but equally stealthy advance 
result, all too often, in the child receiving medical 
attention only when he has reached death’s door. 


On the other hand, there is unfortunately no 
doubt that many lives would be saved were the 
practitioner more often to trust to his clinical 
judgment, as perforce he must do in many other 
illnesses, and give his patient the benefit that 
prompt antitoxin therapy affords. The swab is a 
good servant but a bad master. But, as Sir 
FREDERICK MRNZ TES remarks in the foreword to a 
report! just published, antitoxin is not always 
used in the manner and dosage calculated to give 
the best results, and even in isolation hospitals 
there is diversity of opinion and practice. The 
report which has been ptepared by the medical 
superintendents of several of the large fever 
hospitals in London is an attempt to establish 
criteria primarily for the guidance of the medical 
officers in the L.C.C. hospitals. 

It is of the first importance to remember that 
the essential function of antitoxin is to confer 
passive immunity; it prevents further damage 
by toxin but cannot repair damage already done. 
Toxin is produced continuously at the site of the 
false membrane and disseminated by the blood 
stream to all the tissues of the body to which, 
within a few hours of its liberation, it becomes 
firmly fixed. Thus the amount actually in circu- 
lation at any moment is never great. Antitoxin 
is capable of absorbing this circulating toxin, 
possibly also the toxin still only loosely attached 
to the tissues. It is powerless, however massive 
the dose, against toxin firmly combined. If the 
process of toxin liberation and combination is 
sufficiently intense, widespread, and prolonged, it 
results in the death of the patient in a few days 
from acute toxic myocarditis ; or, he may survive 
the acute phase only to experience in the later 
weeks one or several of the so-called post- 
diphtheritic complications, the foundations of 
which were laid in the early days of the illness. 
Exceptionally, where toxin production is slight, or 
basal immunity high, uneventful recovery may 
occur without the assistance of antitoxin—a result 
which is virtually certain if at the earliest moment, 
when toxin fixation is minimal, antitoxin is intro- 
duced in such an amount as to ensure not alone 
the neutralisation of circulating toxin but of toxin 
still to be circulated from the patch of membrane 
within the ensuing few hours. It is clear that if 
the patient is already suffering gravely from the 
effects of toxemia an immediate concentration of 
antitoxin in the blood becomes imperative; no 
further damage can be risked. This requires the 
intravenous route, if mechanically practicable and 
not otherwise contra-indicated. Where, on the other 
hand, the necessity for speedy absorption is less 
urgent the intramuscular route suffices. Under 
exceptional circumstances only should intraperito- 


‘neal injection replace intravenous, or subcutaneous 


the intramuscular route. The route of injection 
depends primarily upon the clinical severity of the 
case, and the main indications of clinical severity 
are enumerated in the report (pp. 6-7); but 
whatever the route the aim should be to give a 

The Dosage of Antitoxin in Diphtheria: Report of E Dopart 


mental Committee. London County Council. P. 8. 
Son, Ltd. No.3225. 6d. 
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single rather than divided doses, since the same 
unitage given in a single dose secures a higher and 
earlier concentration of antitoxin in the blood. 
If it becomes obvious that the first dose was insuffi- 
cient, a second and possibly larger dose should be 
given, preferably intravenously, in order to make 
up so far as possible for time lost. In a patient 
treated with an adequate amount of antitoxin by 
the appropriate route a cessation of the advance of 
the disease should be apparent within 12 hours of 
intravenous injection or 12 to 24 hours of intra- 
muscular injection. Before these periods have 
elapsed the temptation to give a further dose 
should be resisted. 

There is no general agreement on the size of 
the therapeutic doses of antitoxin in the various 
types of diphtheria classified in the report. 
Obviously no rigid scale can be laid down, since a 
really satisfactory classification of diphtheria in 
terms of clinical severity is almost impossible. 
The report suggests a sufficiently elastic scale of 
dosage to permit of its acceptance by as large a 
body of authoritative opinion as possible.“ The 
assessment suggested is based upon the anatomical 
site of membrane formation and the degree of 
toxemia ordinarily associated with the site 
involved. These two factors permit of an approxi- 
mate estimation of clinical severity as mild, 
moderate, and severe in each type and a further 
table suggests the dose and the route to be 
employed in cases which fall into each of these 
grades of clinical severity. The range of doses is 
from 2000 units intramuscularly to 100,000 units 
intravenously. The minimum dosage is indicated 
only where, as in hospital, constant supervision is 
possible. Where this is not possible the report 
commends the advice of the Ministry of Health 
(1922) that it is seldom safe practice to rely on 
any dose which is less than 8000 units, whatever 
the age of the patient.” Similarly, although 
rarely necessary, to exceed 100,000 units, it may 
occasionally be expedient todoso. The importance 
of the intravenous route is repeatedly stressed in 
the report and it is recommended that it should 
if possible be employed in any case in which it is 
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decided that upwards of 20,000 units are necessary. 
The serum should always be in concentrated form, 
since its low protein content has secured a con- 
siderable reduction in the incidence and severity 
of serum reactions. On the other hand, its small 
bulk has facilitated the injection of large, some- 
times unnecessarily large, doses of antitoxin. Such 


overdosage is not only wasteful of an expensive 


product but enhances the likelihood of serum 
reactions which otherwise might not occur were 
less protein introduced. Immediate and alarming 
serum reactions are nowadays of extreme rarity 
and the possibility of the occurrence should not 
deter the practitioner. Nevertheless it is advised, 
particularly if the intravenous route is proposed, 
that prior inquiry should be made as to a personal 
or family history of asthma or allied conditions, 
and of any previous injection of serum and tlie 
date thereof. Whether such a history is elicited 
or not, serum should never be injected by any 
route in any amount unless adrenaline (1 in 1000) 
is at hand, preferably in a syringe ready charged. 
At the first sign of reaction administration must be 
stopped and at least 5 minims of this solution 
injected subcutaneously. Whenever serum is 
given intravenously other methods of combating 
shock should be available. By whatever route, 
serum must always be injected slowly and at body 
temperature. The report advises the precautions 
which should be taken if there is a history of 
allergy or potential allergy. Briefly, these consist 
in fractioning and diluting the dose in normal 
saline and injecting subcutaneously, a route least 
likely to give rise to reactions, a first fraction 
followed at intervals by further fractions by the 
same route if the first injection elicited sensitivity. 
The report conveys in concise form what may be 
accepted as approved practice in the antitoxin 
treatment of diphtheria, just as a previous depart- 
mental report * did the same for the clinical diag- 
nosis of diphtheria. Intended primarily for the 
guidance of medical officers in the L.C.C. service, 
both reports should find a wider medical public. 


* Nomenclature of Diphiherltte Cae anes 1936. 
P. S. King and Son, Ltd. No. 316 3d. 
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ANNOTATIONS 


APTITUDE TESTS FOR MEDICAL STUDENTS 


THE examiner, they say, is often a kind father and 
fond of animals. But his trade is unpopular and 
some would go so far as to prohibit it altogether. 
The arguments of these reformers, though previously 
‘derided, were suddenly strengthened a year ago by 
the examination of examinations described by 
Sir Philip Hartog and his colleagues. This showed 
that even an experienced examiner often gives a 
different response to the same stimulus repeated 
after a year’s interval: thus if he is asked to re-mark 
the same paper (having forgotten what he said 
before) his answer is often astonishingly different. 
In last week’s issue of the British Medical Journal 
Dr. Gilbert Millar tells a somewhat different story, 


1 An Examination oi Examinations. By Sir Philip Hartog 
. London. 1935. (See THE DAST, 
By Sir 1 uu 
memorandum by © 


artog and odes, & 
Hartog 1936. wiNoticed. on p. 1470.) 


O. 
Burt, D. Sc. London. 


emphasising the consistency of the results obtained 
in the Edinburgh University medical examinations: 
but those who have read the Hartog report will still 
be left wishing for more objective methods of testing 
knowledge and ability — methods that will leave candi- 
dates less at the mercy of human fallibility. 

Our Scottish letter this week tells of preliminary 
attempts, also at Edinburgh, to apply vocational 
tests to the selection of medical students. Selection 
for training is the first point at which the ordinary 
kind of examination may fail, and it is here that the 
technique of the professional psychologist stands most 
immediate chance of being applied. In our own 
columns last summer Squadron-Leader R. H. Stan- 
bridge? gave an interesting account of the use of 
such technique in the selection of aircraft apprentices - 
in the Royal Air Force, and it is difficult not to 
believe that similar principles should be adopted in 
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weeding out the less promising medical students. In 
the United States aptitude tests are, in fact, being 
employed experimentally on a large scale, and a 
description of them was given not long ago by 
C. R. Flack.’ Since 1927, he says, when they were 
started at George Washington University, they have 
been modified and revised four times, but not very 


drastically. In its earliest form the test lasted an 


hour, and the time was occupied as follows. During 
the first ten minutes the candidate studied a diagram 
of the heart and great vessels and a paragraph about 
them. The next five minutes was spent studying a 
passage in medical literature. So much was by way 
of preparation. During the remaining 45 minutes, 
working as rapidly as possible, he took six tests: 
a scientific-vocabulary test of 40 items, a premedical 
information test of 100 items, a visual memory test 
of 20 items based on the diagram already studied, a 
memory test of 20 items in the paragraph, a compre- 
hension and retention test of 20 items based on the 
medical passage already studied, and lastly, a 15-item 
test of his understanding of printed material. The 
predictive. value of these tests or of their subsequent 
modifications, in so far as the success of any given 
candidate in the medical schools is concerned, is 
regarded as remarkable. Indeed, it is claimed that 
no other criteria are of comparable value. By 1929 
some 70 medical schools were already codperating in 
the scheme, and by.1931 the number of colleges and 
universities participating had risen to 547. 

Detail apart, it seems probable that tests on some 
such lines as these would be preferable to an ordinary 
entrance examination as a means of separating the 
sheep from the goats, or, to speak more accurately, 
the lambs from the kids. But what of the finished 
product? Will they enable us to select those candi- 
dates who will become not merely successful examinees 
but also sound practitioners? That is another 
question and, so far, an unanswerable one. To take 
up the challenge of the critics, it may well be that 
road-sense or clinical judgment may be acquired in 
larger measure than is commonly supposed. Mere 
slowness must not be confounded with unsoundness 
or incompetence and it is well to remember that 
although the bed bug’s got no wings at all, he gets 
there just the same.” The tests described by Flack, 
with their emphasis on speed, are not likely to 
command general confidence, and the more compre- 
hensive methods of choice employed by Stanbridge 
for his rather different purpose are distinctly more 
attractive, since they represent a weighing of the 
whole man and not merely of his mental accomplish- 
ments. This is what really matters, and it will matter 
still more when children are trained to pass intelli- 
gence and aptitude tests just as they are now trained 
to deceive the examiner. When so much hangs on 
the results no effort must be spared to devise tests 
and criteria that will truly serve their purpose. 


A LIST OF OPTICIANS 


EARLIER in the month (Dec. 5th, p. 1362) we 
noticed the issue of new regulations designed to 
protect insured persons against the supply of inferior 
spectacles at an exorbitant price. The avowed 
object is thoroughly good but the initiative, it seems, 
came from sight-testing opticians who have found 
much of their insurance work passing into the hands 
of technically less qualified persons. An appeal to 
the Ministry of Health resulted in a draft of regula- 
tions by the Ministry and the N.H.I. joint com- 
mittee which were submitted to the British Medical 


3 Jour. Amer. Med. Assoc., 1936, cvii., 61. 


Association for its comment. 


The Association 
pointed out that the wording of the regulations as 
drafted not only recognised' the merits of competent 
opticians as dispensers of ‘prescriptions, but implied 
that they were capable of testing sight and detecting 
diseases of the eye. To give official recognition of 
this kind to sight-testing opticians would be to run 
counter to the view strongly expressed by the depart- 
mental committees of 1922 and 1927. It would in 
fact give them a sort of back-door entrance to oph- 
thalmic medicine and encourage like encroachments 
into other branches. Backed by the recognition of 
the Ministry it would be logically possible for opticians 
to give ophthalmic certificates and conduct eye clinics 
for school-children. These implications of the pro- 
posed wording and its probable results were laid 
before the Ministry by a deputation which included 
Sir Farquhar Buzzard, Mr: Bishop Harman, Mr. H. L. 
Eason, Prof. J. A. Ryle, Prof. Grey Turner, Sir John 
Parsons, and Mr. J. D. M. Cardell. The outcome of 
their intervention may be seen in the amended 
phraseology:of the. present draft, which enjoins the 
approved, societies to provide an applicant with 
information as to his right to obtain benefit—.e., 
examination, other than by the arrangements made 
by the societies. This should result in every member 
being told on his first application for benefit that 
he is entitled to an examination by an ophthalmo- 
logist. .In the past this has not always been done, 
and a healthy insistence on this rule by the Ministry 
would benefit everyone concerned. But whether a 
committee composed of approved society representa- 
tives and sight-testing opticians will admit dispensing 
opticians to the closed list remains to be seen. If 
they do not we hope that the highly influential 
deputation will again intervene. 


HOSPITAL AMALGAMATION IN LIVERPOOL 


ON. Nov. 27th a Bill for the amalgamation of the 
four Liverpool general hospitals—the Royal Infirmary, 
the David Lewis Northern Hospital, the Royal 
Southern Hospital, and the Stanley Hospital 
was deposited at the Private Bill office of the House 
of Commons. A draft scheme for amalgamation was 
placed before the committees of the four hospitals 
in January of this year, and the Bill now deposited 
will be considered during the coming session of 
Parlidment and may be placed on the statute book 
in the summer of 1937. It will be remembered that 
the amalgamation of the four general hospitals was 
one of the recommendations of the Liverpool Hos- 
pitals Commission which presented its report in 
January, 1935. The commission urged this amalga- 
mation not only as an economy of effort and resources 
but as the necessary preliminary to a rebuilding 
programme which should concentrate all general 
hospital beds in one or two large hospitals. We 
have been convinced,“ said the report, by the 


evidence offered to us that the four general hospitals 


are all of them too small fully and economically to 
serve all the purposes of a great metropolitan general 
hospital. No one of them can permit to the fullest 
extent the deployment of the available medical 
skill on any particular case;.no one of them can 
be quite completely equipped ; no one of them can 
hope to provide the range of cases required for 
medical teaching and research.” The Bill provides 
for administrative amalgamation, the effect of which 
will be to bring all four hospitals under one governing 
body, representative of the existing governing bodies. 
When this has been achieved considerable economies 
should be effected as part of the closer working of 
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artery stripped as one step in the treatment of chronic 


the four units, and the way will be open for extensive 


measures of coördination. A clause of the Bill 
describes one of the objects of the new Liverpool 
United Hospital’? in the following terms: As 
soon as may be feasible the carrying on of all such 
work (i.e., the work of the existing hospitals) in new 
buildings on one site.” The Bill thus contains a 
direct reference to the desirability of rebuilding on a 
single site. The commission suggested that a body 
should be formed to coördinate the policy of all the 
voluntary hospitals in Liverpool, and the Associated 
Voluntary Hospitals Board, which was the result of 
that suggestion, has been responsible for the pro- 
motion of the scheme for amalgamation, and is now 
considering the problems of rebuilding with the 
assistance of Mr. Herbert J. Rowse, F. R. I. B. A. 


PERIARTERIAL SYMPATHECTOMY 


THE repeated advocacy, by so distinguished a 
surgeon as Prof. Archibald Young, of the periarterial 
operation as an alternative to ganglionectomy in the 
treatment of various vascular diseases leads us to 
reconsider the evidence for its usefulness. An open- 
ing contribution i to a discussion at the Cairo Surgical 
Congress last January afforded him the opportunity 
for a restatement of his claims for the operation, 
and this he has now reprinted and circulated. After 
reviewing the history of periarterial sympathectomy, 
the physiological basis for the operation is discussed 
and the author concludes that the intramural nerve 
plexus of an artery is to be regarded as a homo- 
geneous structure, maintained at a certain degree of 
molecular tension which varies according to the 
receipt of nerve impulses from the central nervous 
system; . . . consequently disruption of the plexus 
is followed by the radiation of molecular shock to 
the distal branches of the vascular tree, with altera- 
tion of the physico-chemical reactions governing the 
most mobile part of the vascular tube.“ While this 
explanation may appeal to the physiologist, the sur- 
geon may have his doubts whether the effects of 
the operation are explicable on physiological 
grounds, and will base his opinion upon clinical 
results. Prof. Young suggests that many surgeons 
are dissatisfied with the operation either because 
they have chosen cases which were unsuitable, or 
because, being unduly timid, they have failed to 
perform it in a sufficiently radical manner. The 
records of his own cases—notes of examination and 
after-history—are given in sufficient detail for others 
to judge how far the operation may be held respon- 
sible for the results achieved. The cases—which 
include chronic ulceration, delayed union of fractures, 
traumatic odema, incipient gangrene, causalgia, 
thrombo-angiitis obliterans, and Raynaud’s disease— 
are essentially similar to those described by other 
surgeons, and lead to the conclusion that periarterial 
neurectomy is of undoubted value in the treatment 
of indolent ulcers, in some cases of causalgia, and in 
alleviating the pain and limiting the extent of senile 
gangrene. Its limitations are seen in Prof. Young’s 
eases of Raynaud’s disease and thrombo-angiitis 
obliterans, in many of which ganglionectomy was 
subsequently required. Study of his clinical material 
case by case reveals the disappointing features which 
have led other surgeons to restrict the use of peri- 
arterial sympathectomy in the limbs to the relief 
of certain types of pain. That even this effect of 
the operation may be transitory is Prof. Young’s 
personal experience. He has shown his own faith 
in periarterial neurectomy by having his left brachial 


4See THE LANOET, 1936, i., 119, 209. 


X ray dermatitis with ulceration. The operation 
relieved his pain, and grafts survived on ulcers when 
previous attempts at grafting had failed. A year 
later further grafting was undertaken after excision 
of a diseased area of skin; on this occasion the graft 
failed to take, and severe pain persisted throughout 
the long period which the ulcer took to heal. 


CHRISTIE OF MUKDEN 


THE death occurred on Dec. 2nd at his house in 
Edinburgh, after a short illness, of Dr. Dugald 
Christie, the well-known medical missionary, in 
his 8lst year. As a boy he entered business in 
Glasgow; then, to use the old-fashioned phrase, he 
experienced a call” and entered the medical 
profession with the intention of becoming a missionary. 
He qualified as L.R.C.P. Edin. and immediately took 
up a post with the Mukden Medical Mission. Here 
he remained for forty years, gaining the sobriquet 
“ Christie of Mukden,” and the fine work which he 
performed gained for him an unusual reputation 
among the Chinese official classes, as well as among 
his poor patients.. None the less, his experiences 
were, at different times, dramatic and dangerous, 
as passages in an early autobiography show. In this 
he speaks of hostility and persecutions, “our houses 
and all our worldly goods burned, wars and deadly 
plague, tragic death among our ranks, partings with 
children sent away to the homeland—they have not 
been smooth years, but it has been worth our while.” 
But he records the arrival of better things, writing: 
“ We look back on almost incredible changes, and all 
who have shared in them feel that it has been a great 
thing to take part in the awakening of a nation, 
the regeneration of a great people. Hostility to 
foreigners is at an end. In all public emergencies, 
plague, war, famine, it is the missionaries, and of 
necessity specially the medical missionaries, that 
are looked to for advice and help.” Assuredly 
Christie was a brave and optimistic man so to write, 
for during his sojourn at Mukden on three occasions 
it was found necessary to evacuate all foreign women 
and children in face of threatened risings. But he 
saw the foundation of a Chinese Medical College in 
Manchuria and two years ago the University of 
Edinburgh resolved to recognise the degrees of the 
Mukden Medical College. Christie who was created 
C.M.G. in 191] was naturally the recipient of many 
Chinese honours, and in 1925 his Chinese friends 
erected a monument to him outside the Mukden 
College. He was a saint and a hero. 


BENZEDRINE 


BENZEDRINE is the name given to a synthetic 
substance (3-phenyl-isopropylamine) chemically akin 
to adrenaline and ephedrine and comparable with 
them in its pharmacological effects. It became 
known about three years ago, and has been widely 
recommended both by medical writers and by manu- 
facturing chemists as a nasal application for its 
vasoconstrictor and shrinking effect on swollen 
nasal mucosa. That, however, is one of the least of 
its actions. It was found to wake animals from the 
narcotic sleep induced by barbitone, and Prinzmetal 
and Bloomberg! introduced it into the treatment of 
narcolepsy. Its blood-pressure-raising effect has 
been investigated in man by Myerson, Loman, and 
Dameshek,? who find that doses of the order of. 
20-50 mg. cause a rise of 8 to 68 mm. Hg in the systolic 


1 Jour. Amer. Med. Assoc., 1935, cv., 2051. 
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pressure with a much smaller rise in the diastolic 
pressure. If the drug is given subcutaneously the 
maximum rise is reached in about an hour or less, 
if by mouth in 1-2 hours, and the gradual return to 
normal may take up to 8 hours. These changes, 
however, are not responsible for its action on the 
brain, for the sleeplessness that it induces will long 
outlast the rise in blood pressure, and may be pro- 
duced by doses too small to affect the blood pressure. 
It is suggested that the drug stimulates brain cells 
directly. Workers at the Maudsley Hospital have 
therefore tried to assess its effect on psychological 
processes. Peoples and Guttmann ? described vividly 
how it causes a change of mood in mildly depressed 
patients, who become talkative, euphoric, even 
elated. Dr. Sargant and Dr. Blackburn, in our 
columns last week, described a carefully controlled 
experiment in which it was shown that the intellectual 
functions called into operation by intelligence 
tests were improved by the drug; the degree of 
improvement was not striking but they thought it 
statistically significant. Others have described in 
general terms how it removes the feeling of mental 
fatigue and gives a sense of confidence and clear- 
headedness. In another field, the radiologists 4 
have found it useful for relaxing spasm in the gastro- 
intestinal musculature, facilitating, for example, the 
recognition of structural abnormalities of the duo- 
denum. These various reports are certain to stimulate 
further investigation and clinical trial, and some of 
them are so striking as to encourage indiscriminate 
use without proper trial in controlled conditions. 
If benzedrine does all that is claimed for it already, 
it is pretty certain, if used repeatedly, to produce 
some undesirable effects as well. Myerson, Loman, 
and Dameshek mention a mysterious and astonishing 
polycythemia—10 million red cells per ¢.mm.— 
produced in one or two patients by a daily dose of 
40 mg. for ten days. The drug also impairs the 
appetite, and on p. 1461 Dr. Anderson and Dr. Scott 
report some alarming cardiovascular effects they have 
observed. These should be warning enough against 
its injudicious use, but it will be very interesting 
in due course to learn exactly what it is capable of 
doing within the limits of safety. 


SIR HERBERT JACKSON 


To those who knew him well perhaps the out- 
standing characteristics of Sir Herbert Jackson were 
his charming personality and his widespread interest 
in and knowledge of most branches of science. He 
took no active part in strictly medical research, but 
his work eannot be dissociated from it; his influence 
was significant. It is common knowledge that Sir 
Herbert observed the phenomena associated with 
the production of X rays some time before Röntgen 
described his epoch-making researches, but by some 
strange chance the significance of these observations 
somehow escaped him in spite of the fact that he 
had unrivalled knowledge of the subject of fluorescence. 
Sir Herbert was recognised as the one to consult if 
advice were needed on some obscure point in this 
subject, whether chemical or physical. It is however 
his work on the production of optical glass which 
constitutes his outstanding achievement. When the 
Great War came he grasped the nature of the problem 
that confronted those who were responsible for the 
production of the optical appliances without which 
the successful prosecution of the war would have 
been so much increased in difficulty. He threw 
* THE 5 i., 1107. 
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himself into this war work with all his enthusiasm 
and skill, and some at least of his friends know that 
his life was shortened thereby. His personal friend- 
ship for and contact with the late Sir Charles Parsons 
resulted in the production of optical glass of such 
high quality that this country was, and still is, in 
the front rank in an industry on which so much 
scientific and industrial research depends. His 
interest in microscopy never abated, and as chairman 
of the advisory committee to the department of 
applied optics at the Imperial College of Science he 
did much to promote the teaching of this subject in 
its varied applications. His loss will be felt by a 
wide circle of friends by whom he was regarded with 
respect and affection. 


TOXIC EFFECT OF METAL ON BONE 


THE tendency of modern bone surgery is towards 
disuse of methods involving internal fixation of 
fractures. It is recognised that metallic agents in 
particular (such as plates, screws, and wires) act as 
foreign bodies, and may thus retard union. The risk 
of sepsis is also, of course, well understood, though 
the precautions taught by Lane and now generally 
practised should make it negligible in open opera- 
tions on bone; and Haas? has been drawing atten- 
tion to the possibility of late osteomyelitis following 
the insertion through the skin of pins and wires for 
the purpose of skeletal traction. But the direct 
toxic action of the metal is a danger that has been 
less seriously considered, and, as there are occasions 
(e.g., in the treatment of fractures of the femoral 
neck).when a metal fixative may be useful, any avail- 
able information about such an action demands notice. 

Ménégaux and Odiette? have approached the 
problem experimentally by testing the effect of metals 
on the growth of young fibrous and osseous cells, and 
on the structure of living bone. The tests were made 
in vitro—i.e., in tissue culture—and in vivo, and the 
results show that, while a few of the common metals 
do no harm, all the others, in different degree, inhibit 
growth in tissue culture and cause destructive changes 
in living bone. Whatever the type of experiment, 
the order of toxicity amongst the various metals 
proved to be the same, and tissue culture experi- 
ments, though’ obviously somewhat removed from 
the conditions of surgical practice, nevertheless 
seemed reliable for the particular purpose. They 
demonstrated among other things a cytotoxic action 
on fibroblasts and osteoblasts. Ménégaux and 
Odiette, who believe in the individuality of the 
osteoblast, hold that its specific action is to fix 
mineral compounds in developing bone and show 
that the metals that poison the cells also decrease 
the mineral contents of the culture. 

Three series of experiments were made in studying 
the action of metals on living bone. Discs of various 
metals were placed under the periosteum of the 
bones of the leg in rats; wires were inserted into 
or around the tibi of rats; and metal plates were 
fixed to the long bones of rabbits and dogs. The 
most suitable bone for the last type of experiment 
proved to be the femur of the dog. At first attempts 
were made to fix artificially produced fractures by 
means of the plates, but this was too difficult, and 


subsequently the bone was deeply incised and the 


plate fixed across the cut. After a lapse of days or 
weeks, the bone was removed for histological examina- 
tion. Iron and soft steel were found to be among the 


1Haas, S. L.: Jour. Amer. Med. Assoc., Nov. 17th, 1936, 
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most toxic metals but aluminium bronze was even 
more destructive. These metals seriously interfered 
with the growth of osteoblasts and fibroblasts in 
tissue culture and hindered the fixation of mineral 
substances such as calcium. When placed in contact 
with living bone they had a degenerative effect on 
the periosteum, and produced granular changes and 
fragmentation in the bone itself. Copper and 
magnesium and their alloys stopped growth in cul- 
tures, but in living bone the natural resistance of 
the tissues was usually sufficient to prevent complete 
destruction, though magnesium was observed to 
destroy bones in rats and dogs. All these metals 
are therefore considered quite unsuitable for use in 
internal fixation of bones, and if they have been 
used, the plate, screw, or other appliance should 
be removed as soon as possible. Silver, with most 
of the other simple metals, all the alloys of aluminium, 


and most of the stainless steels, occupy an inter- 


mediate position. They are toxic enough to make 
their contact with bone undesirable, but with routine 
removal at the earliest possible date. Ménégaux and 
Odiette think that most of them can be used with 
impunity. Three metals fall into the group labelled 
non-toxic—namely, gold, lead, and aluminium. All, 
for obvious reasons, are unsuitable for internal 
splinting of bone; but fortunately three of the 
stainless steels are also innocuous— VA Extra, 
Nicral D, and Platinostainless D. These, according to 
Ménégaux and Odiette, are the ideal metals, since they 
do not inhibit the fixation of calcium in bone repair and 
do not poison the cells of bone or connective tissue. 


A FAMOUS STATISTICIAN 


THE death of Harald Westergaard of Copenhagen 
at the age of 83 has removed another famous figure 
from the world of statistical science. -Prof. Wester- 
gaard, who retired from his chair in 1924, retained 
his intellectual keenness in retirement and many 
will recall his speech at the dinner in houour of Karl 
Pearson in 1934. Of his writings that which will 
be best remembered by medical statisticians is the 
treatise on Mortality and Morbidity, first published 
in 1882, which deservedly passed through more than 
one edition. As recently as 1931 he published, in 
English, an excellent history of statistics. Westergaard 
was a strikingly handsome man of gracious personality 
and will be much missed by his English colleagues. 


SCOPOLAMINE-MORPHINE SEMINARCOSIS 


ALTHOUGH every means of obtaining painless 
labour has been discussed during the last year or 
two, comparatively little has been written or said of 
the process that used to be known as “ twilight 
sleep.“ A recent paper 1 on the subject is based on 
an experience of twenty years and is therefore worthy 
of consideration. The authors make no extravagant 
claims and the practical merit of the method is 
obviously much reduced by the conclusion that the 
disadvantages are chiefly from the standpoint of 
the attendants. Someone must be constantly with the 
patient, particularly the one who is supervising the 
injections.” In other words, properly and efficiently 
used twilight sleep is available only for institutions. 


It is not feasible for the vast majority of private 


patients, since it requires the constant presence of 
the practitioner from the first injection, given during 
the first stage, to thé end of the confinement. In its 
own special sphere the method has a place; for in 
spite of the not uncommon restlessness and occasional 
excitability of the patients, most of them come through 


1 Krebs, O. S., Wulff, G. L., and Wassermann, H. O.: Jour. 
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their ordeal with no danger and scarcely any dis- 
comfort. Nor are the infants’ risks increased when 
the process is managed by experts. But as a general 
means of avoiding the pains of labour genuine twilight 
sleep, even with the aid of barbiturates which the 
authors recommend, cannot bear comparison with 
the simpler methods commonly employed. 


COLD FACTS FROM LABRADOR 


THE appeal of the medical officer of one of the 
stations of the Grenfell Association for a very 
small greenhouse’? where he may grow seedlings to 
ensure better gardens for the fisherfolk and thus 
lessen deficiency diseases shows at once the diffi- 
culties against which the workers of the Association 
have to struggle and the thoroughness with which 
they cope with them. The work which was begun 
by Sir Wilfred Grenfell in 1892 is now carried on in 
five hospitals, six nursing stations, and four orphanage 
boarding-schools. The Association looks after the 
education of the young and distributes work among 
the people which enables them to buy what we would 
consider necessities from the outside world. The 
hooked rugs which the women make and the famous 
Grenfell cloth may be had at 66, Victoria-street, 
London, S.W., where donations to the Association 
may also be sent. 


DEVELOPMENTS AT LEEDS 


As announced in our last issue a great gift has 
been made to the University of Leeds: Mr. F. Parkin- 
son, who was a student at the University in the 
early years of this century, has promised £200,000 
to cover the expense of the great central block, whose 
erection has hitherto been deferred because of more 
urgent needs. In this block, which will form the most 
striking architectural feature of the University, will 
be the main entrance and the entrance hall giving 
access to the Brotherton library, which was opened 
a few weeks ago. It will also accommodate the 
administrative departments. Mr. Parkinson, who 
has already given £50,000 to provide scholarships 
for students, says of his new gift that he has in 
mind ‘‘an entrance and entrance hall which would 
leave an indelible impression on the mind of the 
student which he would remember in after years with 
affection.” It is interesting to look back to the 
days when the disruption of the old Victoria Univer- 
sity was being discussed and to remember how many 
people in Leeds and in Yorkshire generally feared 
that a University of Leeds might not be able to stand 
by itself. All such fears have proved groundless, 
and the number of students is greater than it has 
ever been. The developments in the faculty of 
medicine have been correspondingly striking: for we 
have seen the completion of the buildings of the 
medical school by which the accommodation of the 
department of physiology has been greatly improved ; 
the establishment of an institute of pathology which 
is one of the most complete in the country; and 
the addition a few years ago of a well-equipped 
dental school. 


A REQUEST was received last year from the Gas 
Light and Coke Company by the Royal College of 
Physicians of London for advice concerning domestic 
heating by gas, considered from the point of view of 
health and also of comfort. An advisory committee 
was appointed by the College and an interim report 
was issued in A t, 1935. <A further report is 
published this week signed by Prof. W. W. Jameson, 
Sir Joseph Barcroft, Sir Arthur Hall, Dr. Guy 
Crowden, and Dr. Reginald Hilton. 


/ 
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REPORT ON A 
CLINICAL AND RADIOLOGICAL | 
EXAMINATION OF WORKERS EXPOSED TO 
ALUMINA DUST * 


ONE of the chief sources of silicosis in the pottery 

industry has been the exposure of workers to the 
dust of powdered flint in the processes of placing 
china biscuit ware in flint preparatory to firing the 
ware, and removing the adherent flint from the fired 
biscuit ware in preparation for decoration and 
glazing. The employers, realising this, experimented 
with various substances in the search for a substitute 
for flint as a bedding material, and sufficiently satis- 
factory results were obtained with alumina to justify, 
from the manufacturing point of view, its adoption 
for that purpose. Before coming to a decision as to 
this, the manufacturers asked the Home Officé for 
advice a8 to whether the use of alumina would be 
attended by risk of pneumoconiosis to workers 
exposed to it. The Home Office suggested to the 
Medical Research Council that this question might 
be referred to the Committee on Industrial Pulmonary 
Disease for inquiry. 
There were no satisfactory data regarding the 
effect of alumina dust on the human lungs, but a 
preliminary survey of the processes in the manu- 
facture, of aluminium showed that the men employed 
on the reduction furnaces were exposed to alumina 
dust and an endeavour might be made to determine, 
by examining those workers, whether that exposur 
had caused any injury to the lungs. 


METHOD OF SELECTION 


‘Before embarking on the clinical and X ray examina- 
tion of the operatives who had for a number of years 
been exposed to the inhalation of alumina, a complete 
list was obtained from the British Aluminium 
Company of all those men in its employ, either at 
the Kinlochleven or the Lochaber works, who had 
worked for at least five years in either (1) the power- 
house and workshop, or (2) the refinery, or (3) the 
reduction factory. -This list provided information 
for each operative with regard to his approximate age, 
precise occupation at the time of this “ census,” 
previous occupations, and particulars of his insurance 
under the National Health Insurance Acts. Similar 
particulars were also given for a number of past 
workers who were in receipt of pensions from the 
company. The examination was to be confined to 
workers in the reduction factory (and pensioners 
who had previously worked there), since these were 
the operatives most exposed to the dust. The total 
number of these men—i.e., wlio had worked there 
for more than five years—was 145 (including 8 
pensioners). It was decided to examine a sample of 
50 of these operatives, the sample to include men 


of different ages and different durations of work, in 


the reduction factory, so that in the event of any 
abnormal condition of health being found, its time 
of onset might possibly be discovered. From the 
approximate ages given the numbers selected were 


tia Roport by the Industrial Pulmonary Disease Committee of 
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. R. L. Rawlinson, Prof. M. J. Stewart, Dr. Cecil Wall, and 
Dr. E. L. Middleton (secretary). 
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6 at ages 20-29, 12 at 30-39, 12 at 40-49, 12 at 50-59, 
and 8 at 60-69, the last including two of the pensioners. 
Of those selected the durations of employment in the 
reduction factory varied between 5 and nearly 40 
years. 

Any man whose previous occupation was one in 
which he might have been exposed to a harmful 
dust—e.g., a slate quarrier—was definitely excluded 
from the sample (12 in all). With that exception 
no deliberate selection of any kind was made. The 
men with differing durations of work required to 
make up the age quotas were selected entirely at 
random from those of each age and duration type 
available on the list. With the two exceptions to 
be mentioned the sample should therefore be quite 
unbiased with regard to the health of the operatives 


chosen. The two exceptions were: 


(a) One operative included in the original selection had 
been ill for some time with an irregularity connected 
with the blood circulation in his legs,” was about to 
undergo an operation and was not available for examina- 
tion. To take his place a second choice was made from 
the original list. (6) One operative refused to be examined 
at the last moment and the Examining Board accepted a 
The substitute happened to be one of those 
who had worked previously in a slate quarry, and had 
therefore been deliberately excluded from the sample. 


The remaining 48 originally selected were all examined. 
On the whole it appears that the method of selection 
Should ensure that the sample is quite unbiased, 


and should give a very fair representation of the 


operatives at different ages and with different dura- 
tions of work. Excluding those men who had 
previously worked in dusty occupations the sample 
comprised at all ages nearly 40 per cent. of the 
specified population available for examination, and 
a higher proportion in the older age-groups. 


THE EXAMINATION | 
By arrangement with the Home Office, three 


members of the Silicosis Medical Board—Dr. C. L. 


Sutherland, Dr. A. Meiklejohn, and Dr. F. N. R. 
Price made the clinical examinations at the factories. 
The record of examination of each worker included 
the following data: age; duration of employment 
(a) as a furnaceman attending the reduction furnaces, 
(b) on other work in the furnace-room ; nature and 
duration of work in any other employment; family 
history and personal history, of illness; notes 
on general nutrition, the presence of respiratory 
embarrassment, cough, and expectoration. Measure- 
ments of the chest and the condition of the upper 
respiratory passages were noted. A complete clinical 
examination of the chest was made, and physical 
signs were recorded and the interpretation of the 
clinical findings noted in each case. 

Immediately before the clinical examination each 
worker was examined radiologically at the works, 
by arrangement with Messrs. Portable X-Rays Ltd., 
London, under the supervision of the members of 
the Medical Board. Radiograms were taken on 
17 in. by 14 in. duplitised films with an exposure of 
1/10th second at a distance of 6 ft., except in seven 
cases where, owing to thickness of the chest, the 
distance chosen was 42 ft. The radiograms were 
examined in. London by a subcommittee of the 
Committee on Industrial Pulmonary Disease. 

A serious family history of tuberculosis was given 
in one case. The man himself had also suffered from 
pulmonary tuberculosis and tubercle bacilli were 
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found on one occasion in the sputum, but no clinical 
or radiological evidence of the disease was found at 
the present examination. It appears that a tuber- 
oulous pulmonary lesion was diagnosed in this case 
after 13 years had been spent as a tapper in the furnace- 
room, and subsequently the occupation of furnace- 
man was followed for 7 years without a recurrence of 
progressive disease being produced. 

General physique was satisfactory in the majority 
of the men, but poor development or some deformity 
of the chest was noted in eight cases. Clinical 
examination of the chest revealed no change from 
normal in 41 of the men. In one physical signs were 
found consistent with paroxysmal bronchial asthma, 
of which a history was given, the onset being about 
ten years ago. Chronic bronchitis was diagnosed 
in a man who had been gassed in the war and treated 
in hospital four or five weeks. He had had several 
attacks of chest trouble since that time. In a few 
others slight adventitious sounds were found, with 
no other departure from normal. 


RESULTS 


In the last column of Table I. the conclusions 
arrived at on interpretation of the clinical and radio- 
logical data are indicated for each age-group by the 
letters A., B., C., and D., which have the following 
significance 

A. Nothing found in the clinical or radiological examina- 
tions which suggests any changes in the lungs: 30 cases. 

B. Changes in the lungs found clinically and radio- 
logically : 5 cases in which the diagnoses were: (1) 
consistent with history of previous pneumonia; (2) 
asthma; (3) catarrh; (4) chronic bronchitis; (5) slight 
fibrosis or senile changes. 

C. Changes in the lungs found clinically only: 1 case; 
slight signs of bronchial catarrh. 

D. Changes in the lungs found radiologically only : 
14 cases. The changes in two were doubtful and in all 
the others they were of slight degree. Classification of the 


changes, and, in parentheses, the clinical findings, are as 


follows: (a) Slightly increased striation, or more fibrosis 
than usual; 3 cases: (1) (occasional adventitious sounds) ; 
(2) (normal); (3) (flat chest). (6) Evidence of old pleurisy ; 
3 cases (all normal). (c) Evidence of slight emphysema ; 
4 cases: (1) (very muscular), (2), (3), and (4) (normal). 
(d) Calcified glands; (both big men, in both occasional 
rhonchi found). (e) Slight catarrh. (f) Catarrh; ? old 
pulmonary tuberculosis, right apex ; (normal). 


TABLE I 


Classification on basis of 


Years of past history and clinical and 

Age- Samber work in radiological examinations. 

group ce- 
examined. room. 

A B. O D 

30-39 .. 12 6-18 7 — 1 4 

40-49 .. 10 11-25 5 3 — 2 

60—59 14 1434 9 1 — 4 

Total 50 5-39 30 5 1 14 

CONCLUSIONS 


After considering the results of the clinical and 
radiological examinations and the report on sickness 
rates the committee was unable to find, within the 
limits of the material included in this investigation, 
any evidence that the inhalation of alumina dust 
had caused fibrosis of the lungs. 


The committee thanks the owners of the two factories 
at which the investigations were made, the managers and 
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their staffs for valuable assistance in regard to the statistical 
inquiry, and for providing facilities for the medical and 
radiological examinations, and the workers for their 
interest and codperation. Acknowledgment is also due 
to Mr. A. Bradford Hill, D.Sc., for advice on the statistical 
aspect of the inquiry, for selecting the workers for examina- 
tion, and for providing a note on the sickness experience 
of the workers in alumina; to the chief medical officer 
and two members of the Silicosis Medical Board— 
Dr. C. L. Sutherland, Dr. A. Meiklejohn, and Dr. F. N. R. 
Price—for the skill and care they devoted to the medical 
examinations. The committee appreciate the success 
achieved by Messrs. Portable X-Rays Ltd. in carrying 
out the radiographic work and the care and trouble they 
took to meet the unusual demands of this inquiry. 


| APPENDIX I 
Sickness amongst Workers in Alumina 


By Dr. BRADFORD HILL 


In addition to the clinical and X ray examinations 
an attempt was made to measure the amount of 
sickness experienced by the workers in the two 
factories. The list of workers, which was obtained 
as a. preliminary to the investigation, included 
particulars of the approved societies to. which the 
operatives belonged under the National Health 
Insurance Acts. It was found that the number of 
societies represented by members at these works was 
very nearly fifty, but a large number of societies 


TABLE II 


Number of men in— 


Age last birthday | 
on Jan. Ist, 1931. Reduction Other parts of 
works. the factory. 
Under 20 8 5 r t 10 (7:8) 
200 27 (26 · 2 46 (36:7 
300 31 20.0 33 (26-6 
40- . 31 (290 26 10 
50—60 13 (12:1 14 (10-8 
Total sé 107 (100-0) 129 (100-0) 


* Six men in the reduction works and five in other parts of 
the factory entered their societies during 1931-35. They have 
been allocated to the ogo groupa according to their age last 
birthday on Jan. Ist of the year in which they entered. 


t The italicised figures in parentheses are the percentages in 
the age-groups. 


had but one or two members there. In fact, it was 
found that the sickness experience of over 80 per cent. 
of the operatives could be obtained from only 9 
societies. It was decided to confine the inquiry 
to this number. With the assistance of the Depart- 
ment of Health for Scotland the 9 societies were 
approached and kindly provided the sickness history 
of the men belonging to them over the five years 
1931 to 1935 inclusive. These operatives were 
divided into two groups: (1) men employed for at 
least five years previous to the inquiry in the reduction 
works, and (2) men employed for at least five years 
previous to the inquiry in the other parts of the 
factory—viz., the workshops, refinery, and power- 
house. The object of investigation was to see 
whether the former group, exposed presumably to a 
higher concentration of dust in the atmosphere, 
showed any pronounced difference in its sickness 
rates from the rate experienced by workers in the 
other parts of the factory. The histories related 
to 107 men in the reduction works and to 129 in other 
parts of the factory. As sickness rates vary with 
age, a preliminary comparison of the two groups 
was made with regard to that factor. Table II. 
shows that in the reduction works compared with 
the rest of the factory there were proportionately 
rather more workers at ages over 40 years and less 
at under 30 years. As sickness rates usually increase 
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with age, this difference may tell slightly against the 
operatives in the reduction works. 

Excluding the eleven entries referred to in the 
footnote to Table II., there were 101 men in the 
reduction works and 124 in other parts of the factory 
whose sickness history was available for the complete 
five years. 36 of the former, or 35:6 per cent., and 
54 of the latter, or 43:5 per cent., had no sickness 
at all during the five years. The difference between 
these percentages is small and not more than might 
easily arise by chance with such small numbers. 
The total number of claims made over the five years 
(including cases of workmen’s compensation) was 
135 in each group. From this figure calculation of 
a claim rate can be made; taking the rate as the 
number of claims made per 100 persons per annum, 
it is 25-2 in the reduction works and 20-9 in the other 
parts of the factory (for simplification the few entries 
have been counted as if they were present for the 
whole five years; more accurate treatment makes 
no material difference to the results). If the com- 
parison be limited to illness—i.e., injuries, com- 
pensated or otherwise, be excluded—the two rates 
become 19-4 and 17:4. The rate is slightly higher 
in the reduction works. 

A second rate to be utilised is the number of days 
of sickness per person. The total number of days of 
incapacity. in the reduction works was 4027, and in 
the other parts of the factory 2885; this appears 
to be a large difference but the former total includes 
700 days of absence of one man due to an injury 
(a W. C. A. case). If all in juries be excluded from both 
groups, the total days lost due to illness are 2039 
and 2050; the number of days per person per annum 
is, then, 3°8 in the reduction works and 3-2 in the 
other parts of the factory, while the average duration 
of a claim is 19-6 days in the former and 18-3 days 
in the latter. 


Finally, the type of sickness suffered by the two 
groups has been compared by means of the diagnoses 


recorded. This comparison is made in broad groups 
in Table III. 


TABLE III 


Number of sicknesses 
recorded under given 


diagnosis. 
Diagnosis. 
Reduction ORRAT arse 
works. 

factory. 

Diseases of respiratory system .. 59 (43:7 

Rheumatism, &0. oe oe 6 (4-4 

Infectious diseases ve ee 1 (07 

Injuries (under W.C.A. and other- 
Skin (including septic) condition: 27 Oe 
clu septic) conditions : 

Other causes és oe es ° 16 (04.5 

No dlagnosis 52 $à ae 14 (10-4 11 (82 
Total 135 (100-0) | 135 (100-0) 


* Percentages. 


The operatives in the reduction works appear to 
have a rather low incidence of respiratory complaints, 
but taking the small numbers into account there is, 
in general, no very distinct difference in the pro- 
portional incidence of the various groups of com- 
plaints (or in the absolute incidence, as can be shown 
by calculation of the claim rates for each cause). 

It appears from this admittedly limited material 
that the operatives in the reduction works experienced 
slightly higher sickness rates than the men in the 
other parts of the factory, but that no really sub- 
stantial differences are revealed in the kinds of 
illness suffered by the two groups; the difference 
in sickness incidence does not appear to be due only 
to the older age-distribution of the men in the reduc- 
tion works for a slight excess is apparent amongst 
comparable age-groups. 
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APPENDIX II 
Investigation of Dust-clouds 
Notes from a report by Mr. K. L. GOODALL 


H.M. INSPECTOR OF FACTORIES 


The dust-cloud consists of alumina with small 
proportions of aluminium and sodium fluorides, 
sodium oxides, and cryolite. Carbon dioxide is 
present in the atmosphere with traces of carbon 
monoxide and fluorine. Soot was removed from the 
dust records by heating them over the flame of a 
spirit lamp for 15 minutes, and they were counted 
under a magnification of 1250 diameters. The 
counts represent all particles seen as distinct and 
resolved entities down to about 0-25 microns. 

At Factory K, records taken with the thermal 
precipitator worn by furnace workers ranged from 
1020 to 2430 particles in 1 c.cm. of air; samples 
taken to represent the general air of the furnace-room 
varied from 410 to 655 particles in 1 c. em. At 
breathing level of a labourer emptying sacks of 
alumina, in the furnace-room, the concentrations 
were 1510 and 1580 particles in 1 c.cm. 


At Factory L, where a different method is in use for 


feeding the furnaces with alumina, the concentration 
in the central atmosphere of the furnace-room was 
408 particles in 1c.cm.; at breathing level of men 
attending to the furnaces 608 to 1480 particles in 
1c. em. At a point outside the furnace-room the 
concentration at breathing level of a man emptying 
wagons of alumina, inspecting alumina bunkers, 
and attending an underground alumina conveyor, 
was 426 particles in 1 c.cm. 

The median sizes of particles over the whole series 
were between 0:23 u and 0-5 h. 


HIGH VOLTAGE X RAY THERAPY AT 
ST. BARTHOLOMEW’S HOSPITAL 


THE Mozelle Sassoon high voltage X ray therapy 
department at St. Bartholomew’s Hospital was 
opened on Thursday of last week by Mrs. Meyer 
Sassoon, donor of the department, in the presence of 
a large and distinguished gathering. Immediately 
following this ceremony, a memorial plaque to the 
late Dr. R. G. Canti, clinical pathologist to the 
hospital, designed and executed by Miss I. Donaldson, 
was unveiled by Dr. Malcolm Donaldson. 


THE NEW INSTALLATION 


Lord STANMORE, treasurer of the hospital, expressed 
the profound gratitude of the governors to Mrs. 
Sassoon for her munificent gift, to the Sir Halley 
Stewart Trustees for their endowment of a fellowship 
for a whole-time officer to the department, and to the 
British Empire Cancer Campaign for their support in 
connexion with cancer investigation for many years. 

Lord RUTHERFORD spoke of medicine’s debt to 
science, and especially to physics, of which the two 
greatest gifts were, firstly, the discovery of X rays 
in 1895, and secondly, the discovery of radio-activity 
in 1896. X rays have become indispensable in 
medicine, both for diagnosis and treatment. Lord 
Rutherford then referred to the steady and slow 
development of X ray tubes, which had made possible 
the very high-powered apparatus that he had just 
viewed. Such an apparatus, working at one million 
volts, would enable rays to be produced which would 
equal in wave-length the gamma rays of radium. 
He emphasised the fact that X rays and the gamma 
rays of radium were identical in nature, and he was 
certain that if a beam of gamma rays could be com- 
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pared with a beam of X rays of the same wave-lengths, 
the effects would be found to be identical, The energy 
of the shortest wave-lengths of the gamma rays 
from the radium family of elements would correspond 
to a maximum of two million volts, but the average 
corresponding voltage for the complete spectrum of 
these rays would only be about 600,000 volts. It 
would be seen that a beam could be produced from 
the new high-voltage installation which would 
approximately be the same in quality as a beam of 
gamma rays, but at a very much higher intensity. For 
these reasons he looked forward to a comparison of 
the results obtained by the new installation with those 
of the radium beam research at the Radium Institute, 
with which he had been associated. Lord Rutherford 
then referred to some of the features of the installa- 
tion. The tube, which had been designed by his old 
friend, Dr. T. E. Allibone of Metropolitan- Vickers, 
was no less than 30 feet long and it weighed 10 tons, 
and it was hoped that from it would be obtained 
radiations produced at a voltage which was as high 
as, if not higher than, that obtained in any other 
country. He congratulated the governors of the 
hospital on their energy and vision in initiating this 
work, and he would watch with great interest the 
progress of what must. be regarded as a great 
adventure. 


Lord HORDER said he spoke as chairman of the 
original radiotherapeutic department of the hospital, 
the pioneer department of its kind in the country, 
which had now been merged into the cancer depart- 
ment, under the chairmanship of Sir Charles Gordon- 
Watson. Throughout the history of this department 
there had been close collaboration between the 
hospital and the British Empire Cancer Campaign. 
He wished to make it clear that this new high 
voltage department, itself a great enterprise, was also 
part of a concerted scheme of investigation which 
had been in progress for many years. What was 
important in any attack on the cancer problem was 
team-work—collaboration between clinicians, radio- 
logists, pathologists, and physicists—and he con- 
sidered that the prosecution of the scheme was in the 
hands of a personnel second to none in this country. 
It was, as Lord Rutherford had said, a great adventure, 
and no one could predict what good would accrue. 
Whatever the result, it would be a necessary addition 
to knowledge. Radiation had much to its credit. 
It was hoped that its credit would be added to 
through this generous gift. 


Sir CHARLES GORDON-WaTSON said it was his 
privilege to offer grateful thanks to Mrs. Sassoon for 
her splendid benefaction. He traced briefly the 
development of radiation research in the hospital 
from the first diagnostic installation in 1897. Radium 
‘was in use in the hospital, he said, before the war, 
and in 1919 the store was increased by an allocation 
of radium by tle Medical Research Council for 
research purposes. Subsequent allocations from the 
British Empire Cancer Campaign and from private 
donors soon ensured that radium treatment would be 
available to every patient in the hospital who 
required it. The Campaign radium was used in the 
well-known experiments of Canti, which eventuated 
in the production of the Canti films. Research in 
high voltage X ray treatment began in 1924, when a 
special department was created with a whole-time 
officer, and for some years it had been contemplated 
to increase the voltage to upwards of a million, 
whenever funds and apparatus became available. 
The difficulty of the X ray therapist had always heen 
to secure an adequate dose to the growth without 
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serious damage to the healthy tissues. 
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Greater pene- 
tration and higher intensity would help to achieve 
these objects, and it appeared that the difference in 
radio-sensitivity between normal and cancer tissues 
depended to some extent on the wave-length of the 
radiation. 

THE CANTI MEMORIAL 


Dr. Matcotm DONAT DSON spoke of the late Dr. 
Canti’s contribution to cancer research, and especially 
to the establishment of the high voltage department. 
As far back as 1929 Canti had been thinking out 
means for the initiation of a high voltage department, 
and when this had become possible Canti’s tireless 
energy and enthusiasm in the preparation of the 
plans were a stimulus to all his colleagues. Canti 
was perhaps best known to the public for his films 
on the effects of radiations on tissue cultures, but 
these were only incidental to a well-planned scheme 
of research upon which he was engaged up to the time 
of his death. He would be sadly missed in all the 
many spheres of his activity, but nowhere more than 
as hon. scientific secretary of the British Empire 
Cancer Campaign. 
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Inadequate Post-mortem Accommodation 


ANOTHER protest against the disgracefully inade- 
quate accommodation for post-mortem examinations 
in country districts was made last week. Giving 
evidence at an inquest held near Worthing, Dr. A. J. 
Head of Storrington, Sussex, described the conditions 
in which he had to make an autopsy. The place 
was a shed or lean-to, quite close to the road: it 
was difficult to prevent school-children from looking 
in: when the door was closed there was no light 
because there was no window. There was no sani- 
tation and no water-supply. A butcher would not be 
allowed to slaughter cattle in such a place. Dr. 
Head added that he believed that these shocking 
conditions existed all over rural England; he had 
practised in three counties, and they were much the 
same in this respect. 

This inadequacy of accommodation for autopsies 
is, of course, a notorious cause of complaint. Two 
years ago Sir Samuel Brighouse had to draw attention 
to premises at Aintree which consisted of a dirty 
outhouse with no table and no supply of warm water. 
A year earlier Dr. D. G. Garnett, the medical officer 
of health for Leiston in Suffolk, wrote an open letter 
to the Home Office in condemnation of the place in 
which he had to work; there was scarcely room to 
turn round in it and there were no means of washing. 
In part these difficulties have been due to the sensi- 
tiveness of public opinion which reflects itself in the 
laws passed by Parliament. For fear of distressing 
the relatives of deceased persons, it has been felt 
that mortuary and post-mortem room should not be 
under the same roof. Section 143 of the Public 
Health Act of 1875 made provision for a post- 
mortem room “otherwise than at a workhouse or 
mortuary.” These words disappear in the equivalent 
clause of the new Public Health Act which comes 
into force next year. The official committee which 
framed the 1936 Act reported that the most con- 
venient place for a post-mortem room was at a 
mortuary and that, provided the room was properly 
separated from the rest of the mortuary, there 
appeared to be no good reason why it should not 
form part of the same building. It is a little curious 
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that Section 141 of the 1875 Act authorises the 


Minister of Health to insist that the local authority 
shall provide a mortuary, whereas Section 143 does 
not allow him to insist on the provision of a post- 
mortem ‘room. The changes which the 1936 Act 
makes, while otherwise reproducing Section 143, are 
valuable. When the new Act takes effect, the 


Minister will be able to insist on local authorities and 


parish councils providing a post-mortem room ; there 
will be power to charge for the use of the room, and 
there will be no longer any: necessity to place the 
mortuary and the post-mortem room in separate 
buildings. The Ministry of Health must use its 
powers to put an end to the disgusting conditions 
‘which exist in country districts to-day. 


Prosecution of Nursing-home Proprietors 


The Surrey county council took proceedings lately 
against a woman who was conducting a nursing-home 
at Epsom without being registered. An assistant 
medical officer of health and a superintendent health 
visitor had paid a visit to the premises. On their 
explaining that they had reason to believe she was 
using the house as a nursing-home, the defendant 
denied that she had any patients in her house, but 
she admitted that people were staying there. The 
officials found an elderly lady, completely crippled. 
and bed-ridden, who was paying three guineas a 
week; other persons were paying three and two 
guineas. There was no suggestion of improper 
treatment; it was understood that the defendant 
had some previous training as a hospital nurse. The 
case for the prosecution was merely that the premises 
were not registered as required by the Act of 1927. 
The Bench said there must be a conviction, but, as 
the offence had been somewhat inadvertent and as 
the proceedings had been instituted as a warning, the 
case was dismissed under the Probation of Offenders 
Act on payment of five guineas costs. 

The Nursing Homes Registration Act of 1927 is 
superseded by the prospective provisions of Part VI 
of the Public Health Act of 1936 to the like effect. 
When these provisions were being considered by the 
Joint Committee of both Houses of Parliament last 
June, there were vigorous comments on the 1927 
exception in favour of Christian Science nursing- 
homes. The Joint Committee’s duty, however, was 
merely to see that the 1936 Bill was faithfully repro- 
ducing the 1927 Act. To have cancelled the exemption 
would have been to invite opposition which might 
have been fatal to the Bill. 


Withdrawal of a Special Treatment Licence 


Dr. Stavros Constantine Damoglou was deprived 
last week, after a hearing before the Public Control 
Committee of the L.C. C., of his licence to give special 
treatment at a massage establishment at East Gate, 
Regent’s Park. Dr. Damoglou, it was said, claimed 
“to make sightless eyes see; in cross-examination 
he made this definite assertion. Miss Mabel Thomas, 
a blind witness, stated that she consulted Dr. 
Damoglou and was told that he would guarantee her 
sight in two or three years’ time. She had electric 
needle and sun-ray treatment and was put on a 
diet. For about a year she went twice a week to 
Dr. Damoglou; later she went every day. After 
16 months’ treatment and paying £70 she was still 
completely blind. Mr. Robert Williams, an oph- 
thalmic surgeon, said that Miss Thomas’s blindness 
was due to the wasting of the optic nerve of both 
eyes: he thought it impossible for her to recover 
her sight. There was similar evidence about another 
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blind patient. Dr. Damoglou protested that the 
patients had not given themselves time to be cured: 
Miss Thomas ought to have persevered, he said, for 
three years. In reply to questions from members of 
the Public Control Committee, he said that he was 
a doctor of medicine at the medical faculty of 
Constantinople and also of Paris: he had not 
registered as a. medical practitioner here because 
medical men would not codperate with foreigners. 


THE STATE OF CANCER RESEARCH 


INVESTIGATION has produced a number of well- 
established facts about cancer which seem at first 
sight to be contradictory. It is recognised that 


malignant growths can be produced in animals by a 


great variety of carcinogenic agents, including pure 
organic substances of known chemical constitution, 
many of which, are chemically closely related to the 
sterols. These carcinogenic agents require a long time 
to induce cancer; they produce both sarcomata and 
carcinomata, of different histological types, and the 
tumours thus produced can with very few exceptions 
be transmitted to other animals of the same species 
by transplantation of living cells. 

But there are certain tumours, first observed in 
fowls by Peyton Rous, which can be transmitted to 
other animals by cell-free extracts, and evidently 


therefore contain an agent separable from the malig- 


nant cells. This agent, behaves like a virus; it 


brings about its effect almost immediately, its action 


is highly specific in so far as it reproduces only the 
same histological type of tumour as the one from which 
it was extracted. It can act as a specific antigen 
and produce antibodies, and these immunity 
reactions indicate that these agents are foreign to 
the fowl. 


These two groups of facts—the existence of chemical 
carcinogenic substances and the existence of tumours 
containing a virus—are not mutually exclusive, as is 
In reviewing the problem in the 
34th annual report of the Imperial Cancer Research 
Fund Dr. W. E., Gye endeavours to explain how 
the facts can be fitted into a coherent picture of 
He quotes from a paper 
by Dr. W. Cramer published: during the ourrent 
year : 


It has often been pointed out that the ætiology of 
cancer presents two entirely different and y inde- 
pendent aspects : first, the nature of the intrinsic cellular 
change which confers upon a cell the property of malig- 
nancy (this may be called the proximate cause of cancer), 
and, secondly, the conditions acting from without upon a 
normal cell which precede and bring about the intra- 
cellular change (the remote cause or causes of cancer). 
The numerous carcinogenic agents referred to above are 
the remote causes of cancer, and it is evident that our 
knowledge of these, although not yet complete, is fairly 
extensive. Their function is to prepare the area of tissue 
in which they act for the intrinsic cellular. change by 
which a malignant cell is formed from a normal cell. 
other words, they produce a ‘ precancerous’ condition of 
the tissue. But they give no information on the nature 
of this intrinsic cellular change. The study of the carcino- 
genic agents and conditions (the remote causes of cancer) 
belongs in time and in mental concept to a different causal 
category from the study of the intrinsic cellular change— 
the proximate cause of cancer. They are not mutually 
exclusive. They complement each other.“ 


The work carried out by the Imperial Cancer Research 
Fund bears on both these lines of inquiry. 
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VIRUSES 


Perhaps the most striking piece of evidence demon- 
strating a close connexion between the chemical 
carcinogenic substances and the virus tumours is 
that it has been possible to induce by the chemical 
carcinogens tumours in fowls some of which are 
transmissible by cell-free filtrates and which, there- 
fore, contain a virus. This, as Dr. Gye points out, 
enables us to conclude that there is no essential 
difference between the virus tumours which arise 
spontaneously in fowls and those 
which are chemically induced. And 
since the same chemical substance 
. which induces tumours in fowls 
will also induce them in mice and 
rats and even in man, wider infer- 
ences become probable. The diffi- 
culty is that almost all the tumours 
induced by chemical carcinogenic 
substances in mice and rats and 
the great majority of the tumours 
induced in fowls have proved not 
to be transmissible by cell-free fil- 
trates. Does that mean that this 
last group of tumours does. not con- 
tain a virus, and must we therefore 
conclude that there is a fundamental 
difference in ætiology between 
malignant new growths transmis- 
sible by cell-free extracts and those 
transmissible only by living cells ! 

A priori it is possible that in such tumours a virus 
is present and is prevented from exercising its carci- 
nogenic activity by conditions not yet understood. 
Since the direct method of demonstrating the pre- 
sence of a virus in these tumours fails, an indirect 
method has been employed by Dr. L. Foulds taking 
advantage of the immunity reactions referred to 
above. Rabbits were immunised with material from a 
fowl tumour produced by the injection of diben- 
zanthracene and found not to be transmissible by 
cell-free extracts. The sera of these rabbits proved 
able to neutralise the virus present in cell-free extracts 
of the Rous sarcoma No. 1. The provisional con- 
clusion is drawn that although a cell-free filtrate of 
the chemically induced tumour is not able to start 
a fresh tumour, nevertheless the filtrate contains an 
antigen which is present also in filtrates of the Rous 
tumour and which is associated with the activity of 
the filtrate. 

A very similar result has also been obtained 
recently by Dr. Peyton Rous working in the Rocke- 
feller Institute in New York with the so-called 
filtrable Shope papilloma of the rabbit. This is an 
infectious papilloma which can be transmitted by 
cell-free filtrates, and which after a long time develops 
at its base a malignant skin carcinoma. These 
observations have been confirmed by Dr. F. R. 
Selbie. The carcinoma, however, cannot be trans- 
mitted by cell-free filtrates. Nevertheless Dr. Peyton 
Rous could show that it contains an antigen capable 
of neutralising the virus present in the papilloma 
extracts. Dr. Gye warns his readers therefore 
against dogmatic conclusions that failure to propa- 
gate a tumour with cell-free filtrates proves the 
absence of a virus in a tumour cell. 


— — — 
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CARCINOGENIC SUBSTANCES 


Of the chemical carcinogenic agents special atten- 
tion has been paid during the current year to the 
cestrogenic hormones. Dr. W. Cramer and Dr. 
E. Horning have confirmed the observations of 
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Lacassagne that these hormones if applied to the skin 
over a long period produce in mice cancer of the 
mamma, even in the males. They find, however, a 
fundamental difference between the action of these 
estrogenic hormones and the chemical carcinogens 
previously used. The latter always produce cancer 
at the site of their application, and there are no 
marked changes in the internal organs. The carcino- 
genic effects of the cstrogenic hormones, on the 
other hand, appear not at the site of application 
(the skin) but in one specific organ remote from it 


Drawing of ah orioa to be erected by the Imperial Cancer Research Fund on land 


ill Hill leased from the Medical Research Council. 


(the mamma). In addition, Alete are in the whole 
organism profound changes, which had not been 
observed previously: arrest of growth, emaciation, 
degenerative changes in the adrenals, hyperplasia of 
the islets of Langerhans, and a hypertrophy of the 
anterior lobe of the pituitary which not infrequently 
leads to the formation of adenomata of the anterior 
lobe, and which is accompanied by a loss of its 


chromophil cells. The condition of the animal 
resembles that observed after surgical removal of 


the pituitary gland. The prolonged application of 
certain cestrogenic hormones, therefore, produces a 
functional hypophysectomy which is morphologically 
associated with an enlargement of the anterior lobe 
and a loss of its chromophil cells. Whether any of 
these changes take a part in the development of mam- 
mary cancer under these conditions is at present 
being investigated. 
which has appeared recently in our columns con- 
cerning the possible danger to patients treated with 
estrogenic hormone preparations for gynecological 
conditions, special reference may be made to the 
statement in the report to the effect that there are 
no grounds for the fear that the therapeutic applica- 
tion of cstrin by skilled physicians may induce 
cancer. 

On the other hand, the report contains a warning 
against the injection of radioactive preparations 
such as those made from thorium dioxide, which 
have been used in radiology for the visualisation of 
certain organs. Dr. Selbie has confirmed the observa- 
tions of Prof. Roussy and his co-workers in Paris, 
that this substance even in small doses leads to the 
appearance of sarcomata. 


THERAPEUTICS 
The radiotherapy of cancer has been the subject 
of several investigations by workers of the Fund. 
Mr. H. G. Crabtree has found that while radiation 
damages the respiration of cells at body temperature, 
at low temperature the glycolytic process is affected. 


In view of the correspondence 
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Since normal tissues do not use glycolysis to any 
extent as a source of energy, the inhibition of glyco- 
lysis by radiation applied at low temperature to 
cancer cells may be said to constitute a differential 
action. Dr. Cramer finds that the period of recovery 
from the action of radium is very much longer for 
cancer cells than for normal cells, even when very 
small doses of radiation are applied, which by them- 
selves have no apparent effect. By giving such very 
small doses at much longer intervals than are in use 
at present in the radiotherapy of cancer in man it 
is therefore possible to produce a cumulative action 
on cancer cells but not on normal cells. A differential 
effect on the cells of a malignant growth can thus be 
obtained and the method is recommended for a 
clinical trial. 

The action of colchicine and of a number of other 
substances on cell division has been examined by 
Mr. R. J. Ludford, D.Sc. These substances produce 
an arrest of cell division, and it seemed possible that 
these substances might provide a means of arresting 
the growth of a tumour. It was found, however, in 
confirmation of the work of Prof. Dustin, of Brussels, 
that the action of these substances is not specific 
for cancer cells but extends also to normal cells, and 
that the amount necessary to produce an effect on 
the growth of a tumour is almost lethal to the 
organism. Therapeutic application is manifestly 
precluded by these findings. 

The accompanying illustration shows the Imperial 
Cancer Research Fund’s proposed new laboratories 
at Mill Hill. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Capts. J. G. Boal to R.N. Hosp., Plymouth; 

J. P. Shorten, D.S.C., to R.N. Hosp., Malta; and H. B. 
Parker, D.S.C., to President. 
Surg. Comdrs. T. C. H. Neil to Tamar, O. D. Brown- 
field, O. B. E., to Britannia for R. N. Cadets Sick Quarters, 
Dartmouth; F. E. Fitzmaurice to Drake for R. N. B.; 
N. B. de M. Greenstreet to Royal Sovereign ; J. B. Craw- 
ford to Pembroke for R. N. B.; R. J. Inman to Drake for 
R. N. B., and to Eagle (on recommg.); and J. Kirker to 
Leander. ' 

Surg. Lt.-Comdrs. D. Duncan to rank of Surg. Comdr., 
and reapptd.; and A. R. Ewart to Suffolk. 

Surg. Lts. M. G. Peever to Pembroke for R.N. Hosp., 
Chatham; J. M. Holford to Grenville; F. Bush to 
Valiant ; J. A. Page to Drake for R.N.B.; and S. Whit- 
tingtoń to Suffolk (on recommg.). 

T. A. M. Maunsell to be Surg. Lt. and appointed to 
Victory for R.N. Hosp., Haslar. 


ROYAL NAVAL VOLUNTEER RESERVE 
Surg. Sub-Lt. R. T. Jones promoted to Surg. Lt. 
Proby. Surg. Lt. R. C. Anderson to be Surg. Lt. 
J. L. Holgate entered as Proby. Surg. Lt. 


ARMY MEDICAL SERVICES 

Col. F. Casement, D.S.O., Assistant Director-General, 
A.M.S., at the War Office, has been selected to succeed 
Col. J. W. L. Scott, D. S. O., Hon. Physician to the King, 
as Deputy Director-General, A. M. S., at the War Office, 
from March 26th. 1937, when the latter vacates the 
appointment on promotion to Major-General. His 
successor as Assistant Director-General will be Lt.-Col. 
(temporary Col.) S. W. Kyle, R.A.M.C., at present Assistant 
Director of Medical Services in Palestine (vide also THE 
Lancet, Nov. 7th, p. 1124). 


ROYAL ARMY MEDICAL CORPS 


REGULAR ARMY RESERVE OF OFFICERS 


Lt.-Col. E. J. Kavanagh, D. S. O., M. C., having attained 
iad = on of liability to recall, ceases to belong to the 
. 0 : 


ARMY DENTAL CORPS 


Short Serv. Commissions: Lt. R. J. Godfrey to be 
Capt. 
Short Service Commissions: Lt. (on prob.) W. J. 
Constantine is confirmed in his rank. 
To be Lts. (on prob.): R. W. Prescott and W. H. 
Burndred. 
TERRITORIAL ARMY 


Maj. E. R. Lovell, T.D., to be Lt.-Col. and to comd. 
the 164th (W. Lan.) Fd. Amb. 

Capt. J. F. Wilde to be Maj. 

Capt. A. N. B. Odbert relinquishes the appt. of Divl. 
Adjt., 46th (N. Mid.) Div. 

Supernumerary for service with O. T. C.: Lt. G. N. 
Bailey (Empld. Univ. of Lond. Contgt. (Med. Unit), 
Sen. Div., O. T. C.) to. be Capt. 

J. B. MacKay (late Offr. Cadot, Aberdeen Univ. Contgt. 
(Med. Unit), Sen. Div., O. T. C.) to be Lt. 

C. S. Nicol (late Cadet Lce.-Corpl., Harrow Sch. Contgt., 
Jun. Div., O.T.C.) to be Lt. 

J. D. H. Wearing (late Cadet Sergt., Wrekin Coll. Contgt., 
Jun. Div., O. T. C.) to be Lt. 

TERRITORIAL ARMY RESERVE OF OFFICERS 

Capt. W. E. Hayes, from Active List, to be Capt. 


ROYAL AIR FORCE 


Wing Comdr. W. E. Barnes to R.A.F. General Hospital, 
Hinaidi, Iraq, for duty as Medical Officer. 

Squadron Leaders G. J. Hanly to Home Aircraft Depot, 
Henlow, for duty as Medical Officer ; L. Freeman to No. 208 
(F. B.) Squadron, Basrah, for duty as Senior Medical Officer, 
Basrah. 

Flight Lts. E. Donovan to No. 101 (B.) Squadron, 
Bicester; J. McGovern to R. A. F. Station, Hucknall; 
W. P. Stamm to Princess Mary's R. A. F. Hospital, Halton ; 
F. W. P. Dixon, M. B. E., and T. C. Macdonald to Super- 
intendent of the Reserve, Hendon; H. L. Willcox 
to Aircraft Depét, Hinaidi, Iraq; and J. Kemp to 
R. A. F. General Hospital, Palestine and Transjordan, 
Sarafand. 

Flying Offr. W. J. Fowler to R. A. F. Station, Wyton. 


RESERVE OF AIR FORCE OFFICERS 


Flying Offr. H. C. Smith is promoted to the rank of 
Flight Lieutenant. 


INDIAN MEDICAL SERVICE 


Maj. R. S. Aspinall, C. I. E., to be Lt.-Col. 

Capt. A. N. Chopra to be Maj. 

Lt. (on prob.) C. W. A. Searle to be Capt. (on prob.). 
J. D. Munroe to be Lt. (on prob.). 


COLONIAL MEDICAL SERVICE 


Dr. H. B. A. Macfie and Dr. R. A. Porter have been 
appointed District Medical Officers, Cyprus. Dr. R. L. 
Cheverton becomes Senior Medical Officer, British Hon- 
duras; Dr. T. H. Dalrymple and Dr. H. G. Edmunds, 
Medical Officers, Nigeria. 


DEATHS IN THE SERVICES 


Colonel TERENCE JosEPH McGann, I.M.S., retd., who 
died on Nov. 22nd, at Mysore, India, was son of Owen 
McGann of Whitemount, Co. Clare, Ireland, and graduated 
at Dublin in 1866. In the following year he joined the 
Indian Medical Service, became senior surgeon at 
Bangalore, and sanitary commissioner of Mysore in 1870. 
In 1895 he was appointed principal medical officer of the 
Rangoon district, retiring in 1901. Colonel McGann 
had a fine academic and public career. He became 
F. R. C. S. Edin. in 1881 and took the D.P.H. Camb. in 
1884; before that he had been first prizeman in a number 
of medical subjects. His published work includes an 
article in the Madras Medical Journal on the treatment of 
hepatic abscess and one on stricture in our own columns 
(1880, ii., 728). He was for long in charge of the maternity 
hospital at Bangalore and superintendent of the mental 
and leper hospitals there. He was 95 years of age at his 
death, 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Lach contributor is responsible for the section for a month; 


his name can be seen later in the half-yearly index. 


BY A CHRONICLER 
III 


THE immediate popularity of The Lancet was not 
due, as I have seen assumed by many who have 
commented on the early stages of the paper, to the 
violence of its sentiments or to the offensiveness 
of its personalities. These things got the paper 
talked about by a larger public than that in whose 
interests it was produced, many of whom, while 
aware of the wide endeavour of the policy, regarded 
the methods employed as deplorable. The real 
novelty of the paper, and the one which secured 
almost gpnwilling subscriptions, arose out of the 
intention to produce a journal which should stand 
up for the rights of the doctor in his professional 
position, while also supplying him with medical 
information. The second intention was in the 
beginning placed first in all appeals for hearing, and 
reform in medical organisation did not appear as the 
prime objective until the attempts by those interested 
personally in preventing the diffusion of knowledge 
became fierce. | 

Previous medical journals had based their claims to 
attention on the design to furnish scientific informa- 
tion, and it is not to their discredit that the perform- 
ance fell short of the design to a degree that to-day 
seems ridiculous. For consider the editorial position. 
Few attempts were made a hundred and more years 
ago to create centres at which an interchange of 
medical experiences could be effected, and papers 
read were the property of the institutions. There 
were thus no sources from which communications 
could be requested, and papers sent in voluntarily 
meant more to their writers than to anyone else. 
The medical journals of the time made no appeal 
to the bulk of the profession, and their contents were 
largely made up of excerpts from continental organs, 
as we have seen. Wakley, in founding The Lancet, 
made, in his first preface, the promise that he would 
give a correct description of all the important 
cases that may occur, whether in England or on any 
part of the civilised Continent.“ This he could not 
do—it was a lavish offer made on the universal model. 
But he also promised reports of the metropolitan 
hospital lectures and this he could do, and the 
redemption of the promise was the source of his 
troubles and the fount of his success. He specially 
addressed country practitioners whose remoteness 
from the headquarters, as it were, of scientific know- 
ledge leaves them almost without the means of 
ascertaining its progress, adding that he would 
increase the stock of useful knowledge of every 
individual in these realms.” 

The Lancet justified the aspiration to diffuse general 
wisdom with no more success than had attended other 
medical journals in similar designs; the success of 
the paper was due, directly or indirectly, to the 
policy indicated by the promise that to the public, 
and to distant practitioners as well as to students 
in medicine and surgery, reports of the metropolitan 
hospital lectures would be supplied.“ In that 
sentence lay a direct challenge to all recognised 
medical authority. And when the challenge was 
taken up, a bitter fight began. And the spirit in 
which the fight was conducted was not due to any 


particular coarseness on the part of Wakley or of his 
opponents—it was the spirit of a coarse age. Certainly 
Wakley belonged to that class of animals agamst 
whom, it may be recalled, the young were warned 
in an old educational manual—they were described 
as dangerous in that they bit when molested. Wakley, 
when molested, bit. But the language used at this 
epoch did not shock readers as it would to-day, 
for its counter-parts could be found in all news- 
papers when personal rivalries were at play. 


% — i * 


So The Lancet began to report the lectures on 
surgery delivered to the students at a small group 
of metropolitan hospitals where attendance had been 
made compulsory by the Royal College of Surgeons 
of England. Round the rights of property raged the 
original fight between The Lancet and the officialdom 
of medicine. And personalities became bitter when 
the editor of The Lancet declared that many of those 
who were asserting this right to a monopoly in the 
instruction of medical students were not by skill 
or knowledge fitted for the responsibility. Accusations 
of robbery on the one hand and of ignorance on the 
other became rife, and Wakley achieved a sensational 
fame and a large circulation for his paper, of whose 
turbulent existence everybody had to know. Through- 
out the first ten years of its existence The Lancet 
was a duelling ground for a series of encounters 
between the editor and the members of the privileged 
classes in medicine. The lectures of leading hospital 
surgeons and physicians were reported in its pages 
to the exasperation of the lecturers, and to the delight 
of the profession at large and the students. The 
great men feared that their fees as teachers in the 
metropolitan schools would diminish if the cream of 
their teaching, provided for large classes at a capita- 
tion fee of £5 the session, could be bought by anyone 
for sixpence a week; while every medical man or 
student, unable by circumstances to attend the 
teaching of his leaders, rejoiced in the chance offered 
to him of acquiring familiarity with their methods 
and theories through the medium of print. So the 
hospital staffs were ranged in unbroken phalanx 
in opposition to the new and, as they considered it, 
mischievous print. The office-bearers of the medical 
corporations, whose deliveries and performances were 
scathingly reviewed in early issues, were not slow 
to scent their foe, and followed suit. Everyone who 
had anything to gain by the peaceful reign of existent 
methods in school, hospital, or corporation—in 
other words most of the influential members of the 
profession—looked with uneasiness at the growing 
popularity of the new journal. Wakley was denounced 
as a literary pirate and a disseminator of moral 
garbage. He replied by reflections on the complete 
and fretful ineptitude of his denunciators, pointed 
to his growing circulation, scattered nicknames, and 
hinted at astonishing revelations of abuses arising 
out of the fact that publicity had hitherto been avoided 
by hospital officials. As a natural pendant to his 
assertion that the elections to the stafis of the various 
metropolitan hospitals were made out of pure 
nepotism, accounts were given of maladministration 
in the schools and malpraxis in the wards. And 
upon these came actions and cross-actions. Certain 
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of the eritioised were compelled to proceed legally 
against their critic, while their defence outside. the 
law courts, undertaken by friends or rival journalists, 
on more than one occasion laid the defenders open 
to counter-charges of misrepresentation. In the 


first ten years of the existence of The Lancet the 


editor was engaged in ten actions, his opponents 
bemg eight separate persons. The proceedings in 
these actions constitute an interesting phase in the 
history of medical reform. Six of these actions 
were actions for libel, the aggregate sum of £8000 
being claimed for damages; the aggregate sum of 
£155. Os. Ofd. was awarded, while the editor’s costs 
were defrayed by public subscription, The language 
used on both sides of the fray was unedifying but 
often amusing. Eo 
* * * 


Too much of the early success' of The Laneet has 
been attributed to Wakley’s scurrility. It is for- 
gotten that at the time assault by unbridled language 
was habitual in newspapers. When an article in the 
Medico-Chirurgical Review alluded to the action 


of The Lancet in reporting the details of surgical 


practice as “‘a method of putting the operator to 
demoniacal torture,” the reply in The Lancet began 
prepared as we were for the imbecilities of hole- 
and-corner champions we were somewhat staggered 
at the impudent absurdity ...”’ 
Medical Repository said of the publication of 
Abernethy’s lectures that the honesty of the trans- 
action cannot require consideration,” The Lancet 
nicknamed its rival the Mausoleum and its contents 
were weekly held up to ridicule for their dullness and 
staleness. When Dr. Roderick Macleod in the 
Medical and Physical Journal reflected on Wakley 
he earned the title of Roderick the Goth, his organ 
was termed the Gothic Absurdity or the ‘‘ Yellow 
Fungus in reference to its coloured cover. 

But such an interchange of compliments had not 
the significance that it would have to-day. At the 
historic Eatanswill election the local Gazette: and 
Independent, it may be remembered, were politically 
opposed. Accordingly ‘‘our worthless contemporary 
the Gazette”’ said the Independent, and again, that 
vile and slanderous columniator’’; to ‘which the 
Gazette replied that disgraceful and dastardly 
journal, the Independent and that false and 
scurrilous print...” Pickwick was written a dozen 
years or so after The Lancet appeared and, making 
all allowance for the exaggerations of his riotous 
humour—and thanking God for them—the fact 
remains that Dickens started as a journalist when a 
boy, and knew perfectly well the truthful basis 
of his burlesque. Rival editors used very much 
the tactics of Mr. Pott and Mr. Slurk his 
competitor, and Wakley and his enemies were 
conforming to type. | 

Four years after the founding of The Lancet many 
of the leaders of the profession began to support 
The Lancet, as a rule surreptitiously and with strict 


anonymity, and the outraged officials saw that support 


from journals in rivalry of The Lancet was not valuable 
under the old-fashioned and pretentious pattern. 
Accordingly, the Medical Gazette made its appearance 
in 1827 sponsored by the classes who were being 
attacked. It immediately described the staff of 
The Lancet thus: a set of literary plunderers (who) 
broke in on the peace and quiet of our profession“; 
whereupon The Lancet, to which in format the new ven- 
ture had a likeness, replied some despicable imitations 
of us have arisen and stunk and become extinguished 
e . . one or two are still emitting a little fœtor.“ 


Journal, this cooking out of livery.” 


When the London 


Strong language, and we are now not in Regency 
days; but some ten years later than this the Times 
referred to the Morning Post as this kitchen stuff 
(I quote 
from Hatton’s “ Journalistic London.“) So the want 
of manners was not peculiar to the medical press; 
it might manifest itself in any newspaper when a 
rival came up for notice, while no such improprieties 
marked the general contents of the papers; the 
Times, for instance, a hundred years ago, had its 
present high level of attitude and deliverance, and 
though the medical papers printed offensive 
personalities the bulk of their matter was written 
without scurrility. 


* * * 


What ‘dictated’ the scurrility? I think that 
unconsciously many journalists in the early Victorian 


era, were living up to the character given them in 


fiction; that they were displaying, as evidence of 
fearlessness and candour, the disregard for cqgvention 
expected of them by public opinion, and that that 
public opinion was largely created by fiction. For 
the characters in fiction, when it is the work of an artist 
who draws lessons from observation and who is 
protected by experience from detectable errors, have 
immense influence in the formation of popular 
conceptions. How did the three great novelists of 
this era describe the journalist ? What did they say 
to the public of him, and this at a later date than that 
of the medical ink-slinging that has been quoted? 
Dickens, Thackeray, and Balzac were all uncompli- 
mentary to journalism. There may not be much 
opportunity to make a hero of a journalist ; all these 
three were especially endowed for such a task, but 
unluckily for journalism they decided to present to the 
public an uncomplimentary portrait. 

Dickens was a successful journalist—reporter, 
contributor, and editor—but so far as I can recall 
the only journalists among the 1500 characters or 
so detailed in his novels are ridiculous people, with 
the exception of David Copperfield, whose connexion 
with journalism is hardly mentioned though the 
character is more or less autobiographical. The 
writers for the press mentioned by Dickens are mainly 
the people whom Martin Chuzzlewit met in America: 
Prof. Mullit, who wrote powerful pamphlets and 
Showed playfulness by issuing them under the 
pseudonym of Suturb or Brutus reversed’’; Miss 
Toppitt, Miss Codger, and Mrs. Hominy, ‘ One of 
our chicest spirits“; and the ineffable Mr. Jefferson 
Brick, the war correspondent, who “struck deadly 
blows at the hundred heads of the Hydra of 
Corruption, now grovelling in the dust beneath the 
Lance of Freedom and spouting up to the universal 
arch above us its sanguinary gore.’ Mrs. Leo 
Hunter’s famous poem is stated to have appeared 
in a magazine, but it seems to have been the only 
effort from her pen, so she is hardly a journalist. 
All these people are mere figures of fun, though 
excellent fun. 

Thackeray, like Dickens, was for a long time a 
working journalist, and made his début as editor 
and proprietor of the National Standard Journal of 
Literature Science, Music, Theatricals, and the 
Fine Arts. . Note the belief in the long title which, 
however, did not lead to a long life. Among the 


contributors to Thackeray’s imaginary Pall Mall 
Gazette—the fictional title was adopted later in real 
life—we have Frederick Bayham, who sang a good 
song at the cider cellars; Mr. Bludyer, a critic who 
having cut up a volume to his heart’s content went 
and sold it at a bookstall and purchased a pint of 
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brandy with the proceeds of the volume; and 
Captain Shandon, who does much of his work in the 
Fleet prison and is generally allowed to be a picture 
of tho brilliant unstable Dr. William Maginn, scholar, 
parodist, and part author of the“ Noctes Ambrosian.’ 


In “Stunning” Warrington we have a sympathetic | 


portrait, but here, also, the emphasis is laid on the 
Bohemian characteristics. The general impression 
is given that the journalist is a deboshed person; 
and Warrington, a fine and attractive fellow, is not 
allowed wholly to vary from type. For he begins 
his morning unshorn, with a pot of beer at his elbow, 
and we are told that at Oxbridge he had been one of 
the hardest livers and readers of his time and famous 
for drinking milk-punch. 

Balzac’s picture of a Parisian journalist is a 
shocking one. It occurs in the Splendeurs et Miséres 
des Courtisanes, published in 1838, in the famous. 
encounter in the foyer of the Opera between Lucien 
de Rubempré and his former journalistic colleagues. 
This is Balzac's summary of their literary activities 

“ Quiconque a trempé dans le journalism, on y trempe 
encore, est dans la nécessité cruelle de saluer les hommes 
qu’il méprise, de sourire & son meilleur ennemi, de pactiser 
avec les plus fétides bassesses, de se salir des doigts en 
voulant payer ses agresseurs avec leur monnaie. On 
s*habitue à voir faire le mal, à le laisser passer; on 
commence par l'approuver, on finit par le commetre. A la 
longue, l'àme, sans cesse maculée par de honteuses et 
continuelles transactions, s'amoindrit, le ressort des 
pensées noble se rouille, les gonds de la banalité s' usent 
et tournent d'eux-mêmes.” 


Balzac was writing deliberately a drama of social 
corruption, and: the journalist was treated with the 
same ruthlessness as the man of fashion, the grande 
dame, the courtesan, and the financier. Like Dickens 


and Thackeray, Balzac had been a working journalist 
and. had evidently derived a low impression of the 
calling and with Balzac an impression ever grew 
deeper and deeper as his terrible imagination drove 
his. pen. l 


+ 1 + 


When medicine was treated as a subject to be noted 
in a sort of serial encyclopedia the attention which it 
received was valueless to the public and to the 
medical profession. But when the promotion of 
medicine, and the standing and circumstances 
of practitioners, received the undivided attention of 
medical journals, the wide spread of knowledge followed 
in a reliable form, and with it sound professional 
intention. And I think that the pedigree of medical 
journalism in connexion with medical literature, 
as sketched at the opening of these notes, becomes 
confirmed by what has followed on the establishment of 
medical journalism proper. It was suggested that 
in the records kept at the early Greek centres we 
had the basis for the production of systematic works ; 
to-day the connexion between the journal and the 
book becomes abundantly clear. The wealth of 
references to the contents of serial medical 
publications, adduced in support of the views, 
lessons, and arguments to be found in all the 
literature of medicine—whether monograph or section 
within a system, shows that what happened two 
thousand years ago is happening to-day; first we 
have the records and then the literature. So, having 
fouled my nest by quoting the derogatory estimates 
of the journalist, which have been broadcast— 
though I am sure not felt—by eminent writers, it 
is with complacency that I look back on the ancient 
lineage and contemplate the present position. 


CORRESPONDENCE 


LONDON PUBLIC MEDICAL SERVICE 
EXTENSION 


To the Editor of THE LANCET 


SIR, —It is proposed on Jan. Ist, 1937, to start in 
London and Greater London a system of payment by 
contract for the medical attendance given by general 
practitioners to persons of family income not exceed- 
ing £550 per annum. This will be an extension of 
the existing London Public Medical Service, a body 
of general practitioners which has been providing 
such a service for the dependants of insured persons 
during the last eleven years. 

The reasons for this innovation have already been 
given in a series of meetings and circulars. During 
the past few months the subject has been discussed 
at many meetings of B.M.A. division in London with 
a view of securing the approval and coöperation of 
the B.M.A. This has now been done as the council 
of that body has approved a recommendation of its 
Metropolitan Counties branch that it should be open 
for members of the B.M.A. in that area to take part 
in the scheme, except in such divisions as may declare 
that they do not want it to operate in their area. 

This scheme is open to all general practitioners in 
London and Greater London. It is entirely under 
the control of the profession itself, and entrance to 
it can only be obtained through the doctor of the 
subscriber’s choice. The premiums for the service 
to be given have been estimated after careful considera- 
tion of the income usually derived from this class of 
patient over a number of years. 


Inquiries will gladly be answered: by the under- 
signed.—I am, Sir, yours faithfully, 
ALFRED Cox, 

17, Russell-square, W.C.1, Dec. 10th. Secretary. 


PROFUSELY BLEEDING PEPTIC ULCERS 
To the Editor of THE LANCET 


SIR, —At the risk of being tedious, might I again 
refer to the lessons of gastroscopy in connexion with 
the above subject ? Surely it is time that the English- 
speaking medical profession realised that in the last 
ten years the gastric mucosa of at least twenty 
thousand patients as well as of experimental animals 
has been examined under comparatively natural con- 
ditions, in many instances repeatedly. I refer only 
to the publications of Gutzeit, Henning, Korbsch, 
and Moutier, without mentioning Schindler (who 
published his atlas in 1923, and who has since by 
the invention of the flexible instrument brought 
gastroscopy within the reach of the general prac- 
titioner), Elsner, Hohlweg, and many other pioneers, 
whose seniority gave them little time for large-scale 
investigations. The whole literature of hæmatemesis 
is so interlarded with traditional fictions, that I 
should be grateful if you would allow me to recall 
the very few facts, together with a few semi-facts 
and an explanatory hypothesis, which has at least 
the merit of being open to destruction. 

Autopsy records with reliable clinical notes are 
regrettably scarce and in every instance those 
supplementary details which would render a 
statistical check possible are absent. I suggest and 
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I should be grateful for criticism on this point, that 
the European and North American records for the 
last 100 years show no change in the picture of fatal 
duodenal bleeding, but that there are considerable 
variations in the picture of fatal gastric hemorrhage. 
In the duodenal cases, almost always a large chronic 
ulcer is found, typically invading a vessel outside the 
duodenum. The history is usually positive. Fatal 
gastric ulcer however appears to vary from genera- 
tion to generation and to some extent from land to 
land and from hospital to hospital. While the 
majority of deaths are always due to large chronic 
ulcers eroding vessels, in a variable minority no 
punctured vessel can be found and sometimes not 
even an acute ulcer or erosion. So much for the 
facts; now for the semi-facts. | 

I can find no adequate collected surgical records on 
this point, but throughout those periods of surgical 
history when operation in the warm’’ was under- 
taken one finds the statement reiterated : No lesion 
found, or else multiple bleeding points discovered. 
Three weeks after bleeding has stopped the radio- 
logists have their turn. Their records must be 
classed as only semi-facts, because the. deep pene- 
trating. ulcer of the radiologist, so far from being a 
large ulcer, is usually a proof that the mucous 


membrane is in a sufficiently healthy state to 


invaginate a small pathological area into a protective 
diverticulum. A second fallacy of radiological 
records is to classify a highly irritable pylorus or 
duodenum as evidence of ulcer, when a history of 
gross bleeding is present. Taking the statistics for 
what they are worth, about half the survivors of a 
hematemesis show positive evidence of ulcer. 
This proportion is about the same in two London 
hospitals with a high mortality and in Meulengracht’s 
clinic with its rate of 1 per cent. Gastroscopical facts 
must also be looked upon as only semi-facts. Gastro- 
scopy has not yet outlived the reputation, which it 
acquired in the early days of primitive instruments, 
of being dangerous. No one up to the last few years 
was keen to gastroscope a bleeding patient who 
might die anyway. Of recent years a number of 
examinations have nevertheless been made though 
publicity has been avoided. I am aware that the 
patients gastroscoped were to some extent a selected 
sample, but I still think it fair to say that a bleeding 
ulcer is a rarity and that some form of hemorrhagic 
gastritis, in which there may or may not be an ulcer, 
is the rule. | 

Leaving facts for theory, I suggest that under the 
heading of hematemesis we are dealing with two 
quite different conditions. The one, chronic ulcer 
with eroded vessel, has an enormous mortality ; few 
survive. The other condition is a generalised one of 
the mucous membrane, presenting a number of very 
different gastroscopical pictures, the meaning of which 
is still not properly understood. This second con- 
dition has a negligible mortality. The second part 
of my theory, in so far as it is not a corollary of the 
first part, is a little more dashing, and at present 
I do not wish to marshal my evidence in favour of it. 
In my opinion, clinics which have bad results are 
getting more patients with the first condition, clinics 
with good results more with the second. Niceties of 
treatment make little difference. 

Finally, Sir, this is, as Mr. Ogilvie likes to tell his 
surgical colleagues, an age of debunking. Let us be 
honest. The consultant is no more wise to treat a 
case of indigestion without gastroscopy than a skin 
specialist to treat an itch without looking at the skin. 
The problem of when to operate and when not to, in 
ulcer and in hæmatemesis, will be nearer solution 
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when it is realised’ that gastroscopy is not a bizarre 
exotic method of reachmg a diagnosis in atypical 
cases, but a quick safe comfortable method of deter- 
mining in what way the mucosa is reacting. In one 
patient the radiological niche is a callous ulcer which 
‘will need years of care before the scar is sound. In 
another the niche is the result of a plastic protective 
mechanism for a minute ulcer, the scar of which will 
vanish in a few weeks. A third patient is having 
attacks of erosive gastritis.’ Ulcer diet may be entirely 
useless; why keep on with it ! When our ideas of 
treatment cease to revolve round slops and alkalis, 


the patients will abandon the chemist’s shop and 


return to the doctor, and if the doctor makes a 
mucous membrane diagnosis early in his connexion 
with the patient, he will rarely be in doubt as to 
what to advise if profuse bleeding occurs. 

l Jam, Sir, yours faithfully, 

Oxford, Dec. 12th. DENYS JENNINGS. 


VALLECULAR DYSPHAGIA 
To the Editor of THE LANCET 


Sir,— Difficulty in swallowing: produced by the 
lodgement of food above or at the sides of the 
epiglottis is now frequently described as vallecular 
dysphagia”; generally with the implication that 
the condition is something newly recognised, instead 
of newly christened. The following description by 
the late Sir Barclay Baron (Bristol Med.-Chir. Jour., 
1890, viii., 82) is instructive. It must be remem- 
bered that X ray examination was not then available. 

“ In some of my cases... the food that lodged between 
the tongue and the epiglottis not only gave rise to an 
uncomfortable sensation, but caused a terrible feeling of 
impending suffocation, and the patient adopted severe 
measures such as making himself retch, in order to get 
rid of it. There is no doubt that the food crowded the 
epiglottis down towards the top of the larynx, and pre- 
vented its normal rise in order to get air into the lungs. 
Also, I. suppose, it set up a reflex spasm which still more 
tightly shut the epiglottis down. One patient, a young 
man, was reduced to living mainly on liquids and very 
soft solids, and very little even of the latter could be 
comfortably taken; he was very weak . . and had lost 
40 Ib. in weight when I first saw him, in spite of having 
been admirably treated. by Dr. Mackenzie. Other 
patients have come to me complaining of fullness in the 
throat, something always behind the tongue that cannot 
be dislodged. .. .” 


The condition is obviously what we are now asked to 
call vallecular dysphagia. 
I am, Sir, yours faithfully, 
Clifton, Bristol, Deo. 10th, E. WaATSON-WILLIAMS, 


DENTAL FOLKLORE 
To the Editor of THE LANCET 


SNR, —I should be glad if your readers would help 
me in collecting examples of dental folklore, folk 
cures, and customs. Under the influence of our 
sophisticated age, many of these are dying out and it 
seems a pity that what are left should not be preserved 
as many of them have had a direct influence on 
professional history. 

As examples of a few which still exist there is a 
common belief still current in many parts of the 
country that worms are the causative agent in dental 
caries. Again charms and periapts against tooth- 
ache still have a vogue. The ritual disposition of 
shed teeth is common. These may be burnt with 
salt or put into a mouse hole, both of which methods 
are very old and have a wide distribution. The 


subject of married man’s toothache ”’ is an interesting 
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one as it is considered that this is a debased remnant 
of that strange custom of the couvade in which the 
father takes to his bed at the birth of his child and 
submits to certain taboos. There is possibly some 
relation between that belief and the idea which is 
fairly common that it is dangerous for a husband 
to have a tooth extracted during his wife’s 
pregnancy. 

The geographical distribution of these and other 
beliefs is an interesting study and it is hoped that as 
much information as possible either direct, from 
hearsay, or from early memories will be forthcoming. 
Nothing is too simple to be of interest and I should be 
extremely grateful for help. 


I am, Sir, yours faithfully, 


B. R. TOWNEND, 
rs Health Dept., Senior Dental Officer, West Riding 


unty A ounty Council. 
Wakefield, Dec. 9th. 


ŒSTRIN AND CANCER 
To the Editor of THE LANCET 


SIR, Since we have advised therapy with estrone 
and its derivatives, we feel that we must accept 
responsibility for this action; and if Dr. Hunt is 
correct in her surmise, our responsibility is grave. 
In so far as we are aware, Dr. Hunt has no imme- 
diate practical experience in this field of research, 
whereas the undersigned have devoted a considerable 
amount of time to the subject. Dr. Hunt first refers 
to the work of Lacassagne. We were convinced from 
our study of this worker’s papers that he had not 
succeeded in producing adenocarcinoma of the breast 
in other than susceptible strains. In view, however, 
of Dr. Hunt’s statement, we communicated with 
Prof. Lacassagne on this point, and received the 
following telegraphic reply which we reproduce with 
his permission: ‘‘ Adenocarcinoma of the breast 
produced by cestrone only obtainable in susceptible 
mice.“ We trust that this statement from Prof. 
Lacassagne will set Dr. Hunt’s mind at rest. 


With regard to her plea that she has been unable 
to find standard methods, we would quote the 
following techniques for determining the physiological 
and therapeutic responses to œstrone 

(1) The control of such symptoms of the menopause as 
hot flushes, which usually require quite small doses of 
cestrone by mouth: 1000 to 5000 international units. 

(2) Response of the human vaginal smear to cestrone in 
cases of ovarian deficiency. 

(3) The growth of the uterus in cases of uterine hypo- 
plasia due to ovarian deficiency. 


(4) The production of cestrone withdrawal bleeding in 
cases of amenorrhea. 


The statement made by one of us (E. C. D.) at a 
meeting, that kraurosis vulvæ is regarded by some 
as a precancerous condition, was made on the 
authority of Jellett and Wilfrid Shaw who both, in 
their respective text-books, refer to this condition 
as precancerous. 

In conclusion, we would point out that our object 
throughout is to institute a substitution therapy in 
order to re-establish natural function, a procedure 
which we beg to submit has never resulted in ill. 


We are, Sir, yours faithfully, 


P. M. F. BISHOP, 
Department of Endocrinology, Guy’s 
Hospital ; 

E. C. Dopps, 


Courtauld Institute of Biochemistry, 


Deo. 15th. The Middlesex Hospital. 
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THE THYROTOXIC HEART 
To the Editor of THE LANCET 


SR, — I am much interested in Prof. John Hay’s 
lecture published in your last issue, and especially 
in the section dealing with thyrotoxic hypertension, 
in which he refers to the paper by Parkinson and 
Hoyle with that title. 

If this term is taken to mean simply the association 
of hyperthyroidism and hypertension, it is, I believe, 
of common occurrence since masked hyperthyroidism 
and high blood pressure occur in the same age-group 
of patients, and both are common disorders. The 
term should not in my view be taken to imply that 
the hypertension is due essentially to the thyrotoxi- 
cosis—i.e., is a thyrogenic hypertension—at any rate 
in the present state of our knowledge. I submit 
that by the unqualified term hypertension is meant 
a Taising of both systolic and diastolic pressures, 
and that this is not the case in hyperthyroidism where 
the systolic pressure alone tends to be high and where 
the diastolic is either unaltered or even slightly 
lowered. Furthermore, it has been my experience 
that where hypertension (with raising of both systolic 
and diastolic pressures) and hyperthyroidism coexist, 
removal of the thyroid gland (often with complete 
relief of symptoms) does not alter the diastolic pressure 
at all, and may have very little effect on the systolic 
reading. In my own series of cases of masked hyper- 
thyroidism published in 1933, there were two cases 
with this association ; in both removal of the thyroid 
cleared up all the symptoms and in both it left the 
diastolic pressure quite unchanged and the systolic 
a little lower only. I have had several similar cases 
since. 

Where undoubted hyperthyroidism exists in a 
hypertensive patient, I believe that the hypertension 
is no contra-indication to operation, but is an added 
factor in its favour, since by thyroidectomy at least 
one burden can be removed from the heart. 

I am, Sir, yours faithfully, 
JOHN R. H. TOWERS. 

Park-square, Leeds, Dec. 15th. 


MORTGAGED PRACTICES 
To the Editor of THE LANCET 


SIR, — Our attention has been drawn to Messrs. 
Lee and Martin’s letter in your issue of Dec. 12th 
in regard to the above matter. The British Medical 
Association desired that its members should be able 
to secure practice purchase loans which should be as 
free as possible from restrictive conditions, and 
British Medical Finance Ltd. was formed with this 
object in view. The company has endeavoured, so 
far as is reasonably possible, to make such loans 
available to doctors without certain of the provisions 
which are commonly required in other schemes of a 
similar nature. In addition, the company had in 
mind the advisability of making their scheme flexible 
and of reducing to a minimum the gross payments 
which the borrower would need to make. We are 
confident that the plan which the company has 
adopted is cheaper and less onerous than others 
which may be available; in fact, we are receiving 
many letters from doctors who have for themselves 
confirmed these points by a careful comparison of the 
different facilities which have been offered to them. 
Your correspondents do not mention what, after all, 
is one of the most important facts in regard to our 
scheme, and that is that the B.M.F. scheme offers 
by far the most advantageous facilities for practice 
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purchase no matter what the circumstances of the 
particular applicant may be and whether the applica- 
tion is for part or the whole of the purchase price. 
The question is, of course, one which every doctor 
must decide for himself, but we invite any prospective 
borrower who has obtained a plain statement of the 
total cost under another scheme to obtain a similar 
statement from us and to draw his own conclusions. 

Reference is made by Messrs. Lee and Martin to 
their relationship with a particular insurance com- 
pany. We would specially like to emphasise that 
under our scheme the doctor can place his insurance 
with any reputable company. Our sole function is 
the provision of the necessary finance by means of 
loans and no insurance commissions of any description 
are paid to us. 

I am, Sir, yours faithfully, 
D. CARMICHAEL, 


Tavistock House South, Tavistock-square, Director. 
London, W. O., Dec. 15th. 


GRAINS AND SCRUPLES 
To the Editor of THe LANCET 


Srz,—-The ‘‘ Grains and Scruples in THE LANCET 
of Dec. 12th have certainly led your readers on a 
very pleasant ramble in medical history. “A 
Chronicler ” tells us that the Foreign Medical Review, 
beginning in 1789, was the first serious representative 
of medical journalism, in comparison with a large 
number of such periodicals on the Continent at that 
period. The title certainly suggests the idea, still so 
often and so erroneously expressed, they do things 
better abroad.“ 

It is rather startling to find this familiar impression 
current 150 years ago. Immense developments have 
taken place since then, not only in all branches of 
medical science but in the related departments of 
treatment. I should not be surprised to learn that 
we could give points to our continental friends 
in almost any specialty, medical or surgical, not 
excluding countries where the healing art has been 
taken over by the State. 

How is it that, as A Chronicler ” notes, there is 
still, at all events in the popular mind, something 
like an inferiority complex in the matter of the 
health resorts? Why does the old criticism still 
crop up wherever medical confidences are exchanged 
and even in British consulting-rooms? In nearly all 
departments of special practice—ophthalmology, 
orthopedics, tropical medicine, radiology, and a 
host of others—our best men are international figures, 
and, like Michael Angelo, they can do what can be 
done.” 

Can it be, perhaps, that the science of the health 
resort is imperfectly appreciated in England because 
it is nowhere taught? In some continental countries 
gallant efforts have been made during the last 
20 years to put the elements of what may be 
termed for brevity climatology into the minds of 
medical men, students, graduates, and post-graduates, 
by lectures and practical demonstrations at the spas. 
Similar and hopeful efforts to establish this teaching 
at the University of London were frustrated by the 
outbreak of war in 1914. 

The British spas cannot have all the natural 
advantages which assist the therapeutic power of 
certain of the springs abroad. But they form a 
group of tonic and invigorating spas, large and small. 
They can do much to meet the needs of patients 
suffering from most of the maladies for which spa 
treatment is known to be efficacious. And, inci- 
dentally, those who resort to British waters save 
time and trouble and money and are not subjected 
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to a change of doctor. The uncomfortable counsellor 
may think that not all is for the best. Many special 
methods used at continental spas are not to be 
found in this country. For dry inhalations and 
hyperthermal flowing foot-baths with their special 
technique, for sedative pools and the arm-bath at 
rising temperature (see THE LANCET, 1935, i., 984), it is 
necessary to go abroad. 

But if it is still true that they do some things better 
abroad, they do some worse. It was a German 
physician who claimed: ‘ You have come just in 
time, but by the mercy of God I will cure you,“ and, 
more recently, an Italian who when asked What 
if the rheumatism should come back?” replied, 
“ You must come to me every year for four years.” 
And what shall we say of the enthusiastic practitioners 
who send the patient home to England with directions 
for treatment for twelve months to cover the time till 


their next visit ! 


I am, Sir, yours faithfully, 
London, Dec, 14th R. FORTESCUE Fox. 


VITAMIN C AND JUVENILE RHEUMATISM 


Dr. LESLIE J. HARRIS in a letter dated Dec. 12th 
from the Nutritional Laboratory, Cambridge, writes: 
In the paper by Abbasy, Gray Hill, and myself in 
to-day’s issue of THE LANCET, pressure on your space 
necessitated the omission of our detailed tables of 
results. Incidentally, and by an oversight, this has 
led to the exclusion of a piece of information which 
may be needed by those technically interested— 
namely, that the test doses referred to in Fig. 2 
were given at the level of 700 mg. per day per 10 st. 
of body-weight.”” 


SCOTLAND 
(FROM OUR OWN CORRESPONDENT) 


VOCATIONAL TESTS FOR MEDIOAL STUDENTS 


AT Edinburgh as in many other medical schools 
a choice has to be made among the numerous aspirants 
to a medical career. The question has arisen whether 
useful assistance could not be given to the authorities 
by mental tests that would reveal vocational abilities. 
This is a question that can only be answered by trial, 
and some time ago, at the request of the medical 
faculty, Prof. James Drever, of the chair of psychology, 
and Prof. Godfrey Thomson, of the chair of education, 
undertook to test students on entry and check their 
findings by the same students’ subsequent per- 
formance. Prof. Thomson gave a general intelligence 
test—Thorndike’s C.A.V.D. test—which had been 
standardised on American students, and Prof. 
Drever gave an ad-hoc test which was intended to 
be vocational and more or less specific to those 
capacities which seem to be essential for success in 
medicine. The test could not be made compulsory, 
and consequently only 150 students sat for Prof. 
Thomson’s test, and 100 for Prof. Drever’s. Since 
the intention is to compare the performance in 
tests with the success or otherwise of the students in 
the course, five years must elapse before it is possible 
to determine how far such tests can be helpful. Up 
to the present time only the results of the first and 
second professional exammations are available, and 
the results of the first alone have been compared with 
the results of the tests. Needless to say, their real 
value can only be assessed when the performance 
of the students in the really professional subjects 
and courses is available. 
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PUBLIC HEALTH 


A New Hospital for South London 


Ar its meeting last Tuesday the London County 
Council decided to prepare details and estimates of 
cost for a new hospital to be built south of the 
Thames. Land is available within the precincts of 
St. Benedict’s Hospital, Tooting, which serves the 
metropolitan boroughs of Wandsworth and Battersea 
where precisely the need is most urgent for addi- 
tional beds. Year by year since 1930 the number of 
admissions and patient-days has steadily grown, 
rising (at the eight acute general hospitals south of 
the Thames) from 51,149 admissions and 1,964,163 
patient-days five years ago to 60,600 and 2,004,752 
respectively last year. On_ behalf of the hospitals 
committee Mr. Somerville Hastings remarked on the 
steadily increasing demand for admission to municipal 
hospitals' in London, due, he believes, to the removal 
of the repressive taint of the poor-law and the policy 
of progressive improvement in the service. Actually, 
too, the length of stay of the patients in L.C.C. 
general hospitals is being shortened, the reduction 
being on the average 3-1 days (from 36 to 32-9) 
between 1931 and 1935. For several reasons it is 
impossible to keep all the beds fully occupied, and 
every improvement in classification is a further 
potential source of empty beds. The peak occupation 
comes in the first quarter of the year; this year 
there was a plateau of over 90 per cent. occupation 
for nine consecutive weeks. Since there rests on the 
L.C.C. a statutory obligation to admit every patient 
in need, extra beds must then be installed in wards 
already fully occupied—a highly unsatisfactory 
expedient. Infectious disease and quarantine put 
2 per cent. of the total beds out of commission, and 
one-ninth of the beds are closed each summer for 
cleaning, painting, or redecorating. s 

The decision to build a new hospital has only been 
taken after other ways of relief have been tried— 
e.g., a new ward block of 129 beds at St. Nicholas’ 
Hospital, 353 additional beds in new ward blocks 
at St. James’ and Lewisham Hospitals, and the 
release of St. Benedict’s Hospital for the chronic 
sick. But when all these beds have been provided 
it will still not be possible to carry out the standards 
for bed spacing in wards approved last year. 


Midwives’ Salaries under the New Act 


Under the terms of the Midwives Act, 1936, local 
authorities are required to submit proposals to the 
Minister of Health by the end of next month. The 
Glamorgan health committee is understood to be 
offering to trained nurses with the C.M.B. diploma 
a salary of £150 x 10-£200, with £8 uniform allowance 
together with travelling expenses, an allowance of 
£5 a year for a telephone, and admission into the 
superannuation scheme. For midwives who are not 
trained nurses, a scale of £120 x 10-£150 with similar 
allowances is suggested. They will of course be 
provided with all necessary equipment. The 
suggested conditions of service include four weeks’ 
holiday in the year, one day off a week, and one 
week-end a month. The average salary paid to health 
visitors in the Glamorgan districts is £183 per annum. 
These proposals are subject to consultations with 
midwives’ representatives, welfare councils, and 
voluntary associations, as well as to the Minister’s 
comment when the scheme is submitted. Miss E. M. 
Pye, president of the Midwives Institute, has written 


to the Times suggesting that the terms are unlikely 
to attract educated professional women into the 
new service. 


Small-pox in Oldham 


Four further cases of small-pox have been notified 
in Oldham, the last on Dec. 11th, all of them contacts 
of the original case. Two are neighbours, a mother 
aged 40, and her daughter aged 14, both unvaccinated. 
The other two are also neighbours, one a male aged 
63, the other a female aged 54; both were last 
vaccinated in infancy. All the cases are progressing 
favourably. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
DEC. 5TH, 1936 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 2 
(Oldham); scarlet fever, 2155; diphtheria, 1541 ; 
enteric fever, 20; pneumonia (primary or influenzal), 
789; puerperal fever, 35; puerperal pyrexia, 110; 
cerebro-spinal fever; 15; acute poliomyelitis, 12 ; 
acute polio-encephalitis, 1; encephalitis lethargica, 4; 
relapsing fever, 1 (Newent R. D., Glos.) ; dysentery, 
19; ophthalmia neonatorum, 63. No case of 
cholera, plague, or typhus fever was notified during 
the week. 

The number of cases in the Infectious Hospitals of the London 


County Council on Dec. 11th was 3145, which included : Scarlet 
fever, 1089; diphtheria, 998; measles, 10; whooping-cough, 


358; puerperal fever, 13 mothers (plus 7 babies); encephalitis. 


lethargica, 287; poliomyelitis, 4. At St. Margaret’s Hospital 
nach were 12 babies (plus 3 mothers) with ophthalmia neo- 
natorum. 


Deaths.—In 122 great towns, including London, 
there was no death from small-pox, 1 (0) from enteric 
fever, 8 (0) from measles, 2 (1) from scarlet fever, 
18 (2) from whooping-cough, 44 (3) from diphtheria, 
45 (16) from diarrhcea and enteritis under two years, 
and 43 (3) from influenza. The figures in parentheses 
are those for London itself. 


Salford reported the only death from enteric fever. Hull, 
Stoke-on-Trent, and Ipswich each had two deaths from measles ; 
Bolton, Liverpool, and Sunderland each two deaths from 
whooping-cough. Fatal cases of diphtheria were reported from 
25 great towns, Hull and Manchester each 5, Dagenham and 
Bradford each 8. 


The number of stillbirths notified during the week 
was 237 (corresponding to a rate of 37 per 1000 total 
births), including 41 in London. 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL Assocration.—On Saturday, Jan. 2nd, a 
demonstration on pulmonary tuberculosis will be given 
at the Preston Hall Sanatorium, and if sufficient entries 
are received it will be repeated on Saturday, 
Jan. 9th. On Tuesday, Jan. 5th, at 8.30 P.M., Mr. 
R. Lindsay Rea will give a demonstration on the 
fundus oculi. From Jan. 4th to 3lst there will be an 
afternoon course (open to non-members) in dermatology 
at St. John’s Hospital. A course of surgical tutorial 
classes for F. R. C. S. (Final) candidates will be given at the 
National Temperance Hospital on Tuesdays and Thurs- 
days at 8.30 p.m. from Jan. 12th to March 4th. An 
all-day post-graduate course in advanced urology will be 
given at St. Peter's Hospital from Jan. 18th to 30th, 
and a course in cardiology (open to non-members) at the 
National Hospital for Diseases of the Heart from Jan. llth 
to 16th. Detailed syllabuses of all courses can be obtained 
from the secretary of the Fellowship, 1, Wimpole-street, 
London, W. I. 
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ARTHUR LEGGE ROE, L. R. G. S. Irel. 


Mr. Arthur Legge Roe was born at Haulbowline, 
Ireland, and received his medical education at 
Queen's College, Belfast, and the Royal College of 
Surgeons in Ireland, where he acted as demonstrator 
in anatomy at the medical school. He held for a 
time a commission in the Royal Navy, served on 
H.M. ships Research and Northumberland, and was 
for a time on the surgical staff of the Royal Naval 
Hospital, Plymouth. On retiring from the Service, 
he commenced a successful career as an ophthalmic 
surgeon in Hull. From 1906 to 1914 he was honorary 
assistant ophthalmic surgeon to the Hull Royal 
Infirmary, becoming full ophthalmic surgeon from 
the latter date until his retirement in 1932. He was 
widely known in the district for his operative skill, 
was an ex-president of the Hull Medical Society, and 
made practical clinical contributions to our own 
columns and those of the British Medical Journal. 
He was 82 years of age at the time of his death, 
which occurred at the home of his daughter in 
Southport. 


4 


KELBURNE KING GRIEVE, M.B., Ch.B. Edin. 


WE regret to record the death of Dr. Kelburne 
Grieve, which occurred at Accra on Nov. llth, 
where he was on duty as deputy-director in the 
Colonial: Medical Service on the Gold Coast. The 
son of Dr. Robert Grieve, at one time surgeon- 


general in British Guiana, Kelburne Grieve was born . 


‘in 1883, and received his medical education at Edin- 
burgh University, where he graduated as M.B., Ch.B. 
in 1906. He held a resident appointment in the 
Royal Infirmary, Worcester, and engaged for a time 
in general practice, but in 1913 he joined the West 
African Medical Staff as medical officer in Nigeria. 
During 1915 he served in the Cameroons as temporary 
lieutenant, being wounded and mentioned in dis- 
patches. He became senior medical officer in the 
Colonial Medical Service in 1927, and, on accelerated 
promotion, was appointed deputy-director and trans- 
ferred to the Gold Coast in 1933. 

Dr. Grieve married a daughter of Dr. William Bell 
of Wallasey, sister of the late Prof. Blair-Bell, the 
distinguished gynecologist, and his death occurred 
with tragic suddenness. He was being partnered by 
his wife in a tennis tournament when he collapsed 
and died on the court. | P 

Dr. King, Director of the Service, writes: Dr. 
Grieve was a most able and conscientious officer 
with marked ability for administration. A great 
deal of his work during his last few years concerned 
African staff by whom he was held in the greatest 
affection and respect for his genial and kindly nature, 
and for the unvarying patience and fairness with 
which he formed his decisions.” 


HENRY WILLIAM SEXTON, M. R. G. S. 


Dr. Henry William Sexton, whose death occurred 
at the beginning of the month, was the senior assistant 
school medical officer for West Norfolk. He was 
educated at the City of London School where he was 
a prominent athlete, received his medical training 
at St. Thomas’s Hospital, and qualified in 1902 as 
M.R.C.S. Eng., L.R.C.P. Lond. He served as house 
physician to the hospital, and later went into practice 
at Rochester, where he remained in practice until, 


- OBITUARY 


in 1920, he received his appointment at Lynn. 
Throughout the district he became well known for 
the care and energy with which he discharged his 
duties in the various schools, and those who came 
into contact with. him, both professionally and 
privately, regret his death in middle age, which 
occurred almost suddenly from pneumonia. 


ARTHUR GRUFFUDD OWEN M.D. Liverp. 


Dr. Arthur Owen, who died on Dec. 5th, was edu- 
cated at the North Wales. University College, Bangor, 
where he followed classical studies. He later pro- 
ceeded to the University of Liverpool for his medical 
training, and graduated in honours as M.B., Ch.B. 
in 1909, proceeding to the M.D. degree two years 
later. He was a distinguished student, gaining the 
gold medal in gynecology and obstetrics and the 
Holt scholarship in physiology. He was appointed 
senior resident medical officer at the Northern Hospital, 
Liverpool, and then went into practice at Birkenhead. 
During the war period he served with the Expedi- 
tionary Force at Salonika, but at the end of hosti- 
lities returned to his practice at Birkenhead and 


became a prominent member of the Merseyside 


Welsh community. His death occurred at the age 
of 55 in sequence to a surgical operation. 


EDWARD BACH, M.B. Lond. 


THE death is announced of Dr. Edward Bach, 
which occurred on Nov. 27th in a nursing-home 
at Didcot.: He received his medical training at 
Birmingham and University College, London, and 
graduated as M.B., B.S. Lond. in 1913. He was for 
a time demonstrator of bacteriology at University 
College Hospital and casualty medical officer, and at 
the London Temperance Hospital he was casualty 
house surgeon. He later became bacteriologist to 
the London Homeopathic Hospital, and in associa- 
tion with Dr. F. H. Teale published in the Proceedings 
of the Royal Society of Medicine some suggestions 
upon anaphylaxis, bacterial toxemia, and allied 


subjects. Some three years ago he gave up bacterio- 


logical work to conduct an inquiry into practical 
herbalism at Sotwell, near Wallingford. He was 50 
years of age. l 


THE LATE DR. THOMAS BERRY 


Dr. Knyvett Gordon writes: “May I add a few 
lines to the obituary notice of Dr. Thomas Percival 
Berry published in your issue of Nov. 28th? As con- 
sulting pathologist to the G.W.R. Clinic I was closely 
associated with him for fourteen years and had a 
great admiration for his administrative work as chief 
medical officer. He always took the view that 
medicine and pathology were inseparable and our 
consultations were frequent and to me very helpful. 
For his transparent honesty and singleness of purpose 
all of his colleagues had a sincere admiration. To sit 
in his consulting-room and watch the faces of his 
patients light up as, they entered was to me an 
education, for he was a keen and successful psycho- 
logist and never hurried or brusque. He practically 
died in harness.“ 


THE LATE MR. E. S. WEYMOUTH 


THe death is recorded of Mr. Edward Sprague 
Weymouth, head of the University Examination 
Postal Institution, through whose hands many 
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members of the medical profession passed in the course 
of their studies, both undergraduate and post-graduate. 

We have received the following notes of his life 
from Mr. Martin Oldershaw: ‘“‘ Mr. Edward Sprague 
Weymouth died in St. Paul’s Hospital, Endell-street, 


on Dec. 2nd, six days before his eightieth birthday, 


after a short illness. As recently as Nov. 12th he 
was at work as usual in his room at the medical 
coaching institution which he founded over fifty 
years ago, and which has helped so many generations 
of medical students and practitioners to meet their 
examiners with success. 

„The second son of the late R. F. Weymouth, 
head master of Mill Hill School, he was brought up 
in a strict Free Church environment and throughout 
his life he remained of simple, almost ascetic personal 
habits. His work brought him into contact with 
men in every branch of medicine, scattered throughout 
the world. A morning’s work might include letters 


from a medical missionary in China, anxious to 
obtain the fellowship of a college during his next 
leave ; from the medical officer to a rubber company 
in Malay inquiring about the diploma in tropical 
medicine; and from a country doctor in the west 
of Ireland, wondering if he could collect material 
from his scattered practice for an M.D. thesis. Weeks, 
or months, later, the writers might call in person 
to talk over their problems. All received accurate 
information and friendly advice as to the most suitable 
course of action. 

I last saw him a few hours before he died, when the 
kindly drowsiness of a terminal uremia was swiftly 
enfolding him. He knew me, and as ? shook his hand 
in farewell, roused to ask the question he must have 
asked me a score of times when parting—‘ All well 
at home?’ His death removes a unique and most 
likeable personality in the medical life of London, 
and he will be much missed.” 


PANEL AND CONTRACT PRACTICE 


L.P.M.S. Extension 


THE extension of the London Public Medical 
Service to which Dr. Alfred Cox calls attention on 
p. 1487, comes into operation on Jan. Ist, 1937. Its 
main features may be summarised thus : 


WHAT THE SERVICE OFFERS 

On payment in advance of the appropriate premium 
the subscriber is entitled, immediately after the first 
payment is made, to attendance at the doctor’s 
surgery; or at home, as required, and usual medicines ; 
also to an annual overhaul if this should be desired. 

The service gives a general practitioner service, 
that is, the services which are rendered in the ordinary 
course of practice by the family doctor, and in exactly 
the same way. 

It does not include attendance at confinements, 
operations requiring a general anesthetic, operative 
dentistry, the administration of a general anzsthetic, 
vaccination, special certificates or reports, appliances 
(such as trusses), special examinations (X ray, bacterio- 
logical), or specially expensive drugs and dressings. 
All these things are extras in ordinary private practice. 


HOW TO ENTER 


The proposer must apply to his usual doctor, who 
may be a member of this service, or not. If not, he 
may be willing to join if he finds his patients wish 
to become subscribers. The entrance form and 
declaration of present state of health must be signed, 
and, after being accepted and signed by the doctor, 
must be sent by the proposer to the L. P. M. S. office 
with the first quarter’s (or half-year’s) subscription. 

If the doctor selected is not a member of the service, 
and does not care to join it, the subscriber can still 
get certain benefits by joining it. The moneys sub- 
scribed by such persons will be placed in a pool 
(called the ‘‘non-codperating practitioners’ fund ’’) 
from which contributions to any doctor’s bills (within 
the scope of the service) will be paid in proportion 
to the claims on the pool, on production by the 
subscriber of a receipted bill from his doctor. If the 
total sum in the pool is insufficient to meet the full 
charges set out in this scale, the council of the service 
will pay the accounts subject to such percentage 
deductions as are necessary. 


CHANGE OF DOCTOR 
A subscriber can change his doctor at any time, 
and may transfer to any other doctor willing to 


accept him. No transfer can take place if the sub- 
scriptions are in arrear. 


SUBSCRIPTIONS 


Each subscriber is provided with a card on which 
the receipts for subscriptions are entered. Production 
of the fully paid card entitles the subscriber to the 
services of his own doctor, or such substitute as that 
doctor may provide in an emergency. The contribu- 
tions of subscribers are adjusted to their income 
according to the following scale. | 


Class I.—Income between £250 and £376 


No. in No. in 
family. Subscription. family. Subscription. 
1 £1 10s. per annum 4 .. £4 Os. per annum 
2 £2 108. 5 5 or more £4 10s. > 
3 £3 10s. 7 
Class II. Income between £375 and £475 
1 £2 0s. per annum .. £4108. per annum 
2 £3 0s. 5 5 or more £5 0s. F 5 
3 £4 Os. i 
Class III.—Income between £475 and £550. 
1 £2 10s. per annum 4 .. £5 Os. per annum 
2 £3 10s. P 5 or more £5 10s. 4 75 
3 £4 108. 0 
REIMBURSEMENTS 


Contributions from the non-codperating prac- 
5 fund are made on the basis of the following 
scale: 


8 
Visit and medicine for two days ae s 5 
Each intermediate visit in dangerous cases 885 9 
Attendance at surgery and medicine for two days" .. 3 

Visit in urgent or dangerous cases between the hours 
of 8 P.M. and 8 A. M. (with medicine) aa oe T 

Attendance at surg i or dangerous cases 
5 


d. 
0 
6 
6 
6 
ery in urgent 
between the hours of 8 P.M. and 8 4.M. (with medicine) 0 


A Partnership Agreement Challenged 


An insurance committee recently received a draft 
copy of a proposed partnership agreement between 
two insurance practitioners and took the view that 
certain clauses of the agreement did not comply 
with the terms of service. The clause to which the 
chief objection was taken runs as follows: 


And whereas the parties hereto have agreed to carry 
on their respective practices in partnership, but only in 
so far as such practices are concerned with the attention 
to and treatment of persons upon the respective panels of 
the parties hereto for the period and upon the terms and 
conditions and under and subject to the provisions here- 
inafter contained ... Dr. A and Dr. B will be and continue 
partners in the business of general medical practitioners 
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in so far only as such practices are concerned with the 
attention to and treatment of persons upon their respective 
panels.” 


This clause, the committee felt, limited the scope of 
the partnership to panel cases only, and therefore did 
not fulfil the conditions of Clause 11 (8), which 
requires the whole of the practice of the partners to 
be taken into account. Another clause to which 
objection was taken provided that the business of 
the partnership should be carried on under the style 
or firm of Dr. A at one surgery, of Dr. B at a second 
surgery, and under the joint names of the partners 


PARLIAMENTARY 


STANDARD OF ARMY RECRUITS 


In the House of Commons on Dec. 9th, on a motion 
urging the Government to take every possible step 
to secure the necessary voluntary recruits for the 
defence forces, Mr. PALMER said that when housin 
condjtions, food, opportunities for amusement, an 
the use of leisure were on the up grade, it was clear 
that the Army must increase its standard of life to 
compete with the civil standard.—Mr. ANSTRUTHER- 
GRAY urged that the period of service should be 
shortened. The brigade of Guards, he said, never 
had any difficulty in getting recruits in spite of the 
fact that their height standard was 5 ft. 10 or 5 ft. 11. 
This was, he thought, largely due to the fact that the 
brigade was enlisted for only four years instead of 
seven, and that if they went abroad it would be 
only for one or two years. The War Office should 
undertake to frank the National Health Insurance 
cards on behalf of employers and vag est ve in respect 
of every man who served in the Territorial Force. 
If the cost was £4 6s. 8d. per head the benefit 
to the employer would be equivalent to the week’s 
wages he had to pay his man when he was training. 

ir ARNOLD WILSON said that 80 per cent. of those 
who joined the army came out of direct employment. 
It was not made easy for them when the recruiting 
offices were closed at 5 or 6 P.M., and men could not 
be medically examined after 3 or 4 P.M. There should 
be a single regional recruiting office for all the three 
services with a medical staff at each office. The 
present medical tests ought to be reconsidered in 
view of the real needs of the services. There ought 
not to be a uniform standard for every unit and every 
part of every unit. Possibly from 5 to 10 per cent. 
of the men in every unit must always be employed 
on menial duties, Why not a special medical standard 
for them? The majority of recent rejections had 
been for defective teeth; that was really a reflection 
on army diet—which was wholly unjustified. 
diet was not what it used to be; even in the field 
to-day soldiers rarely got hard tack.” The require- 
ment in regard to teeth was out of date. He had 
known half a score of men rejected as recruits on 
health grounds who had been engaged in hard and 
continuous physical labour ever since with never a 
day’s illness men of whom any army would be proud. 
A few weeks ago he endeavoured to get a man into 
the navy. He was a fisherman, physically a magni- 
ficent specimen, and he wished to become a stoker, 
but he was rejected on the ground that he was colour 
blind. The man could distinguish ordinary colours 
as easily as he could, but he failed to pass a difficult 
test with lights which might be necessary for sig- 
nallers or able seamen, but could hardly be necessary 
for a stoker. A number of the othér tests seemed to 
him very drastic and not very intelligent, and he 
suggested a comprehensive civil inquiry into the 
whole working of these tests. There ought to be 
some elasticity in the case of a man with ony one 
defect. The state of the barracks both abroad and 
at home had long been a source of criticism in reports 
on the health of the army; half a dozen cases had 
been reported officially of barracks which were 
positively verminous. 


* 


at such other surgery and consulting room (accessible 
to either) as should be agreed upon by the partners. 
The Ministry of Health ruled that there was no 
legal objection to practitioners entering into a partner- 
ship with respect to their insurance practice exclu- 
sively, and that in the case of such a partnership the 
word practice in Clause 11 (8) had reference to 
the insurance practice only. As regards surgery and 
waiting-room accommodation the committee had only 
to be satisfied that the arrangements proposed 
were reasonably adequate to secure continuity of 
treatment. 


INTELLIGENCE 


THE WAR SECRETARY’S REPLY 


Mr. DUFF COOPER said he did not pretend that the 
conditions in the army to-day were satisfactory, 
but he hoped to be able to make them so. Since the 
war successive Governments had been pledged to a 
policy of disarmament, and it was a first necessity 
to present in every succeeding year diminished defence 
estimates. In view of the feeling not only in the 
House of Commons but also in the country it would 
have been almost impossible to justify an increase 
in expenditure. During the period of economy the 
Army Council and the Board of Admiralty naturally 
concentrated on the things which they thought were 
essential to the safety of the country, and allowed 
the other things which were important for the com- 
fort of the men to go by the board. To-day, there- 
fore, they were faced with a great and rapid 
advance in the re-equipment of the fighting services 
with the necessity of rapid and great improvement 
in the conditions under which the men lived. A 
Cabinet committee was sitting upon this question, and 
he hoped in the near future to be able to report how 
conditions might best be improved. As to the 
question of the medical tests, there had recently been 
an inquiry by the War Office, and they had arranged 
the men into four categories with a lower medical 
test for those who were not required to carry out 
the harder tasks. t would, he hoped, enable 
them to obtain many recruits who might otherwise 
be rejected. In the barracks now being built they 
were doing everything they could to improve the 
lighting and the general comfort. 


NOTES ON CURRENT TOPICS 
Protection against Gas Attack 


IN the House of Lords on Dec. 8rd the Earl of 
HALSBURY asked what protective measures the 
Government were providing against an air attack on 
large cities by 5 gas. Gas masks, he said, were 
of no value. e do not know what gas will be used 
in the next war and therefore cannot design any 
mask to give protection against it. He scouted the 
idea of making houses gas-proof; that could be no 
more than a palliative for a short time. Poison gas 
being heavier than air would go down a channel on 
the same panes as .water will; through London 
poison gas would follow the channel between Hamp- 
stead and Tottenham on the north and the Surrey 
hills on the south. The idea that a gas attack would 
not carry far was false; in 1917 the gas canalised 
up the Suippes valley and killed men thirty miles 
away. en a few years ago a poison-gas factory 
in Hamburg blew up a north wind carried the gas 
up the Elbe and people were killed in the ravines of 
Fischbeckeheide 35 miles away A gas attack on 
London would mean a wave of death right through 
the city, and 40 tons of gas would put the whole of 
London under a lethal atmosphere 30 feet high. The 
whole of the town would then be obliterated without 
hope. 

The Marquis of DUFFERIN AND AVA said that while 
the Geneva gas protocol of 1925 abolished the use of 
gas in war time and while the Government hoped 
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that resort would never again be had to gas, the 
risk could not be disregarded. But much of what 
Lord Halsbury had said was exaggerated. The 
majority of houses could be made gas-proof by simple 
devices such as wet newspaper over the window 
cracks and brown paper across the fireplaces. 
Respirators, which were to be issued free of charge 
to any person who could conceivably be in danger, 
would Bain protection against any known form of 
gas. e filteri material consisted of activated 
charcoal to absorb true gases and a pad to stop 
arsenical and other toxic vapours. The only dif- 
ference between the Service and the civilian respirator 
was that the former would last rather longer. He 
scouted the bogy of an unknown gas passing these 
respirators. Their production would soon reach half 
a million a week: and to prevent deterioration they 
were being kept in store until needed. A protection 
service by trained chemists was being a eee 
they would pick out the danger areas and decide in 
order of priority which should first be decontaminated. 
Police, fire ae eer first-aid parties, and other 
services were getting training at the anti-gas 
school at Falfield, Gloucester, where the accom- 
modation had just been doubled. It was, he said, 
Mischievous and ridiculous to suggest that 40 tons 
of gas could exterminate London; it was like sug- 
gesting that a million men could be exterminated 
with a million bullets. 

The Earl of ONsLow also deprecated over- 
estimating the danger, although it must not be 
ignored. If you say that the whole of London 
will be destroyed in an afternoon, people will ask: 
then what is the good of trying to protect ourselves ? 
If you ignore the danger people will not set to work 
to learn how to protect themselves from it.“ In any 
case there must be rehearsals beforehand; otherwise 
precautions would be useless. He was aware of 
another danger, but this was a military matter. He 
doubted whether the training now available for man- 
ning anti-aircraft searchlights was at all adequate. 

Lord HALSBURY denied from actual experience the 
possibility of making a room gas-proof by putting 
damp newspapers over the crevices. en you are 
dealing with a gas whose lethal dose is 1 in 5 million 
you cannot, he said, afford to leave the tiniest crevice 
open. He had tested the respirators made with 
activated charcoal and had found that they did not 
keep out methyl arsine. In reply to Lord Dufferin’s 

ogy, there was, he said, this difference between 
gas and bullets. The gas goes on by itself without 
hitting anybody but gradually taking victim after 
victim. 

Lord DUFFERIN interposed that the masks are parti- 
cularly good against methyl arsine. Lord HALSBURX 
said he would like to see the mask that was. 


Turning to decontamination, Lord Halsbury said 
that mustard gas would hang about any sort of soil 
for weeks on end, no matter how you tried to get 
rid of it; and although it was one of the most 
annoying it was not one of the worst of poison gases. 
He added a word about the fool idea” that a 
person suffering from gas ought to walk to the 
nearest station to get first aid; the number of 

hosgene cases that did that in the war and de 
dead on the doorstep was appalling. He concluded 
with repeating his conviction that the only protection 
from air attack was to do to others what they would 
desire to do to us, and to do it first. 


National Parks 


In the House of Commons on Dec. 9th Mr. MANDER 
urged the Ministry of Health to include in its new 
national health crusade the preservation of the 
countryside and its amenities, including the reserva- 
tion of areas of natural interest against disorderly 
development and spoliation.—Mr. R. S. HUDSON 
said that the committee of 1931 had come unani- 
mously to the conclusion that this country was not 
suitable for the institution of national parks such as 
those in the United States, Canada, or South Africa. 
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What they had in mind could better be achieved if 
development was controlled and steps were taken 
to prevent spoliation by building. They suggested 
that the best means would be the granting to local 
authorities of much wider powers than they enjoyed 
under the then existing Town Planning Act. The 
wider powers suggested were in fact given to local 
authorities in the Act of 1932, and the practical ques- 
tion which the House had to ask itself was whether 
those additional powers were being made use of to 
achieve the purpose in view. 


As regarded national reserves, planning schemes were, 
he said, either in operation or under active preparation 
for the Lake District, the Broads, and for parts of the 
coast lines of Lincolnshire and Pembrokeshire. A com- 
mittee was on the point of being set up for Snowdonia 
and the Forest of Dean was actually being dealt with. 
As regarded the regional reserves, the High Peak district, 
Cannock Chase, the Forest of Bowland, and a large area 
of South Devon, including parts of Dartmoor, were already 
being dealt with. A considerable area round London 
had already been dealt with. Under the Town and 
Country Planning Act local authorities had power to 
include any place of natural beauty, or whose amenities 
required to be preserved on a scheme, and the Act applied 
to all areas whether they had been developed or not. 
Little had been done in the way of planning in Wales, 
but the House would realise that the need was not so 
urgent in Wales, because little or no development had 
actually taken place or was in contemplation. 

In addition to the purely town planning activities of 
the local authorities a great deal, said Mr. Hudson, was 
being done in the way of extending open spaces and 
playing fields. The National Playing Fields Association 
had said that in their view a reasonable standard would 
be the provision of five acres of public open space per 1000 
of a town’s population. Fifteen of the great boroughs 
and corporations of England with populations exceeding 
200,000, such as Birmingham, Bradford, Cardiff, Notting- 
ham, Liverpool, and so forth, covered a total population 
of just about 6,000,000. They were shown at present 
as having open spaces under the control of their councils 
amounting to just over 20,000 acres. That represented 
about three and one third acres per 1000 of their popula- 
tions. That was not perfect, but it meant that consider- 
able strides had been made towards the figure suggested 
by the Playing Fields Association. Loans for the acquisi- 
tion of land had been sanctioned as follows : 1927, £527,000; 
1928, £707,000 ; 1929, £615,000 ; 1930, £979,000; during 
the period from 1931 to 1933 the figures dropped owing to 
financial and economic difficulties, but in 1934 they leapt 
up again to £961,000. Last year the amount sanctioned 
was over £1,000,000. 


Those figures, said Mr. Hupson, showed that 
local authorities during the past few years had been 
active in acquiring additional open spaces, and they 
showed the extent to which public opinion had been 
effective in this important aspect of the work of local 
authorities. In addition the National Trust owned 
some 60,000 acres, and there was the not unimportant 
item of 1,600,000 acres of commons. He hoped that 
the example of London, Surrey, and Middlesex, not 
to mention Hertfordshire, Essex, Kent, and Bucks 
in regard to the Green Belt would be followed by 
large county councils surrounding some of the more 
important industrial towns in the Midlands and the 
North. He was informed by the Southern Railwa 
that within the last 12 months 25,000 people had left 
London on a Sunday to take advantage of the con- 
ducted rambling tours, quite apart from the many 
thousands who left on Saturdays and other days 
with cheap tickets. 

It was hardly necessary for him to say anything 
about the physical advantages of open spaces. 
Doctors might disagree on many subjects, but they 
agreed that there were three fundamental advantages 
of open-air exercise over indoor exercise. The first 
was the great stimulus it gave to the energy out- 
put” of the body. The second was the freedom 
from dust. The third, and probably the most impor- 
tant advantage in view of the increased strain of 


— 
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modern life which tended to be lived more and more 
indoors in offices, workshops, and factories, lay in 
the complete and stimulating change of taking 
exercise out of doors which was bound to have a 
first-class psychological effect. He did not think 
they could over-emphasise the effect on the health 
of the people of being able to give them plenty of 
opportunities for exercise in the open air. 


The Manufacture of Insulin 
On Dec. 15th, in the House of Commons, Lieut.- 
Colonel COLVILLE, Financial Secretary to the Treasury, 
moved two resolutions imposing new customs duties 
on imports of foreign beef and veal. He explained 
that it was proposed to exempt sweetbreads from duty 
under the resolutions. There was an important 
reason behind that. A considerable part of our 
imports of sweetbreads were used as the raw material 
for the manufacture of insulin. Insulin was imported 
free of duty, and it was desired that that exemption 
should also extend to the raw material for the manu- 
facture of insulin in this country. As insulin was at 
present imported free, it would be appropriate that 
the raw material should come in without duty. 
The first resolution was carried by 205 votes to 
123 and the second by 213 votes to 123. 


QUESTION TIME 
WEDNESDAY, DEC. 9TH 


Scottish Pensioner and a Hearing Aid 

Mr. STEPHEN asked the Minister of Pensions if he was 
aware that Mr. Alexander Bouik, late 989, Scottish Rifles, 
315,148, Royal Army Medical Corps, was refused electrical 
hearing aid from the Ministry while resident in Glasgow ; 
that such treatment was granted to him when later he was 
resident in the London area, but that on returning to 
Glasgow he was informed by the local area officer that 
it was not permissible to renew the aid-to-hearing 
appliance supplied to him in April, 1954; that he was 
receiving a smaller disability pension than similar cases 
in the southern area; and whether he would set up a 
committee of inquiry to ensure that more uniform treat- 
ment was afforded to pensioners throughout the country.— 
Mr. H. RamssorHam replied: There is no difference in 
the Ministry’s practice as between one part of the Kingdom 
and another. Mr. Bouik is in receipt of pension of 30 per 
cent. wbich is in fact the average rate of pension for his 
disablement. With regard to the particular complaint, 
the facts are that no electrical instrument suited to 
Mr. Bouik’s case was available in 1920 when his defective 
hearing was originally attended to in Glasgow. The 
first application for such an instrument was only made by 
him in 1934, when he was duly supplied with one. A new 
instrument, which the pensioner had requested, to replace 
one so recently supplied as in his case, is not issued if the 
existing one is susceptible of repair, and following his 
further representations the present appliance was called 
up for examination a week ago and the necessary repairs 
put in hand. 


National Health Propaganda 


Sir NICHOLAS GRATTAN-DOYLE asked the Minister of 
Health whether he had considered the scheme submitted 
to him for a national campaign of health propaganda to 
be financed by insurance companies and approved societies ; 
and whether he had arrived at any decision on the matter.— 
Mr. Hupson, Parliamentary Secretary to the Ministry 
of Health, replied : My right hon. friend is aware that such 
a suggestion has been made, but no proposals for a national 
campaign have been made to him by insurance companies 
or approved societies. The general question of health 
propaganda is now receiving the consideration of my right 
hon. friend. 

THURSDAY, DEC. 10TH 


Unemployment Relief Scales and Nutrition 


Miss RaTHBONE asked the Minister of Labour whether 
the scale of assistance laid down in the regulations of the 
Unemployment Assistance Board had taken into account 
the cost of a minimum diet necessary for health, as 
estimated by the nutrition committee of the British 
Medical Association or by any other scientific authority 
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and the cost of other primary needs; and, if not, upon 
what other considerations the scale had been fixed.— 
Mr. ERNEST Brown replied : I am satisfied that in drafting 
the regulations which have recently come into force with 
the approval of this House the Unemployment Assistance 
Board had regard to the considerations referred to by the 
hon. Member. 

Miss RATHBONE : Is the right hon. gentleman aware 
that the actual determination falls short of minimum 
subsistence needs as estimated whether by the British 
Medical Association or by other authorities by amounts 
which became more and more substantial according to the 
number in the family and in what sense, therefore, have 
these estimates been considered ? 

Mr. Brown : I must have notice of that question. 

Mr. G. GrirritHs: Is the right hon. gentleman aware 
that the Secretary for War has decided to change the 
diet in the Army and will he change the diet out of the 


Army ? 
Milk in Schools Scheme 

Mr. W. Rozserts asked the President of the Board of 
Education whether any children in schools were being 
supplied with preserved instead of fresh milk.—Mr. OLIVER 
STANLEY replied: It is estimated that about 5 per cent. 
of the children receiving milk in the schools are supplied 
with preserved milk in some form or another. Preserved 


milk is not provided under the milk-in-schools scheme. 


Mr. RoBERTS : In view of the fact that some types of 
preserved milk have a much lower food value than fresh 
milk, will the Minister draw the attention of the local 
authorities concerned to that fact ? 

Mr. STANLEY: In the great majority of the cases in 
which preserved milk is supplied it is as the result of a 
voluntary arrangement carried on by the teachers. In 
the few cases where it is supplied by local authorities 
the Board try actively to discourage them, provided that 
there are supplies of fresh milk available. 


Maternal Mortality 


Mr. Lunn asked the Minister of Health what action, 
in addition to the Midwives Act, is being undertaken by 
his department to reduce the large percentage of maternal 
mortality in the country.—Sir KivastEy Woop replied: 
I would refer the hon. Member to the annual report for 
1935 of the Chief Medical Officer of my Department 
recently published, which contains in the section relating 
to maternity and child welfare a summary of the action 
taken by my Department both by way of investigation 
into this problem and by way of administrative action 
for the improvement of maternity services. Further 
measures it may be desirable to take will be reviewed when 
I have before me the report now in course of preparation 
of the special investigations recently made into maternal 
mortality in various parts of the country. 

Mr. Lunn: Will copies of that document be available 
for members of this House ? 

Sir KingsLEy Woop: Yes, Sir; I shall make them 
available. 

TUESDAY, DEC. 15TH 


French Polishers and Dermatitis 


Mr. Granam Wurre asked the Home Secretary if the 
inquiry in the prevalence of dermatitis among french 
polishers had been completed and whether any action was 
contemplated.—Mr. GrorrrEy LLOYD, Under-Secretary, 
Home Office, replied : Yes, Sir. The results confirmed 
the view that french polishing is one of the occupations 
specially liable to give rise to dermatitis and that the 
most practical remedy is increased education of the 
workers in care of the skin. 


Condemned and’Overcrowded Houses in 
Edinburgh 


Mr. Guy asked the Secretary of State for Scotland the 
number of condemned houses in Edinburgh still occupied 
and the number of houses found to be overcrowded by tho 
survey under the Housing (Scotland) Act, 1935.—Mr. 
ELLIOT replied: At Nov. 30th the number of occupied 
houses to be demolished or closed under orders made by the 
corporation was 715. It is estimated that there are 
approximately 6000 unfit houses in the city which have 
not yet been made the subject of official representations, 
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MEDICAL NEWS 


Royal College of Surgeons of England 


A meeting of the council was held on Dec. 10th with 
Sir Cuthbert Wallace, the president, in the chair. Mr. 
R. Davies-Colley (Guy’s) and Mr. G. T. Mullally (West- 
minster) were elected and admitted as members of the 
court of examiners, and Mr. H. F. Humphreys (Birming- 
ham) was elected a member of the board of examiners in 
dental surgery. 


The Hallett prize, granted on the result of the primary 
examination for the fellowship in November last, was 
awarded to Robert Evan Owen Williams (University 
College). 


The council adopted the following as the reply to the 
resolution passed at the recent annual meeting of fellows 
and members :— 


“That the council, having carefully considered and discussed 
the report of the N at the annual meeting of fellows 
and members on Nov. 19th, 1936, can see no reason for reopen- 
ing the question of altering the constitution of the College. 
The main function of the College is to promote the study and 
practice of surgery. If there are any matters in this connexion 

o which members of the College wish to draw attention, an 
opportunity for so doing is afforded at the annual meeting of 
fellows and members, while the council will at all times welcome 
and give careful consideration to representations made to it 
by any member or body of members of the College in reference 
to matters which come within the functions of the College.” 


The council accepted the offer of Lord Moynihan to 
present to the College a bust of his father and his collection 
of instruments. The council also accepted a gift of 
historic anesthetic apparatus from Dr. R. J. Probyn- 


Diplomas of fellowship were granted to the following 
candidates: 


Elaine M. K. Salmond, M.D. Lond., Gladys Hill, M. D. Lond., 
Herman Treissman, M. B. Lond., D. C. McC. Ettles, M. B. Lond., 
G. C. Cookson, M. B. Birm., N. E. Pitt, M. B. Lond., A. L. 

M.B. Lond., A. N. Birkett, M. B. Manch., Malcolm 
aillie, M. B. Lond., 1. G. Williams, M. B. Lond., John Howkins, 
B. „ F. R. Kilpatrick, M. B. Lond., T. F. R. 
B. Lond., H. B. Lee, M. B. Lond., L. Z. Cosin, L. R. C. P. Lond., 

D. Roberts, L. R. G. P. Lond., Davies, M.B. Lond., 
. Ghosh, M. B. Patna, C. J. B. M g . Q. 
„ M.B. Camb., A. S. Til, M.B. Camb., S. G. Clayton, 
. Lond., E. O’D. O. Grattan, L. R. C. P. Lond., John Hughes, 

. P. Lond., J Ke gren, M 
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A diploma of membersbip was granted to Irene 
Katherine Hezlet, of University College Hospital. 


Licences in dental surgery were granted to the following 
candidates 


R. G. Archer, H. M. D. Archibald, R. J. Belcher, Marion J. 
Blennerhassett, B. F. Boyd - Cooper, P. M. Calder, D. F. Denniss, 
M. C. Dutt, E. H. Fletcher, Herman Frank, A. J. Freese, A. S. 
Ghosh, W. G. Godfrey, S. W. Guilding, E. W. Harradine, P. S. 
Hovell, D. C. Howe, J. C. O. Hurst, R. J. M. Inge, Olive I. 
James, P. S. P. Jenkins, F. K. Johnson, A. W. Keith, Joan L. 
Labern, Dennison Laverick, H. J. Lewis, T. J. M. Lo j 
A. B. MacGregor, Irene Michael, Dorothy J. Millar, H. P. 
Moolgavkar, F. R. Pickard, H. D. A. Pocock, P. D. Priest, 

. Ridsdale, J. Ç. 


„L. Thomas, E. A. Thompson Eric 
Townend, David Tudor-Williams, P. G. Webb, F. H. S. Weiss, 
C. R. L. West, J. . Williams, G. H. Wilson, C. G. Wright, 
and William Wylde. 

Diplomas in anesthetics were granted jointly with the 
Royal College of Physicians to the following candidates: 


R. H. Blazeby, C. H. Catlin, George Edwards, Eva M. Gray, 
Elizabeth M. Handfield-Jones, T. A. B. Harris, T. H. Hobbes, 
G. H. W. Keates, Rosalind M. P. Milne, Joyce Morgan, L. O. 
- Mountford, A. H. Pirie, J. W. Redgate, J. E. C. Rouse, H. B. C. 
Sandford, R. L. Soper, Edith J. Thompson, F. A. H. Wilkinson, 
and R. F. Woolmer. 


Royal College of Physicians of Edinburgh 

At a meeting of the College held on Dec. 3rd Dr. W. T. 
Ritchie was re-elected president, and the following were 
elected to the council for the ensuing year: Dr. Edwin 
Bramwell, Dr. Alexander Goodall, Dr. J. D. Comrie, 
Prof. Charles McNeil, Dr. Fergus Hewat, and Dr. D. M. 
Lyon. Dr. Goodall was nominated vice-president. 


University of London 
At recent examinations the following candidates were 
successful :— 
THIRD EXAMINATION FOR M.B., B. S. 


D. L. H. Goddard, St. Thomas’s Hosp.; J. S. Horn, Univ. 
Coll. Hosp. ; S. A. Jenkins, Univ. Coll., Cardif ; Simon Marinker, 
Middlesex Hosp.; J. W. Pierce, St. Thomas’s Hosp.; G. R. 

yton, St. Bart.’s Hosp.; Eric uel, Middlesex Hosp. ; 
and J. E. Spalding, Guy’s Hosp. (wath honours); G. P. Arden, 

niv. Coll. Hosp.; Minnie At. and Sivasithamparam Bala- 
singam, King’s Coll. Hosp.; B. J. Bickford, St. Bart.’s Hosp. ; 
Beatrice A. Blake, Roy. Free Hosp.; Reginald Bolton, Univ. 
Coll. Hosp.; L. C. Bousfleld, Middlesex Hosp.; H. V. Brown, 
Guy’s Hoep i I. S. Buchanan, Westminster Hosp.; G. D. 
Channel], Guy’s Hosp.; R. F. Clarke and F. E. Corea, St. 
Bart.’s Hosp. i Hila Damry, Roy. Free Hosp.; C. S. Darke 
and D. A. Davies, Guy’s Hosp.; D. J. Davies, Univ. Coll., 
Cardiff, and Univ. Coll. Hosp.; D. R. Davies, Univ. Coll, 
Cardiff; A. M. Desmond, London Hosp.: C. W. Dixon, King’s 
Coll. Hosp. ; R. B. Evans, London Hosp.; W. J. M. Evans 


Univ. Col., Cardiff: J. D. O. Fearnley, St. Bart.’s Hosp. : 
Margaret A. Fraser, 


B. Fleming, Roy. Free Hosp.; K. D 
Univ. Coll. Hosp.; J. E. Furness, St. Thomas’s Hosp.; R. E. 
Gibson and T. Ñ. Grundy, St. Bart.’s Hosp.; W. H. Hamilton 
and J. A. J. Hammond, Guy’s Hosp. ; Gladys I. Jeffree, King’s 
Coll. Hosp.; Joyce B. Jewson and Helen M. Kennedy, Roy. 
Free Hosp. ; G. A. Kiloh, King’s Coll. Hosp.; Marjorie 
Landau, Roy. Free Hosp.; S. W. Lane, St. Mary's Hosp. ; 
L. R. Leask, St. Bart.’s Hosp. ; Manuel Lederman, Westminster 
Hosp.; V.N. Leyshon, Cher ng Cross Hosp. ; J. P. McGladdery, 
St. Bart.’s med an D. H. G. cQuaide, st. Thomas’s Hosp. ; 
Alison J. McNa Roy. Free Hosp. ; Morris Markowe, Ch 
Cross Hosp.; J. H. Mayer and J. A. W. Miller, Guy’s Hosp. ; 
Robina M. D. Morrell, Roy. Free Hosp.; Ananda Nimalasuria, 
s Coll. Hosp.; Peggy C. Permain, Roy. Free Hosp. ; 
J. H. Playne, St. Mary's Hosp. ; S. W. Pratt, Univ. Coll. Hosp. ; 
Ernest Price, St. Mary’s Hosp.; E. P. Rigby and J. L. D. 
Roberts, St. Bart.’s Hosp.; Kathleen M. Robinson, Roy. Free 
Hop; E. ap I. Rosser, K. G. Rotter, and D. M. Samuel, 
St. Bart.’s Hosp. : J. K. Samuel, St. Thomas’s Hosp.; D. A. 
Sanford, Univ. Coll. Hosp.; Olive M. Singer, Roy. Free Hosp. ; 
E. H. J. Smyth, St. Barts Hosp.; G. T. Stockings, 8 
Coll. Hosp.; S. F. Thomas, London Hoes Catherine M. 
Whitestone, Univ. Coll. Hosp.; J. R. Wilson, King’s Coll. 
Hosp.; Eluned Woodford - ams, Univ. Coll. Hosp.; G. N. 
Wright, Guy’s Hosp.; P. J. M. Wright, St. Thomas’s Hosp. ; 
and Ruth E. Young, Univ. Coll. Hosp. 


The following candidates have passed in one of the two 
groups of subjects: 


J. E. R. er, D. E. Parry, 

. Snook, R. W. Taylor, R. N. E. 
H. Yates. 

Group II.— J. O. Baillie, Gwendolen K. G. Coote, E. C. on 


G. Muray 


Mellersh, A. G. Moore, F. T. Moore, O. N. Ransford, Ethel M. 
Sarong; R. J.C. Sutton, Nest Thomas, P. H. Tooley, and A. M. 
ams. 


University of Sheffield 

Mr. J. L. A. Grout has been appointed to the newly 
created post of honorary lecturer in radiological anatomy ; 
Dr. George Clark to the post of junior assistant bacterio- 
logist; and Dr. W. A. Timperley to a research fellowship 
in the department of physiology. . 

Prof. T. Talmage Read has been appointed external 
examiner in dental subjects. l 


University of Aberdeen 

Work has been begun on the new medical school which 
is being built at Foresterhill adjoining the new Royal 
Infirmary. It is estimated that the total cost will be 
about £100,000, and provision is being made for depart- 
ments of chemistry, bacteriology, pathology, medicine, 
surgery, midwifery, and materia medica. Sites will also 
be available for departments of physiology and anatomy 
which may be erected later. Each professor will not have 
his own classroom as at present, but there will be two 
lecture rooms, a large museum, and library common to 
all departments. 
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Medico-Legal Society 


The annual dinner of the Society took place at the 
Trocadero Restaurant, Piccadilly, on Wednesday, Dec. 9th, 
under the presidency of Mr. C. Ainsworth Mitchell, D. Sc., 
the large company including Lord Dawson, Sir William 
Bragg, O.M., Sir John Parsons (president, Royal Society 
of Medicine), Sir Holman Gregory, K.C. (Recorder of 
London), Air Vice-Marshal Sir Philip Game, The Hon. 
Mr. Justice Porter, Judge Earengey, and Sir Alexander 
Maxwell. 

Sir Holman Gregory, proposing the toast ‘‘ Medicine 
and Law,” said that verily those two professions could 
not do without each other, they had so many things in 
common. If asked what was the outstanding feature of 
the practitioners of those two callings he would reply 
their code of honour.” He had spent fifty years in 
association with the administration of criminal law, and 
he craved the assistance of both professions especially in 
one direction. His experience had been that 98 per cent. 
of the prisoners who came before the courts on serious 
charges were, in one sense, not responsible for what they 
did. The remaining 2 per cent. were brainy expert 
criminals, sworn enemies of society, and those should be 
rigorously punished. The 98 per cent. needed to have 
their position and mentality probed medically, to ascertain 
what was behind their unlawful activity. If he was able 
he hoped to bring the subject before the Society. In the 
present circumstances it was very difficult for these men, 
on discharge from prison, to make a fresh start. If the 
young offender could be better dealt with it would amount 
to a revolution in administration. He coupled with the 
toast the names of Sir John Parsons and Mr. Justice 
Porter. | 

Sir John Parsons, F.R.S., in responding, said that both 
medicine and law were characterised by extréme con- 
servatism, and the movements of the law were very slow. 
The Colleges of Physicians and Surgeons were perhaps the 
most conservative bodies in England, Sometimes medi- 
‘cine tended to show a progressive movement, as in the 
recent promotion of a Bill in the Lords, but, thanks to 
the lawyers, it probably would not become law, and 
doctors would still be allowed to kill their patients in the 
old way. Aristotle was right when he said that law was 
invented in order that we might live a good life, and that 
was the aim of both medicine and law. Mr. Justice 
Porter said the distinguishing attribute of judges was their 
desire to be relevant, and while the law always took the 
view that very strict proof must be given of lunacy before 
@ man could be excused in regard to a crime, the medical 
profession did not always take so strict a view, but sought 
some ground of irresponsibility. The judge’s function 
was to see that order was kept in the State, and if that 
meant the sacrifice of the life of a man here and there, such 
sacrifice must be made. But, though in other respects the 
doctor was also a citizen, with him the particular person 
was a patient primarily. The lawyer, he contended, 
had one final standard of truth. 

Proposing ‘‘The Medico-Legal Society,“ Air Vice- 
Marshal Sir Philip Game said that both law and medicine 
as such could do without the police, but the police could 
not do without them. He hoped the police laboratory 
at Hendon and the fruition of the scheme for establishing 
a medico-legal institute would prove a further step in the 
police becoming junior partner in the alliance between 
medicine and the law. The President, replying to the 
toast, spoke of the strictness of the relations governing 
the contact of the two professions with each other, and 
quoted the malicious remark of Samuel Butler in reference 
to the experience of some expert witnesses: ‘A day in 
thy Courts is better than a thousand.“ He spoke of the 
great success of the Society’s journal, and the increasing 
support of it from outside the Society. 

Judge Earengey, proposing ‘‘The Guests, said he 
hoped that when the medico-legal institute was established 
it would provide for the legal side in its organisation, as 
well as for the doctors. He was sure many would offer 
their help in furtherance of such an admirable scheme. 


Sir Alexander Maxwell, responding to the toast, made 


reference to the proposed medico-legal institute and said 
that in connexion with a similar institution in a European 
capital it was stated that the institute had ample material 
for autopsies and for all sorts of pathological studies, 


because the Government placed at its disposal the corpses 
of all prisoners and civil servants. In this country he had 
been astonished at the way in which medical officers, of 
prisons especially, had learned to understand and appreciate 
the legal attitude of mind. But many medical practitioners 
in this country did not share that sympathy for the legal 
profession. He agreed with Judge Holman Gregory that 
the medical point of view with regard to offenders was 
often extremely important, and frequently differed 
from that of the lawyer. Many juries did not know the 
facts which were relevant in the case, and so were at a 
disadvantage in deciding what was the best to be done 
with the offender. At criminal trials he was often greatly 
impressed by the skill, learning, and patience of the 
scientists and doctors who gave expert evidence. : 


Exhibition of British Architecture 


The private view of the Royal Academy Exhibition of 
British Architecture (mentioned in an annotation in our 
issue of Nov. 28th) will be held on Friday, Jan. 8th, 1937, 
and the exhibition will be open to the public on the 
Monday following. 


Neurological Research Fellowship 


The Sir Halley Stewart Trust has placed at the disposal 
of the Medical Research Council a sum of £500 per year 
for three years for a senior fellowship tenable in the 
neurological research unit at the National Hospital for 
Nervous Diseases, Queen-square, London. The fellow- 
ship has been awarded to Dr. Joseph Doupe. 


Clarke Hall Lecture 


The third Clarke Hall lecture will be delivered on Wed- 
nesday, Jan. 27th, at 4 P.M., in the hall of Gray’s Inn, 
London, W.C., by Mr. S. W. Harris, assistant Under- 
Secretary of State, on probation and other social work 
of the courts. Sir Herbert Samuel will be the chair. 


Federation of the Health Resorts of France 


The Federation announces the impending fourteenth 
Voyage Medical International, the tour being on the 
Riviera. The tour will take place from Dec. 26th to 
Jan. 2nd, under the presidency of Prof. Laignel-Lavastine, 
of the Paris faculty of medicine. All medical men and 
their families are invited to join at the inclusive price of 
1000 francs, and a reduction of 50 per cent. onthe French 
railways. For full information application should be 
made to the Federation, Tavistock House (North), Tavis- 
tock-square, W.C.1. 


Epsom College 


The fifty-ninth annual meeting of the Old Epsomian 
Club on Dec. 10th was followed by the dinner at the 
Café Royal, London. Dr. S. Duke Turner (O. E. 1885) 
presided and the company included, besides the members 
of the club, representatives of the present generation at the 
College, and distinguished guests. After the loyal toasta, 
Dr. Allan Parsons (O. E. 1884), proposing the health of the 
chairman, told several tales, some tender, the majority 
gay, of their comradeship in arms at school in the ’eighties, 
in hospital, and the subsequent appointments in courtship, 
in the volunteer movement, and finally, during some forty 
years of medical work in different spheres. Many of these 
reminiscences were supplemented by the chairman in his 
response, Dr. Turner deplored the conspicuous lack of 
the younger old boys at the dinner, and offered to invite 
a score of these next year. The head master, the Rev. 
Arnold Powell, responding to the toast Floreat Epsomia, 
extolled the sympathy that had created Dr. Turner’s 
generosity, for he was sure it was chiefly economy that 
prevented those beginning their careers from attending 
such functions. He paid a tribute to Sir Raymond 
Crawfurd, wbo had retired that year from the chairman- 
ship of the College council. Sir Raymond had contri- 
buted, he said, more than any individual to the enhanced 
reputation of the school; in his position as head master 
he had seen daily the results of this work. He went on to 
welcome his successor, Dr. Henry Robinson, who had 
already shown evidence of a keen interest in all the school’s 
activities. Mr. J. Norman Eggar (O. E. 1902) proposed 
The Guests, and Sir Maurice Cassidy and Dr. Robinson 
responded. 
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THe Académie de Médecine has unanimously pro- 
moted Sir StClair Thomson, already a foreign correspon- 
dent, to be a foreign associate. The number of the latter 
is limited to twenty, and amongst them there is not at 
present any other representative of otolaryngology. The 
other British associates of the Académie are Sir Thomas 
Barlow, Sir Charles Sherrington, and Sir Almroth Wright. 


Guy’s Hospital 

The trustees of the Bernhard Baron fund have offered 
£10,000 to this hospital for the reconstruction of its 
dispensary, on the condition that this department is 
named after Mr. Baron. 


Society for Constructive Birth Control 


On Wednesday, Jan. 6th, at 2.30 P.M., a practical 
demonstration of the technique of the use of a variety 
of contraceptive methods will be given by Mrs. Marie 
Stopes, D.Sc., and Dr. Evelyn Fisher. Application for 
tiokets from medical practitioners and senior students 
should be made to the hon. secretary of the society, 
108, Whitfield-street, London, W.1. 


Mary Putnam Jacobi Fellowship 

The Women’s Medical Association of the City of New 
York offers this fellowship of $1000 to a woman graduate 
of an approved medical school for one year for post- 
graduate work in the medical sciences. Preference will 
be given to candidates who intend to spend the year in 
the United States. Applications should reach Dr. Annie S. 
Daniel, chairman of the fellowship committee, New York 
Infirmary, 321, East 15th-street, New York, before 
April Ist. 


Frances Wood Memorial Prize 


The council of the Royal Statistical Society offer this 
prize of the value of £30 in 1937 for the best investigation, 
on statistical lines, of any problem affecting the economic 
or social conditions of the people. Competitors will 
choose their own subjects, but it is believed that original 
observation or analysis made in the course of their 
ordinary work or special research will afford material for 
papers. Further information may be had from the hon. 
secretaries of the Society, 4, Portugal-street, London, 
hai . C. E i to whom papers should be submitted before 

ct. 3lst. 


Imperial Cancer Research Fund 


The general committee of this fund held its annual 
meeting in London on Tuesday last, when Lord Halifax 
was elected president in succession to the Duke of 
Bedford. Sir Basil Mayhew, who presided, announced 
that a lease has been taken of 8 acres of land from the 
Medical Research Council at Mill Hill, and that a modern 
research station will be built there at a cost of £30,000 
including equipment. (A drawing of the proposed building 
is reproduced on p. 1483, where the annual report of the 
director, Dr. W. E. Gye, is reviewed.) The sum of 
£19,000 had yet to be raised for the purpose. 

On retiring from the presidency the Duke of Bedford 
sent a donation of £1000. Prof. H. R. Dean. Prof. H. W. 
Florey, and Prof. C. A. Lovatt Evans, F. R. S., were elected 
members of the general and executive committees. 


Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c 


WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 
Hammersmith, W. 

Monpay, Dec. 21st.—10 A. M., skin clinic. 11 A. M., surgical 
wards. 2 P.M. operations, eure an 10 gynecological 
wards, medical, surgical, and gyneecological clinics 

TUESDAY.—10 A. M., medical wards. 11 A. M., surgical 
wards. 2 P.M. „ operations, medical, surgical, and 
throat clinics. 

WEDNESDAY.—10 A. M., children’s ward and clinic. 11 A. M., 
medical wards. 2 P. M., gyneccological operations, 
medical, surgical, and eye clinics. 

THURSDAY.—10 A. M., neurological 
clinics. Noon, fracture clinic. 
medical, surgical, genito-urinary, 


and gynecological 
2 P. M., „ 
and eye 


Appointments 


» M.D. Lond., KROS Eng., M.C.O.G., has 
PEA Hon. G logies to the West End 
o 


sete 
BIRDSALL, ‘S. E., B.Chir. Camb., S. Eng., Hon. Surgeon 

aha e Bar, 0 and Acer Dede Paddington 
CaIRD, A. J., Coll B., F. R. J. 0 Edin., Hon. Surgeon to the Cumber- 


CooKE, R. T., * ton “assistant Pathologist at the Fora 


Daviss, D. M.B. Lond. 
at tho a for Sick Chil 
DUOKWORTH, Hon. Ph 


EOFFREY, u R. O ; ; 
Dermatologist to the Bolinsbroke Hospital, Wan orth 


„ Assistant 
vards Hes Hos i 
A. WHITE, M.B. Camb., M.R.C. Lond. „ Hon. 
Physician to Ou patient at the Paddington Green 
C hae 8 Hospital. 
GIBSON, M . J., M.B., F. R. O. S. Edin., Acting Visiting Honorary 
Parti Roy to al indir Ear, N 080, and Throat Department of the 


- Lond. FRCS. Eng., M. O. O. d., 
Cons mane Obstetrician for Hali? 
F. a nO. S. Eng., Hon. Surgeon to the 


AURENT, L. P. E., tospita] G. P. Lond., Diagnostic Physician 
to the Institute of ‘Medical Psychology. 


LEEDHAM-GREEN, J. B. M. Oxon., F. R. O. S. Eng., Resident 
Surgical Officer at othe’ General pepe nee B ham. 
M.B. Camb., ident Surgical ficer at 


OOREA, A. 
St. John’s Hos ital, Lewisham. 
Moopm, A. R., M.D. St. And., F. R. C. S. Edin., Acting Visiting 
Honorary Surgeon to the Ophthalmic Department of the 


Perth Ro 
Belf., M. R. eo P. K Medical Registrar at 


eee Wöillesden General í Hos 

„ PATTERSON, W. fine M. R. O. P. Lond., D. P. H., 
me „ 1 5 AFE ai Medical Officer 

ST. J £ Health for K., A. B. Borne estoven). Medical Officer at 
55 r. . 5 M. Dent. So. Dub. D Hon. Dental 


WIGODER, LIO 
Surgeon to the J Past Ham Manaa Hospi 
WYNTER, TASMIN M., M.D. Lon Res ident Anesthetic 
Registrar at the ‘Hospital t for N Sick Children, Great Ormond- 
H Panky 5 Epilepsy and Paralysis, Maida Vale.—The following 
appointments are announced: 
MARTIN, PHILIPPA, M.S. Lond., F.R.C.S. Eng., Ophthalmic 


5 L., M. D., M. R. C. P. Lond., Medical 


„ M. B. Edin., M. R. C. P. Lond., Medical 


following 


ne GLE F. R. O. P. Lond., Physician ; 
D Mi 7570 on ys 
E. I. 185 O. P. Lond. Assistant Physician ; 
Berka J. MB. ‘Donde F. R. C. S. Eng., Surgical 
strar 
BARBER, W.C., M. B. Camb. F. R. O. S. Eng., Surgical Registrar 
Bowes: 8, JOHN, | M.B. Lond., F.R.C.S. Eng., Obstetric and 
RABAN, JF 2er OS. Eng., D.M.R.E., First Officer to the 
otherapy ; an 
RE T. G., B. Lond., B. Nl. R. E., Second Officer to 
the Department of Radiotherapy. 


Queen Charlottes Maternity Hospital, London.—The following 
appointments are announced: 
QARTE, H. R, M.B. Toronto, D.P.H., Senlor Resident Medical 


face 
REATON, “DONALD, M.B. Edin., Assistant Resident Medical 


TIN, O: a 15 pag e oon Anssthetist and 
Di siden edica cer ; 
S ROSALIND M. P., M. B. Aberd., Resident Ancsthetist. 


Westminster Hospital.— The following appointments are 
announced: 
MAcNAB, G. H., M. B. Edin., F. R. C. S. Eng., 5 oe 
RUNDLE, FRANOIS, M. B. Sydney, F. R. C. S argh 
D’ABREU, FR. Ch. M. Birm., F.R.C.S.Eng., Surgical 
Registrar ; 


and 
55 G. T., M.S. Lond., F. R. C. S. Eng., Hon. Surgeon. 


8 ons under the Factory and Workshop Acts: 
rt ung J. COULTHARD i District, Kent); Dr 
0. Bourks (Allendale District, Northumberland) ; and 

Dr. D. H. LE Goop (Lavenham District, Suffolk). 


Subject to confirmation. 


Middlesex Hospital.—The appointments are 
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NOTES, COMMENTS, AND ABSTRACTS 


THE PHILOSOPHER AND THE SOCIETY 
MOTHER 


- ONE of the minor misfortunes of a classical 
education in this country is that, during the years 
one is learning to read Greek and Latin, there is an 
agreement among teachers to confine their pupil’s 
studies to the writers of the Golden Age of Athens 
and Rome. It is probably not altogether an unwise 
provision, yet it tends to remove the scenes and actors 
of whom we read to a sort of mythical atmosphere 
and we forget that, at least in Athens and Rome, 
and probably in other big cities like Alexandria, 
all classes lived much the same sort of life, had much 
the same sort of pleasures, and discussed much the 
same sort of literary, historical, or social questions 
as form the background of our own city lives. One 
of the advantages of our escape from tutelage is that 
the writers of the Silver Age are no longer under 
a ban, and a little reading in their pages puts the 
Roman world again on a human footing; we are 
no longer moving in a fairyland, but back in a world 
which was exceedingly busy with everyday matters. 
_ Aulus Gellius wrote in the second century A.D. 
in the reign of the Emperor Antoninus Pius, and 
though often credulous and tedious, does give us 
pictures of the ordinary life at Rome, which enforce 
the lesson that times may change, but men—and 
women—do not. The following is a free but faithful 
translation of his account of a morning spent with 
his teacher Favorinus, and we could almost imagine 
that it was Boswell reporting a diatribe of 
Dr. Johnson's. 


A MORNING WITH FAVORINUS 


I was with Favorinus when a message was brought 
to him that the wife of one of his pupils had just been 
brought to bed and delivered of a son. ‘Let us 
go and see the infant,’ said Favorinus, ‘and con- 
gratulate his father.“ The father was of a noble 
family of senatorial rank. All of us followed him and 
went in with him. In the hall he embraced and 
congratulated the father and then took a seat. And 
when he bad inquired how long the labour had lasted 
and whether it had been difficult, and had been told 
that the lady, worn out with fatigue and want of 
sleep, was dozing, he began to talk freely andi said: 
‘I suppose that she will nurse her son herself?’ 
But the lady’s mother answered that her daughter 
must be spared that trouble, and that wet-nurses 
were to be provided for the infant. Madam, said 
Favorinus, ‘I implore you to let her be the mother 
of her son in full perfection. For surely it is a strange 
imperfect and half-motherhood to bear a son and at 
once to reject him: to have nourished with her own 


blood in her womb something which she could not 


see, and then to deny her own milk to that which 
she now has before her eyes, a live human being, 
crying out for his mother’s care. Or are you one 
of those who suppose that Nature gave women 
nipples as a sort of beauty-spots, not for the end 
that they may suckle their children, but as embellish- 
ments to their bosoms? For though of course you 
will not admit it, there are a lot of unnatural women 
who try to dry up and check that holy fountain 
of the body, the nourisher of mankind, regardless 
of the danger of turning and spoiling the milk, because 
they consider that it mars their bodily beauty. 
But in so doing they are guilty of the same mad folly 
as those who by hook or crook try to secure abortion 
of the foetus which they have conceived, in order 
that there may be no wrinkle on the smooth surface 
of their bellies, and from fear that they may lose their 
1 by the burden of the child and the strain of 

our. 

Now as it is an act of universal reprobation to 
go about to murder a human being at its very inception, 
while it is being moulded, endowed with life, and is 
still in the hands of Nature, the great artist, how 


little is the difference when you rob the child, now 
fully formed and born into the world, of the nourish- 
ment of the blood of its nearest and dearest relative. 
But, it is said, provided that the child is fed and kept 
alive, it makes no difference by whose milk that 
end is secured. Then why do not those who make this 
assertion, if they are really deaf to the call of Nature, 
also contend that it makes no difference in whose 
body and from whose blood a child is born and 
fashioned, Is not the marvellous cunning of Nature 
discernible also in this that as soon as the craftsman, 
the blood, has fashioned in its holiest precincts 
the body of a man, when the time of delivery is at 


hand, it rises to the breasts above, ready to cherish. 


the first beginnings of light and life, and to supply 
the new arrival with his wonted familiar food 
Well may we believe then that just as the property 
and nature of the seed have power to produce likenesses 
in body and mind, so a similar effect may be ascribed 
to the quality and virtue of the milk. We see it in 
animals as well as in human beings for if kids are 
suckled by a ewe, or lambs by a goat, the lambs’ 
wool is coarser, and the goats’ hair finer than usual. 
In trees and wheat also the power and qualities of 
the water and soil have more effect in delaying or 
promoting their growth than have those of the seed ; 
and you may often see a vigorous blooming tree, 
transplanted to another place, die from the effect of 
the less fertile soil. 
“< What the mischief then is the sense of spoiling 
the body and mind of the new-born man, built up 
from the most promising beginnings, by the alien 
and inferior milk of a hireling ? especially if she whom 
you procure is a slave or of menial origin, and as is 
very often the case, a barbarian and foreigner? 
if she is dishonest, ugly, unchaste, or given to drink? 
for generally any woman who has milk at the moment 
is employed without much enquiry. So this boy of 
ours, are we to let him be infected with some dangerous 
contagion, or to draw a spirit into his mind and body 
from a body and mind of perhaps the worst type? 
Why, good Heavens, that must be the reason for the 
fact ‘which often surprises us that the child of 
a perfectly respectable mother turns out utterly 
unlike his parents either in body’ or mind. Our 
Roman Vergil when. he imitated Homer’s lines 


The brave knight Peleus. never was thy sire, 
Nor Thetis was thy dam: but the gray sea 
And flinty rocks: so pitiless is thy soul. 


was wise and witty enough not to base the charge on 
birth alone, but to add that some wild and savage 
mother was his nurse ; 


The iron cliffs of frowning Caucasus i 
Fathered thee : and some tigress of Hyrcania 
Gave thee her dugs ; 


for there is no doubt that in the formation of character 
the disposition of the nurse and the quality of her 

ilk play an important part: for the milk though 
imbued in the beginning with the essence of the father’s 
seed moulds the new-born character from the mother’s 
physical and mental attributes. 

‘< Again who will neglect or despise the considera- 
tion that those who abandon their offspring, i 
them from their side, and give them to others to 
nurse, sever or at least impair and loosen that bond 
and cement of mind and affection by which Nature 
unites parent and child. For if an infant is given to 
another’s care and removed from its mother, the 
strength of maternal passion gradually and insensibl 
fades, every call of impatient anxiety is silenced, 
and a child which has had another’s care and nursing 
is almost as completely forgotten as if it had been lost 
by death. And the child’s own feelings of affection, 
fondness and intimacy are centred wholly in her 
who has nursed him, and therefore just as in case 
of foundlings, he has no feeling for the mother who 
bore him, nor any sense of something lacking. And 
so, when the foundations of natural affection are 


oe 
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uprooted, the children thus brought up, however 
much they may seem to love their parents, yet that 


-love is generally not instinctive, but merely the 


outcome of training and convention.’ 


“ All this I heard Favorinus deliver in the Greek 
tongue, and I have reproduced his sentiments as 
well as I could recall them, for the advantage of my 
readers: but the elegance, the richness, and the 
fertility of his language could hardly be conveyed 
5 the whole power of Latin eloquence, and scarcely 
at all by my feeble efforts.” 


HOSPITAL LIBRARIES 


SoMEWHAT unhappily the description of hospital 
libraries has been given the arrangements 
devoted exclusively to the provision of books 
for patients. King’s College Hospital recently pro- 
vided a corrective to this point of view by organis- 
ing a meeting when the visitors had an opportunity 
to view the three libraries within its walls. The 
library from which the books are distributed to the 
patients was described by Mr. A. D. Power as chair- 
man of the committee engaged in collecting books 
and enlisting voluntary assistants to deliver them 
regularly to the patients. A carefully designed 
trolley to enable the patients to view a wide selection 
of books while recumbent in bed attracted special 
attention. The account given by the Sister Tutor, 
Miss K. F. Armstrong, dealt with the books provided 
for the nurses for their studies and the library contain- 
ing fiction under their own management, She 
claimed that the former is the best reference library 
of medical books for nurses in any hospital in the 
country. Their appreciation of the committee’s 
generosity is demonstrated by the remarkable fact 
that while the average circulation of books of fiction 
is 30 a month, more than four times that number are 
taken out of the professional library. It was, how- 
ever, the library handsomely housed in the medical 
school which specially aroused the interest of the 
visitors. Dr. A. Gilpin explained the respective values 
of medical text-books and medical periodicals to the 
student before qualification and for post-graduate 
work. An interesting collection of ancient treatises 
mainly received through bequests showed that 
medical history can be studied in a library established 
in comparatively modern times. Even in a hospital 
which has not a medical school, the scope of a hospital 
library can hardly be confined to the collection of 
books provided for the patients. The alliance which 
is being established in several parts of the country 


between the public library service and the hospital 


is one which might be extended for the benefit of the 
medical men and nurses. 
desire on tbe part of the public library to assist the 
serious student. Manchester, for example, has an 
admirable system of providing for the busy man, 
who* cannot spare the time to go to the library, by 
delivering the book to him. In that category surely 
no one has a better claim to inclusion than the medical 


man and the nurses anxious to extend their knowledge. 


YEAR-BOOK OF LEARNED SOCIETIES 


For the fifty-third year in succession Messrs. 
Charles Griffin and Co. have now compiled from 
official sources a Year-book of the Scientific and 
Learned Societies of Great Britain and Ireland 
(Dp. 170, 108.). It is arranged under 14 sections, of 
which the last (and one of the longest) is Medicine, 
and the first General Science, starting off, as is right 
and proper, with the Royal Society and the Royal 
Institution of Great Britain. In between are sections 
of astronomy, geography, biology, agriculture, law, 
literature, archzology, and others. To the humanist 
there is much of interest in the variety of purposes 
for which people meet; it may be to study the 
early history of East Anglia or the protection of 
ancient buildings in London, for the study of monu- 
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mental brasses, or the exploration of Palestine. In 
Liverpool people meet about syPsy lore, in Clifton 
they read Shakespeare, at the Chetham College, 
Manchester, they study parish registers, in Baillie’s 
library, Glasgow, they talk about bibliography; and 
many of the societies are associated with the names 
of persons, some better remembered than others— 
Faraday, Harvey, Hakluyt, Charles Lamb, Samuel 
Johnson, Selden, Chetham, Dugdale, Ray, Quekett, 
Gilbert White, Bronté, Buchan, and many others. 
All are essentially of a learned character, only com- 
mercial undertakings being ruled out, and additions 
are always being made. This issue also contains 
a 5 of publications issued during the session 


A TRIBUTE TO SIR PERCY SARGENT 


THE late Sir Percy Sargent had many friends and 
admirers to whom this early and graceful address to 
him in Latin verse should prove of interest. The 
elegiacs were written on Sargent’s 21st birthday, 
in his Cambridge days, by Mr. L. G. H. Horton- 
Smith, his deeply attached friend, who has at our 
request composed the English translation which is 
appended. 

The belated appearance of the verses is due to the 
fact that Mr. Horton-Smith has only recently been 
looking over a collection of the scholarly and elegant 
verses that he was in the habit of making on topical 
occasions, when he found amongst them two sets 
of verses dedicated to Sargent of which the shorter 
is the one here reproduced. 


AD SODALEM ILLUM UNICUM 
(PEROY W. G. SARGENT) 
Annos iam natum unum et viginti 
Natali scripti die 
Versiculi 
O puer, exaudi! Labentibus ocior horis 
Vita imprudenti deperitura fugit. 
Preetextatus adhuc—hodie, puerilia ponens, 
Liberior puram sumis adulte togam ; 
Verna dies abiit, pennisque sequacibus estas 
Proterit invadens æmula veris iter; 
Estatem, mora nulla, rapax auctumnus adurget, 
Auctumnum re da bruma premit. 
Immeritone queror? Quid enim? Sors una senéctam 
Una fuventutem—pcenituisse—manet ! 
Dum brevis hora sinit, discas instare labori ; 
Venturo nequeas credere. Carpe diem.’ 


Idem Anglicè Redditum 
‘VERSELETS TO HIS BOSOM-FRIEND 
(PERCY W. G. SARGENT) 

Upon his Coming-of-Age 
The 189 of May 


Give ear, my boy! No hours that pass abide : 
Beyond our heed, life all too swift flies on ; 
A youth,—to-day you lay your youth aside, 
And free, as man, now man’s estate you don. 


Spring has fled, and on pursuing wing 
Speeds envious Summer, soon itself to yield 
To Autumn’s greed and later heralding 
Of Winter’s turn its own chill sway to wield. 


Lament! Why not? For, youth and age alike, 
Each lives but tribute of Regret ” to pay! 

To work, then, now ! ere Time’s last hour may strike 
Tomorrow’s too untrusty. Snatch To-day. 


See! 


THE C. S. M. M. G. DRECTORNY.— We are informed 
that the statement in our last issue that the new 
directory of the Chartered Society of Massage and 
Medical Gymnastics costs 48. does not apply to 
members of the medical profession, who may obtain it 
free of charge. 


BRADSHAW LECTURE: CORRIGENDUM.—In Mr. 
Hugh Lett’s lecture on Renal Tuberculosis, published 
in our issue of Dec. 5th, there is a mistake on p. 1313. 
In the second column, three lines from the bottom, 
the figure 11°5 should be 7'5. The sentences thus 
read: “ Pus in a sterile urine is recognised as being 
very suggestive of renal tuberculosis. It may occur, 
however, in 7°5 per cent. of cases of urinary calculus, 
excepting prostatic calculi, and also in some cases of 
long-standing chronic prostatitis.” 
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WHITAKER’S ALMANACK FOR 1937 


THERE are a number of new features in the 
Almanack for 1937 which now contains 1064 pages. 
These additions deal with the results of recent 
censuses in Ireland and the Dominions, with over- 
crowding in England and Wales, with the progress 
of television, with various inventions which have 
come to light during the year, and last, but unfor- 
tunately not least, with precautions against air-raids. 
A library edition is to contain 13 coloured maps. 
But the value of Whitaker to the medical man does 
not reside in these interesting frills but in the fact 
that he can find in the vo ia the right information 
on anything he wants to know about, and he can 
find it in a moment by means of an index which now 
contains more than 100 pages. Whitaker is an 
essential desk companion and few practitioners can 
safely be without it. A supplement regarding the 
constitutional change and its results is available free 
of charge for insertion in copies which have already 
been issued. The price as usual is 6s.; abridged 
edition in paper cover 3s. 


Messrs. LETTS have sent us several of their Quikref 
diaries for 1937. The “Shaftesbury” (2s. 6d. to 
3s. 6d.) weighs just over an ounce, the thickness is 
only that of two half-crowns, and the cover is flexible 
making it an ideal diary for professional men. The 
“ Public Speakers (28. 6d. to 38. 6d.) covers 18 months 
so that appointments can be noted up to the end of 
June, 1938. The ‘‘ Calendiary ” (6s. 6d.) foolscap 
cloth, a week in openin g interleaved with blotting 
paper, has a perpetual calendar on the cover, the date 

eing changed with the touch of the finger. The 
whole series is practical and attractive. 


Vacancies 


For further information refer to the advertisement columns 


100 e Lecturer in Department of Medicine, 
Battersea General Hosp., Battersea Park, S. . H. P. and H. se 
at rate of £130 and £120 respectivel : : 
Out-patients’ Dept., at rate of 85 0. his eee Oe EOE 
orden 6 f 360 County M. O. H., &o., £800. 


. M. 00. 
outhmead Municipal General Hosp.—Jun. Asst. Res. 


B a 10 at 8 of Boo. i ee 
t. Clin. Pathologist £375. ept.—Laboratories 


Cardiff “City Mental Ho Whitchurch.—Med. Supt., £1000. 
Cara 1 Welsh National ‘School of Medicine. —Part-time Lecturer 
in Ansesthetics, at rate of £525 


Central London Throat, Nose, and Boe Ho Gras Inn- 
W.C.—Hon. Assts. for Out-patient De Be VVV 

Chelsea Hosp. for Women, Arthur-street S.W Anesthetist, £21. 

Che ver Si ium for 2 ren, Heswall.— Res. Asst. 


300. 
Chester fei and North Derbyshire Royal Hosp.—H.S., at rate of 


- for Diseases of the Heart and Lungs, 
wo Hon. Asst. Anesthetists. 
Connaught Hosp., Waltha , E.—Sen. Res. M. O., at rate of 
£150. ‘Also H.P. ma na, each at rate of 8100. 
Doncaster Royal Infirmary and ” Dispensary. —Res. Anæsthetist, 
at rate of £175. 
East Ham Memorial Hosp., Shrewsbury-road, E.—Res. M.O., at 
e opal 1 H.S 
shire nfirmary.— -» at rate of 8150. 
Godalming, County Sanatorium, Milford.—Jun. Asst. Res. M. O., 
Guarona nad Sorry Commer H 
0 urrey County Hosp.— H. S., at rate of £160. 
ee County Sanatorium. 00 2650. 
Herefordshire General Hosp.—H.P., £10 
Hosp. of St. John and St. lizabeth, 60, Grove End- road, N.W.— 
Res. H. P. and Sarg. Reg., each at rate of £100. 
India Government Medical rch Dept. Gazetted aE ata; 
Rs. 625. Also Gazetted Pon.) Rs. 250, &c., per a 
London County Council—Two Radi ologists, ean 2900. ur Part. 
time Radiologists, at rate of £125. Temporary Visiting M.O., 
£200. Also Part-time M. O. 8, at rate of £255 and £40. 
hic_Hosp., Great Ormond-street, W.C.—Surgeon 
in Cha of Orthopedic and Mechano-Therapy Dept. 
Also Pathologist and coerce Na £350. 
London University.— University Ch of Pathology, £2000. 
Manchester, Christie Hosp. a olt adium Institute, 
Withington.—Hon. Neurological, Urological, and Plastic 


‘VACANCIES.— BIRTHS, MARRIAGES, AND DEATHS 
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anchester, Royal Children’s Hosp.—Res. M.O. and Res. H.B., 
at rate of 8150 and £100 phir agatha 
Manchester Royal Infirmary.—Hon. Dental Surgeon. Also Hon. 


Prosthetic. Dental Surgeon. 
anchester Victoria Jewish Hosp., Cheetham.—Sen. 
H.S. and H.P., 4125 and £180 respectively. Also Jun. 
H. S., at rate of £125. 
Marie Curie Hosp., 2, Fiizjohn’s-avenue, N.W.—Res. M. O., 
Market N Cheshire Joint Sanatorium. — Res. M. O., £250. 
Middlesbrough, North Riding Infirmary.—Third H. S., at rate of 
tddlesex County Council.—Physician for County Sanatorium 
Hareneld, 4860. Two Jun. Res. Asst. M.0.'s, each mat 
rate of £250. 
ewcastle G. 


Royal Tnnrmary—n s. and H.P. to iy Depta., 
each at rate of 8175. 
Prince of Pales's General Hosp., N.—Jun. H. S., 
Putney Hosp., Lower Common, S.W.—Hon. Ophth. Surge 
NEAL vy Royal Berkshire Hosp .—Two H.S.’s, each at rate of 


Rotherham County Borough.—Asst. M.O., £300. 
Royal College of Surgeons of England.—Kxaminer in Pathology. 
Haya Free Hosp., Gray’s Inn - road, W.C.—Res. Cas. 


15 
Royal London Ophthalmic H: City-road, E.C.—Two Out- 
atient Officers, each £1 00.“ 
Masonic Hosp., Ravenscourt Park, PV. — Res. Surg. O., 
at rate of 2250. 


St. George’s Hosp., S.W.—Res. Obstet. Asst., 2100. 
Salford City.—. at, Clin. Tuber. O., 
She Hoe: for Women. Asst. Bacteriologist and 


Jess 

Pathologist, £3 £30 

Southampton Free Bye "Hosp H. S., 815 

Southampton, Royal South Hants a Southampton Hosyp.— 
Hon. Olin. Asst. to Dermatological at 

South London Hosp. for Women, m Common, S.W— 
Asst. Ae a Surgeon. Also 0 Cun- Asst. for Surg. 
Out-pat: 


Stoke-on-Trent, Longton Hosp.—H.S., £160. 
Borough.—M.0.H., £1200. 
West Bromwich, oe Hosp.—H.P. sp 757 rate of Spee 


Surgeon. 
York County Hosp—H.P., 8150. 


The Chief Inspector of Factories announces & cy for a 
Certifying Factory Surgeon at East Kilbride (Lan (Lanack), 


Births, Marriages, and Deaths 


BIRTHS 


HALL-SmitH.—On Dec. 11th, at Bournemouth, the wife of Dr. 
G. W. Hall-Smith, of a son. 


HERN.—On Dec. 10th, the wife of Dr. J. R. B. Hern, of Devon- 
shire-place, W., of a son. 


MARRIAGES © 


EMMERSON—WILLIAMS.—On Dec. 10th, at the Chapel of the 
Savoy, Guy Emmerson, M.B., M. , to Gwen, elder 
daug ter of Dr. and Mrs. T. J. Williams, of Liverpool. 


Se ro Golan -—On Dec. 4th, at Plymouth, Surg. Lt. 
rp de 1 R. N., to Anne, younger daughter 
oe rs. Frederick King, of Plymouth. 
GRAY-—GANNAWAY.—On Dec. 8th, at St. James’s Church, 
Spanish-place, Edward Emile Delisle Gray, M. D., M.R.O.P 
to Lilian Maud, daughter of Charles Henry Gannaway and 
the late Mrs. Gannaway. 


ALFE— HILL.—On Dec. 12th, Richard Hood Metcalfe, 
M. D., F.R.O.S., to Isobel Russell Hill, M.B., only daughter 
of the late Rev. and Mrs. Hill, of Glasgow. 


DEATHS 
tiga nies Aughton, Lancashire, John Aspinall, M. R. C. S. 


Beco —On Dec. 12th, at Walberswick, Suffolk, William 
Dewey Buncombe, M. R. C. S. „ late of the City of 
London Infirmary, Temp. Lt.-Col., R.A.M.C., in his 73rd 
year. 

OLAPHAM.—On Dec. 11th, at Woodside Hospital, Capt. John 
Thurlow Clapham, M.R.C.S. Eng., R. A. HI. O. (retd. aged 70. 

Lorp.—On Dec. 8th, Fh O stn vane ment, Cyril urtena 
Lord, M. R. O. S. E in His 2 4 

McGann.—On Nov. pam at Mysore India, Col. Terence 
Joseph McGann, I M. S. (retd.), in hfs 95th year. 

MITOHELL.—On Dec. 1 at Queen's- road, Char 
Mitchell, M. B., OC. M. Aberd. N N = 


WHITBY.—On Dec. 8th, A Whitby, M.B. Durh., of New 
Romney, Kent. 


N.B.—A fee of 3 6d. is charged for the insertion of Notices 
rt , aici and Deaths. of 
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ADDRESSES AND ORIGINAL ARTICLES 


CARDIAC FAILURE * 
By Bas PARSONS-SMuITH, M.D., F. R. C. P. Lond. 


PHYSIOIAN TO THE NATIONAL HOSPITAL FOR DISEASES OF 
THE HEART, LONDON 


I HAVE selected cardiac’ failure as the theme of 
this lecture for two reasons: first, because it is 
liable to develop in every case of cardiovascular disease, 
and secondly, because the subject is one on which 
there has been, and still is, a diversity of opinion. 

Of the earlier theories that propounded by James 
Hope? in the early part of the last century deserves 
special mention because it provides the first authentic 
basis of the so-called back-pressure type of heart 
failure; his introductory remark is of considerable 
interest 


** Order of succession in which the several compartments 
of the heart are rendered hypertrophous by an obstacle 
before them in the course of the circulation.” 


and the following extracts are noteworthy :— 


As an obstacle to the circulation operates on the 
heart in a retrograde direction, the cavity situated 
immediately behind it is the first to suffer from its 
influence.“ 

‘ When the distending pressure of the blood pre- 
ponderates over the power of the (left) ventricle, its 
contents, from not being duly expelled, constitute an 
obstacle to the transmission of the auricular blood ; 
hence the auricle becomes over-distended, and the obstruc- 
tion may be propagated backwards through the lungs to the 
right side of the heart and there occasion the same series 
of phenomena.” 

When the mitral orifice is contracted . . . the left 
auricle having to struggle against the contracted valve 
in front, and also to sustain the distending pressure 
of the blood flowing in from the lungs, invariably becomes 
thickened and dilated; the engorgement, extending 
backwards through the lungs to the right ventricle, 
occasions its hypertrophy and dilatation, the lungs suffer- 
ing in pre-eminent degree.“ 

When the impediment to the circulation is primitively 
seated in the lungs, the right ventricle, situated immediately 
behind them, is the first to experience its influence; and 
when the cavity is so far overpowered by the distending 
pressure of the blood as to be incapable of adequately 
expelling its contents, the obstruction extends to the 
auricle.” 

** Obstruction in the right auricle, whether from this 
or other cause, presents an obstacle to the return of the 
venous blood and therefore ultimately causes retardation 
throughout the whole venous system; nor is this all; 
for the retardation is propagated throughout the capillaries 
to the arterial system and thus at length returns in a 
circle to the heart.“ 


Hope’s classical observations were subsequently 
modified by the teaching of William Stokes, who 
emphasised more particularly the supervention of 
myocardial incompetence in valvular heart affections, 
and thus incidentally originated a theory which was 
destined for further development by cardiologists a 
generation after his time. 

A brief extract from his treatise on Diseases of 
the Heart and Aorta 25 summarises the viewpoint 
which Stokes adopted in regard to cardiac failure 


It too often happens, he said, when the existence of 
a valvular disease is determined, that great labour is 
expended in ascertaining the exact seat and nature of the 
affection. Long and careful examinations are made to 


The St. es lecture of the National Hospital for Diseases 
of the Heart, London, delivered at the Royal Society of 
menon: on July 8th, 1936. 


determine whether the disease exists at the right or left 
side of the heart; whether it be a lesion of the mitral, 
tricuspid, or the semilunar valves; a contraction; an 
ossification ; a permanent patency or warty excrescence. 
Now, though in some, we might say in many cases, these 
cases may be resolved with considerable accuracy, it is 
also true that in a large number their determination is of 
comparatively trifling importance; and the two great 
practical points to be attended to are, first whether 
the murmurs proceed from an organic cause, and next, 
what is the vital and physical condition of the muscular 
portions of the heart; for it is upon these points that 
prognosis and treatment must entirely depend.” . 
“The practical physician, having satisfied himself 
that a valvular disease exists, will not devote too much 
time in ascertaining its exact nature; but he will examine 
into the vital and mechanical state of the heart’s cavities. 
He will ascertain the amount of vigour of the heart, 
whether its force is above or below the natural standard.” 


Backward or Forward Failure 


The above extracts deserve careful consideration 
because they constitute the original conceptions of 
two opposing theories, the one characterised by 
so-called forward failure, the other by back-pressure 
phenomena. It is common knowledge that the 
original doctrine of back pressure was universally 
adopted in this country, and that all the leading 
cardiologists continued to approve its significance 
until the early part of the present century. About 
that time the general trend of opinion underwent 
material revision, and cardiac failure began to be 
assessed in terms of myocardial incompetence, its 
derangement being more especially concerned with 
impairment in the efficiency of the heart’s driving 
power and output rather than with the development 
of back-pressure effects as described hitherto. The 
late Sir James Mackenzie was a staunch advocate 
of the forward-failure hypothesis; in his view an 
insufficient blood-supply to the organs was the 
essential factor underlying the development of 
circulatory incompetence and all the signs and symp- 
toms of failure indicated defective ventricular out- 
put. He assumed, in other words, that breathless- 
ness, dropsy, engorgement of the liver, and renal 
congestion were accounted for by deficient cardiac 
output into the systemic circulation, and that a 
similar discrepancy in the lesser circuit was respon- 
sible for pulmonary œdema. Mackenzie's views 
coincided in broad principle with those of his con- 
temporaries in this country, and the theory of for- 
ward failure still meets the approval of our modern 
writers. In brief, the general consensus of opinion 
associates the development of failure with diminu- 
tion of the cardiac output to such an extent that 
the blood-supply to the tissues becomes insufficient 
for their requirements; but there are also other 
factors relative to variations in the blood chemistry 
induced by the retarded flow in the capillaries, by 
which the carbon dioxide pressure and the hydrogen- 
ion concentration in the tissues and respiratory 
centre are abnormally raised, and the oxygen content 
becomes relatively deficient for the normal processes 
of metabolism. The above principles have been 
summarised by Sir Thomas Lewis as follows :— 

“ Breathlessness, the first indication of failure, is to be 
ascribed to a deficiency in flow of aerated blood to the 
head and neck.“ 

“ When the output declines blood begins to collect on 
the venous side and the patient manifests signs of congested 
veins, enlargement of the liver, cyanosis, scanty urine, 
ascites, dropsy of the lower members and congestion and 
cedema of the lungs.” 

CO 
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The physiological principles were ably interpreted 
by Starling 24 in his 1915 Linacre lecture, and though 
his observations were based on experimental evidence 
their significance in clinical medicine cannot be denied. 
He emphasised the adaptability of the heart to the 
requirements of the body as a whole; he showed 
that, within physiological limits, the outflow remained 
constant whatever the arterial pressure, and that 
‘with an increased venous inflow the outflow was 
pari passu augmented; he found moreover that 
similar powers of adaptation obtained in heart-lung 
specimens which were so prepared as to imitate disease ; 
and he was of opinion that the compensatory mecha- 
nism, as such, originated in the muscle-fibres them- 
‘selves, the results being similar whether the nervous 
connexions were severed or intact; he regarded a 
lengthening of the muscle-fibres as the first mani- 
‘festation of cardiac fatigue; and he recognised: an 
increased contractile energy in direct proportion to 
thé fibre lengthening, the cardiac output remaining 
constant at the expense of the greater diastolic 
volume and the raised venous pressure watch as a 
rule characterise the failure process. 


Deficiency of Output 


A series of valuable researches in recent years 
make it essential that we revise.our views to some 
extent in regard to the significance of output defi- 
ciencies in cardiac failure. Various methods for the 
estimation of output have from time to time been 
adopted and much has been written on the subject ; 
but a brief mention of certain of the typical records 
will suffice here. 

Kroetz 1° studied 16 patients by the acetylene 
method of Grollman, his chief conclusions indicating 
a slightly reduced volume, output in compensated 
cases which was not appreciably increased when 
congestive failure supervened. Eppinger, von Papp, 
and Schwarz é investigated 10 decompensated patients 
by the oxygen-Fick method ; in 5 of these the cardiac 
output was above and in the remainder within 
normal limits. 
recorded a further series of 9 decompensated cases, 
6 of which showed outputs above and 3 below the 
figures of their normal controls. 


A further series of cases was published by Harrison. 


and his colleagues 1° in 1934, and their findings are 
particularly important because they were obtained 
by the improved. acetylene method introduced by 
Grollman.® The analysis included 27 patients with 
uncomplicated cardiac disease, 19 with congestive 
failure, and 18 normal controls, and the results may 
be briefly summarised as follows :— 


(1) The output per. minute of the heart, though as a rule 
subnormal.in cardiac: patients, may in certain instances 
Tenon the- normal range. 

2) The output range of uncomplicated cardiac cases 
is similar. to that. of cases with congestive failure, and 
relief from congestive manifestations may be associated 
with an inorease, a decrease, or no change in the cardiac 
output per minute, though as a general rule obvious 
improvement is associated with a slight rise. in the output 
per beat. 

(3) Remedial measures which produce obvious benefit 
in patients with congestive heart failure do not as a 
rule increase the cardiac output. 


Further factors which have been intimately asso- 
ciated with the diminished output theory: include a 
variety of disorders of the blood chemistry, the 
development of an increased hydrogen-ion concentra- 
tion, and’ alterations in. the oxygen and carbon 
"dioxide pressures. Recent investigations have largely 
discounted the significance of these changes, The 


é 


lation induced by the test exercise. 


Eppinger 5 and his co-workers’ 


researches of Fraser;? who reviewed the subject at 
length in his 1927 Goulstonian lectures, were based 
on analyses of arterial blood from patients with 
cardiac disease, and his conclusions were briefly as 
follows :— 


(i) The oxygen saturation of the arterial blood in 

cardiac failure remains within normal limits unless 
pulmonary complications coexist. 
(2) In cases with pulmonary disease and in cases of 
severe failure with secondary changes in the lungs the 
carbon dioxide pressure and also the hydrogen-ion concen- 
tration in the blood may be above normal limits. 


These observations have been confirmed and 
amplified by the studies of Cullen and his co-workers 
They obtained specimens of blood from the median 
basilic vein before and after mild exertion which 
increased the ventilation 100 per cent. or more, and they 
found that neither the cardiac patient nor the normal 
controls showed any significant changes in the oxygen 
content, the carbon dioxide pressure, or the hydrogen- 
ion content of the blood. Very similar results were 
obtained by the analyses of arterial blood and of 
specimens taken from the internal jugular vein 
before and immediately after exercise, the only 
variations being a slightly lowered carbon dioxide 
pressure and a slightly raised oxygen pressure, both 
in all probability the outcome of the increased venti- 
It seems fair 
therefore to assume in the light of these investigations 
that the increased ventilation which develops with 


moderate exertion in cardiac patients cannot be 


attributed to chemical defects in the cerebral blood 
stream; we may summarise the above conclusions 
as follows :— — 

(I) The output per minute. of the failing heart, though 
frequently defective, may be within normal limits. 

(2) Inability to increase the cardiac output may some- 
times be à responsible factor in the symptom- complex 
of failure, the maximum oxygen intake being subnormal. 

(3) Except in its terminal stages the failure symptoms 
of cardiac disease are not related to alterations in the 
oxygen, carbon dioxide, or reaction of the venous or 
arterial blood. 


A reasonable inference from these statements: is 
that the manifestations of cardiac failure cannot be 
entirely accounted for by the diminished-output 
theory or by alterations in the blood chemistry; 
‘other factors must obviously be concerned in the 
process and evidence is gradually accumulating that 
certain of these may be essentially back-pressure 


phenomena, 


Vital Capacity and Respiratory Reserve 


Breathlessness, one of the standard symptoms of 
a failing myocardium, may be mentioned as a suitable 
illustration ; and, passing over for the moment all 
such changes in the blood chemistry as are held 
responsible for its development in the severe and 
terminal stages of heart disease, we may consider 
its. significance in early and uncomplicated cases. 
As the result of extensive investigation, both experi- 
mental and clinical, we are nowadays in a position 
to associate the diminished respiratory reserve of 
cardiac patients with two developments of funda- 
mental -importance—namely, decreased vital capacity 
and increased rate of ventilation. Though intimately 


associated, each of these merits special reference, in 


the present context. The significance of a decreased 
vital capacity was clearly demonstrated by Francis 
Peabody 22 and, in- collaboration with his colleagues 
Drinker and Blumgart,“ he correlated its develop- 
ment with the pulmonary congestion and diminished 
pulmonary expansion experimentally produced in 
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animals by partial occlusion of the pulmonary veins. 
He also pointed out the intimate relationship, in 
patients with heart disease, of the vital capacity to 
the degree of the dyspnea, the latter as a general 
rule varying in inverse proportion to the extent of 
the former. . 

These findings not only emphasise defects in 
the vital capacity of cardiac patients but serve 
to show its close association with pulmonary con- 
gestion. In regard to the second development— 
viz., the increased rate of ventilation—it is common 
knowledge that both the volume and the rate of 
breathing are increased in conditions of cardiac 
failure, and it was shown by Harrison and his col- 
leagues? that congestion of the lungs is largely 
responsible for these respiratory variations. Their 
investigations were based on the experiments of 
Legallois,2° who observed a diminished rate and an 
increased amplitude of breathing after vagal section, 
and on the experimental findings of Hering and 
Breuer, 1 who showed that artificial pulmonary 
inflation induced expiratory movements which failed 
to develop following bilateral vagotomy. 

It appeared reasonable to suppose that cardiac 
dyspnea might under certain circumstances depend 
upon nervous reflexes originating in the lung tissue, 
and this hypothesis -was substantiated in due course 
by Harrison and his colleagues.“ They devised a 
technique which made it possible to produce any 
degree of pulmonary congestion at will and with it 
they noted a definitely increased rate of breathing 
after the introduction of blood into the lung vessels, 
this effect being absent moreover after bilateral vagal 
section. In a further series of experiments they 
demonstrated a definite inter-relationship between 
the respiratory rate and alterations in the venous 
pressure, it having been previously ascertained by 
Schott 2 that exertion brought about a greater rise 
in venous pressure in patients suffering from cardiac 
failure than in normal controls. Of these experi- 
mental findings the following are of material interest 
here :— ° i * 

(1) That a rise in venous pressure, induced by a venous 
transfusion or by the inflation of a small rubber balloon 
inserted through the external jugular vein into the right 
auricle, causes a well-marked increase in the rate of 
breathing. 

(2) That for the increased rate of breathing so produced 
it is essential that the vagal connexions shall be intact, 
no such variation occurring following their section. 


These results may be interpreted as proving the 
reflex nervous origin of increased respiration-rates 
promoted by elevations of venous pressure, and the 
authors suggest that the reflex stimulation arises 
either in the heart or the great veins, the afferent 
pathway being by the vagus nerves. 

The above investigations may be summarised as 
follows. In the advanced stages of heart disease and 
after severe exercise there may be discrepancies in 
the cardiac output and in the blood chemistry which 
amply explain the failure symptoms ; 
changes are not manifest in the earlier uncomplicated 
stages of the condition when breathlessness and 
moderate deficiencies of exercise tolerance are inti- 
mately associated with variations in venous pressure 
and reflex nervous stimuli arising in the lungs, the 
heart itself, and elsewhere. ' 

That the majority of such patients have some 
diminution of the vital capacity has been emphasised 
by Harrison 11 and other workers; their unanimous 
opinion favours pulmonary congestion as the under- 
lying factor concerned, and it has been clearly shown 
that a similar congestion is responsible. for the 
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increased ventilation rates which are observed even 
at rest in failure cases and which depend upon vagal 
reflexes set up in the congested lung tissue. These 
processes explain the diminished range of the respira- 
tory reserve at rest and the further extent of its 
diminution: with muscular exercise is equally clear 
in that there is an exaggerated rise in the venous 
pressure, with further pulmonary congestion and 
increased respiratory ventilation secondary thereto. 


Part Played by Back Pressure 


The above considerations serve to establish the 
very material significance of pulmonary congestion 
in the symptomatology of cardiac failure, more 
particularly in regard to the production of breath- 
lessness which as a rule is the outstanding subjective 
feature of the condition. As previously outlined, 
widely divergent views have been formulated to 
explain these phenomena. According to the forward- 
failure theory, of which Mackenzie was a staunch 
exponent, congestion in the lesser circulation indicates 
right -ventricular failure, just as the comparable 
conditions of venous stasis in the systemic circulation 
(codema, serous effusions, &c.) are manifestations 
of left ventricular impairment. These views, how- 
ever, have been much criticised in modern times and, 
although it is-generally admitted that the effective 
output of a failing heart may be limited, the available 
evidence, some of which has been alluded to, tends 
to suggest that such a development cannot be solely 
responsible for the symptoms. There must obviously 
be an alternative explanation and that which first 
commends itself is the development of back-pressure 
manifestations. The fundamental basis of these is an 
accumulation of blood in the vascular areas which 
drain in the direction of an affected chamber; under 
such circumstances the sequence of events is a direct 
converse to that which characterises the forward- 
failure state, and in its essential conceptions, therefore, 
the back-pressure mechanism associates pulmonary 
congestion with failure of the left ventricle, and 
venous stasis in the systemic circulation with 
incompetence involving the right heart chambers. 
Several well-recognised conditions, notably the 
failure syndromes of certain valvular diseases 
and hypertensive heart disease, comply with these 
standards, the recognition of back-pressure phenomena 
being amply justified both by the clinical signs and 
the post-mortem findings. Of the valvular diseases, 
mitral stenosis is especially worthy of comment in 
this connexion; as the lesion gradually develops 
well-marked changes in the circulatory mechanism 
become increasingly obvious. | 


Back Pressure in Mitral Stenosis 


In its earlier stages the outstanding efiect of 
obstruction at the mitral orifice is engorgement of the 
pulmonary circuit, which not only accounts for varying 
degrees of deficiency in the vital capacity, but also 
for the vascular complications (e.g., hzmoptysis, 
infarction, and œdema) which characterise the 
progress of the disease. The significance, moreover, 
of the early reduction in vital capacity is partly 
explained: by comparative estimates of its values 
in mitral stenosis and aortic lesions, the average 
vital capacity in mitral cases being lower than that 
obtaining in the presence of aortic affections; such 
results, moreover, are understandable in view of the 
fact that the former are, and the latter are not, 
associated with back-pressure stasis in the pulmonary 
circuit. | 2. 

As might reasonably be supposed, the post-mortem 
findings confirm the reduced vital capacity in patients 
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with mitral stenosis, and some degree of ‘stagnation 
in the pulmonary circuit is obviously the outstanding 
feature of the disease. The left auricle is always 
dilated—in extreme cases to a capacity of 20 oz. or 
more—and according to most authorities its wall 
may be the seat of definite hypertrophy. Varying 
grades of pulmonary congestion and stasis characterise 
the disease in all its stages: there is well-marked 
dilatation of the venous trunks; the capillaries are 
widened and tortuous and there may be extensive 
‘atheromatous changes in the pulmonary artery and 
its branches, Further manifestations of the back- 
pressure stasis include pulmonary fibrosis, embolisa- 
tion, infarction, areas of broncho-pneumonia, and 
varying grades of œdema. | 

These phenomena provide ample testimony of the 
retarded circulation and raised pressure which are 
induced by obstructive lesions at the mitral orifice ; 
and the back-pressure theory, .which appears to 
offer a reasonable solution of these processes, is further 
confirmed by the dysfunction of the right heart which 
_ invariably develops as the disease progresses. ' By 
reason of the raised tension in the pulmonary circuit 


some degree of ventricular hypertrophy is likely to | 


be an obvious finding and signs of stasis in the right 


auricle and systemic venous circuit can usually be 


recognised more particularly in the later stages. 
From the foregoing description it is fair to assume 
that the manifestations of mitral stenosis chiefly 
arise from inefficiency of the left auricle, the pulmonary 
circuit, and. the entire right heart. The left ventricle 
is actually atrophied in certain cases and this may be 
the reason for its deficiency of output as apparent in 
the small pulse, the cold extremities, and the tendency 
to premature physical fatigue. Otherwise the 
sequence of events in mitral stenosis can besummarised 
as a progressively developing series of back-pressure 
changes primarily affecting the pulmonary circuit, 
extending later to the right ventricle and to the 
systemic venous system, and finally spreading to the 
capillaries, where the raised tension is largely 
responsible for edema and serous effusions. | 


Heart Failure in Aortic Disease 


From the above description the effects of mitral 
stenosis seem to vindicate the back-pressure theory 
of failure; and confirmatory evidence is not far to 
seek. Two conditions—viz., aortic valve disease and 
hypertension—are particularly noteworthy in this 
connexion. Both involve dilatation and overloading 
of the left ventricle and in the terminal stages of 
both there are, more often than not, defects in the 
vital capacity and paroxysmal breathlessness. which 


may take the form of orthopnea, cardiac asthma, 


or periodic breathing. Widely opposed theories have 
been put forward in regard to these respiratory 
embarrassments, but nowadays they are generally 
attributed to congestion in the lesser circuit and 
varying degrees of pulmonary oedema, the underlying 
mechanical defect being back pressure from an 
incompetent left ventricle which, by failing to dispose 
adequately of its venous load, is directly responsible 
for inducing stasis in the pulmonary vessels. The 
significance of vascular congestion in the lungs has 
been amply emphasised, its outstanding effects being 
(1) a reduction in the vital capacity and (2) an 
increased rate of ventilation, which are together 
‘responsible for the various forms of breathlessness 
occurring in left ventricular failure and which depend 
fundamentally upon nervous, mechanical, and chemical 
derangements. The idea of a nervous origin of 
breathlessness is based upon well-recognised reflexes 
which are transmitted centrally from various sources, 
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including muscles in activity, lung tissue in a state 
of congestion, and certain of the great veins, possibly 
even the heart itself when conditions of high-pressure 
stasis develop in full form. Otherwise the breath- 
lessness of left ventricular failure in its terminal 
stages may depend upon a variety of mechanical and 
chemical complications. The mechanical ones include 
hydrothorax, ascites, and pericardial effusions, all 
of which tend to raise the venous pressure, to diminish 
the vital capacity, and to increase the ventilation; 
while in the same category mention should also be, 
made of the mechanical effect per se of a highly 
placed diaphragm irrespective of the immediate cause 
of its displacement, and of the respiratory obstruction 
caused by œdema of the bronchial walls in conditions 
of advanced pulmonary stasis. The chemical com- 
plications include changes in the hydrogen-ion 
concentration of the blood and variations in its 
oxygen and carbon dioxide contents, either of which 
may intensify the breathlessness of circulatory failure 
in the final stages. 


Chronic Pulmonary Disease 


In conclusion brief reference may be made to the 
question of heart failure in chronic disease of the 
lungs. The time-honoured belief, which survives in 
most of the modern text-books, is that conditions 
such as emphysema promote vascular changes which 
obstruct the blood flow in the lesser circuit and are 
ultimately responsible for dilatation and failure of 
the right ventricle, as evidenced by venous stagna- 
tion in the hepatic and portal systems, dependent 
cdema, and serous effusions. Recent investigations, 
however, tend to discount the practical significance 
of the above-mentioned theory, for it has been shown 
experimentally that back- pressure phenomena are 
not necessarily found in obstructive emphysema, 
and that in such a condition right-heart failure is an 
exceptional finding. 

These conclusions are based on experimental 
research and clinical observation. 


Kountz and his colleagues 17 estimated the circulation 
rate through the lungs of dogs in which emphysema had 
been artificially induced, and the results they obtained 
were confirmatory of a normal rate of flow through the 
vessels of emphysematous lungs. Kretz 18 investigated 
the effects of emphysema in experimental dogs and con- 
cluded that the condition per se could not be held 
responsible for hypertrophy processes in the right heart. 
Heinbecker 12 showed that, with moderate distension of 
the lungs, the rate of blood flow in the pulmonary vessels 
was accelerated owing to the straightening of certain of 
the capillaries and possibly also the opening of new ones, 
and that, when the lungs were further distended, the 
rate of flow was, to some extent, diminished. Alexander, 
Luten, and Kountz 1 analysed 50 cases of asthma, the 
majority complicated by varying degrees of emphysema, 
and found remarkably little evidence of cardiac injury or 
circulatory complications, et 

A further communication on the subject has recently 
been published by Miller. 1 He refers to the fact that in 
patients with extensive pulmonary fibrosis the functional 
efficiency of the lungs is often almost unimpaired, and his 
explanation is that, in the absence of such complications 
as congestive heart failure and pulmonary hypertension, 
the velocity of the blood flow in the lungs remains normal, 


the capillary alveolar bed being relatively spared by the 


fibrotic process. | 


It is obviously impossible to reconcile the above 
statements, which emphasise widely divergent views 
of circulatory disabilities in chronic pulmonary 
disease ; and final solution of the whole problem must 
be deferred. Meanwhile, ‘however, it may be advis- 
able to comment briefly on certain of the views 
which have lately been advanced in regard to the 
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Incidence and clinical interpretation of so-called 
cardio-pulmonary disease. 

In a personal communication Clifford Hoyle 
remarks on the singularly low rate of mortality from 
congestive heart failure in chronic lung disease, and 
his estimate—approximately 3—4 per cent.—is espe- 
cially noteworthy in contrast with those of earlier 
authorities, some of whom associated the terminal 
stages of all chronic pulmonary disease with the 
development of right-heart failure. Hoyle further 
states that when heart failure develops in cases of 
chronic lung disease it is of the congestive type, and 
he divides the post-mortem appearances into two 
main groups: (1) those showing enlargement of the 
right heart with varying degrees of dilatation of the 
pulmonary conus, the main pulmonary artery and 
its branches; and (2) those showing a general enlarge- 
ment of the whole heart, with little if any dispro- 
portionate hypertrophy of the right side. The latter 
group is of particular interest because opinion is not 
yet unanimous about the factor or factors responsible 
for such general enlargement of the heart as occurs 
in chronic pulmonary disorders. Certain authorities 
have suggested peripheral hypertension; Hoover, 1“ 
on the other hand, considered that, owing to faulty 
oxygenation in the lungs, a condition of relative 
ischemia developed in the myocardium, and Kountz 
and his colleagues 17 contend that the etiology of 
the general enlargement, which ‘often characterises 
chronic cardio-pulmonary disease, has not yet been 
adequately explained. 

The above investigations suggest that we may need 
to modify the view hitherto adopted in regard 
to heart failure in chronic pulmonary disease. Of 
the evidence at present available the following details 
are especially noteworthy in the present context :— 


(1) Right-heart failure and back pressure phenomena 
are rare developments in chronic pulmonary disease. 

(2) As a general rule, if the heart is affected in chronic 
pulmon disease, both the right and the left ventricles 
will be involved in the process. 

(3) The later stages of chronic pulmonary disease may 
be characterised by certain symptoms which have hitherto 
been interpreted as typical manifestations of cardiac 
failure. These symptoms include breathlessness, cyanosis, 
and cdema, the former two being adequately explained 
by the diminished vital capacity, the latter (the codema) 
by the anoxeemic processes and the raised venous pressure, 
all of which are incidental to chronic pulmonary 
affections.*¢ 


Conclusion 


It only remains to make a brief summary of some 
of the factors apparently responsible for heart failure. 
The rival theories of back pressure and defective 
output have been in turn adopted and rejected, 
and it is evident that the prolonged conflict of 
opinion has obscured an effective issue; apart from 
which it is noteworthy that there has been a tendency 
for cardiologists, in exploiting either of the two 
opposing theories, simultaneously to discredit the 
other. The situation is admittedly very complex, 
but certain conclusions appear to be already justified 
by the results of experimental and clinical research. 
Thus it has been clearly established that heart failure 
involves some degree of defective output capacity, 
and it is equally certain, on the other hand, that 
back pressure may be concerned in the process. 
Such being the accepted findings, I suggest that 
the much criticised back-pressure theory of heart 
failure should not only be recognised, but that we 
should be prepared to associate the development of 
back-pressure phenomena with varying degrees of 


defect in the output capacity. Thus we may accept 
two well-defined circulatory abnormalities as funda- 
mental to our conception of cardiac failure in so far 
as its strictly mechanical origin is concerned. 
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EXCRETION OF 


GONADOTROPIC SUBSTANCES IN 
THE URINE DURING PREGNANCY 
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ELEANOR M. VENNING, Ph.D. 
RESBARCH ASSISTANT 


(From the McGill University Clinic, Royal Victoria 
Hospital, Montreal, Canada) 


Aschheim and Zondek’s demonstration! that 
pregnancy urine contains gonadotropic substances has 
been widely applied for the detection of early 
pregnancy; but comparatively little attention has 
been paid to the quantitative aspects of the excre- 
tion of these substances. The figures published have 
usually been derived from a composite of a series 
of patients. According to Zondek 2 the concentra- 
tion of gonadotropic substances rises rapidly in the 
first month of pregnancy, remains at a high level 
for several months, and declines gradually in the later 
months and rapidly after labour. The curves given 
in Robson’s * and Frank’s “ reviews are of this type. 
There has been some suggestion that the qualitative 
Aschheim-Zondek reaction could become negative 
in the later months of pregnancy. Hamburger 5 
followed one case at intervals throughout pregnancy 
and stated that there was a maximum at the third 
month followed by a slight fall. Smith and Smith 6 
followed a series of cases through the early months 
of pregnancy and reported that there was a peak 
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of excretion which might be anywhere between 
the second and the fourth month and that during 
the remainder of pregnancy the concentration was 
maintained at a low level. Heim ? reported two cases 
in the third month which showed very high values 
(166,000 and 252,000 units), such as had been previously 
regarded as being characteristic for hydatidiform 
mole or chorio-epithelioma. eS ts 

In the present investigation ® ? a series of cases 
has been followed throughout pregnancy: in one 
‘ease the specimens were collected daily and in the 
others two or three times a week. Our results 
show that there is a maximum concentration of 
gonadotropic substances in the urine (100,000- 
300,000 rat units per litre) between the 50th and 
60th days after the beginning of the last menstrual 
period, the rise to this maximum occurring sharply 
between the 40th and 60th days. The peak lasts 
only a very short time, sometimes only 4 few days, 
and is followed by a rapid fall in concentration, 
between the 65th and 85th day, to 20, 000-40, 000 R. U. 
Thereafter the decline is more gradual, reaching a 
level of 3000 R. U. by the 120th day. The concentra- 
tion then remains more or less constant at this low 
level and declines rapidly after delivery, 

as has been previously recognised. The - 320000 
maximum concentration reached variés | 


markedly in different individuals, but Y 
the time relations of the curve of excre- S 
tion are remarkably constant. ö S 260000 


; | METHODS TEF 
The first specimen of urine passed on 
rising in the morning was used for assay. 
The ideal would be the collection of - 
24-hour specimens, but for à study such 
as this, extending over the whole of 
pregnancy, with the collection of frequent 
specimens, this is impracticable. We 
have taken the specific gravity of the 
urine, and some of the minor variations 
in the latter half of pregnancy can be 
accounted for on the basis of variations 
in the concentration of the urine itself. 
In doing the assays we have, wherever 
possible, united three. or four morning 
Specimens and have assayed the mixture, 
because this tends to lessen the effect of 
alterations in concentration of the urine. 
The method of concentration of the 
gonadotropic substances was the benzoic 
acid procedure of Katzman and Doisy.?° 
This has been shown to be satisfactory 
for the type of gonadotropic substance 
found in pregnancy urine. The test 
animal was the intact 21-day-old female 
hooded rat. The animals were injected 
subcutaneously twice daily for three 
days. Vaginal smears were taken once 
daily on the fourth, fifth, and sixth days 
and those animals which showed a posi- 
tive vaginal smear were killed on the 
morning of the sixth day. The ovaries 
were removed, weighed, sectioned, and 
examined histologically. A full squamous 
response, which was usually accom- 
panied by histological evidence of follicle- 
stimulation, was taken as a positive result. 
The unit was defined as the smallest 
amount necessary to produce this result. 
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The number of days on the charts is FIG. 1.—Excretion of gonadotropio substances in 


reckoned from the first day of the last 
menstrual period. 


30 


RESULTS s f 


The results are shown in Fig. 1. A short s 
of some features of the cases studied follows :— 


Case T was one of habitual abortion and was treatec 
with progesterone in the early part of pregnancy. The 


amounts injected were 10 mg. every third day, days 
35-62 ; 7 mg. every third day, days 63-80; 5mg. e 


third day, days 81-91; 5 mg. every fifth day, days 92-142; 


and 5 mg. every seventh day, days 143-206. The 
injections were then stopped. The pregnancy oontinhed 
normally. Labour was induced on the 284th day. Same 
manipulation was required and forceps were applied. 
The child was normal. ~ i 


CasE W was one of sterility of nine years’ duration; 
one previous full-term pregnancy. Specimens were collecti 
daily for six.months prior to, as well as throughout, 
period of pregnancy. The values for the period of concep- 
tion are given.in the Table and will be discussed later. |In 


the early months in this case there was slight nausea 


no vomiting. In addition to the regular assay, 


amount of urine necessary to produce luteinisation' of 


the ovaries of the test animal was determined. The 
highest value on this basis was 100,000 R.U. per litre 
on day 51, at which time by the regular method of assay 


the value was 133,000 R. U. per litre. The curve for this 


o 190 20 


DAYS 


230 250 270 


the urine during 
from the first day of the 
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patient in the later months is less variable than that of the 
others, probably because the more frequent collection 
of specimens and assay of four days’ specimens mixed 
together tended to minimise chance variations in con- 
centration of the urine. The slight rise during days 
250 to 260 was accompanied by diminution in the total 
output of urine, slight edema, but no rise in blood pressure 
and no albuminuria. It may be regarded as a concentra- 
tion phenomenon. There is no change in the urine values 
on the day of labour. This patient had an inert labour 
and the child was born dead, though it had been alive 
up to the time of delivery. ‘os 

Cas H was a normal untreated case, with delivery on 
the 286th day. Pregnancy and labour were normal 
throughout. 

Cast A had fairly marked nausea and vomiting in the 
first three months but from then on ran a normal 
course. Labour occurred spontaneously on the 294th day 
and proceeded normally. 

Cass C was an untreated case in which abortion occurred 
on the 14lst day. : 

Case N was an untreated case who developed slight 
toxic symptoms with cdema and skin eruption. Labour 
was induced on the 266th day and proceeded normally. 


_ The type of concentration curve for urinary prolan 
‘which we consider normal for human pregnancy, 
‘with a very high peak between the 50th and 60th 
days, corresponds to the concentration curve obtained 
for prolan in the blood of the pregnant mare by Cole 
and Saunders 11 and Stammler.12 Their values show 
æ more prolonged elevation: in the report of Cole and 
Saunders from the 50th to the 110th day and in 
Stammler's studies from 45 to 100 days. Cole and 
Saunders regard these curves as a reflection of the 
rates of formation and destruction of the substances 
concerned. In studying the ‘blood in human pregnancy 
Kennedy 1* found no peak at this period. Apparently 
in man the kidney is so permeable to prolan, at this 
stage of pregnancy at least, that the changes are 
reflected in the urine rather than in the concentration 
in the blood. 

The reason that the peak of excretion between the 
60th and 60th days has not been recognised earlier 
is that the assays have in general been done at too 
long intervals, 

Hamburger © assaying on day 41 found 5000 M. U. per 
litre ; the next assay, on day 72, gave 10-15,000 M. U.; 
this is probably just on the down curve and beyond the 
peak. Thereafter his values remained about the same 
till term. 

The peak as reported by Smith and Smith in the second, 
third, or fourth month does not correspond to that 
described by us. In three of their cases (Nos. 2, 3, and 4) 
the assays were performed between day 50 and day 60. 
In Case 2, a normal pregnancy, at about 52 days 
(12 months) their value was 13,000 R.U. per 24 hours 
(their unit requires the luteinisation of the ovaries for a 
positive test). This is by far the highest value in their 
whole series. The other cases (Nos. 3 and 4) were assayed 
at 60 days; both were cases of threatened miscarriage, 
which however carried through to term on this occasion. 
Case 3, who had miscarried on two previous occasions 
at the third month, gave a value of 1700 R.U. per 24 hours, 
‘and Case 4, with one previous miscarriage at three months, 
a value of 2300 R. U. The rest of the cases were assayed 
at such intervals that the peaks found are probably 
points on the down curve of the prolan excretion. They 
appear as peaks because they are compared with values 
obtained still later in pregnancy or as in Case 1 with that 
obtained early, before the rise has occurred. 


Very recently Schoeneck, “ using the rabbit, has 
obtained a curve of prolan excretion with a maximum 
between the 7th and 10th week. This lies within the 
period of our reported maximum concentration. He 
relates the height of this maximum to the gravity of 
the symptoms of nausea: and vomiting in early 


pregnancy and states that the higher the concentra- 
tion of prolan at this time, the more severe are the 
symptoms. We feel that further work is needed 
in this-regard. Our Case A, who had moderately: 
severe vomiting, had a relatively low concentration 
of prolan ; on the other hand, Case T with the highest 
prolan had no untoward symptoms; However 
this patient was receiving large doses of progesterone 
over this period which makes interpretation doubtful. 


AN INTERPRETATION OF THE DATA 


We should like to put forward a tentative suggestion 
as to the significance of the curve of prolan excretion 
which we believe to be normal in human pregnancy. 
It is known that during the first part of pregnancy 
the ovary, containing the corpus luteum, is essential 
to the maintenance of the pregnancy; in the later 
stages of human pregnancy the ovaries are evidently 
not essential, since a number of cases in which 
pregnancy continued to term in the absence of both 
ovaries has been reported. (The time at which the 
ovaries have been removed varies.) In some species 
the ovaries are essential throughout pregnancy. 
It is very probable that in the rat, 186 and also in human 
cases, 1617 the placenta is capable of forming corpus 
luteum hormone, and its ability to form ostrin has 
been generally accepted. er a 

From these and other considerations we may form 
the following concept. In the early part of pregnancy 
the ovaries with the corpus luteum are the source 
of corpus luteum hormone, and possibly of cstrin, 
which are necessary for the implantation and 
maintenance of the gestation ; in the later months 
the placenta is the site of production of both œstrin 
and corpus luteum hormone. The degree of transfer 
of function from ovary to placenta varies in different 
species. In human pregnancy it is complete, or 
at least sufficient to maintain pregnancy in the 
absence of the ovary after the third month. It is 
probable that the time relations of the transfer of 
function from ovary to placenta vary with different 
individuals ; in some the placenta begins to function 
early, in some late. In the rat, as shown by Selye, 
Collip, and Thomson, 16 the placenta forms adequate 
amounts of corpus luteum hormone, but apparently 
cestrin is formed in the ovary only, throughout 
pregnancy. ä 

On this view, then, there are two sources of corpus 
luteum hormone and of estrin: the ovary with the 
corpus luteum and the placenta. Ifthe corpus luteum 


oeases to produce corpus luteum hormone before its 


formation by the placenta has been established 
sufficiently, abortion follows. The time when a 
deficiency of corpus luteum hormone is most likely 
is in the transition period between the ovarian and the 
placental phases (second, third, and fourth months) 
and it is at this time that corpus luteum hormone 
therapy will be most effective in preventing mis- 
carriage. We regard the curve of prolan excretion 
as reflecting in a sense the ovarian phase of pregnancy, 
just as the œstrin curve can be taken as a reflection 
of the placental phase. The gonadotropic substances 
are regarded as formed in the chorion or placenta 
from the earliest phase of pregnancy. As long as the 
corpus luteum in the ovary is the source of corpus 
luteum hormone the gonadotropic substances are 
liberated into the general circulation in large amounts, 
and maintain the corpus luteum. In human preg- 
nancy these substances escape into the urine whereas 


in the pregnant mare they accumulate in the blood. 


When in the placenta itself cells develop which are 
capable of forming corpus luteum hormone, as in the 
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later stages of pregnancy, then the condition of 
affairs may be as follows. Certain cells of the placenta 
are producing gonadotropic substances which now 
stimulate other cells in the placenta itself to produce 
estrin and corpus luteum hormone. Hence less 
gonadotropio substance escapes into the general 
circulation; either because less needs to be produced 
to cause stimulation of other cells when this takes 
place in the same organ, or because the part which 
is utilised in the same organ in which it is formed 
never escapes into the general circulation. On this 
basis the rise in serum prolan found in the later 
months of pregnancy by Kennedy !* would have to be 
explained as due to a rate of excretion relatively less 
than the rate of escape of prolan into the general 
circulation. There is no experimental evidence for 
this interpretation of the curve of prolan excretion 
and we put it forward as a suggestion only. 


TWO CASES FOLLOWED, THROUGH CONCEPTION 


In Fig. 2 and in the Table are shown the results 
in two cases followed through the period of conception. 
One of: these was Case W mentioned above. The 
other, Case B, was also one of sterility: married for 
14 years, no pregnancies. The excretion of some 
gonadotropic substance on days 9 and 10 in Case W, 
and on days 13-16 in Case B correspond to that 
found by Kurzrok, Kirkman, and Creelman 18 and 
Frank and Salmon 1° in the normal menstrual cycle. 
These results in our cases are probably not quantitative 
since the benzoic acid method has been shown not 
to be satisfactory for the type of gonadotropic 
substances excreted in the urine in non-pregnant 
individuals (Friedman and Weinstein 20). Kurzrok 
et al. regard this excretion as immediately preceding 
ovulation. In his two cases the interval between 
this and the reappearance of gonadotropic substance 


in the urine was 10 and 13 days respectively, which 


he regards as corresponding to the interval before 
implantation. 
_ possibly 13, days (as one two-day specimen was lost) 
and in Case B 12 days. The curve of concentration 
of gonadotropic substance in the two cases differs 
greatly. In Case B the value is much lower, the 
difference being apparent as early as day 34. On 
day 51 the value for Case W was 133,000 R. U. per 
litre, that for Case B only 1100 R. U. In Fig. 2 
the results for Case B are given in graphic form. 


Vaginal bleeding started on day 35 and on day 42 there 
was acute abdominal pain with increased bleeding. A 
sharp drop in the curve occurred at this time. The 
concentration then rose again to day 52 when there 
was a second attack of acute abdominal pain with increased 
bleeding from the vagina. This was again accompanied 
by a sharp drop in concentration of gonadotropic substances 
in the urine. These decreases’ in concentration may 
possibly be correlated with the occurrence of bleeding and 
further separation and death of the chorion at these times 
of acute pain and increased vaginal bleeding. On the 
57th day the patient was operated upon and an ectopic 
gestation was found in the right Fallopian tube. This 
was of the nature of a tubal mole. The products of con- 
ception proved to be macerated, and there was very little 
living chorion actively penetrating the wall of the tube. 


We do not regard the very low concentration found 
in the urine in this case as characteristic of ectopic 
gestation. We have examined other such cases and 
have found concentrations as high as 55,000 R.U. 
per litre. We are at present unable to say whether 
the latter value is significantly lower than the lowest 
value found in a normal gestation. In these cases 
on section the chorion was found to be still living. 
We do however regard such a low concentration of 


In Case W this interval was 15, 


gonadotropic substance at this period, when all ths 
normal cases so far studied have shown high values 
(Fig. 1), as indicative that the products of conception 
are dead or dying. We have assayed several cases of 
intra-uterine gestation which gave very low values 
at this period. The embryo was subsequently found 


Prolan Excretion (Rat Units per Litre) 


Days from | Case W Case W 
L. M. P. (N. P.). 


! Case B Days from 
(N. P.). (FT. P.). L. 


9-10 12 20,000 
13—14—15—16 0 33,400 
23-24 — 66,700 

25-26 20 133,000 
27-28 50 „00 
29-30 — 
31-32 — 
33-34 1,200 — 
37-38 3,330 

40—41 5.550 1 133, 3,000 
42-43 16,500 62-63 111,000 


M. P. = Last menstrual period. 
N.P., E.P. = Normal and atonio pregnancy. 


to have been dying or dead at the time that the 
determination was made. In Case B the qualitative 
Aschheim-Zondek test was positive (reaction. III.) 
from day 42 to the day of operation. 

In this connexion it may be mentioned that 
Jeffcoate 21 and Tate 22 have observed variations in 
the Aschheim-Zondek test which they regard as 
indicative of approaching abortion. Jeficoate found 

in his test animals no corpora hemorrhagica and only 
slight luteinisation of, the ovaries with marked 
dilatation of the uterus. This effect he attributed to 
an excess of œstrin over prolan A and B in the urine 
tested. Tate’s results showed marked follicle-stimula- 
tion (reaction I.) with only slight reaction II. and III. 


t 
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PROLAN EXCRETION (RU per LITRE) 


excretion of in the normal menstrual cycle. (1) is the 
date of the st Saed menstrual period. OP. represents the 
day of operation. 


It may be suggested that these results are due to 
the low concentration of prolan which we have 
found to be present in a similar type of case, or 
possibly to a change in the relative amounts of 
follicle-stimulating and luteinising factors. 

In contrast to these cases, our Case S 1), 
although the peak was missed, showed a value of 80, 000 
R.U. per litre on day 60 and aborted spontaneously 
on day 141. Therefore it is probable that a normal 
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high curve of concentration of gonadotropic substance 
between days 40 and 100 does not mean that abortion 
may not subsequently occur. 

The above findings are of interest in connexion 
with the treatment of cases of threatened abortion, 
which is common in the period mentioned. It would 
save much time and expense if one could determine 
in a short time whether the products of gestation are 
already dead or not. It is obviously undesirable 
and wasteful to attempt to prolong an already dead 
pregnancy by means of progestin or otherwise. 
Naturally until the assay is completed all efforts 
should be made to maintain the pregnancy. It is 
hoped. that further study will show that a low con- 
centration of urinary gonadotropic substance when 
found between the 40th and 100th day will enable 
one to say that the pregnancy cannot be main- 
tained, though a similarly low figure would not be 
abnormal after the 120th day. To make use of 
such an observation, the date of the last menstruation 
must be accurately known, since the concentration of 
gonadotropic substance rises and falls over a relatively 
short. period. 

SUMMARY 


The excretion of gonadotropic substances has been 
followed in five pregnant women. We find that the 
normal curve of concentration differs from that 
generally accepted. There is a sharp rise in concentra- 
tion between the 40th and 50th day after the beginning 


of the last menstrual period. The maximum con- 


centration occurs between the 50th and 60th day, 
often being maintained for only a few days. There 
follows a rapid fall in concentration between the 
60th and 85th day. Thereafter the decline is more 
gradual; a low level is reached at about the 120th 
day and is maintained throughout the rest of 
pregnancy in the cases studied. 

The possible significance of this type of curve in 
connexion with the ovarian and placental phases 
of pregnancy is discussed. The concentration of 
prolan has been found to be very low at this period 
(40-100 days) when the fœtus (intra- or extra- 
uterine) is dying, although the qualitative Aschheim- 
Zondek test may be positive. The use of a 
quantitative determination of prolan, knowing the 
period of gestation, is suggested as a guide to therapy 
in cases of threatened abortion. 


We wish to acknowledge the valuable assistance of 
Miss M. J. Werner and Miss M. B. Long in connexion with 
the biological assays, also to express our indebtedness to 
Dr. J. 8. Henry for his assistance in connexion with some 
of the patients. 
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THE CONSERVATIVE TREATMENT OF 
THROMBO-ANGIITIS OBLITERANS 


By SAUL S. SͤauUELS, M.D. 


ASSISTANT VISITING SURGEON, BELLEVUE HOSPITAL, 
NEW YORK 


IN two previous papers 12 I described a new 
method of treating gangrene caused by thrombo- 
angiitis obliterans. In summary, it may be stated 
that this disease is essentially one affecting males 
under the age of forty. Occasionally it occurs in 
older persons and in women, but these are the excep- 
tions. Because of the incidence of the disease in 
young people, the necessity for conservation of the 
extremities is twofold. First, the unnecessary muti- 
lation of young men is tragic from any standpoint, 
including the economic. Secondly, the remarkable 
tendency to the spontaneous formation of collateral 
circulation in the affected limbs of these patients is 
greatly accentuated by their youth. Because of 
these factors, I have had the courage to carry these 
patients through the various stages of gangrene, and 
have allowed them to heal spontaneously without 
resorting to operative interference in spite of the 
traditional eagerness of the surgeon to amputate a 
limb merely for the sake of relieving either the 
patient’s pain or the surgeon’s peace of mind. 

Since the publication and report of numerous 
cases of gangrene, many have felt that the results 
obtained would be only temporary and that recur- 
rences would be the rule, leading to eventual amputa- 
tion of the limbs. It is for the purpose of disproving 
this idea that the following cases have been selected 
as typical examples of what may be accomplished 
both immediately and for the future in the con- 
servative treatment of thrombo-angiitis obliterans. 


A SERIES. OF CASES 


The following 20 cases of gangrene described in 
my book ® are now reported from the standpoint of 
end- results.“ 


Case 1.—A man aged 32 was healed of extensive 
gangrene of the left foot with spontaneous amputation 
of all the toes six years ago. He is now working in a 
pyjama factory and has had no recurrence of his trouble, 


CasE 2.—A man aged 43, who had sustained spon- 
taneous amputation of the forepart of the right foot in 
1928. When last seen two years ago was in excellent 
health and able to walk long distances with no difficulty. 


CasE 3.—A man aged 40, who had undergone spon- 
taneous amputation of the forepart of the right foot in 
1930. Was in excellent condition for five years during 
which time he was able to ride a bicycle and walk long 
distances. He sustained an attack of coronary thrombosis 
one year ago which proved fatal. Two brothers also 
affected with thrombo-angiitis obliterans had died in the 
same manner, 
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- Case 4.—A man aged 38 was seen by me again a few. 
devi ago. He had had a spontaneous amputation of three- 
fourths of the. right foot leaving only the heel for weight- 
bearing. It is now two years since he has been healed, 
and he remains so with excellent weight-bearing and 
walking in spite of a very high amputation of the opposite 
leg which had been performed by another surgeon ten 
years ago. An orthopedic appliance is used as a substitute 
for the amputated portion of the right foot. 


CasE 5.—A man aged 47 remained completely healed 
of a large ulcer on the dorsum of the left foot for four 
years. At the age of 51 he developed thrombosis of the 
left femoral artery, most likely arterio-sclerotic in origin, 
and suffered a recurrence of the ulcer but of less extent. 
At the present time healing is delayed because of the 
difficulties encountered in the hospitalisation of this 
patient. 


Case 6.—A man aged 40, who had an extensive gan- 
grenous ulcer of the right heel extending down to the 
os calcis, has remained well and able to walk with: no 
difficulty for the past six years. i 


CASE 7.—A man aged 34, who had sustained spon- 
taneous amputation of the distal portion of the middle toe 
of the left foot. four years ago, is working constantly at 
his regular occupation and has no complaints relative 
to his walking ability. 


CASE, 8. -A man aged 33, who had lost the left big toe 
by spontaneous amputation in 1931, is now in. excellent 
health: and carrying out his usual occupation during a 
period of five years. 


Case 9.—A man aged 42 had an ulcer of tbe left big 
toe which remained healed for six years. His resumption 
of smoking three years ago resulted in the opening of a 
small ulcer over the left external malleolus which did not, 
however, prevent him from carrying out his - regular 

occupation of janitor. 


Casa 10.—A man aged 28 was healed of gangrene of 
the left big toe five years ago. Since then he has had no 
symptoms nor trouble of any kind with his lower extre- 
mities and has been working at his regular occupation 
of taxi driver.. 


Casg 11.—A man aged 50, who was healed of extensive 
gangrene of the left foot and spontaneous amputation 
of all the toes, is now, five years later, in excellent physical 


condition in spite of the fact that he smokes occasionally. 


CasE 12.—A man aged 31 was healed of gangrene of 
the right foot involving all the toes in 1931. He has. 
remained well ever since and is working at his regular 
occupstion of plumber. 


Cass 13.—A man aged 49, who was healed of a painful 
ulcer of the right big toe four years ago, has remained 
completely healed, and according to a letter recently 
received has never felt better in his life. His occupa- 
tion is that of paint salesman, requiring constant use of 


his feet. 


. Case 14.—A man aged 28 was healed of an extremely 
painful ulcer of the right big toe six years ago. Since 
that time he has been employed constantly in a bakery 
involving many hours of . and has had no return 
of his former trouble. 


Case 15.—A man aged 29 was healed of gangrene of 
the second toe of the right foot six years ago, and five 
years ago was healed of gangrene of the left middle and 
index fingers. Since then he has been under constant 

observation and has had no recurrence of any kind. 


Case 16.—A man aged 48: was healed of an ulcer of 
the left big toe two vere ago and has remained well 
ever since. 


‘ Case 17.—A man aged 38 had sustained a painful 
gangrenous ulcer of the second toe of the right foot seven 
years ago which healed after three months’ treatment. 
He has been under constant observation ever since and 
is in excellent health, He is a golfer and finds no difficulty 
in playing 18 to 36 holes per day with no handicap. 


CasE 18.—A man aged 29 was healed. of gangrene of 
the left big toe and of the fifth toe of the. left foot five 
years ago. He has returned to his occupation of fireman 


and finds no difficulty in continuing at this work. There 
has been no. further trouble of any kind with his feet. 


CASE 19.—A man aged 40 was healed of gangrene of 

the left big toe five years ago. -Except for a single small 
recurrence of the ulcer which healed again after two 
weeks, this. patient has had no trouble and has not 
interrupted his occupation of truck driver. At present 
he is in excellent condition. 
Cas 20.—A man aged 23 was healed of gangrene of 
the fifth toe of the right foot eight years ago. He has 
never been bothered since, and aside from his regular 
occupation finds time to engage in the strenuous pastime 
of baseball playing. 


These 20 patients have been selected from a large 
series that have ‘been tredted ‘by me for thrombo- 
angiitis obliterans within the past ten years. Some 
of them have sustained the most extensive forms of 
massive. gangrene of the extremities ever reported: 
The fact that these patients have remained healed 
for periods varying from two to eight years without 
economic or occupational handicap offers convincing 
evidence of the fact that the conservative treatment 
of thrombo-angiitis obliterans is worth while. It is 
true that during the healing stages a great sacrifice 
must be made by the patient from the stand point of 
suffering and, in some cases, financial strain. Realising, 
however, that thrombo-angiitis obliterans is a sel- 
limited disease that can be easily controlled with 
proper therapeutic measures, and that it is nota 


progressive disease as was taught heretofore, it is 
my opinion that the surgeon is justified in utilising 


every, means at his disposal to heal the gan- 
grene without recourse to. permanently mutilating 
amputation. 

In arterio-sclerosis obliterans the problem is some- 
what different. Here one is usually dealing with 
individuals over the age of 60. In these patients the 
formation of collateral circulation is difficult with 
consequent doubt as to the ability of the body to 
limit the extent of the gangrene. For this reason 
conservatism is not often successful and amputations 
must be performed occasionally. This is particularly 
true of those cases complicate by diabetes mellitus. 


PRINCIPLES OF TREATMENT 


In order to comprehend the rationale of con- 
servative therapy in :thrombo-angiitis obliterans it 
is necessary to have a mental picture of the mechanism 
of healing in this disease. Starting with the fact 
that the main arterial tree in the extremity is occluded 
by the disease process, there is a simultaneous forma- 


tion of new blood-vessels (collateral circulation) to 


supply the area deprived of its blood-supply. As 
the occlusion advances, the development of collateral 
circulation also progresses. If the obstruction is too 
sudden in onset, or if it progresses too rapidly, thu 
hindering the formation of sufficient ‘collateral circu- 
lation, gangrene will result. If, on the other hand, 
the balance between occlusion and collateral remains 
intact, gangrene will not result. Furthermore, if the 
development of collateral circulation overbalances 
occlusion, the result is still better. l 


From the foregoing it is obvious that: all therapy 


in thrombo-angiitis obliterans must be directed to 


the enhancement of the collateral: circulation. The 
question of vasomotor spasm of the collateral circu- 
lation in this disease is relatively unimportant 
according to. the concept of balance between occlusion 
and collateral circulation formation. For this reason 
the various: procedures suggested for the relief 
of vasomotor spasm in the extremities,- such as 
sympathdétomy; are of little if any: use. 


THE LANCET] DR. UNGLEY: PURIFICATION OF DAKIN AND WEST’S LIVER FRACTION [DEC. 26, 1936 1513 


In the treatment of thrombo-angiitis obliterans, 
the most effective measures for the improvement of 
the collateral circulation have, in my experience, 
been the following: 


1. The intravenous injection of hypertonic saline 
three times a week over long periods of time. The solution 
may be given in the concentration of 2 to 5 per cent. 
depending upon the age of the patient, in quantities of 
300 c.cm. or less. The action of the hypertonic solution 
consists of an apparent increase in blood volume which, 
in turn, produces an increased amplitude of the peri- 
pheral arterial pulses as observed with the oscillometer. 

2. Heat to the extremities in the form of hot sitz baths 
or diathermy. Heat, however, is not necessary in those 
cases with ulceration or gangrene. 

3. Postural exercises, as suggested by Buerger, are 
valuable in those cases without ulceration or gangrene. 


The healing of gangrene and ulcers in thrombo- 
angiitis obliterans depends on the stimulation of 
collateral circulation and on meticulous attention 
to the local condition. With this combination, the 
natural tendency for the gangrenous tissue to demar- 
cate and slough away is encouraged. Following the 


spontaneous removal of the dead tissue, granulations 


and epithelium form and the resulting ulcer offers 
no particular difficulty. 

A very important feature of treatment is the 
absolute prohibition of tobacco in any form. There is 
ample clinical and experimental evidence of the fact 
that tobacco is deleterious in all forms of peripheral 
arterial diseases and particularly in thrombo- 
angiitis obliterans. Unless the patient codperates 
by complete abstinence from smoking it is useless 
to attempt conservative treatment. 


SUMMARY 


Thrombo-angiitis obliterans becomes a self-limited 
disease if the following facts are appreciated : (1) the 
stimulation of collateral circulation is more important 
than the release of vasomotor spasm ; (2) the harmful 
effect of tobacco must be removed entirely; and 
(3) careful attention to the local condition of gangrene 
or ulceration is extremely important. 


Twenty cases of gangrene are cited with follow-up 
periods varying from 2 to 9 years. One patient died 
of coronary thrombosis; eighteen remained healed 
and are so far restored to their usual working capa- 
city ; and one has a small recurrent ulcer (arterio- 
sclerosis superimposed on thrombo-angiitis) which 
does not hinder him in his occupation. 
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SUSSEX PROVIDENT ScCHEME.—The advance still 
being made by this scheme was shown in the report 
5 at the annual meeting at Brighton on Dec. 12th. 

o fewer than 101,325 people are entitled to benefit, 
and during the year there was a net increase of 16 
groups which now number 572—271 in Brighton and 
Hove, and 301 in other parts of the country. During 
the twelve months £28,135 was distributed, an increase 
of £2174 on the previous year. The total sum was expended 
as follows: to the codperating voluntary hospitals, £23,032 ; 
to associated voluntary hospitals, £105; to public assist- 
ance and education committees, £2875; refunded to 
members or paid direct to non-codéperating hospitals, 
£1338; to Queen’s Nurses’ Associations, £785. Since 
the inception of the scheme in 1921 the sum of £204,492 
had been distributed. Members receiving treatment 
during the year numbered 19,632, those receiving in- 
patient treatment being 4141. 


FURTHER PURIFICATION OF DAKIN 
AND WEST’S LIVER FRACTION 


PURIFIED ANAHEMIN COMPARED WITH ORIGINAL 
PRODUCT IN REGARD TO EFFECT IN PERNICIOUS 
AN EMIA 


By C. C. UNGLET, M. D. Durh., M. R. C. P. Lond. 


ASSISTANT PHYSICIAN TO THE ROYAL VICTORIA INFIRMARY, 
NEWOASTLE-UPON-TYNE ; LEVERHULME RESEARCH SCHOLAR, 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 


IN May, 1935, Dakin and West 1 described the 
preparation and partial purification of a product 
from liver which was effective in causing blood rege- 
neration in pernicious anemia. The clinical potency 
of material prepared by their method was confirmed 
by Ungley, Davidson, and Wayne,? acting on the 
request of the Medical Research Council, using a 
product (anahæmin) manufactured by the British 
Drug Houses Ltd. under the direction of F. H. Carr, 
D. Sc., and by Wilkinson. Further steps in the 
purification, since described by Dakin, Ungley, and 
West,‘ resulted in a peptide free from aminohexose 
(glucosamine) and having rather more than twice 
the clinical potency of the earlier product. At the 
same time these authors discussed the chemical report 
by Laland and Klem on the preparation of the 
very active product which was tested clinically by 
Strandell, Poulsson, and Schartum-Hansen.“ When 
the glucosamine-free peptide 4 was subjected to a 
process used by Laland and Klem — namely, adsorp- 
tion on charcoal and elution by phenol—a highly 
potent product was obtained. 

The use of phenol acording to Laland and Klem ° 
has been applied to Dakin and West’s original frac- 
tion, anabæemin, under the direction of F. H. Carr of 
the British Drug Houses Ltd. in the following 
manner: i 

Anahæmin is first dissolved in 21 per cent. volume / 

weights of 95 per cent. phenol; anhydrous methyl alcohol 
is then added slowly so as to effect fractional precipita- 
tion. The first fraction is eliminated and the later fraction 
retained. The resulting product is of a light buff colour 
and contains 14:3 per cent. nitrogen; it was given the 
serial number 2174. 
The object of the present investigation was to test 
this purer anahæmin (2174) clinically and to compare 
it in respect to potency with the original anahæmin, 
and with the glucosamine-free peptide described by 
Dakin, Ungley, and West.“ | 


MATERIAL 


A total of 20 cases has been treated. Of these 
15 received single injections at infrequent intervals 
in order to find the minimum dose which would 
produce a satisfactory hzmopoietic effect as judged 
by reticulocyte response and rate of red blood-cell 
increase. Details are given in the accompanying 
Table. In the remaining 5 cases the double reticulo- 
cyte method ? was used in order directly to compare 
the more purified product (preparation 217A) with 
the original anahemin. All injections were given 
intramuscularly. 

For brevity, clinical and biochemical findings 
other than those necessary for the present analysis 
are omitted, but every case was fully investigated 
and conformed to the criteria demanded for the 
diagnosis of Addisonian pernicious anemia. Only 
cases with initial red blood-cell counts of under 
3 millions were utilised for this investigation. There 
was a histamine-refractory achlorhydria in every 
instance. A case compe by acute fatal infection 
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was excluded. The preliminary. control period was 
regarded as satisfactory if there was no significant 
retioulooytosis or rise of red blood-cells during a 
period of 10-14 days in hospital. A shorter period 
Was allowed in cases where the erythrocyte count 
fell rapidly. In 4 instances (see Table, Cases 1, 4, 7, 
and 11) the control period for the initial injection 
did not completely satisfy these conditions, and in 
Case 5 a rise of reticulocytes began so early after the 
commencement of treatment that a spontaneous 
rather than an induced remission was suggested. 
The figures marked (*). are therefore excluded for 
purposes of quantitative comparison except where a 
poor response served to indicate that dosage was 
inadequate. 
CLINICAL FINDINGS 

Increased sense of well-being, improvement in 
appetite, relief of sore tongue and gastro-intestinal 
disorders, gain in weight, and other phenomena 
which accompany a remission in pernicious anæmia, 
however induced, were observed in this series. 
Improvement in paresthesis was noted in some 
instances, but the possible influence of this product 
upon the neurological manifestations has not yet 


been assessed. Transient flushing or dizziness not. 


infrequently followed injections of the original 
anahemin, while urticaria or more severe disturb- 
ances, such as bronchial spasm (“asthma”) or 
temporary cardiac syncope, have occurred in isolated 
instances. In the past five months during which the 
purer preparation has been administered to 102 cases 
of pernicious anemia, either to induce or to maintain 
a state of remission, no reactions have been observed. f 


RETICULOCYTES 

As in a previous report,? the reticulocyte response 
is described as good, moderate, or poor. Good 
responses are those which reached or exceeded an 
arbitrary line midway between the expected maxima 
for intravenous s and for oral? therapy. Poor“ 
responses are those which fall below an arbitrary 
level three-fourths of the maximum for oral therapy. 
Moderate refers to peaks falling between the 
two levels mentioned. The responses referred to as 
secondary have followed immediately upon a primary 
response. With the second stimulus even maximal 
amounts of material may fail to produce a response 
as great as the expected maximum for the red blood- 
cell level in question. 

The injection of 25 mg. was followed by a reticulo- 
cytosis in each of 7 cases. The responses in Cases 1, 
4, 5, and 11 are excluded from consideration for 
reasons mentioned. Of the remaining cases, 2 showed. 
a moderate response and 4 a poor response. 

The reticulocyte response produced by 40 mg. in 
Case 6 was moderate. An initial dose of 50 mg. in 


Case 14 produced a negligible reticulocytosis ; ; secon- 


dary responses to 50 mg. occurred in 3 instances, 


being maximal in Case IB, moderate in Case 13, and 


poor in Case 3B. Injeotion of 75 mg. gave rise to a 
reticulocyte response which was maximal in Case 4; 
this was the more remarkable in that a primary 
response had already occurred; the maximal response 
in Case 7 is of doubtful significance (see above). 
Moderate retioulocyte responses occurred in Cases 9, 
10, and 15, and a poor response in Case 8.1 

The frequent lack of correlation between the 
degree of reticulocyte response and rapidity of increase 
of red blood-cells observed in a previous series? was 
again evident (see Table). A good reticulocyte 
response usually but not invariably presaged a good 


tł Moderate reactions of allergic type have since occurred in a 
ase not included in the series mentioned. 


. poor in Cases 3, 4, and 12. 


increase of red blood-cells; but a poor reticulocyte 
response was often followed by an increase of red 
blood-cells just as satisfactory. 

INCREASE OF RED BLOOD-CELLS 
As mentioned previously,? cases with a high initial 
red blood-cell count show a smaller rate of increase 
of erythrocytes than cases with a low initial level. 


For purposes of comparison it may be recalled that 


EXPLANATORY NOTES FOR TABLE 


“ Days ” in every instance refers to days after the commence- 
ment of treatment, the day of the initial injection Pos a 0.“ 
Reticulocytes. —The expected maxima are those calculated 


. Bethell and Goldhamer for intravenous liver extract. 


calculations for intramuscular injection are not yet a 

The expected maxima for oral liver therapy (Riddle ) are given 
in italics. Secondary reticulocyte responses produced by 

doses of material (or previous experimental material) are given 
in parentheses (e.g., in Cases 1B, 3B, and 4B). 

Red blood-cell increases attributable to the injection of a . 
dose are printed in ig ae type. At the time of the second 
injection in Cases 1 3, and 6, the red blood-cell increase 
folowing the first 1985 had ceased and the erythrocyte level 
remained below 3 millions perc.mm. These cases are included 
in the Table for a second time (e.g., as Case 1B) in order to show 
the rate of red blood-cell increase produced by the second dase. 
Order of cases. The cases have been divided into two groups: 
those with initial red blood-cells below 2 millions and those with 
the pet counts at this level or above it. In each group ths 
cases are arranged according to the amount of mpini 
at the initial injection. Cases receiving similar a 
material are put in order of initial level of red “plood-cells. 
The possible non-significance of figures marked (“) has been 
referred to above. 


the original anahæmin administered in single doses 
of 200 mg. to 8 cases with initial red blood-cell counts 
under 2 millions (average 1-57 millions) gave rise to 
increases of red blood-cells which averaged 0-81 and 
1-36 millions in ten and twenty days respectively. 

By comparison the response to 25 mg. of prepara- 
tion 217A was moderately good in Case 2 but decidedly 
The poor response in Case 1 
and the apparently excellent responses in Cases 5 
and 11 are excluded for reasons already mentioned. 
Injection of 40-50 mg. gave moderately good ten-day 
increases of red blood-cells in 3 out of 4 cases having 
red blood-cell counts under 2 millions, and if one 
allows for the higher initial level, in 3 out of 5 cases 
with counts over 2 millions. Injection of 75 mg. 
gave good rates of increase of red blood-cells in 
Cases 48, 8, 9, and 10 and allowing for the high 
initial level in Case 15 also. The moderate response 
in Case 7 is excluded from consideration (see above). 

It will be seen that while the effect of 25 mg. was 
variable and often small, satisfactory responses 
occurred in the first ten days following the adminis- 
tration of 50 or 75 mg. The effect of 75 mg. was 
more sustained than that of 50 mg. and usually lasted 
fifteen days or more (Fig..1). In cases with initial red 
blood-cell counts under 2 millions one estimates that3 
to 5 injections of 75 mg. at appropriate intervals 
will usually be sufficient to bring the level to 45-0 
millions, if not to restore complete normality of the 
hematological findings. 


COMPARISON OF ORIGINAL ANAHZMIN WITH MOBE 
PURIFIED PRODUCT (217A) BY THE DOUBLE RETICULO- 
CYTE METHOD 


Difficulties due to individual variation in response 


‘are largely overcome in the double reticulocyte 


method 7 whereby the two materials to be compared 
are administered successively to the same individual 
When uniform quantities of potent material are 
given daily to a patient with pernicious ansemia in 
relapse, there is only a single reticulocyte response. 
But if after administering daily for 10-14 days amounts 
of material just sufficient to provoke a small reti- 
culocyte response, the dose is then increased or a 
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TABLE SHOWING CASES AND RESULTS 


8 Reticulocyte response, Increase in R.B.C. 
85 per cent. millions per o. mm. 
Amount of A Arterio- 
No. i arenas qs Expected Days. toon Remarks. 
are.“ (d. — days). | 38 | Actual F Ko. 


50-4 | 0-28*| 0°30 | 0°88 | 1°38 | 1°95 Pyorrhœa OC. P. for first inj. not satis. 
gross. S. C. D. ++. 


50 mg. at 11 d. 
O. A. 200 mg. ? bronchi- 
at 32 d. ectasis. 
2 M. 25 mg. at 0 d. 0°94 | 29-3 38:0 | 0-76 | 0-73 | 0°75 | 1°59 | 2:24 se sa 
36 | 50 mg. at 17 
and 32 d. 
3 M. |25mg.at 0 d. 1-00 | 19-6 34:6 | 0-17 | 0-23 | 0°63 | 1-80 | 2-63 eh 
32 | 50 mg. at 10 d. P 
200 mg. O.A. 
at 21 d. 
4 F. | 25mg. at 0 d. 1°31 | 15-79 26-5 | 0-34* 0-32 | 1-03 | 1°61 | 2-10 8 No evidence of S. R., but 
16 75 mg. at 11, O.P. short. 
and 27 d. 
5 F. 25 mg. at 0 d. 1°65 197° 18:7 [O- 861-05 1-18*) 1-69 | 1-45 B.P. = Retic. rise premature, ? spon- 
38 | 50 mg. at 21 d. -158/90 . taneous remission. 
6 F. | 40 mg. at 0, 1°75 | 21-1 17:1 | 0-77 | 0-71 | 0-80 | 1-26 | 1-40 B.P. = me 
69 | 20, and 40 d. 170/80 
1B F. 50 mg. 0°37 (48-1) 88°0 0-74 0-96 1-13 ee oe See 200 mg. of O.A. gave no 
37 Case 1. further R.R. ; 
3B | M 50 mg. 1°17 | (16-0) 29:0 | 0-46] .. fe Sa = See 200 mg. of O. A. gave further 
32 Case 3. R. R. of 19 per cent. 
2B | M. 50 mg. 168| .. .. |0-86 |0-83 0.444. See a 
36 l Case 2. 
7 | F. | 75 mg. at 0 d. 1:11 | 40-5° 31:7 | 0-73*| 0-694) 0 · 90% 1°22¢ B.P. = Too ill for C.P. Retics. 0°4 
61 182/70 for first 3 days and no rise 
R. B. O. in 4 days. Not 
satisfactory. 
8 F. | 75 mg. at 0 d. 1:25 | 16-1 26-6 | 0-83 | 1-09 | 1-35 | .. oi B. P. C.P.: slight reticulocytosis 
: 64 l 160/88 on inactive material, but 
grad. fall of R.B.O. 
9 M 75 mg. at 0 d. 1°50 | 26-2 22-3 | 0-88 | 1-38 | 0-44 ak Ey Ceres ee 
8 ‘ 
B. s — 
164/80 
10 | M. 75 mg. at 0 d. 1°56 | 25-1 20-4 1.17 1.3 ig a B.P. = C.P.: slight reticulocytosis 
63 200/94 on inactive material with 
A.: Bl. fall of R.B.C. 
thickening. 
4B | F. 75 mg. 1°65 | (26:8) 18-7 | 0-87 O- 94 Se ey See oa 
16 Case 4. 
11 | M. | 25 mg, at 0 202 77°% 14:1 | 0-77*|0-86%| 1-84*| 1-64 | 2:07 z Retics. reached 6-2 per cent. 
38 and 20 d. . in C.P., but no rise of 
50 mg. at 30 d. R. B. G. in 8 days. 
12 M. 25 mg. at 0 d. 2°02 7°8 14:1 | 0-24 | 0-26 [0-56 Ss as eg 
57 | 50 mg. at 15 d. 
68 | F. 40 mg. 2°56 0-46 | 0-53 | 0-60 e ats See os 
69 Case 6 
12B M. 50 mg. 2°28 0-60 ee ee ee oe See ee 
57 i : Case 12 
2c M. 50 mg. 2°51 0-84 0-77 ee ee ee See @e 
36 Case 2 
13 | F. 50 mg. at 0 d. 2°54] (9-7) (5) 8'4 | 0-36 0. 233 |054 | 1:06 iu O. P.: response to previous 
57 75 mg. at 16 d. oral thea 7 had ceased : 
76 mg. at 31 d. R. B. O. fa : 
14 F. | 50 mg. at 0 d. 2°74] 2-2 8 6-6 | 0-30 | 0-53 |075| .. a B.P. = S. O. D. slight. 
51 [150 mg. at 10, 224/120. * 
17, 24 d., &o. .: Bl. 
thickening. 
15 M. 75 mg. at od. | 2°80 5°9 7 5-7 | 0-67 | 0-80 0-360 ss B.P. = | S.C.D.+ +. 
59 184/97. 
.S. : Sl. 
thickening. 


ABBREVIATIONS 


R. B. O. = red blood-cells. Retic. = reticulocyte. R. R. reticulocyte response. B. P. blood pressure (systolic and diastolic). 
R. A. = radial arteries. S. OC. D. subacute combined degeneration of the cord. C. P. contrel eriod. Satis. = satisfactory. 
O. A. = originalanahemin. S.R.= spontaneous remission. I.V. = intravenous. i Sa 
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more potent product substituted, a secondary 
retioulocytosis may be expected. When the 
potency of the material given in the second 
period is equal to or less than that given 
in the first period, no ‘such secondary 
response is observed. It is essential that 
the material given daily in the first period 
should be insufficient to produce a maximal 
response, otherwise no secondary reticulo- 
coytosis can be expected: This method 
has already proved useful in comparing 
the potency of different liver fractions 
(Dakin, Ungley, and West ). 

In the following experiments small 
amounts first of the original anahæmin 
and then of-the recent product, both suit- 
ably diluted to ensure accuracy of dosage, 
were injected daily for successive periodsof ten 
days. (The results are summarised in Fig. 2.) 

Experiment 1.—Mrs. A, aged 67, had con- 
siderable thickening of the radial arteries 
but no hypertension. After a-control period 
of 8 days during which a small reticulocytosis 
(6-4 per cent.) was allowed to subside and 
red. blood-cells. and hemoglobin diminished 
slightly, 7:5 mg. of original anahemin was 
_ injected daily, for 10 days. From an initial 
red blood-cell level of 0:93 million per c.mm. 
there was a reticulocyte crisis reaching 40 per 
cent. on the 5th day, a peak not far short 
of the maximum (47-4 per cent.) expected for 
intravenous therapy at such a level. At the 
same time the red blood-cell count increased 
to 1-95 millions in 10 days. From the 10th— 
19th days 3 mg. of preparation 2174 was 
administered daily. The reticulocytes which 
had fallen to 44 per cent. continued to 
decrease gradually and there was no second- 
ary response. Red blood-cells reached 2:71 


millions with hæmoglobin 41 per cent. at original 


the 20th day, and without further therapy 100 
except iron increased to 3°57 and 3:96 millions of Py 


Hat the 30th and 40th days respectively. 


In this experiment, since the daily injec- — 
tion of 7-5 mg. of original anahæmin unex- 
pectedly gave rise to an almost maximal 
reticulocyte. response, the absence of a 
further response with 3 mg. of preparation 2174 
‘during the second period was not significant and no 
comparison of potency could be made. | 
In subsequent experiments the daily dose of original 
anahæmin for the initial period was reduced to 5 mg. 
and later to 4 mg. 

Lxperiment 2.—Mr. B, aged 72, had moderate thicken- 
ing of the radial arteries but no hypertension. During 
the first 9 days in hospital the reticulocytes did not 
exceed 1-8 per cent. and the red blood- cell count and 


hemoglobin fell slightly. The daily injection of 5 mg. 


e 


of original anahemin for 10 days from an initial red 
blood-cell level of 0-9 million was followed by a reticulo- 
cytosis of 13-8 per cent. on the 7th day. During the 
second period of 10 days, 2 mg. of preparation 2174 was 
injected daily. The reticulocytosis from the first period 
had not subsided, but fell to 6-6 per cent. by the 13th day, 


after which a secondary response occurred reaching 15-4 


per cent. on the 15th day. . 

During the first period red blood-cells increased by 
05 million, and in the second period by 1-07 millions. 
No further therapy was given but by the 35th day red 
blood-cells numbered 3-21 millions. 

The secondary reticulocytosis in this instance 
reached a higher level than the primary response, 
but even had it been smaller in magnitude the signi- 
ficance would have been the same—the material 
given in the second ten days had greater hæmo- 
poietic potency than that given in the first period. 


Cy. oe PREPARATION. 217 A f 
25 mg. l 50 mg. 75 mg 


DAYS 


~ 


ANAHAEMIN 


ORIGINAL 
200 mg. 


o mg 


o 15 20 0 


Is 20 10 


15 20 


Responses to the 


of original anahæmin gave rise to an exceptionally large increase 


blood-cells, possibly due to the combination of a spontansow 
an induced remissi 

mediate between 0 and 10 and between 10 and 20 are omitted. Not 
all the curves continue for a full 20 days: when the dose was inad 

the increase of red blood-cells sometimes ceased prematurely or was 80 
gradual that a further injection becam 
of this period. 
able for comparative purposes and are notshown. 


on.) For clarity many figures for days inter- 


necessary before the completion 


e 
Figures marked (*)in the Table were considered unsuit- 


A more clear-cut experiment might have resulted 
had the injections of original anahemin been con- 
‘tinued for a further two or three days to allow 


‘the prolonged primary reticulocytosis to subside 


somewhat before the second period was started. 


Experiment 3.—Mrs. C, aged 47, had pernicious ansmia 
with subacute combined degeneration of moderate degree. 
There were two septic teeth which were not removed 
until after the completion of the experiment. After a 
satisfactory control period 6 mg. of original anahæmin 
was injected daily for 10 days, from an initial red blood- 
cell level of 1-76 millions per c.mm. There was a reticu - 
locyte response reaching 8-6 per cent. on the 6th day 
and a rise of red blood-cells to 2°51 millions by the 10th 
day. From the 10th to 19th days 1-75 mg. of prepara- 
tion 2174 was injected daily. There was a slight but 
orderly crisis of reticulocytes reaching 3:1 per cent. on 
the 14th day. In view of the doubtful significance of such 
a small reticulocytosis, a third period: was commenced, 
5 mg. of original anahemin being given from the 20th to 
29th days. There was no reticulocytosis whatever. 


The slight reticulocytosis in the second period may 
or may not be regarded as sufficient to indicate that 
1-75 mg.of preparation 2174 had a greater potency than 
5 mg. of original anahemin, but certainly the absence 
of a reticulocyte response in the third period suggests 
that 5 mg. of original anahæmin had at any rate no 


greater potency than 1-75 mg. of preparation 217a. 


| 
| 
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Experiment 4.—Mr. D, aged 50, had dental carios and 
pyorrhea, attention to which was deferred until after the 


conclusion of the experimental period. During the first 


9 days in hospital reticulocytes did not exceed 1-2 per cent., 
and there was no increase of red blood-cells. Original 
anahemin 5 mg. was injected daily for 10 days. From 
an initial red blood-cell level of 1-37 millions per o. mm. 
there was a reticulocyte response reaching a peak of 
33.7 per cent. on the 8th day. On the 10th day red blood- 
cells numbered 2-13 millions, and the percentage of reti- 
culocytes was falling rapidly. Preparation 2174 2 mg. 
was given daily from the 10th to the 19th days, resulting 
in a secondary reticulocytosis reaching 7'8 per cent. on 
the 16th day. The red blood-cell count improved to 
3°01 millions on the 20th day and without further therapy 
increased to 3-57 millions on the 30th day. 

On the 14th day the temperature rose suddenly to 
103-4° F., and from then until the 18th day there 


was diarrhœa with mucus but no blood and pyrexia not 


exceeding 99°-100° F. The infection was part of an out- 
break in which B. dysenterie Flexner was incriminated. 


The mild dysenteric infection in this case may or 


may not have had an inhibitory effect on blood re- 


generation in the second period, but there 
was nevertheless a definite and orderly 
secondary reticulocyte response. 

Experiment 5.—Mrs. E, aged 47, had mild 
neurological involvement but neither sepsis 
nor arterio-sclerosis. After a control period 
which showed the case to be suitable for 
clinical test, 4 mg. of original anahemin 
was injected daily for 10 days. From an 
initial red blood-cell level of 1:38 millions 
there was a reticulocyte response reaching 
21-2 per cent. on the 7th day. By the 
10th day red blood-cells had increased to 
2-21 millions and the reticulocyte count had 
fallen to 6-0 per cent. From the 10th to 
19th days 1-75 mg. of preparation 2174 was 
injected daily. Reticulocytes fell gradually 
to 2:3 per cent., after which there was a 
secon response reaching 7:8 per cent. on 
the 16th day. Red blood-cells increased to 
2-90 millions by the 20th day. 

This experiment clearly indicated that 
1-75 mg. of preparation 2174 was superior in 
potency to 4 mg. of the original anahæmin. 

As judged by the double reticulocyte 
method therefore the potency of 5 mg. of 
original anahemin was exceeded by 2 mg. 
of preparation 2174 (Experiments 2 and 4), 
and equalled or possibly excelled in 
potency by 1-75 mg. (Experiment 3); and 
4 mg. of original anahæmin was surpassed 
in potency by 1:75 mg. of the more 
purified product (Experiment 5). Incident- 
ally, it will be observed that 17:5 to 50 
mg. of material subdivided into ten daily 
doses gave rise to effects considerably 
greater than one would have expected 
from the administration of the same 
quantity at a single injection. 


SUMMARY AND CONCLUSIONS 


Dakin and West’s original liver fraction 
(anahæemin) has been subjected to further 
purification. The resulting product has 
been tested in 20 cases of pernicious 
anemia and compared with the original 
anahæmin and certain preparations thereof 
in respect to the production of reticulo- 
cyte response, increase of red blood -cells, 
and clinical improvement. 

On the whole the reticulocyte responses 
and increments of red blood cells differ 
little from results reported and others 


N wW fA 


indicating 


— 


DAYS O 


anahæmin (o. A.). l 
daily caused a maximal reticulocytosis, so that no further response could 
be expected. In subsequent experiments, when the dose of original anahemin 
was reduced to 5 mg. and finally to 4 mg 


OA Smg. DAILY | 217A _2mg. DAILY] NO TREATMENT 


— 


OA S mg. DAILY | 217A LTS DAILY| OA Smg. DAILY 


i — 


OA. Smg DAILY | 217 A 2 mg. DAILY] NO TREATMENT J 


— 


O. A Amg. DAILY | 217A I-75mo DAILY 


— 


unpublished which were obtained with certain highly 
purified products (preparation B and the glucosamine- 
free preparation 31‘): while the responses to 25 mg. 
were often small, 50 and 75 mg. mostly gave satisfac- 
tory results comparable to those produced by 200 mg. 
of the original anahæmin. The variations in response to 
a given dose even in individuals with similar initial 
red blood-cell levels were so great, however, that it 
was difficult accurately to compare the potency 
of the two products on the basis of effects observed. 
This difficulty was to some extent overcome by 
use of the double reticulocyte method, the materials 
to be compared being administered daily to the 
same individual in consecutive periods of 10-14 days. 
As judged by the results of such experiments the 
potency of 5 mg. of original anahæmin was exceeded 
by 2 mg. of the more purified fraction, and at least 
equalled by 1-75 mg. thereof; while 4 mg. of original 
anahæmin was surpassed in effect by 1-75 mg. of 
the newer product. These findings are believed to 
indicate that the more purified product has not 


— 0 


0 


ry 


a 


\ 


-NO TREATMENT 


25 


FIG. 2.—Results of fiye experiments in which the double reticulocyte method 
was used to compare the more purified product (2174) with the original 


In the first experiment 7:5 mg. of the original anahæ 


responses occurred 


ee etre! 
the superior potency of preparation 2174 in the amounts given. 
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less than two and a half times the potency of the 
original anahemin: an estimate which is in keeping 
with the results obtained with, single injections of 
25, 50, and 75 mg. a 


It is a pleasure to thank members of the staff of the 
Royal Victoria Infirmary, Newcastle-upon-Tyne, and of 
the Newcastle General Hospital for their kind codperation, 
and for allowing me access to their patients. I am indebted 
to Mr. R. Moffett and Mr. J. Wilkinson for valuable tech- 


‘nical assistance. The work has been carried out with the 


assistance of a grant from the Medical Research Council, 
and under the tenure of a Leverhulme research scholarship 
of the Royal College of Physicians of London. 8 
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AN UNUSUAL CASE OF SPLENIC ANÆMIA 
TREATED BY SPLENECTOMY 


By P. H. MANSON-BAHR, D.S.O., M.D. Camb., 
E F.R.C.P. Lond. 


PHYSICIAN TO THE HOSPITAL FOR TROPIOAL DISEASES, 
LONDON 


J. N. Srravuss, M.B. Manch., M. R. C. P. Lond. 
ä = 
H. R. Rorran, M.D. Ontario 
HOUSE PHYSICIANS TO THE HOSPITAL 


THE following case has been deemed warthy of 
record on account of the difficulties in diagnosis in 


a country where malaria and other forms of spleno- 


megaly are common, and because of a remarkable 

recovery from what appeared to be a fatal disease, 

after splenectomy and multiple blood transfusions. 
The patient, a farmer aged 26, had resided in. Southern 


Rhodesia for 11 years, and had suffered during this time 
from frequent attacks of genuine malaria. His illness 


began in October, 1935, and he was admitted to the 


Hospital for Tropical Diseases on Dec. 15th, 1935—and 
was ultimately discharged on June 6th, 1936. 

In February, 1929, the patient had hæmatemesis 
several times, and after admission to hospital made a 
good recovery. The spleen was markedly enlarged at 
this time. At the time the hsematemesis came on he was 
in bed, being treated for malaria. Melena occurred on 
Oct. 20th, 1935, and several times subsequently. On 
Nov. 22nd, after leaving Capetown, he had a similar dark 
motion, and soon after vomited up fresh bright red blood 
about 34 pints according to the patient. This caused 
a severe anzemia from which the patient slowly recovered. 
On landing in England his appetite was excellent ; bowels 
restive, no abdominal pain, but breathless in the morning, 
and with swollen, cdematous ankles. , 

On examination the tongue was clean and pale, as were 
all the mucous membranes. Large distended veins 
stood out on the chest and abdomen and at the junction of 
the limbs with the trunk. The spleen was enlarged, 
tender, and firm. Dullness extended upwards into Traube’s 
space, and the heart was displaced upwards. No definite 
edge to the liver was ascertainable, but there was a fullness 
in the right hypochondrium on palpation. In the knee- 
elbow position evidence of ascites was obtained. A 


Corrigan-like pulse was observed. The blood pressure 
was 130/60 mm. Hg. Gdema of the ankles was present. 
Area of cardiac dullness was within normal limits—and a 
systolic murmur was heard down the left side of the 
sternum. The sounds were of poor quality, being those 
compatible with the very severe anemia and with the 


; a 
3 2 to 
RBO. wo H, Treat | $ | Plate 
— 
3,000, 000] 3, 200 1 9 sgt DA 
3,700,000 2 Severe 9 6 . 
heemat- 
emesis Ascites 
7 transf severe. 
= 31 pts 1 para- 
centesis | 
1,520,000 Ss Heemat- = 9 pts. oe | * 
emesis. 
5 transf. | 
21 pts. 
1,900,000 e+ , | 2 transf. 4 para- 8 st. as 
=1 pt. centeses 11 Ib 
1,940,000 DS i 
ry 5 ee para- ee oe 
} Eran centesis 
2,730,000 | 3,100) |7 21 P =4 pts. ae | 
3,330,000 | 36,000 | 1 transf.| Splenec- . |Pre-o 
| | after | =1 pt.| tomy. 63,000; 
7 splen- pos g 
ectomy. 460,0 
3,090,000 | 17,000 | 3transf.|Subphrenic | .. 300, 000 
=2%4 pts.| abscess 
opened. 
3,150,000 | 17,000 |2 oe igen oh am $ 
; =1 pt. 
1,920,000 | 23,000- 83 Ascites è 
i began. | 
2 para- 
cenhteses 
=$ pts 
2.540, 000 12,000 2 transf.] Salyrgan| .. | .. 
=1 pt. injected | 
2,460,000 10,000 ee Apr. 21st— ee . ° 
. May 25th. : 
3,720,000 | 14,000 ie 88 W 
4,060,000 f 9.000 ein 1 i ee 
l 2 Ib. charged 
4,020,000 | 14,000 * * 1 11 st. ae 
4,060,000 15,000. ter 800 11 st. — 
i 2 Ib. 


transf. = transfusions. pts. = pints. 


upward displacement of the heart. Reduplication of the 


beart's second sound was present at intervals. The 


fundi were pale—but there were no evidences of 
hemorrhages. . 

Treatment and progress.—After having liver injections 
(Campolon) and large doses of iron, a large hematemesis 
occurred on Jan. 6th, 1936. On Jan. 7th there was a 
second, followed by exhaustion and air-hunger. Intra- 
venous glucose and saline followed by repeated blood 
transfusions saved the patient’s life. (Unfortunately 
continuous-drip blood transfusion was not available 
at this time.) Further hematemesis occurred, succeeded 
by profuse ascites necessitating several paracenteses. 

Efforts to better. the patient’s condition were not 
successful, but, in spite of his anemic and enfeebled 
condition, a splenectomy was successfully performed by 
Mr. C. Naunton Morgan on Feb. 29th. The spleen was 
delivered with difficulty through a left paramedian incision 
and measured about 15 in. long; it was engorged with 
blood and had a very broad pedicle. A small accessory 
spleen (splenunculus) lay near the hilum. Only a few 
adhesions were felt, around the diaphragm, but these 
caused, troublesome hemorrhage later on after removal of 
spleen. There was no obvious cirrhosis of the liver and 
the colon appeared normal. Intractable hemorrhage 
occurred after the pedicle was clamped, but this was 
eventually. controlled with gauze packing. Owing to his 
poor condition during the operation the patient had to 
receive a blood transfusion on the table. 

Pathology.—The spleen, after draining off the blood, 
weighed 1230 grammes (24 Ib). There was no obvious 
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macroscopic fibrosis. Microscopic sections showed the 
generally accepted histological picture of splenic anæmia. 
The splenic reticulum had become thickened so as to form 
a distinct fibrous meshwork in the Malpighian corpuscles 
and irregularly throughout the splenic pulp: in fact there 
was diffuse hypertrophy of the reticulum and generalised 
fibrosis. These specimens have been examined by Prof. 
J. W. MeNee and he agrees with this description. 

Convalescence was retarded by many complications. 
Ascites recurred frequently, nearly always preceded by 
colicky abdominal pains and often accompanied by 
cedema of the ankles. So rapid did the fiuid accumulate 
that, ten days after the operation, the laparotomy stitches 
burst and the wound had to be resutured. Three weeks 
after, matters were further aggravated by a large sub- 
phrenic abscess which was drained and from which a 
large hemorrhage, which almost proved fatal, occurred 
three days later. Originally, the ascites was treated by 
paracentesis alone, but after a time it became obvious 
that this was insufficient. The daily urinary output 
averaged 35 oz. with an intake of 2 pints. Several 
injections of Salyrgan were therefore given and immediately 
the output rose to nearly 70 oz. daily with the cessation 
of ascites. 

The patient has done exceedingly well since leaving 
hospital. When examined on July 21st he had put on 
28 Ib. in weight and, with the exception of slight tenderness 
in the splenic area and slight cedema over the tibiæ, was 
in exceptionally good health. In October he had the 
appearance of good health and weighed 11 st. 2 lb. The 
red cells were just over 4,000,000 and the hemoglobin 
72 per cent.; there was a leucocytosis of 15,000. The 
red cells themselves showed a little distortion and contained 
chromatic remains (Jolly’s bodies). It therefore appears 
that the blood picture is not yet normal. 


DISCUSSION 


The chief feature of interest in this case is 
undoubtedly the frequent recurrence of ascites after 
splenectomy until salyrgan was injected. It was 
thought at first to be due to advanced cirrhosis of 
the liver, although no evidence of this could be 
obtained at the time of operation. An explanation 
of the post-operative ascites and its resolution can, 
under the circumstances, be merely speculative. 

Cardiovascular and renal disease were never in 
evidence in the later stages and in any case, in view 
of the patient’s present good health, are extremely 
unlikely to have been the initial cause of the out- 
pouring of this immense amount of transudate. 
Furthermore, no evidence of a renal inefficiency by 
the examination of the urine was ever obtained. 
Hepatic cirrhosis as a factor in the production of 
ascites must be considered. But here again recovery, 
such as has taken place, would be most unlikely. 
As has already been mentioned, this was not apparent 
at operation, and it is difficult to believe that cirrhosis 
of the liver should occur so soon after removal of the 
spleen. 

The most likely factor in the production of ascites 
in a case of this description is undoubtedly a throm- 
bosis of the portal spreading from the splenic vein— 
a well-recognised complication of splenectomy. If 
this be granted as the most probable cause, then the 
subsequent disappearance of the ascites may have 
been due to either of two factors: recanalisation of 
the portal vein, or the hepatic artery taking over the 
complete blood-supply of the liver after blockage of 
the portal vein. Recanalisation of the portal vein in 
this case appears to us unlikely for the patient’s 
recovery was much too rapid to be explained in this 
manner. 

There is support for the second alternative factor. 
From the numerous transfusion experiments that 
have been carried out on the blood-supply of the 
liver, it is now well established that the portal and 
hepatic circulations do come into intimate connexion 


at some point in the liver, although the exact site 
of anastomosis is still in doubt.* Further, in portal 
cirrhosis, a hypertrophy of the hepatic artery is 
developed in order to maintain the liver circulation. 
Lastly, on necropsies in cases of portal thrombosis, 
the liver often appears normal in all respects, and 
although some of these appearances may be explicable 
by recanalisation of the portal vein, others can only 
be due to such an anastomosis of the hepatic artery. 
This latter explanation, therefore, appears to us to 
be the most likely. 
| CONCLUSION 

We report this case on account of the ultimate 
success of a very formidable operation and removal 
of an exceptionally large spleen at a time when the 
outlook for the patient seemed particularly hopeless. 
It shows the value of repeated blood transfusions 
(27 were given in all), which undoubtedly saved the 
patient’s life, and the remarkable action of salyrgan 
in removing the ascites after repeated paracentesis 
had failed. 


A FAMILIAL DYSCHONDROPLASIA 
ASSOCIATED WITH ANONYCHIA AND 
OTHER DEFORMITIES 


By A. Mark LESTER, M.B. Camb. 


FORMERLY HOUSE PHYSICIAN AT KING’S COLLEGE HOSPITAL, 
LONDON 


Durme the latter part of the last century there 
have been a number of publications about sporadic 
cases of congenital absence of the patella. 


In 1897 Muirhead Little? collected 42 cases of this 
condition and classified the associated deformities. He 
describes two sisters, both of whom had absent patelle 
combined with double talipus equinovarus. The father 
had been operated on for club-foot and had deformed 
knees. The grandfather also was said to have some foot 
deformity. A similar familial absence of patelle was 
noted by Pearson.“ Muirhead Little also mentions 
that he had a note from Mr. William Sedgwick describing 
a family of four generations with no patellæ and no 
thumb-nails—there were 18 in the family. No mention 
is made as to whether every member was affected or 
whether the two deformities were associated. In 1912, 
however, Firth ¢ published an account of a family in 
which this association was made clear. In this family 
absence or hypoplasia of the patella and deformity of the 
finger-nails were noted in the mother and 6 of the children, 
the 2 other children being normal. The two deformities 
were either both present or both absent. A further point 
of interest was that the mother and two children showed 
inability fully to supinate or extend the forearm. The 
actual cause of this defect was not stated. Firth also 
mentions that John Thomson of Edinburgh had records 
of a similar family consisting of father, mother, and 9 
children. The mother and 5 of the children showed the 
patellar hypoplasia and deformity of the nails, while 
the father and the remaining children were normal. The 
mother furthermore was unable to straighten her right 
forearm. Further light on the elbow deformity is thrown 
by Oesterreicher, who described a family of five generations 
in which absence of the patella and deformed nails was 
associated with congenital dislocation of the radius. Of 
the 11 members with patellar and nail deformity, 7 had 
bilateral luxation of the head of the radius. 

Turner again discovered two families showing similar 
deformities. In the one family 26 out of 29 had no patellæ 
and deformed nails, in the other, 27 out of 41 showed both 
deformities. In both families some of the deformed 
members showed congenital dislocation of the head of the 
radius. 


* McNee, J. W.: Brit. Med. Jour., 1932, f., 1020. 
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Aschner collected in 1928 eight families with patdllar 
bypoplasia. In three of these there was the associated 
nail deformity. In June, 1934,” he reviewed Turner's 
cases and pointed out that the three most constant 
abnormalities were: 


the head of the radius. 


This present paper concerns the family described 
by Firth in 1912. The family has now increased in 
numbers, and deformities are now noted that were 
not then observed. ö 


THE DEFORMITIES . 


The conditions involve derivations both of the 
mesoderm—the bony abnormalities—and of the 
ectoderm—the nails. : i 

The knees.—Clinically the knees are’ flattened 
anteriorly and can be slightly hyperextended. The 


patellæ are either completely absent or vestigial. 
The tubercle of the tibia is markedly prominent, 
and the internal condyle of the femur is enlarged. 
Genu valgum is present in some cases, as might be 
expected with overgrowth of the internal condyle. 


FIG. 1.—The nail def 
the index and second fingers. 


Radiograms confirm these findings. Turner's è cases 
too show (a) the patellar hypoplasia (b) the prominent 
tibial tubercle, and (c) the large internal condyles. | 

The elbow.—Both the lower end of the humerus 
and the. upper end of the radius are deformed. 
Clinically the forearm cannot be fully extended 
and supination is very limited. The internal condyle 
of the humerus is markedly prominent and postero- 
laterally the head of the radius can be felt jutting out. 
Radiograms show, in some cases, a lump on the lower 
three inches of the posterior surface of the humerus. 
It appears as if the lower end af the bone has been 
tilted forwards, and this no doubt partly accounts 
for the inability fully to extend the elbow. The 
lower, end of the humerus is increased both antero- 
posteriorly and laterally with a very large internal 
condyle but a very small capitellum. Owing to the 
size of the capitellum, the head of the radius has 
little bone with which to articulate. It tends to 
be luxated laterally. In the extreme case it is 
‘completely dislocated and the head is vestigial and 
juts out posteriorly. As might be expected in these 
cases the carrying angle is greatly increased. Turner's 
cases ê too show all these deformities. 

The shoulder girdle.—Clinically Turner noted 
considerable prominence of the acromial end of the 
clavicle, but this was not obvious in this family. 
In the radiograms the head of the. humerus tends 
to be smooth and underdeveloped and its articular 
surface faces upwards to an unusual degree. Turner 
notes only that in his cases the scapulæ were under- 
sized, but in the family here reported the scapulæ 
Showed a very definite deformity, there being much 
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(1) congenital patellar defect; 
(2) congenital anonychia; and (3) congenital luxation of 


ormity, showing the grooves and concavities in 
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thickening of the lateral border, which has a convex 
edge. This can only be diagnosed radiographically. 


It. appears to be a definite abnormality hitherto 


unobserved. .—_.. 
- The pelvic girdle—Clinically the pelvis is normal, 
but the heads of the femora may be abnormal In 


- one case coxa valga is present on 


both sides, in another a congenital 
hip on one side. Deformity of the 
ilia seems to be the only constant 
feature. There is an increase in the 
normal concavity on the external 
surface of the ilium, and the crest 
of the ilium seems to. be. increased 
posteriorly. | i 
`. The natls—The nail deformity 
consists typically. of a nail with a 
base normal in appearance but very thin and soft 
(Fig. 1). Distally the nail tends to disappear and 
merge into the fleshy top of the finger, so that 
there is no free end of the nail This type of 


leaf-shap 
coloration of Iris. 


. deformity affects chiefly the thumb-nails. Secondarily, 


the nail may grow and be of normal consistency but 


instead of having a convex surface it is concave and 


spoon-shaped. Often too it possesses a longitudinal 
central ridge with deep concavities each side. The 
most deformed nail is always the thumb. The 
index and middle finger-nails are harder, have a free 
end, but usually have the groove and concavities, 
but the ring finger has usually and the little finger 
has always a normal nail. This corresponds closely 
to the nail deformities in Turner’s cases. 

The trides.—Another abnormality was seen in the 
iris, Instead of being one colour throughout, around 
the circumference there is a clear-cut zone of paler 
pigment, and the darker part of the iris centrally 
is shaped roughly like a clover leaf (Fig. 2). This 
is most pronounced in the one member of the family 
with blue eyes. The darker eyes do not show it 80 
distinctly. This deformity has not been hitherto 
described. Whether it is part of the syndrome is 
uncertain, - | 


The family now consists of three generations. 


In the first generation the mother (I/2) shows all the 
deformities, except for normal irides. The father (Ifl) 
is normal. There are no collaterals, but the mother 
thinks that some of her uncles had double-jointed knees. 
There have been nine children in the next generation. 
Twins and two other children have died (II / S- II). As 
far as is known three of these children were normal, but 
the fourth (II / 8) had absent patellæ. Of the five living, 


the eldest, a girl (II / 1), has patellar, elbow, and nail 


deformities. The second, a girl, has all six deformities. 
The third, a girl, has all the deformities except the irides. 


ABC 
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The fourth, a girl, is normal. The sixth, a boy, has all 


six deformities. 

The third generation has three members. The one 
normal member of the second generation (II/5) has a 
normal girl. The third girl of the second generation 
(TI/3) has one normal girl and one son with the nail, the 
elbow, the patellar, and shoulder deformities. 


CONCLUSION 


All the above deformities appear to be genetically 
associated. Itseems that Aschner is wrong in singling 
out congenital anonychia, patellar hypoplasia, and 
subluxation of the head of the radius, and describing 
this as a congenital familial syndrome. It seems 
that deformity of the ilium and thickening and 
convexity of the lateral border of the scapule are 
also part of the syndrome. Whether the peculiar 
pigmentation of the iris is also an allied inherited 
abnormality is uncertain. 


I am indebted to Dr. Firth for introaucing me to the 
family and giving me permission to use the notes and 
radiograms of the patient who was in King’s College 
Hospital under his charge, and also for his assistance in 
getting other members of the family X rayed. 
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: RADIOGRAPHY IN THE DIAGNOSIS OF 
CHRONIC RHEUMATIC ARTHRITIS * 


By S. GILBERT Scorr, M. R. C. S. Eng., D.M.R.E. 


HON. RADIOLOGIST TO THE BRITISH RED OROSS CLINIO FOR 
RHEUMATISM, LONDON; CONSULTING RADIOLOGIST 
TO THE LONDON HOSPITAL 


AN early and correct diagnosis must necessarily 
be the basis of any form of treatment. While this 


is true of all diseases, it is especially significant in 


a condition such as chronic rheumatic arthritis 
where it seems that progress in therapy is being 
hampered by the inefficiency and inaccuracy of the 
diagnosis. First of all it is important to appreciate 
that radiography can supply the only direct means of 
recording pathological changes during life and that 
the value of the examination must obviously be 
dependent on the correct interpretation, by no 
means an easy task. Although very large numbers 
of radiograms are being taken every day at spas and 
other rheumatism centres, their influence on the 
diagnosis, prognosis, and treatment is negligible. 
Apparently the examination is usually undertaken 
more from curiosity than anything else. 

The examination is at present carried out in a 
haphazard manner; no effort is made to standardise 
position or technique, and the interpretation of 
radiograms has often to be left to the physician 
in charge, who must necessarily have but a superficial 
knowledge of general radiology. While the first 
error oan be rectified, it is not so easy to suggest a 
remedy for the second ; there are not enough qualified 
radiologists who have the time and opportunity 
for the study of rheumatism. Radiologists at the 


ad 
® Based on a paper read at the fifth International Rheumatic 
Congress held at Lund and Stockholm in September, 1936, 


under the auspices of the Ligue International contre le 
Rhumatism 
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general hospitals see little of rheumatic arthritis 
because these institutions display little interest in 
this important and widespread disease. At any 
rate it would seem that the employment of a fully 
qualified radiologist would not be feasible at all 
rheumatism centres. 


MISTAKES 


My experience at the British Red Cross Clinic goes 
to show that the clinical diagnosis of rheumatism 
presents considerable difficulty and is often definitely 
unreliable. Quite 10 per cent. of the cases sent up 
to the clinic for advice have been shown radio- 
graphically to be suffering from some pathological 
condition in no way related to rheumatism. All 
these patients have been diagnosed as having some 
form of rheumatism and have undergone treatment— 
often over long periods. Mention of some of the 
mistakes in diagnosis may be of interest, given in the 
order of their frequency: 


(1) Secondary carcinoma of the vertebre and pelvic 
bones quite frequently gives rise to the diagnosis of 
lumbago, sciatica, or fibrositis. 

(2) Several cases of Paget's disease involving the bones 
of the hip and Charcot’s disease of this joint have been 
mistaken for osteo-arthritis of the hip-joint. 

(3) Carcinomatosis gives rise to wandering pains in 
various parts of the body difficult to distinguish clinically 
from muscular rheumatism or fibrositis. 

(4) The pain caused by an endosteal sarcoma of the 
humerus was in one case diagnosed as brachial neuritis 
until spontaneous fracture occurred during massage and 
manipulation. 

(5) Cases of early tuberculous disease of the kidney 
and stone in the ureter have been sent for a radiological 
examination with the diagnosis of lumbago and fibrositis. 

(6) A case of multiple enchrondroma of the hands and 
feet was mistaken for tophaceous gout. 

(7) The pains associated with early spondylitis adolescens 
are frequently diagnosed clinically as muscular rheumatism. 


It is a safe working rule to have an X ray investiga- 
tion if pains suggestive of rheumatism are localised 
to the spine or pelvis or do not respond to treatment 
within a reasonable period. Too often chronic pain 
in the neighbourhood of any joint is tagged as 
rheumatism unless evidence of some other cause is 
readily forthcoming. Then again the personal equation 
not infrequently influences the clinical diagnosis. 

Of course the radiological examination can never 
take the place of the clinical examination. Neverthe- 
less it should always form part of the general investiga- 
tion, and if this were done errors of diagnosis such 
as are mentioned above would become less frequent. 
It is not correct to say that a diagnosis can never 
be arrived at from the radiographic findings alone— 
that is, independently of the clinical history. The 
radiographic evidence, for example, is so definite insuch 
cases as fracture, stone in the kidney, or extensive 
organic disease of the stomach that the clinical history 
is not essential to the diagnosis. 


EVIDENCE FROM THE HAND 


In a book recently published, 1 I have drawn 
attention to the information that can be obtained 
from a “standard” radiogram of the hand—how 
it is possible to detect the early onset of arthritis, 
to identify the various types, and to determine from the 
changes noted radiographically in the hand what 
particular variety of arthritis may have attacked 
a major joint. This method has proved to be of 


1 Scott, S. G.: Radiological Atlas of Chronio Rheumatio 
Arthritis (the Hand), London, 1935. | 
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considerable value at the British Red Cross Clinic 
and elsewhere, and its practical use is illustrated by 
the two following cases. 


Case 1.—A man of generous proportions, one who 


‘enjoyed the good things of this world, was suddenly 


stricken down with a severe attack of lumbago. As this 
refused to respond to treatment the wise men decided, 
as the symptoms appeared to be infective in origin, that 
the ritual of panodontectomy should be observed. This 
was followed by vaccine therapy, but the symptoms 
remained -unaltered. In due course removal of the 
appendix and gall-bladder was considered. At this late 
stage (one year) a radiographic examination of the back 
This was negative, but a diagnostic 
radiogram of the hand showed several large gouty deposits 
indicating the group to which it belonged ; the hand was 
symptom-free. Fortunately in this case a drastic cutting 
down of the quantity of the patient’s food and drink 


resulted in a spectacular disappearance of symptoms. 


CasE 2.—A young woman presented the typical clinical 
picture of rheumatoid arthritis with the spindle-shaped 
finger-joints, muscular atrophy, 
She became progressively worse during six months’ 
treatment. A diagnostic radiogram of the hand showed 


no disturbance of bone calcium such as is characteristic 


of rheumatoid arthritis. Radiographically this case 
was identified as an infective arthritis, not rheumatoid. 
This report called for a more extensive clinical investiga- 
tion which disclosed evidence of a toxic thyroid and with 
appropriate treatment complete recovery resulted. 


I suggest that both the clinical and radiological 
diagnosis or grouping should be included in the 
clinical notes irrespective of whether they are in 


agreement. As experience increases the true value 


of each examination will be established. 
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demonstrated radiographically are slight they mus 


and general debility. 
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It has been stated that if the changes in the bone 


be unreliable.. Surely it is the slight changes that 
are so important; but only if their true significance 
is appreciated, for they must necessarily represent 
the early signs of onset, and this at a period when 
treatment should be effective. These slight and 
often insignificant changes are frequently over. 
looked by the inexperienced. Advanced cases can 
only be of academic interest. | 
CONCLUSION 

It is clear then that the full value of the radi. 
logical examination is not at present being attained, 
but it is not easy to decide how this can be remedied 
The ideal, of course, would be for a fully qualified 
radiologist with a general knowledge of the clinical 
side of rheumatism to be responsible for the interpreta- 
tion of radiograms at the chief rheumatism centre. 
While this ideal may be unattainable it should at 
least be possible to improve radiological technique. 
Standardisation of position, standardisation of th 
quality of the radiograms, and the use of serial 
radiograms should replace the slipshod methods now 
in use. Standardisation of technique combined 
with improved interpretation of radiograms should 
enable the radiologist to help in differential disg- 
nosis, classification, early diagnosis, prognosis, and 
estimation of the effect of treatment:  — 

If real progress is to be made in our knowledge and 
treatment of rheumatism, we must retain an open 
mind and be prepared to alter our views very 
considerably. i 
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Ax a meeting of this society held on Dec. 14th, 
with Mr. H. L. ATTWATER, the president, in the 
chair, a discussion on 


Frequency of Micturition in the Adult 


was opened by Mr. A. E. RochE. The bladder, he 
said, originated from the proximal part of the 
allantois and from the ventral part of the cloaca, 
and was only found in reptiles, birds, and mammals, 


Its function was to convert a continuous secretion 


into a discontinuous excretion, the bladder contents 
being propelled away from the body, which was thus 
kept dry. With the complete failure of this pump- 
like mechanism the urine escaped at once in a constant 
dribble, as in distension overflow, ectopia vesice, 
or rarely in those suffering from a huge bladder stone. 
A lesser but commoner degree of bladder failure was 


¢ 


shown when urine was expelled, not constantly but 
much more frequently than usual. Secretion occurred 


by day and night but normally more by day, partly 
because more fluid was drunk then and partly because 
activity caused a rise in blood pressure and 80 
increased secretion. The average daily output was 
50 oz. and the normal comfortable capacity about 
8 to 10 oz.; the normal frequency was about four 
to six times by day for the male, three to four -for 
females and one or no times by night, but capacity 
varied in different individuals and also in the same 
person. The difference between anatomical and 
hysiological capacity was illustrated by the well- 
own tolerance of the female bladder, although male 
and female bladders were alike in size. Perhaps the 


\ 


greater tolerance of the female bladder was an 
adaptation to meet the pressure of pregnanoy. 

The patient's usual frequency had to be considered 
in assessing the value of the symptom of any increase; 
for instance nocturnal micturition of three or four 
times in a man of 50 or more was of little significance 
if a life-long habit, but if recent it was a symptom of 


enlarged prostate. Frequency was due to increased 


quantity of urine or decreased bladder capacity or to 
both causes. Polyuria might be due to diuretic, 
water being one of them, or to inability of the kidneys 
to secrete urine of normal concentration; to make 
up for the deficiency of solids dissolved in a given 
quantity of urine a greater amount was secreted in 
twenty-four hours. Further, since such diseased 
kidneys were unable to concentrate the urine when 
the intake of water fell, as at night, nocturnal as well as 
diurnal frequency resulted. This was characteristic 
of polycystic kidney and what used to be called 
chronic interstitial nephritis; it also ocourred in 
diabetes mellitus, diabetes insipidus, and hystens. 
In early unilateral renal disease ureteric specimens 
from both sides might show unilateral polyuria with 
marked differences in specific gravity. The passage 
of an increased quantity of urine with diminution 
of a renal swelling was a classical sign, but rarely seen, 
of intermittent hydronephrosis. The polyuria follow. 
ing Dietl's crisis was probably more often an irritative 
than a purely mechanical phenomenon. 

Decrease in bladder capacity might be organic or 
functional. Organic causes were :— 

(1) External pressure from a pelvic swelling, for example 
ovarian cyst, fibroid, or a pregnant uterus. 

(2) Loss of distensibility as in muscular hypertrophy, 
fibrotic contraction from chronic cystitis or ad 
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tuberculosis, infiltration by new growth, and where the 
sphincters were weak; this last type was relieved by 


lying down. 

(3) Partial occupation of the bladder by enlarged 
prostate, stones, growths, ureterocele, or by a constant 
pool of residual urine behind an enlarged prostate, or with 
a cystocele, prolapsed uterus, or in nervous lesions. 
Functional decrease in bladder capacity resulted from : 

(1) Irritation by something ingested or contained in 
the urine (tea, coffee, alcohol, hyperacidity, oxalates, 
phosphates, bacilli, pus, blood). 

(2) Inflammation of the bladder itself or of neighbouring 
glands, ducts, or viscera as in cystitis, trigonitis, prostatitis, 
vesiculitis, cervicitis, salpingitis, appendicitis. 

(3) Reflex and other nervous influences (neurosis, 

hysteria, anxiety, fear, habit, renal and ureteric affections 
especially pyelitis, urethral caruncle, phimosis, and rectal 
parasites). 
Trigonitis, which was better called trigonal hyperemia, 
was common with gynecological lesions and was 
characterised by frequency, worse by day, and 
terminal pain ; the urine was generally clear although 
blood-cells were occasionally found. The diagnosis 
was confirmed by cystoscopy ; gynecological treat- 
ment was often successful but local treatment might 
be required. Hunner’s elusive ulcer had eluded 
the speaker except for one possible case; Caulk 
had described it as a chronic inflammation of all 
coats of the bladder with active ulceration of the 
underlying membrane. Cystoscopy was said to 
reveal small abrasions with neighbouring cdema 
usually situated posterolaterally. The speaker con- 
sidered that as pyuria was said to be absent in these 
cases Hunner’s ulcer could not be a true ulcer. 

As Kidd had emphasised, increased frequency 
was a sign par excellence of a diseased kidney rather 
than a diseased bladder; it should be more widely 
recognised that in investigating increased frequency 
the condition of the kidney should be examined 
and the kidney excluded as a cause before suppos- 
ing that morbid conditions lower down the tract 
were sufficient to account fully for the symptoms. 
Failure to appreciate this led to many disappoint- 
ments in treatment. 

Insidious and progressively increasing frequency 
was usually the first symptom of renal tuberculosis 
and when pyuria coexisted called for complete 
investigation. Cystoscopy had shown that renal 
tuberculosis and also non-tuberculous pyelitis occurred 
without visible involvement of the bladder or with 
only cedema or pinkness round the ureteric orifice. 

ia and increased frequency were often wrongly 
thought to be synonymous with cystitis. Pyelitis 
was often responsible and even if infection of the 
bladder were present it was often secondary to the 
kidney condition. 

The diurnal or nocturnal nature of the frequency, 
the other symptoms, the age, temperature, and 
general examination had to be considered in investiga- 
tion of frequency. The thorough clinical overhaul 
should include: rectal examination; examination of 
the urine chemically, physiologically, microscopically 
and bacteriologically, and by naked eye; the passage 
of a full-sized catheter to exclude any but a wide 
stricture and to discover and measure residual urine ; 
and cystoscopy, except in acute cases where it was 
usually contra-indicated. 

Treatment depended on the cause. Where there 
was no pathological condition of the bladder or urine 
washes with weak silver nitrate, gradual dilatation, 
or instillations of 1 or 2 per cent. silver nitrate into the 
urethra might be effective. Tincture of belladonna 
5 to 10 minims, sandalwood oil 10 minims in a 
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capsule, or tincture of hyoscyamus were among the 
useful drugs. If the urine were very acid diuretics 
and alkalis like Contrexéville, Vittel, and Evian should 
be tried; phosphaturia should be treated by sodium 
phosphate grs. 20, ammonium chloride, and mineral 
acids. 


PAINLESS FREQUENCY 


Dr. D. E. DENNY-BROWN spoke about pia 
frequency. Micturition, he said, was essentially 
an automatic function, the emptying of a hollow 
organ with a sphincter which was under the control 
of the vesical plexus and also of the spinal cord. 
Efficient micturition was only achieved when spinal 
cord control was added to the mechanism ; then the 
urine was sayed until the bladder was full enough and 
was passed about four or five times in the day. In 
neurology therefore efficient micturition, which was 
evidence of spinal cord control, was distinguished 
from inefficient, when for some reason the plexus 
was left to do its best. 

Functional causes were by far the commonest in 
disturbances of efficient micturition. The cerebral 
cortex controlled micturition in the following way: 
as the bladder filled it reacted to a content of about 
100 C. em. by producing waves of contraction which 
gave no subjective sensation whatever. With increas- 
ing contents the contractions increased, and at a 
particular point the individual became aware that 
his bladder was slightly distended ; he could then 
pass his water or suppress the micturition without 
discomfort. At last a stage was reached when the 
mechanism could no longer be suppressed. The 
part played by consciousness varied: if the attention 
was focused intently the mechanism would only be 
noticed at a late stage; if attention were vague and 
wandering the need for micturition presented itself 
early. In neurosis the patient commonly complained 
of lack of attention ; in such patients eye symptoms 
occurred from failing to maintain their focus and in 
precisely the same way they picked up stimuli which 
would not normally reach the cerebrum ; the vesical 
sensation might not be suppressed normally and then 
the patient had frequency. 

Organic disturbance of efficient micturition was 
due to bilateral interference of the higher control. 
This was found in spastic states and was most notice- 
able in the milder ones, especially disseminated 
sclerosis. Syphilitic meningitis was another common 
cause of frequency, with subsequent incontinence ; 
micturition symptoms occurred late in cases of 
compression of the spinal cord. 

In inefficient micturition the bladder required 
to be fully distended to contract at all; small 
contractions occurred frequently. The patient 
complained of difficulty and retention. 


Mr. A. E. Porritt described an experiment under- 
taken by students which had shown that the smaller 
members of their group could not hold their water 
so long as the bigger members. He thought perhaps 
surface area had some relation to excretion. 


Mr. AtNsworTH Davis considered that trigonitis 
was usually derived from cervicitis; treatment 
should first be directed to the cervix.—Mr. ALASTAIR 
MACGREGOR, Dr. A. ToPPING, and Dr. S. T. FALLA 
also took part in the discussion. 


GUEST HOSPITAL, DUDLEY.—This hospital, which 
is shortly opening a new ward of some 50 or 60 beds, is 
adopting the hospitals contributory association scheme. 
The rates will be threepence for men, twopence for vo 
and, for youths below 18, a penny. 
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ROYAL ACADEMY OF MEDICINE IN 
TRELAND 


SECTION OF OBSTETRICS 


A MEETING of this section was held in the Royal 
College of Physicians on Nov. 20th. Dr. NINIAN 
FALKINER, in the absence of the president, took the 
chair. Dr. BETHEL SoLomons showed a 


' Granulosa-celled Tumour 


of the ovary which he had removed at Dr. Steevens’ 
Hospital. 


The patient was ged 30 and consulted him because of 
amenorrhea which she had had for eleven months. She 
also complained of sterility. The pelvis was normal. 
After a short course of luteinising and substitution therapy 
she menstruated twice, after which she again had amenor- 
rhoea for about seven weeks when she returned complaining 
of hemorrhage and acute pain in the right side. An 


“4 


adnexal swelling about the size of a turkey’s egg was. 


discovered, and, as a possible diagnosis was ectopic gesta- 
tion, she was admitted to hospital; the tumour and the 


appendix were removed. On microscopic examination the 


e proved to be a typical granulosa-cell tumour. 


r. Solomons said that these tumours were very 
8 and that this was the first reported to the 
Royal Academy of Medicine in Ireland. The first 
case had been reported in 1895 by von Kahlden. An 
interesting point about this case, he said, was that 
there was no sign of the tumour until the hormonic 


treatment began, and he asked whether the treat- 


ment produced the growth or stimulated a tumour 
already present. It would be interesting to note if 
menstrual function would become normal after the 
removal of the tumour. 

The CHAIRMAN said he had thought that these 
growths were more often found in women about 
the menopause, and that one of the outstanding 
symptoms was severe hemorrhage after a period of 
amenorrhea. He had previously pointed out that 
the giving of Antuitrin S was open to some criticism 
because it was related to the carcinogenic substances, 
and he believed that in this case there was a relation 
between the giving of antuitrin S and the growth of 
the tumour. 7 

Dr. GERALD DocKERAY said that the sections 
seemed to him to be very typical of a fully matured 
granulosa-cell tumour. It was interesting to note 
that the trabeculæ were formed in situ and were not 
due to any invasion of the follicles. The cells were 
not specific for. granulosa- cell tumours since they 
had been found in carcinoma in mice. He had no 
doubt that the growth was benign, for when these 
tumours became malignant they were usually bila- 
teral. In a granulosa-cell tumour columnar epithe- 
lioma was never found, and even in cases supposed 
to be malignant there was always a doubt whether 
they really were granulosa-cell tumours or not. 
About 42 per cent. of these cases occurred at the 
climacteric, about 40 per cent. at puberty, and the 
rest were scattered over any period. In some of 
the younger patients these tumours had produced 
amenorrhea. It was interesting to note that the 
amenorrhea was not due to an excess of folliculin 
or to lack of it. Out of 16 cases reported by Dr. W. 
Schiller, 3 had shown evidence of virilism. 

Dr. J. McGratH said he agreed that this was a 
granulosa-cell tumour, and he thought that it was 
definitely non-malignant. He had seen a similar 
tumour removed a little time ago, about twice the 
size of the one shown by Dr. Solomons. Micro- 
scopically it superficially resembled a rodent ulcer.— 


Dr. F. DOYLE, referring to the masculine distri. 


_ bution of hair in the patient, said that the tumours 
were supposed to: have a hormonic cause that 


particularly affected the secondary sex characters.— 
Dr. F. S. Bourke said that when he had first seen 
this tumour he thought it was a carcinoma of the 
ovary. Looking at the tumour with the naked eye 
he had not thought that such a smooth surface could 
‘be a granulosa-cell tumour. He did not believe that 
folliculin could produce a masculine distribution of 
hair. | 

Dr. SoLomons, in reply, said that whilst his patient 
was 30 years old, Schiller’s figures showed that 
42 per cent. occurred about the menopause. The 
question of malignancy was important, and since this 
growth was non-malignant no further investigation 
was necessary. The woman said she might have had 
a miscarriage 5 years before. 

Dr. R. M. CORBET showed a specimen of 

Krukenberg Tumour 

secondary to carcinoma of the stomach. 

The patient had originally been admitted to the Coombe 


Hospital with a diagnosis of hyperemesis gravidarum. 


A radiogram of the gastro-intestinal tract, however, 
showed a tumour at the pyloric end of the stomach. 
Labour was induced and a partial gastrectomy performed 
in the Mater Hospital. ‘Eighteen months later the 
patient was readmitted with an abdominal tumour the 
size of a five months’ pregnancy, and this proved to be 
a large Krukenberg tumour of the right ovary with a 
small tumour of the left ovary. 

Dr. McGrats# said that about 3 years ago he had 
seen a tumour similar to the one shown by Dr. Corbet. 
The ovaries were each about as big as a fist. 
time after operation the patient died, and post mortem 
a leather-bottle carcinoma of the stomach was 
found. He had also seen a case in which a dermoid 
cyst had been quite hidden, one ovary having a very 
large tumour, the other a very smallone. Microscopy 
had shown stroma through which was a mass of 


fibrous tissue, and ‘the cells had the typical signet- . 


ring appearance. 


The CHAIRMAN said he was interested to note that 
the patient had been admitted to hospital as a case 
of hyperemesis in which the vomiting was due to a 
pre-existing condition—a reminder that such condi- 
tions should not be overlooked in the diagnosis of 
hyperemesis gravidarum.. He had seen one case ; in 
which the diagnosis had not been made during life, 
but at autopsy two tumours had been found in the 
pelvis smaller than the tumour in the present case. 
It was difficult to understand why an ovary should 
be the site of a malignant growth if the spread was 
lymphatic. He thought there must be some rela- 
tionship between ovarian and intestinal growths. 


Dr. DocKERAY said he had no doubt that this 
was a Krukenberg tumour, although it was not quite 
the same as in a few microscopical. slides that he had 
recently seen. ‘The specimen was more like that 
illustrated in Dr. Teacher’s book in which the primary 
carcinoma was in the breast. He had no doubt that 
in the past some granulosa-cell tumours had been 
reported as Krukenberg tumours that had been 
operated on and the patients recovered.—Dr. D. J. 
CANNON asked if the uterus had been removed in 
this case. The view had been expressed that these 
cases ‘were undoubtedly due to lymphatic spread, 
and this had been demonstrated in Budapest where 
carcinoma had been found in the lymphatic nodules. 

Dr. Corset, in replying, said the chief arguments 
in favour of lymphatic spread were the finding of 
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tumour cells actually in the lymphatics, and to his 
mind, the fact that the tumour seemed to grow from 
the inside of the ovary and not from the outside. 
The smooth surface was against a transperitoneal 
implantation. One case had been reported in which 
the patient was alive three years after the removal 
of the tumours. The uterus had not been removed 
in his case; it was quite small and hard below and 
behind the tumours. It was peculiar that one 


tumour was so much larger than the other, the larger . 
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being quite free, but the smaller was adherent to 
the wall of the pelvis. 

Dr. T. M. HEALT described his experience of 
Halban’s operation for closure of the fimbriated end 
of the Fallopian tube in the treatment of primary 
sterility. 

Dr. EDWARD SOLOMONS read a communication on 
intravenous anesthesia in obstetrics, and described 
a series of 46 successful cases in which he had used 
Penthethal as an anesthetic in labour. 


REVIEWS AND NOTICES OF BOOKS 


Collected Papers 


By the Staff of the Middlesex Hospital Medical 
School, 1935-1936. 


THE difficult problem of finding an inexpensive 
method of reproducing a collection of reprints appears 
to have been solved in a more satisfactory manner 
by the cancer and general research committee of 
the Middlesex Hospital than by most other bodies 
who attempt this task. All the articles, appearing 
as they have done in a large variety of journals, 
have been reprinted upon paper of standard size, 
and the binding is carried out by a special type of 
strong folder. The general appearance is therefore 
satisfactory and worthy of the contents. Among the 
fifty-two papers here reproduced there are many 
which have been recognised as of first-rate importance 
in the medical and scientific world. Drs. H. L. 
Marriott and A. Kekwick, with their contribution 
on continuous drip blood transfusion, have presented 
a new therapeutic procedure of the greatest value. 
The paper by Drs. L. E. H. Whitby and M. Hynes 
on supravital staining of leucocytes in normal and 
leukemic blood is an important addition to hæmato- 
logy; the coloured plate illustrating this should be 
in request for text-books. Incidentally the clinical 
material upon which the work was based was rendered 
easily available by means of the facilities now pro- 
vided in the Courtauld clinical research unit of the 
hospital. Another group of important papers by 
Prof. E. C. Dodds and co-workers deal with certain 
biochemical aspects of cstrogenic agents, again work 
of fundamental importance. These examples have 
been chosen as perhaps the most valuable, but there 
is evidence throughout of careful selection and every 
paper is worthy of its place. | 


Nouvelle pratique dermatologique 


By Drs. J. Darier, R. SABOURAUD, H. GOUGEROT, 
G. MILIAN, L. M. PAUTRIER, P. RavAUr, A. SÉZARY, 
and CLEMENT SIMON. Paris: Masson et Cie. 1936. 
Vols. VI., VII., and VIII. Fr. 2000. 


THe sixth volume of this comprehensive sym- 
posium, of which previous volumes were reviewed 
a few months ago, 1 deals with the cutaneous 
atrophies and dystrophies, the tumours, and nevi. 
It provides ample information on such rare con- 
ditions as pellagra, the poikilodermata, epidermolysis 
bullosa, porokeratosis, and Darier’s disease—often 
by the original exponents. L. Perin gives a very fair 
presentment of Darier’s work on the disease known 
by his name—though in fact it was described 
before his time—illustrated by clinical photographs 
which do not quite depict the fully developed and 
highly characteristic state of a sufferer from this 
distressing disorder. Those who want to refer to 
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this, or for that matter to any other disease, have 
to consult either the table of contents in Vol. I. or 
the index in Vol. VIII., a somewhat cumbersome 
procedure, which might well be made unnecessary in 
future editions. Over 300 pages in this volume are 
devoted to a consideration of the precancerous and 
malignant tumours. The former, which include 
xeroderma pigmentosum, seaman’s skin, and senile 
keratosis—hardly “‘ precancerous ” in the same sense 
as Bowen’s disease, Paget’s disease, and certain 
types of verrucose and pigmented nævi—are the 
work of A. Civatte, whose histological studies and 
microphotographs must be regarded as among 
the most authoritative and complete of modern 
times. Their relations to X ray cancer and the 
effects of solar light and other carcinogenetic 
factors are discussed in the fullest detail. Section 8 
of this volume by M. Favre, A. Josserand, and 
J. F. Martin is given to the epithelial tumours, 
including the epitheliomata, basocellular and 
squamous, and the sarcomata and pigmented carcino- 
mato, or malignant melanomata. Among the illus- 
trations in this section (facing p. 722) is one reproduced. 
from an English atlas of dermatology. 

An important section of Vol. VII. is allotted to 
R. Sabouraud for his treatise on seborrhea, which 
includes an authoritative study of the pre- and post- 
seborrheic states, acne vulgaris, acne (traumatique) 
due to medicinal causes—e.g., from tar or the halogens 
—and acne conglobata. Sabouraud is also entrusted 
with the chapters on the alopecias. The wealth of 
clinical detail and photographic illustration supplied 
represent the experience of over 30 years of intensive 
study at the St. Louis out-patient department and 
its now famous laboratory. Diseases of the sweat 
glands by Ch. Audry, so-called Fox-Fordyce disease 
by L. Chatellier, and diseases of the nails by G. Milian 
receive consideration, and there follows a series of 
dermatoses not classified which include erythema 
multiforme. The coloured illustrations from the 
living subject of this polymorphous disease are 
specially valuable. Lichen planus and its analogue, 
lichenification, are adequately dealt with by L. M. 
Pautrier of Strasbourg. The prevailing theories of 
causation and the relation of these to the occasional 
occurrence of lichen planus and lichenoid eruptions 
during antiluetic treatment by N.A.B. and bismuth 
injections, which G. Milian seeks to explain by his 
hypothesis of biotropism,“ provide interesting 
if speculative reading. Psoriasis, that most elusive 
tiologically of all-the common dermatoses, has been 
allotted to J. Margarot ; his account of it is followed 
by shorter chapters on the other scaly erythrodermias, 
such as pityriasis rubra pilaris, parapsoriasis in its 
various forms, and the generalised exfoliative 
dermatitis in which they sometimes end. Chapter XIV. 
deals with comparative dermatology, a new science, 
that seeks to establish comparisons and associations 
between human and animal skin diseases. We may 
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eventually see interesting and unexpected develop- 
ments in a branch of dermatology which has hitherto 


been regarded as only of veterinary interest. At 


any rate every dermatologist will appreciate the vivid 
illustrations of demodex, trichophytosis, and other 
parasitic infections, as they are seen in the animal 
kingdom. 

Vol. VIII., which completes the series, is the most 
indispensable asit contains the index—a laborious com- 


pilation of 88 pages. There are three sections given to 


a topographic résumé of the dermatoses discussed in 
greater detail in the preceding volumes, a therapeutic 
section which provides a most complete and modern 
dissertation on treatment, and a short thesis by 
_ A. Civatte on the present medico -legal position of the 
science in France. This volume if it could be purchased 
Separately would be the most useful to the practi- 
There are 3 coloured plates and 175 half- 
tone, mainly photographic, reproductions from clinical 
cases in the 868 pages of letterpress. - 

No one who studies even a small: part of this 
veritable encyclopedia can fail to be impressed by 
the industry and care with which the work has been 
compiled and controlled. Although doubtless largely 
a labour of lo ve—for the publishers can have spared 
no expense on the production—every contributor 
seems to have been fired by a desire to make this a 
Worthy representative of French dermatology. 


Industrial Environment and Health 


Practical Methods of Investigation. International 
Labour Office, Geneva. 1936. Pp. 336. 7s. 6d. 


THIS small volume is a companion publication to 
the huge encyclopedia of industrial hygiene entitled 
Occupation and Health (two volumes, pp. 2420, 
Geneva, 1930-32); which contains concige informa- 
tion as to materials, used in industry, processes 
employed, sources of poisoning or infection, statistics, 
symptoms, diagnosis, prevention, and legislation. 
Several members of the Correspondence Committee 
on Industrial Hygiene, who had already taken an 
active part in preparing the encyclopædia, considered 
that it would be advisable to supplement this work 
by an account of the methods of analysis and research 
resorted to by industrial hygiene experts. They 
have therefore drawn up this report on the methods 
of investigation that medicine derives from other 
sciences for the purposes of checking or testing 
atmospheric pressure, temperature, humidity, venti- 
lation, and lighting conditions, the quantity and 
nature of dusts and harmful gases, and other such 
things in working premises. 

The chapters on measurement of atmospheric 
pressure and temperature are by Prof. G. Loriga, of 
Rome; those on humidity, cooling power, and 
ventilation by Mr. E. W. Murray and Mr. C. W. Price, 
H.M. engineering inspectors of -factories; that on 
photometry by Prof. E. Bordoni, of Rome; that on 
measurement of noise by Dr. E. Lederer, of Munich ; 

that on estimation of dusts by Mr. H. L. Green and 
Dr. E. L. Middleton, of London. All these chapters 
are profusely illustrated with photographs and 
diagrams indicating the instruments and methods 
used. Fully half the book is given up to industrial 
toxicology, and here the methods of estimation of lead, 
arsenic, benzene, carbon disulphide, carbon monoxide, 
&c., are described in detail, notably by Dr. Ch. Biot, 
of Brussels, and Mr. E. Kohn-Abrest, of Paris. 

The International Labour Office is to be congratu- 
lated on the achievement of a difficult task. Mis- 
prints are few—mere incidentals in printing a book 
in English in Geneva. 


The World of Science 


By F. SHERWOOD TATLOR, Ph.D., M. A., B. 80. 
London: . Heinemann Ltd. 1936. Pp. 1068, 
88. 6d. 


Tms is an amazing book, for it tells us in easy 
cheerful language about most of the things with 
which science is concerned—solids, liquids, gases, 
machines, heat, electricity, light, the earth, the 
heavens, physiology, heredity, evolution, and much 
else—and as far as one can judge it is all, within the 
the limits of space available, sound. The author 


tells us some of what is known and, which is at least 


as important, where science has no explanation of 


plain facts—e.g., what phosphorescence is or why the 
bakelite cups of current thermos flasks are more 


comfortable to drink from than the old aluminium 
or why the sun is hot. We heartily commend the 
book to all who are interested in science—many 
people are not—and, especially in THE LANCET, to 
those who did their science 30, 20, even 10 years 
ago, and have been away from it since, for they will 
learn without tears how many of the ‘fundamentals 
of chemistry and physics have changed and advanced 
to a much more coherent and interesting tale than 
the one they used to hear. If only it were not 80 
big and heavy, it would be an ideal book to dip into 
at odd times and places; we hope the next edition 
will be in two or three small volumes fit for the train 
or bed. But in any form it is first rate. 


Halliburton’s Essentials of Chemical 
Physiology — 


Thirteenth edition. By J. A. Hewirr, Ph.D., 

D. Sc., Senior Lecturer in Physiology, University 
of London, King’s College ; ; and W. ROBSON, 
Ph.D., D Sc., Reader in Biochemistry at the 
College. London: ‘Longmans, Green and Co., Ltd. 
1936. Pp. 350. 9s. 


W. D. Halliburton was a pioneer in chemical phy- 


siology in this country, and it would have been a 


pity to let lis book die with him. It has historioal 
as well as scientific interest. Dr. Hewitt and Dr. 
Robson have not only revived but, in our opinion, 
improved it in this edition, and are to be congratu- 
lated on the way they have set about their task of 
revision. Since its emergence into the curriculum 
as a separate subject, chemical physiology has been 
given widely different interpretations in different 
schools, but now there is little variation from one 
place to another in the exercises the medical student 
is called upon to perform. When those which are 
too long, and those which have already been done in 
the organic chemistry class are eliminated, a fairly 
constant remainder is left from which the teacher 
can take his choice. In accordance with this, the 
authors have deleted the section on organic chemistry 
and some advanced exercises, and abandoned the 
division into elementary and -advanced sections. 
The book now consists of ten straightforward chapters, 
each preceded by a, selection of practical exercises, 
which cover the work required for the second medical 
examination. It is up to date biochemically, and 
perspective in treatment has been preserved by one 
of the collaborators being a physiologist. The prac- 
tical exercises take up a relatively small amount of 
space, and the student will find this book useful for 
its subject matter even if the teachers at his own 
school have prepared a practical course for him. 
The index is excellent, and the appendix of important 
data useful. l 
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THE MEDICINE STAMP DUTY INQUIRY 


Tue Select Committee of the House of Commons 
has now heard evidence from the representatives 
of the organised parties concerned in the manu- 
facture and sale of proprietary and advertised 
medicines. Witnesses have been subjected to 
examination, sometimes of a searching character, 
and if the members of the Committee are not 
now in possession of all the information necessary 
for a report to the Treasury it is certainly not 
their fault, since they went about their business 
with commendable thoroughness. Some of the 
witnesses were asked awkward questions and 
some of the answers clearly surprised the ques- 
tioners. Lou astonish me,” said a member of 
the Committee when informed by a witness that 
there were “very few fraudulent remedies” as 
“the newspapers soon sorted them out.” The 
terse comment made by another member of the 
Committee on a witness’s answer was Pure 
imagination, I should say.“ These incidents show 
that the human element was not absent from an 
inquiry which concerns a very human matter; 
and if, at times, questions and answers were a 
little out of bounds it may be the better in the 
long run. Has not England been called the 
Paradise of Quacks and were not our ancestors 
@ nostrum-loving race from the King to the 
cottager? Thus the subject has its attractions 
and at one of the sittings, when there was a 
tendency to wander beyond the terms of reference, 
an hon. member brought the Committee back to 
reality with the reminder that they were there 
“ not to find out whether a remedy was efficacious 
but only to find out about the duties of excise.“ 

The object behind this inquiry is to raise revenue 
by taxation, said a member of the Committee to 
a witness, “ and that being so what ethical reason 
have you for suggesting that what you call 
‘ethical medicines’ should be exempt from the 
tax when such a thing as tea pays a high tax? 
Hence no encouragement is held out to the Pro- 
prietary Association of Great Britain that their 
proposal for a complete abolition of the duties will 
find favour with the Committee or the Chancellor 
of the Exchequer. The Proprietary Association 
includes in its membership practically all the 
owners of well-known proprietary medicines, and 
it may be assumed that most of the £2,500,000 
spent annually on advertising medicines to the 
public is contributed by members of that Asso- 
ciation. It was estimated by a witness that the 
value of the total sales of advertised medicines was 
£15,000,000 a year. Now the present rate of duty 
is threepence on a shilling article and a simple 


THE MEDICINE STAMP DUTY INQUIRY 


logo. 26, 1936 1527 


calculation on this basis shows that if none of these 
medicines escaped the tax the revenue would be 
£34 million—whereas last year it was, in fact, 
£2 million. Thus a means of raising the revenue 
by £22 million, without going further afield, jumps 
to the eye. It remains to be seen whether that 
would satisfy the Chancellor of the Exchequer in 
these times of rising expenses. There are rumours 
that he wants more, and whispers of a minimum 
of £5 million. From whence is the balance of 
£14 million to come ? Various proposals, some of 
them well considered, were put before the Com- 
mittee. The Pharmaceutical Society, for example, 
drew attention to proprietary appliances such as 
aids to deafness, belts for rheumatic people, iodine 
lockets, and appliances for rupture ; these, it was 
suggested, were suitable objects for taxation. 
Veterinary medicines which at present escape the 
duty were also suggested by the same body as 
worthy of the Committee’s notice, as also were 
medicated herbs and toilet articles for which 
medical properties are claimed. The National 
Pharmaceutical Union, which represents the busi- . 
ness interests of owners of chemists’ shops, put 
forward a concrete suggestion that the following 
be subject to duty :— : 

(1) all secret medicines; (2) all medicines sold under a 
proprietary name; (3) all medicines sold-under a trade 
name, trade mark or brand; (4) all medicines in the 
formula of which a proprietary right is claimed; and 
( 5) all 5 sold with recommendations for human 
&:Iments, 


The Committee was clearly interested in the 
examination of this proposal and it is probable that 
if it were adopted, with the additional groups 
mentioned by the Pharmaceutical Society, the 
revenue would not fall far short of the £5 million 
which the Chancellor would find useful. 


It is a remarkable fact that at the present time 
there are approximately 150,000 holders of licences 
to sell “ patent medicines,” and that only one- 
tenth of that vast number are registered chemists 
and druggists. Further, although the number of 
licensed vendors rose from 89,980 in 1929 to 
147,170 in 1935, the revenue from medicine stamp 
duties has dropped by nearly half since 1929. 
As explained a few weeks ago, 1 the serious fall in 
the yield was due to the lawful evasion of the 
duty by manufacturers who took advantage of a 
judicial ruling that medicine the composition of 
which was declared was not subject to duty if 
sold by registered chemists. Logical reasons why 
the registered chemists should retain a privilege 
which the legislature of a hundred and fifty years 
ago intended them to have were placed before the 
Committee, but there is at least some doubt 
whether the exemption will be retained. The 
question is wholly one of revenue; the rights of 
a particular class of vendors and the morality of 
the nostrum business are matters which the 
Committee may disregard as not being within 
the scope of their inquiry. But it is impossible 
to overlook the fact that certain statements made 
by witnesses reflected gravely on practices employed 
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agent in acid urine and that while at a pH of 5-0, 
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by a section of the nostrum industry; apart from 


the question of revenue, the proceedings elicited 
ad missions which suggest the need for a full and 
fresh inquiry into the whole affair. 


MANDELIC ACID 


TAB value of mandelic acid in the treatment of 


urinary infections is widely recognised in this. 


country, and it is interesting to have observations 
from the American side. The Journal of the 
American Medical Association for Nov. 28th 
contains four papers devoted to mandelic acid 
and ammonium mandelate, and while the results 
recorded are as satisfactory as those obtained in 
England, much the same difficulties and dis- 
advantages have been encountered. The clinical 
value of the new antiseptic is confirmed by two 
series of cases reported by CARROLL, Lewis, and 
KAPPEL! and by Cook and Buouren2 The 
formers’ cure-rate of 81 per cent. in cases of 
B. colt infection compares favourably with recent 
reports here and with the results obtained with 
‘the ketogenic diet. On the other hand the diffi- 
culty of sterilising urine infected with Bacillus 


proteus has often been noticed, and this difficulty 


is the more striking. since in test-tube experiments 
HELMHOLZ and OSTERBERG ê found this organism 
the most sensitive of those examined. The clinical 
failure probably depends partly on the fermenta- 
tive action of the bacillus and also partly on the 
type. of case in which it is most commonly found. 


HELMHOLZ and OsTERBERG have confirmed the 


original laboratory work that lay behind Roszn- 
HEIM’s introduction of the new drug for clinical 
They show that it is an active bactericidal 


0-25 per cent. of mandelic acid was bactericidal 
for most organisms, at a pH of 5-7 four times 
that concentration (1 per cent.) was needed to 
produce the same effect. They also found that, 
using the routine’ treatment, a concentration of 
-l per cent. of mandelic acid was readily 
obtained in the urine. 
mandelic acid appeared in the urine within twenty- 
four hours, the excretion being maximal about 
two hours after its administration. This empha- 
sises, of course, the need. for repeated dosage of 
the drug if a satisfactory bactericidal effect is to 
be maintained. Investigating the renal function 
in animals after the intravenous injection of sodium 
mandelate, they found a definite diminution in 
the urea-clearance ability of the kidneys, but 


concluded that any injury that might be produced 


was only temporary. Cook and BuoutTEL, who 
noted a similar effect in man, emphasise the need 
for caution in using the mandelic acid in patients 
with a reduced renal function and especially in 
the aged. Doran ! strikes a note of warning when 
he says that not enough is known about the new 
drug to warrant the use of the unrestricted title 
of “urinary antiseptic.” He used it regardless of 


B., and Kappel, L.: 


„ G, Jour. Amer. Med. 
58 Noe. 5 1335 p. 1796. 


Assoc, 


1 dook, „and Buchtel, H. A.: Ibid. 1799. 
Homing 8 F., and Osterberg, A. E.: bla. p. 1794. 
* Dolan, L. P.: Ibid., p. 1800. 
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While his cases bear testimony to its great bae- 


Almost all the ingested’ 
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the presence of pre-existing pathological con- 
ditions and reported various complications, and 


tericidal power, even when there is urinary stasis, 
they emphasise what was said by almost every 
speaker at last month’s meeting at the Royal 
Society of. Medicine—namely, that the underlying 
lesion must always be taken into consideration. 
Among the complications DoLAN records hæmat- 
uria was prominent. This has not been widely 
observed in this country and its occurrence in a 
case of senile enlargement of the prostate and one 
of suspected renal tuberculosis may well have been 
due to the altered acidity of the urine, quite apart 
from the mandelic acid. Donan suggests that the, 
drug should not be widely distributed without 
attention being called to the possible complications; 
and all workers, both in England and in the | 
United States, insist that the treatment must be 
adequately controlled; that it should not be used | 


| 
| 
| 
! 


where renal function is impaired, and that wherever 


the infection does not respond a complete urological — 
examination should be made. 


THE DISTRICT NURSE 


THE nursing of the sick poor in their homes iss 


work that appeals alike to heart and head. No 


| 
great flight of imagination is needed to picture 
the distress caused when illness descends upon a | 
family living in cramped and crowded quarten, 
and the impossibility of such a family procuring 
suitable care without some service of the kind 
provided by the district nurse. It is also easy to 
appreciate. the importance of a system that is nob 
only curative but also preventive and educational. 
Attention from a district nurse enables many a | 
patient to be treated at home who must otherwise 
have been sent to hospital, and the value of the 
information imparted in connexion with cleanli- 
ness, food, infant management, and the routine f 
life is incalculable. Yet this useful service m 
a comparatively modern innovation. The first 
visiting nurse among the poor was appointed in 
1859 by WILLIAM RATHBONE of Liverpool, at his 
own expense, and the title district nursing 
originated in the plan adopted there in 1862, 
when the town was divided into districts ands 
nurse was supplied for each. Other societies for 
the same purpose were soon established in different 
parts of the country, and in 1887 Queen Victoria“ 
decision to devote £70,000 of the Women’s Jubilee 
Offering to the promotion of district nursing raised 
the whole service from the sphere of individual — 
effort to that of national institution. Two yen 
later Queen Victoria's Jubilee Institute for Nurse — 
was incorporated by royal charter, and from that 
time the work has always been under royal | 
patronage. The title was altered to the Queen's 
Institute of District Nursing under a revised 
charter granted in 1928. Little by little voluntary 
associations for the promotion of district nursing 
were formed, at first in the towns but quickly 
spreading to rural areas, so that now in 51 counties 
and 135 cities and towns Queen’ s nurses work under 
county and district nursing associations affiliated 
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to the Institute. This affiliation ensures the main- 
tenance of a definite standard of training and 
work through a system of inspection. 

In a sense the Queen’s nurse may be regarded 
as the cream of her profession. Before enrolment 
she must have had not less than three years’ 
training in an approved hospital and be on the 
State register as a general nurse. In addition 
she must have taken an approved training in 


district nursing for not less than six months, 


followed by an examination. If she is going to 
practise midwifery she must have taken the further 
course which enables her to be certified under the 
Midwives Act. This special training is provided 
by the Institute, at a cost to itself of about £30 
for district and £10 for midwifery training for each 
candidate. During 1934 a survey of district 
nursing throughout England and Wales showed 
that 95 per cent. of the population was provided 
with a district nursing service, and a revision 
setting out the position at the end of 1935 reveals 
an increase of 2 per cent. This however does not 
mean that this large proportion is satisfactorily 
provided for, since in some cases, especially in 
populous towns and cities, the staffs are far from 
adequate to meet the ever-increasing demand for 
domiciliary nursing. Next year the Queen’s Insti- 
tute will celebrate its jubilee, and on Dec. 3rd a 
luncheon meeting: was held in London to discuss the 
appeal which it is proposed to make on behalf of 
the Institute and the county associations of district 
nursing. The Earl of ATHLONE, in a speech read 
in his absence by Sir WILLIAM HALE-WRHITRE, 
pointed out that, widely known and appreciated 
as district nursing is, it is still in need of further 
publicity: There is nothing spectacular,” he 
said, about the work. The hospital stands out 
like a city of refuge and, so to speak, advertises 
itself all the time, while our work goes quietly on 
from door to door, from one sick room to another, 
doing good all the time, but lacking advertisement. 
Everybody knows that there is a hospital; but 
many are ignorant of our existence until some day 
the doctor says, ‘I think you’d better have the 
district nurse in.“ The magnitude of the service 
is suggested by the fact that during one year more 
than 144 million visits were paid by Queen’s 
nurses. This, as Miss Mercy WILMSHURST, general 
superintendent of the Institute, said on the same 
occasion, ‘‘represents about 50,000 visits a day, 
year in year out, on fine days and wet, in summer 
and winter, on week-days and Sundays.” And 
she added that the Institute desires to celebrate 
its jubilee by extending the organisation so that 
there shall be no town or hamlet, farmstead or 
outlying cottage to which a nurse cannot be 
summoned when her services are needed.” To 
recruit and train the 1480 additional nurses required 
will cost something over £50,000, and when trained 
they must be supported by the local associations 
under whom they work. In the last year for which 
figures are available contributions from patients 
and from provident funds amounted to the sub- 
stantial sum of £416,110 out of the total income of 
nursing associations throughout the country of 
£1,059,667. Local authorities can and frequently 
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do make grants to nursing associations, and it is 
likely that the Midwives Act of 1936 will further 
help the midwifery work undertaken by the 
Institute by increasing the grants made to voluntary 
organisations and improving the status of the 
midwifery profession. 

It is not surprising that an institution at once 
so homely and so efficient should have achieved 
such widespread popularity. The general prac- 
titioner welcomes the assistance of the district 
nurse in carrying out home treatment which 
would often be impossible without her. The sick 
poor themselves value this help even more, and 
when once the nurse has won the confidence of a 
household, an almost unlimited field of opportunity 
is open to her. 


BLAND-SUTTON 


THE life of JoHN BLAND-SUTTON is a record of 
fulfilment and achievement which come to few 
men. Like many a genius before him he was 
weakly in body during childhood and youth, but 
like them too he had enormous reserves of energy 
and an immense capacity for work which did not 
throw too great a strain upon his physical resources. 
He inherited a love of animals and nature study, 
and was nurtured in an environment which fostered 
this innate bent. The secret of his life lay in his 
insatiable curiosity about biological phenomena, 
his untiring energy in pursuing these studies, and 
an incalculable insight into the meaning of new 
scientific facts and the developments which they 
foretold. It was indeed his zoological dissections 
and observations that made him a pioneer in the 
surgery of the female genital organs and of the 
gall-bladder. | 

He lived in a period of great change both in the 
practice and ideas of surgery, and his greatness 
was shown in his unerring assessment of what was 
intrinsically true and in his immediate adaptational 
response to new ideas and methods. He was 
brought up in the times of the Listerian con- 
troversy, and actually saw the introduction of the 
clinical thermometer. Trained for many years as 
an anatomist, and entering surgery as was custom- 
ary in those days through the portals of the 
dissecting-room, in which he first built up a great 
reputation, it was characteristic of the man that 
he perceived that the future road to surgery lay 
through a study of biology in its widest sense. 
It was this foresight which led him to make a 
magnificent gift of an institute of research to the 
Middlesex Hospital. In his operating he was bold 
in a way which is strange to modern surgeons. 
He had watched in his early days the work of 
surgeons who cultivated the speed imposed by the 
absence of anzsthesia, yet he was skilful and 
sure, and developed a refinement foreign to them. 
Not that he ever became elaborate in his technique : 
he relentlessly eliminated all but the very essen- 
tials from his methods. Simplicity of thought 
and action made of him an operator who could 
work wonders with the fewest of tools and 
materials. With his directness of vision and 
uncanny sense of values he scorned the affecta- 
tions he perceived in the technique of lesser often 
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much admired surgeons, and so he remained to 


the end of his active career a supreme operator. 
Like other men of great ability he had an almost 


=. inexhaustible desire for knowledge which, as usual, 
was particularly noticeable in early life. 


Physics, 
chemistry, astronomy, mathematics, the dead 


languages were all subjects of intense interest and 


study to him. He soon found he had no natural 


aptitude for mathematics, and wisely decided that 


this would be an enormous handicap in the study 
of physics or astronomy. True to his instincts 
he made the momentous decision to become a 
surgeon. So the Middlesex Hospital found one of 
the most famous of its staff, and the Royal College of 
Surgeons of England one of the most distinguished 
of its presidents.. 


MEDIOINE AND THE SCHOOL-CHILD 
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Born in an age when the Origin of Species was 
looked at askance, and when Bradlaugh was 
prosecuted for publicly advancing views on popu- 
lation which are now accepted without comment, 
BLAND-SUTION remained faithful to the views of 
his generation in a manner curiously unlike his 
adaptability in things surgical. When asked to 
comment on a book by the astronomer Flammarion 


on Death and its Mystery in 1922 he wrote :— ' 


‘In the dim future do not seek to pee 
Trying to fathom things obs caro ana io 
Youth often laughs at death, but old mok weep, 
Wise men know death to be an endless sleep.“ 


and reaffirmed this belief in the story of his life 


published in 1932. But those who lived and worked 
with him may prefer to find the interpretation of 
BAN D-Surro's life in what he did and what he was. 


ANN OTATION 8 


MEDICINE AND THE SCHOOL-CHILD | 


Sir Arthur MacNalty, as chief medical officer of 
the Board of Education, has submitted his annual 
report 1 for the year 1935. This is as usual a mono- 
graph on the school medical service and what it is 
doing, and although, in accordance with service 
etiquette, no names are mentioned for the authorship 
of the various sections of the report, it is easy for the 
initiated to find therein welcome evidence of the 
hand of Dr. J. Alison Glover and the officers asso- 
ciated with him, Dr. Muriel Bywaters, Dr. A. H. 
Gale, Dr. J. E. A. Underwood, Dr. Robert Weaver, 
Dr. Ralph Williams, and Dr. Lilian Wilson. Each 
of the eight chapters contains the story of the present 


position of a section of child health, and there is a 


hint of the ‘‘ ungarnered wealth of "medical, educa- 
tional and sociological information’? which lies in 
the field of this medical service, for a list is given 
of 52 special reports selected from the returns of 


32 local education authorities. Although, as is 


natural, 11 of these deal with the subject of nutrition, 
the others cover as wide a field as does many a system 
of medicine, the only limitation being to the school 
age- group. Sir Arthur introduces the report with a 
note on the growth of open- air activities, which 
suggests to him a recapture of the Greek lesson of 
life, and he quotes with approval the remark of 
Dr. L. P. Jacks that sane physical education of school- 
children is leading to a most promising spiritual 
revival. Sir Arthur finds it desirable to repeat a 
warning, which has already appeared in previous 


reports, that whatever form physical training takes, 


it should so far as is practicable be proportioned to 
the age, sex, habits, circumstances, and state of 


health of the individual child. The school medical for the voluntary hospitals of London. 


officer’s advice will often be sought on the suitability 
of a particular form of physical training. In the 
conclusion to the report he asks, what is the country 
getting in return for its expenditure? The school- 
child is demonstrably taller and heavier than he was, 
but is he becoming healthier and fitter? There is 
the striking diminution in tuberculosis during the 
last decade, but it has been remarked that the defects 
found in children on leaving school are as many and 
as serious as those when they enter; ergo, school 
medical work must be of scant value. The reply 
of course is that the period of growth is a time when 
certain diseases and defects are specially prone to 


2 The. Health of the School-child. H. M. Stationery Office. 
Pp. 159. 28. 6d. 


develop; and simply to kep: up with it, like the 


traveller who strains every effort to keep up witha 
moving objective, is already an achievement. But 
Sir Arthur has made a neat little calculation which 
suggests that the school medical service is really 
doing much more than this. The difficulty is that 
the complete data are not available, for only in a 


few areas are routine tests for visual acuity carried 


out at the time of entrance to school life, and hence 
the recorded incidence of such defect in the entrants 


. age-group is much less than the real incidence. He 


therefore eliminates visual defects altogether from 
the data for the three routine age-groups, and then 
calculates the percentages requiring treatment at 
the three periods of school life, picking out the 
children who entered school i in 1926, 27, and 28. 


Percentages requiring treatment, excluding dental defect, 
uncleanliness, and visual defects 


ao Per Per 

ent. cent. cent, 

Entrants 1926. 15 Entrants 1927. 19 Entrants . 1928. . 20 
Inter- Inter 


er- er 
mediates . 1929. 13 mediates. 1930. 14 medlates 1931. 1 
Leavers 1933. 9 l Leavers . 1934. 9 [Lea vers . 1935. 


These are very striking figures and although ad- 
mittedly they are not mathematically accurate they 


‘are a clear indication of the value of the school 


medical service as. administered to-day. As Sir 
Arthur remarks, if much has: been achieved in the 
past, still much more. remains to be done, for the 
younger generation is emerging into a more exacting 
and complex world than its parents faced in their 
younger days. 


LONDON HOSPITALS 


THE year which is just closing has been a good. one 
That is a 
fair deduction from the meeting of King Edward's 
Hospital Fund which took place at St. Jamies’s 
Palace on Dec. 14th when H.M. King George VI 
would have taken the chair if he had still been 
president of the fund, as he was until his accession 
to the throne. As usual for the last four years a 
sum of £300,000 was allocated in grants to the 146 
hospitals which applied for them, the Battersea 
General Hospital being included in the list for the 
first time. Five of the larger grants exceeded 
£10,000 apiece, the money being given mainly 
to cover running expenses, although a substantial 
proportion is allocated to capital schemes for promot 
ing efficient work such as building or improving nurses’ 
homes, out-patient departments, and operating 
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theatres, rather than a mere addition to the number 
of beds. A further large sum has also been allocated 
to the 56 convalescent homes which take London 
patients without being attached to any particular 
hospital; these homes contain some 3500 beds and 
sheltered last year nearly 31,000 convalescents. 
Over and above these benefactions the Fund has 
during the year provided £2000 for district nursing, 
and a special gift of £10,000 to the radium fund will 
enable important additions to be made to the hospital 
radium service. The Fund keeps up interest in current 
matters of hospital policy. In his message the 
King expressed pleasure at its success in inducing 
hospitals to combine their several flag days, and 
at the continued thought béing given to out-patient 
waiting. A committee of the Fund is now consider- 
ing with the hospitals the quickest way of doing 
efficiently all the things that have to be done after 
patients arrive at hospital and before they see the 
doctor. The visitors who keep the Fund informed 
of what goes on from day to day in the hospitals 
have reported that there are still thirteen hospitals 
which wake their patients before 6 o’clock in the 
morning. It is true that the proportion of patients 


thus disturbed is only 9 per cent. of the total hospital 


population in London, but it must still stand for a 
large amount of distress and discomfort. It is 
unfortunately not quite certain that the same grant 
can be given this time next year; the hon. treasurer 

- of the Fund had to report that the estimated income 
for next year was down by about £20,000, the decrease 
being due almost entirely to a shortage in legacies. 
There is yet a little time before the end of the year 
and although no one wants hospital well-wishers to 
pass away at Christmas-time, yet if they must it may 
be hoped that they will be both rich and generous. 
All the cheques for this year’s grants were posted on 
Friday, Dec. 18th. 


DOMESTIC HEATING BY GAS 


One of the greatest labour-saving devices in the 
modern home is the fire which makes no dirt, and 
which can be put on and off, at will, by pressing a 
switch or turning a tap. It is inevitable that gas and 
electric fires, starting as substitutes for the coal fire, 
should develop along independent lines and give 
rise to new problems. At the request of the governor 
of the Gas Light and Coke Company, the Royal 
College of Physicians of London appointed a 
committee to examine domestic heating by gas from 
the point of view of health and comfort, with particular 
reference to the construction of rooms without 
fines or air bricks.” The report of this committee has 
just been published? and makes interesting reading. 
It begins by stating the optimal conditions for comfort 
—namely, that loss of heat by the body should 
proceed at a certain rate, and by radiation, convection, 
and evaporation in certain proportions. This leads 
to a general survey of the ventilation and heating 
requirements of rooms, and the relative merit, in 
different circumstances, of fires which throw out a 
lot of radiant heat and those which merely heat 
the air by convection. The plan of the report is 
then to say that, under average conditions of ventila- 
tion, the flueless room requires so many cubic feet 
of gas per hour to heat it, and to discuss the possible 
harmful effects of burning such a quantity of gas. 


a Dom ie Heating by Gas considered from the point of 
wiew of Health and Comfort. Report of an Advisory Com- 
mittee of the Royal College of Physicians of London. London: 
Harrison and Sons, Ltd. 1936. Pp. 31. Price 1s. 155 
members of the committee were Prof, W. W. J ameson, 

Sir Joseph Barcroft, F. R. S., Sir Arthur Hall, M.D., Dr. G. P. 
Growden, and Dr. Reginald Hilton.) 
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An astonishing difficulty is recorded, which, though 
it did not prevent the carrying out of this plan by the 
committee, introduces an element of surmise into 
their findings: “. . . the committee is of opinion 
that the degree of air change which takes place in 
rooms under ordinary conditions of occupation 
has never been adequately investigated.” ... There 
is “no general agreement as to what constitutes 
sufficient ventilation in a room unprovided with 
a flue, and dependent entirely on the opening of 
windows and doors. 

The bulk of the report consists of a survey of the 
effects of a gas fire, using 1 cubic foot of gas per 
hour per 100 cubic feet of room space, in a flueless 
room where the air is changed not less than once 
per hour. In such a room, the heating would be 
adequate, and the ventilation, though probably 
just sufficient, rather on the low side. It is thought, 
however, that a less degree of ventilation than this 
would be unlikely, even in a flueless room, so that 
from the point of view of products of combustion, 
worse conditions would not be encountered. Tables are 
given showing the maximum gas rates permissible 
in a room of standard size with reference to the 
ventilation-rate, and the effect of the sulphur content 
of the gas upon these maxima, Provided that the 
given rates of combustion are not exceeded, and they 
are adequate for heating purposes, no danger i is to be 
anticipated from fumes. The committee dispels 
a few popular illusions about carbon dioxide, and 
devotes a good deal of space to carbon monoxide. 
Other products of combustion are considered, but 
those first likely to rise above the threshold of comfort 
or safety are the oxides of sulphur. Fortunately, 
these are smelt long before they becoine toxic, so 
that they are in every way a desirable criterion for 
the maximum permissible rate of gas usage. It is 
less fortunate that the percentage of sulphur in gas 
varies with the process of manufacture. The report 
itself should be consulted for reservations, often 
important, but in general it may be said that the 
heating of even flueless rooms by gas is compatible 
with comfort and health. In view, however, of the 
lack of knowledge about the ventilation of such rooms, 
the committee strongly deprecates their construction, 
and advises the provision of at least an air brick. It 
is useful to have this independent verdict on a matter 
of everyday importance. 


WISE ANDREW BOORDE 


ANDREW BOORDE was born in Sussex in the last 
years of the fifteenth century and lived till the middle 
of the sixteenth. His two small books are among 
the earliest written in English on medicine after the 
Renaissance, and are especially of interest because 
they represent the revolt from mere authority and 
the rise of a spirit of Inquiry and recourse to actual 
observation, which were to come to fruition in the 
later years of the century. The Garswood Press, 
whose first publication ! this is, and its editor, have 
chosen from the two books those passages which may 
“ pest reveal the author, the usages of his age and 
more particularly the organisation of a Tudor house 
hold.” The original volumes were published, probably 
in 1542, for in that year Boorde dedicated the Dyetary 
to the Duke of Norfolk ; and there were later editions 
in 1562 and 1576, long after Boorde’s death which 
took place probably in 1549. They have been 
reprinted in the nineteenth century by the Early 


1 The Wisdom of Andrew Boorde. Edited b 
Illustrated by A. E. Christopherson. Leicester: 
1936. Pp. 63. 7s. 6d. 
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English Text Society, principally for their philo- 
logical interest. ü i 
Boorde's age was the period of the travelling scholar, 
and a considerable portion of his life was passed in 
foreign travel. He had been brought up as a 
Carthusian monk, but when he was nearing his 


thirtieth year he obtained a dispensation from his 


monastic: vows, and set out to see the world. This 
first journey. occupied about two years, at the end 
_of which he returned to England and practised the 
art of medicine, having many notable patients, among 
them the great Duke of Norfolk, by whose favour 
he was introduced to the Court, but was not 
apparently among the King’s physicians. He was 
however restless, and, fired by a zeal to se and to 
know the trewth of many thynges and to have 
a trewe cognyscyon of the practis of Physicke,”’ 
he visited all the best known universities and schools 
“within the precinct of Chrystendome in a second 


tour of Europe. In 1534 he was back in London, and 


was shortly afterwards employed by Thomas Cromwell 
to visit the principal Courts of Europe and report 
on political matters. After this journey he visited 
Scotland, still in communication with Cromwell. 
Then came the dissolution of the monasteries and 
Boorde departed from England on a journey which 
took him to France, Germany, Italy, Rhodes, and 
thence to Joppa and Jerusalem; he returned by 
Naples and Rome and then passed the Alps to settle 
for a considerable period in Montpellier, where 
he appears to have written his two books. On his 
return to England he is said to have settled in 
Winchester, and for an alleged offence against morals 
was in prison. In the Fleet prison he made his 
will in 1549 and died almost immediately afterwards 
in his sixtieth ‘year. ö 
He was certainly a learned man and a good scholar, 
and at that time scholarship and learning entitled 
a man to style himself a physician, for medicine was 
almost entirely the outcome of a study of Galen’s 
writings. 
men were beginning to break away from mere 
authority and Boorde was not in the least, so far as 
we can judge, prepared to accept things on hearsay ; 
he wished to se and to know the trewth of many 
thynges.” And so, though he quotes authority 
often, he is quite ready to contradict it with the facts 
which he has himself observed, and his remarks on 
diet, the rules for retaining health, and the effects of 
climate are full of good sense derived from his own 
experience. His English style, as exhibited in these 
excerpts, is always lucid, and occasionally achieves 
elegance and terseness. Half a century later that 
monarch among essayists scarcely bettered Boorde’s 
directions for building a house. It is almost the 
tongue of the great Lord Chancellor: For the 
commodious building. of a place doth not only satisfy 


the mind of the inhabitor, but also it doth comfort 


and rejoiceth a man’s heart to see it, specially the 
pulcruse prospect. For my conceit is such, that I 
had rather not to build a mansion or a house, than 
to build one without a good prospect in it, to it, and 
from it.” 

This charming brochure is something of a curiosity. 
In the first place it is not a complete edition of the 
text of Andrew Boorde’s Brevyary of Health, nor of 
his Dyetary of Health, but contains one excerpt 
from the Brevyary and a score or more from the 
Dyetary. It is to a certain extent modernised, 
especially in the spelling, in which Andrew, like most 
of his contemporaries, was content to write down the 
form which for the moment appealed to his eye; 
and it is published in a limited edition of five hundred 


by a virtuoso. 


However, in Montpellier and elsewhere, 
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copies. It is obviously not intended for scholars: 
it is difficult to believe that it will appeal to the general, 
or even to the medical, public; so that it must be 
supposed that it is addressed to his fellow virtuosos 
At any rate its format, its illustra- 
tions, its type, its essays on medieval medicine and 
the school of Montpellier are all delightful. 


- POISONS DISPENSED BY PRACTITIONERS 


WE would remind practitioners who supply medi- 
cines to their patients that on Friday next they 
should .be careful to comply with the requirements 
of the rules in regard to the labelling of poisom 
which then come into force. It will be necessary for 
a dispensing practitioner, when supplying poison a 
a medicine, to take steps to ensure that the con- 
tainer is distinctly labelled with his name and addres. 
In the case of an embrocation, liniment, lotion; 
liquid antiseptic, or other liquid medicine for extemal 
application the container must be labelled with the 
name of the article (e.g., The Lotion“) and the 
words For external use only.“ It is also incumbent 
on the dispensing practitioner, when he supplies his 
patient with any substance in the First Schedule, 


to enter in a book which he regularly uses for that 


purpose the following particulars: (a) the date on 


Which he supplied the medicine ; (b) the ingredients 


of the medicine supplied; and (e) the name of the 
patient. No such entry is required, however, when 
the medicine is prescribed on an insurance form or 
on one issued by the local authority's health servio. 
Nor is a practitioner required to keep a record of a 
medicine administered by him personally to a patient 
or left with the patient when attending him. 


DIAGNOSTIC VALUE OF HORMONE ASSAYS IN 
PF PREGNANCY 


THE excretion of gonadotropic substances in the 
urine, recognised by a qualitative test on mice, is the 
basis of the Aschheim-Zondek reaction for detection 
of early pregnancy. Quantitative tests have indicated 
the approximate course of their exoretion during 
pregnancy, and some attention has been given to the 
differences between individual cases. In our present 
issue Dr. Browne and Dr. Venning describe how they 
have followed in detail the variation in urinary 
gonadotropic substances throughout pregnancy in 
five cases. This laborious work has led to several 
important conclusions. In the first place, these case 
did not follow the generally accepted normal curve 
of amounts excreted at different stages of pregnancy. 
Further the results demonstrate, in confirmation of 
Heim, the great individual variations that may 
occur, and suggest that big variations are highly 
significant of the state of the pregnancy. 

It may be argued that, however laborious the work, 
an investigation of this kind must be extended to 
very many more cases before generally valid con- 
clusions can be drawn. But this extension mus 


depend on advances in technique; for the stage is 


not yet reached at which cases examined in different 
laboratories can be. directly compared and the dats 
accumulated to form the basis of adequate generalist 
tions. Several methods of extraction of the gonado- 
tropic fraction from urine are known, but there B 


no general agreement about the best. The means of 


assay are in a still greater state of confusion: with 
different methods, different stocks of animals, and 


-without any common standard of comparison, results 


from different laboratories are only broadly oom: 
parable. Two workers might agree that gonadotrops 


‘material reaches a maximum concentration at 4 
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certain period of gestation, but it is highly unlikely 
that they would agree on a numerical value for that 
concentration. That is why intensive investigation 
is necessary with the object of finding and establishing 
optimum methods of extraction and assay and of 
contriving some common unit of biological activity 
preferably in the form of a standard preparation. 
These general considerations must certainly not be 
taken as belittling the pioneering work of Browne 
and Venning, but rather as à plea for conditions 
that will make more of such work possible. 

Dr. Browne and Dr. Venning go on to propose an 
interesting theory to account for the oourse of exore- 
tion of gonadotropic material, according to which 
the care and maintenance of pregnancy is the task 
of the ovary until the placenta, with its own gonado- 
tropic hormone, has worked itself up into such a 
state of activity that it is producing enough progestin 
and cestrin to take over the burden. The maximum 
of urinary gonadotropic excretion is then at the 
period when the autostimulation of the placenta is 
at a maximum, but its pregnancy-maintaining 
function has not yet come into full production. After 
this, either the stimulation falls off, or the stimulated 
cells within the placenta absorb increasing quantities 
of the hormones. The application of such a theory 


to the interpretation of abnormalities of excretion 


may prove very useful in practice. It is sufficient to 
refer here to the case described in which abnormally 
low excretion in the early days of pregnancy was 
associated with an ectopic gestation with little living 
chorion, and the suggestion that, although the quali- 
tative test may be positive, low values, obtained by 
quantitative estimation, generally imply that the 
products of conception are dead or dying. 


ASTHMA RESEARCH 


DURING the year ending last October the work 
of the Asthma Research Council formed in 1927 
has continued in various centres, and the latest 
report can now be obtained free from the secretary 
of the Council, c/o King’s College, London, W.C.2. 
At Guy’s Hospital, 610 new patients have attended 


the research clinic during the year and a conclusion 


reached after close study of a small group is that 
asthmatics are substantially improved by general 
medical measures, and tend to improve to some 
extent under treatment of any sort. Protein 
desensitisation and the use of vaccines are the specific 
methods at present being investigated at this clinic, 
and though analysis of results obtained is still incom- 
plete they seem so far to be disappointing. Monilia 
infections, reported to be common in asthmatics 
in the Channel Islands, have been found to be rare 
in London asthmatics among whom no evidence of 
specific cutaneous sensitivity to monilia has been 
demonstrated. As we have already recorded, the 
psychological side of asthma is also receiving attention 
at Guy’s from Dr. C. H. Rogerson working with 
children and Dr. E. B. Strauss with adults. The 
year’s work at this clinic confirms the impression 
that no existing method of treatment comes anywhere 
near to cure, and future inquiry is to take the form 
rather of studying individual cases than of large- 
scale investigation of methods of treatment still 
on trial. With this in view, a drastic reduction in 
the number of patients attending the clinic is 
imperative. At St. Mary’s Hospital antibacterial, 
psychological, and desensitising methods have all 
been employed. Workers at this clinic maintain that 
when specific protein sensitisation cannot be demon- 
strated, focal sepsis must be looked for and eradicated. 


From the beginning of March to the end of July a 
special hay-fever clinic is held at St. Mary’s. At 
King’s College Hospital the value of remedial breath- 
ing exercises in asthma is being further examined 
and the importance of increasing the reserve air 
rather than the vital capacity of the chest is 
emphasised. At the Leeds General Infirmary large 
doses of potassium chloride have been found to 
benefit a few patients, mostly young ones, and a 
quantitative method of desensitisation has been tried 
with good results. Thus, if a patient has given a 
triple positive reaction to feathers and a double 
positive reaction to horse dust, a mixed protein 
vaccine containing three parts of a dilution of feathers 
and two parts of a solution of dust is used. Various 
non-clinical investigations have also been made. 
At King’s College attention has been focused on 
the mechanism of the action of adrenaline on the 
body. Sir Leonard Hill at the St. John Clinic has 
found that many asthmatics are made uncomfortable 
by dull red and dark sources of heat, and pleads for 
adequate ventilation to prevent this, and also to 
sweep away droplet infection. Lastly, at the 
Charterhouse clinic, Dr. Gilbert Scott has been 
treating cases of asthma and other diseases with wide- 
field radiation over the whole abdomen and back, but 
excluding the thorax, using small doses of X rays. The 
report shows that, if so far the results of this asthma 
research have not been as fruitful as might be wished, 
there has been no lack of effort among the workers. 


TEA 

THE effect of tea on health has been a subject 
for controversy, ever since its use became at all 
popular in this country, which was soon after the 
Restoration, for we find Samuel Pepys noting in his 
diary that he tried the new Chinese drink tea. In 
1772 John Coakley Lettsom prefaced his M.D. 
thesis on the properties of tea with the remark 
“ The accounts which have been given of the virtues 
and efficacy of tea are in general so contradictory 
and void of true medical observation, that it seemed 
no improper subject for a candid discussion.” 
Lettsom came to the conclusion that Tea, if not 
drank too hot, nor in too great quantities, is perhaps 
preferable to any other vegetable infusion we know. 
And if we take into consideration likewise its known 
enlivening energy, it will appear that our attachment 
to tea is not merely from its being costly or fashion- 
able, but from its superiority in taste and effects 
to most other vegetables.” His impression was 
amply confirmed by the distinguished chemists 
who not long ago discussed tea and coffee from 
various aspects.! We have received from the 
Empire Tea Market Expansion Board an attractive 
booklet addressed to the medical profession entitled 
“A New Essay Upon Tea” and dedicated to Dr. 
Lettsom, in which the history of tea is briefly set out 
and rules are given for choosing and serving what is 
best. The point is made that the tannin of tea, 
which its opponents allege tans the stomach of the 


tea drinker, is not the tannin of the pharmacopoia. 


Moreover tea contains less of it than sundry other 
beverages. The Board’s thesis is documented by an 
investigation of the action of the various components 
of teas on the stomach juices in vitro and of the effects 
on a group of healthy young men and women. It was 
found that generally hot water could be drunk without 
causing discomfort, but when caffeine alone or 
B.P. tannin alone was added discomfort and sickness 
ensued. When however both substances were added 
no discomfort followed. Tea drunk without milk or 
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sugar only caused discomfort when the quality was 
poor, but the addition of milk and sugar prevented 
any feeling of discomfort, even if the tea had been 
infused for ten minutes. The laboratory experi- 
ments suggested that the effect on salivary digestion 
was extremely small when the alkalinity of the 
salivary juice was accurately copied. Milk with its 
amphoteric . proteins was more efficient than sodium 
bicarbonate in producing the desired alkalinity, since 
the proteins formed insoluble compounds with the 
tannin as the point of acid reaction was approached. 


Tea-tannin was found to have a definite effect in 


reducing peptic digestion, proportional to the amount 
of tannin present, and dependent on the acidity and 
buffering substances. The effect occurred only within 
the range of acidity of the normal fasting stomach 
and was countered by the addition of milk to the 
tea. When the stomach is stimulated the acidity 
is raised and any deleterious effects of the tannin 
become negligible. Pancreatic digestion was affected 
only if the whole solution became acid. It appears from 
this investigation that tea taken in the ordinary. 
English fashion with milk does not hinder digestion in 
healthy young people. If tea is taken without milk it 
should be a high-class tea. If tea is allowed to draw 
for long the dose of milk added should be proportion- 
ally large. The Expansion Board has certainly made 
out a good case for Pepys’s new Chinese drink, though 
no doubt candid discussion on its virtues and efficacy 
may go on for another century or two. 


e; SNAPDRAGON K 


SCHEMES for the support of voluntary hospitals 
are many, and all depend for their success upon 
the . generosity of the public; ‘obviously, those 


which meet with prompt favour are those which 


make good reply to the support received. . A popular 
form of appeal is the illustrated feuilleton setting out 
the objects of the charities advocated, and the 
publication, with the topical title of Snapdragon, 4 
which pleads the cause of the Norwich hospitals, 
gives a fine return for the modest shilling expended. 
Most counties have county pride, and have their 


individual charm, but few can put forward a better 


claim for. a just complacency than Norfolk, with its 
diversity of scenery, its historic background, and its 
artistic record. The Norwich hospitals were early— 
almost pioneers—in organising contributory move- 
ments among the citizens for the support of their 
beneficent institutions, and in Snapdragon we 
have an account of the recent activities in Norwich 
to keep enthusiasm in the interests of the hospitals 
alive. The present scheme, sponsored by an organisa- 
tion called the Roundtable,“ owes its activity to 
the younger professional and business men of the 
city, and its result is an illustrated Christmas Annual, 


in the production of which the support of the board: 


of management of the Norfolk and Norwich Hospital 
and the help of writers and artists have been enlisted. 
The result is that for the past three years an excellent 


pictorial magazine at Christmas has come into being 


and. has thoroughly justified its production, The 
issue in 1930 was 5000 copies. They were sold and 
‘followed by the publication of larger and larger 
editions, until this year a circulation of 15,000 has 
been reached, and fairly exhausted. The aggregate 
profits during the six years have amounted to £12,000, 
for the printers accept the net cost of production 
only, and all the work of production is voluntary. 
The articles and stories are given by the writers and 
artists, and the illustrations are given or lent for 
reproduction, while a series of amusing competitions 


£< 8 * 


are thought out and judged by the committee, with 
voluntary help from appropriate sources. Among 
the contents will be found a novel ghost story by 
Dr. Michael Bulman, chairman of the Round- 
table, many amusing archeological notes on old 
buildings for which the numerous inns and hostelries 
provide splendid material, and tales of the Norfolk 
countryside recalling adventures by sea and land, 
The illustrations are profuse and very good, including 
some excellent coloured reproductions of well-known 
pictures, as of George Vincent's Yarmouth Beach.“ 
Mr. Harry Morley’s “ Cockle Gatherers at Morston,” 
and Mr. A. J. Munnings’s ‘“‘ Spelman’s Horse Sale.“ 
The annual is really worth possessing, and Mr. Herbert 
Leeds, the editor, and his contributors deserve 
congratulation for their engaging work. 


LADY ALLBUTT 


THE death of Lady Allbutt in her ninety-sixth year 
will be regretted by the large number of people who 
came to know her through her distinguished husband. 
Susan England was a Yorkshire woman, and married 
Sir Clifford Allbutt in 1869, and both at Leeds and 
Cambridge the home of the Allbutts formed a centre 
of hospitality. The connexion with Leeds and 
Yorkshire may be overlooked,” writes Dr. Wardop 
Griffith, by those who are not old enough, as the 
writer of these lines is, to remember Allbutt when he 
was a member of the staff of the General Infirmary 
at Leeds, its most brilliant physician and its most 
enthusiastic supporter. Although it is 47 years since 
the Allbutts left Leeds, they are remembered by 
their rapidly diminishing circle of friends and the 
announcement of the death of Lady Allbutt has 
brought back to the minds of many the ch 
couple whose cordial and generous hospitality was 80 
widely and so kindly extended. This was never 
more unfailing than in the case of young medical 
men who had everything to receive but nothing. to 
give beyond : gratitude for those attentions which 
meant so much to them.“ The same generous con- 
sideration was continued during the long residence of 
the Allbutts in Cambridge, where Lady Allbutt 
remained, during eleven years of widowhood, to be 
a gracious and sympathetic: figure. 


EMERGENCY NURSERY SCHOOLS 


At the beginning of 1933 the Save the Children 
Fund formed an emergency committee to establish 
open-air nursery schools for children between the 
ages of two and five years in special danger of suffer- 
ing through ‘the economic depression, Eight of these 
schools are now in full swing at Newcastle, North 
Shields, Sunderland, Middlesbrough, Leeds, Merthyr 
Tydfil, Brynmawr, and Hoxton, and the Commissioner 
for the Special Areas has agreed to make grants to the 
committee for the provision and equipment of 
others. A report just issued for the year ending last 
April presents a picture of dramatic effect upon the 
children attending the schools. Children 4 lb. under- 
weight at two years old have become normal by the 
age of four; the “ greyish-yellow” complexion 
induced by lack of air and fresh fruit and vegetables 
has changed to normal pink and brown, while 
“legs badly bent are slowly straightening.” Sores, 
verminous heads, discharging eyes, boils, and other 
conditions associated with poverty are common 
among entrants, but as a rule these defects rapidly 
disappear under the nursery school régime. Alto- 
gether some 380 children are being cared for in the 
emergency nursery schools, and 160. more will be 
accommodated in the two large schools being built 
at Hebburn and North Shields. l 
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SPECIAL ARTICLES 


FOOD FOR THOUGHT* 
By A. F. Durton, M. A., D. I. C. | 


4 They are as sick that surfeit with too much as they that starve 
with nothing.” Shakespeare, Merchant of Venice.“ 
% Discite, quam parvo liceat producere vitam, 
Et quantum natura petat I” Lucanus, “‘ Pharsalia.” 


NINETEEN hundred years ago we were bidden by 
Lucan to learn how little is necessary to support 
life, and to find out how much nature really needs. 
And yet, even now, in a period which has been 
characterised as one of unparalleled study of the 
science of nutrition, we have to confess our utter 
ignorance. This lack of knowledge was felt by the 
committee of the British Medical Association which 
was set up in 1933 to determine the minimum 
weekly expenditure on foodstuffs which must be 
incurred by families of varying size if health and 
working capacity are to be maintained, and to 
construct specimen diets.” 

In attempting to fulfil these terms of reference, the 
committee endeavoured to formulate a workable 
interpretation of the available data, proved experi- 
ence, and the recommendations of authorities in 
regard to the quantitative and qualitative food 
requirements of children and adults. The committee 
recorded its regret that there exists no satisfactory 
and accepted routine method by which the nutritional 
condition or state of individuals can be assessed, 
remarked that there is a considerable body of opinion 
that malnutrition is not observable among the poor 
and suggested that knowledge of the extent, or 
absence, of malnutrition among varied social groups 
would, if considered in conjunction with data as to 
the food intake of those groups, prove of great value 
and public interest. 


SUBSISTENCE DIETS IN THE EIGHTEENTH 
- CENTURY 


Now in considering any report the first question 
that arises is, Are the conclusions which are drawn 
reasonable in the light of general knowledge?” In 
the case of this report of the British Medical Asso- 
ciation, I find it necessary to contrast the finding 
that an expenditure of some 5s. 11d. per week on 
food is essential for the maintenance of health and 
working capacity in an English working man of the 
present day with the information given in Count 
Rumford’s essay, Of Food, and particularly of 
Feeding the Poor.” 


Of the Bavarian soldier, he writes : 


„The pay which the soldier receives in money (five 
kreutzers a day), equal to one penny three farthings 
sterling, added to his daily allowance of bread, valued at 
one penny, makes two pence three farthings a day for the 
sum total of his allowance. That it is possible in any 
country to procure food sufficient to support life with so 
small a sum, will doubtless appear extraordinary to an 
English reader; but what would be his surprise upon 
seeing a whole army, composed of the finest, stoutest, and 
strongest men in the world, who are fed upon that allow- 
ance, and whose countenances show the most evident 
marks of ruddy health and perfect contentment ? ” 


Rumford was not writing from hearsay but from first- 
hand information. He had completely reorganised 


Read before the British Assoctation, 


N Section I., on 
Sept. 11th, 1936. 


and equipped the Bavarian army and was not 
only lieutenant- general and colonel of the regiment 
of artillery, but also commander-in-chief of the 


general staff. 


Rumford, who was a pioneer in investigating the 
science of nutrition and the art of providing whole- 
some and palatable food at a small expense, gives 
a very interesting detailed account of the house- 
keeping of two messes belonging to two different 
Bavarian regiments, and his army experience was 
put to good use when he undertook the feeding of 
the poor. . 


Though the Bavarian soldiers live at a very small 
expense, little more than twopence sterling a day, he 
wrote, yet when I compare this sum, small as it is, 
with the expense of feeding the poor in the House of 
Industry at Munich, which does not amount to more than 
two farthings a day, even including the cost of the piece 
of dry rye-bread, weighing seven ounces avoirdupois, 
which is given them into their hands at dinner, but which 
they seldom eat at dinner, but commonly carry home in 
their pockets for their suppers,—when, I compare, I say, 
this small sum with the daily expense of the soldiers for 
their subsistence, I find it necessary to conclude either 
that the soldiers might be fed cheaper, or that the poor 
must be absolutely starved upon their allowance. That 
the latter is not the case, the healthy countenances of the 
poor, and the air of placid contentment which always 
accompanies them, as well in the dining-hall as in their 
working rooms, affords at the same time the most interest- 
ing and most satisfactory proof possible. 


Were they to go home in the course of the day, it 
might be suspected that they got something at home to eat, 
in addition to what they receive from the public kitchen 
of the establishment ; but this they seldom or never do, 
and they come to the house so early in the morning, and 


leave it so late at night, that it does not seem probable 


that they could find time to cook anything at their own 
lodgings. | 

„Some of them, I know, make a constant practice 
of giving themselves a treat of a pint of beer at night, 
after they have finished their work; but I do not believe 
they have anything else for their suppers, except it be 
the bread which they carry home from the House of 
Industry. 

“I must confess, however, very fairly, that it always 
appeared to me quite surprising, and that it is still a 
mystery which I do not clearly understand, how it is 
possible for these poor people to be comfortably fed upon 
the small allowances which they receive. The facts, 
however, are not only certain, but they are notorious, 
Many persons of the most respectable character in this 
country (Great Britain) as well as upon the continent, 
who have visited the House of Industry at Munich, can 
bear witness to their authenticity ; and they are surely 
not the less interesting for being extraordinary.“ 


Now Rumford wrote about nutrition in 1796, 
when François Magendie was a mere boy of twelve 
and before it was customary to differentiate between 
protein, carbohydrate, and fat. He fed more than 
one thousand poor people for more than five years 
before he wrote his essay but, so far as I am aware, 
no one, not even Prof. R. H. Chittenden or Prof. 
Hindhede, the two great exponents of the virtues of 
a low-protein diet, has yet taken the trouble to 
analyse the diet he adopted. 


The basic diet comprised a pound and a quarter 
of a very rich soup of peas and barley, mixed with 
cuttings of fine white bread, and a piece of rye bread 
weighing seven ounces. Children were allowed the 
same portion as grown persons, and a mother who 
had one or more children was allowed a portion for 
each of them. The quantity of each of the ingredients 


` 
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contained in one portion of the soup was as 


follows :— 
l In avoir- In avoir- 
i dupois dupois 
Ingredients. WOEDE: Ingredients. werent: 
; 02. Z. 

Of pearl barley .. 14988 | Of salt 0 SAS; 
, peas ~. ... 129, | weak vinegar.. 0 45, 
- bread . O F424 water 14 0 


Some idea of the adequacy of the mineral content 
of the diet may be gathered from Table I. 


TABLE I 
Fe. Ca. me: | Na. | K. | P 

i , Mg. per day. 
Pearl barley®  .. | 17:5 | 25 80 
Peas*® 10°6 51 66 
White bread f 0-2 7 6 
Rye bread t 3-2 48 77 
Salt . — e me 
' Total 3 | 31:5 | 131 | 229 


* cf. Thorpe’s Dictionary of Applied Chemistry, London, 1921. 
' tof. Sherman’s Chemistry of Food and Nutrition. 4th ed. 


`I compute that the diet provides 30 grammes of 
protein and 960 calories, and the comparison of these 


figures with some of the dietary standards which 


have since been proposed is instructive (Table II.). 


TABLE II ot a 
— Lear. Protein (g.). Calories. 
Rumford .. 1795 30 f 960 
Voit 1881 118 3055 
B. M. A. 1933 1005 3400 
Engineers’ study 
group .. oe 1936 - 108 3600 


ł Includes no first-class protein. . 
§ Includes 50 g. first-class protein. 


Now this comparison is, to say the least of it, 
startling. We must remember that Rumford was a 
fellow of the Royal Society, elected on the recom- 
mendation of its illustrious president, Sir Joseph 
Banks, and that he was no tyro but a very careful 
experimenter whose results are worthy of the most 
serious consideration. What conclusions are we to 
draw from his large-scale experiments in nutrition ? 

It seems to me to be a matter of very considerable 
physiological importance that Rumford’s poor people 
worked long hours upon a diet which, even with the 
addition of a pint of beer, appears to be quite inade- 
quate to provide for the normal basal metabolism. 
If Rumford is right two consequences must inevitably 
follow. Firstly, the basal metabolism of a man must 
be capable of being reduced to a level far below what 
physiologists have hitherto believed to be possible, 
and, secondly, the mechanical efficiency of the body 
upon a reduced diet must be greater than has been 
imagined. 6 

A PERSONAL TRIAL 

Now a comprehensive report upon Human 
Vitality and Efficiency under prolonged restricted 
Diet ” was published in 1919 by the Carnegie Insti- 
tution of Washington, and in it Prof. F. G. Benedict 
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. laboratories.” 
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and his colleagues remark that it is indeed surprising 
that after 15 years’ search for a nutritional level 
with man markedly different from that of the normal 
individual, such a level should not have been found 
in all the researches conducted by this and other 
The existence of this report, which 
extends to over 700 pages, may suggest perhaps that 
there is little scope for further work on the subject. 
A careful study of the report, however, makes it 
quite clear that this is not the case. The author’ 
statement, for example, that, although they enjoyed 
the fullest coöperation of the subjects, it became 


- psychologically impossible to control every meal 


constitutes a serious confession of failure. They 
amplify the statement that some of the Sunday 
meals were excessive in amount with the remark 
that it would seem almost incredible that such 
quantities of food could be eaten without extreme 
discomfort, and later in the report naively add that 
this relaxation from the routine made it mor 
possible to keep the men contented and to extend 
the period of experimental observation. 

I would like here to quote briefly from Prof. Hind. 
hede: Much reading on the subject of nutrition 
must tend to induce scepticism. There is always 
the question as to what is really the truth. And in 


the end a man places most faith in himself.“ 


Prof. Hindhede’s suggestion that we should expen- 
ment upon ourselves is one which has much to oom- 
mend it and, in view of Count Rumford’s remark 
that he did not clearly understand how it was possible 
for the poor to be comfortably fed upon the diet 
which he provided, I have felt constrained not only 
to try the diet for a period of 10 days but also to 
measure my basal metabolism and bodily efficiency. 
My meals were arranged as follows : 

8 A. x. Breakfast 


1 P. . — Dinner. 
7 P. M.— Supper `, 


3 oz. rye bread. . 
20 oz. Rumford soup. 
4 oz. rye bread. 


The rye bread was baked at home from rye meal 


and contained the same proportion of water as the 
bread baked at the military workhouse at Munich. 
I was agreeably surprised not only at the palatability 
but also at the apparent adequacy of this diet. I 
lost weight, it is true, but this was not unexpected 
as it takes a long time for the reserves in the body 
to become adjusted to a change in dietary level 
I was not emaciated, however, did not experience 
hunger, and was able to do my usual daily work 
My friends, moreover, remarked how well I looked. 


TABLE III 


Basal metabolio 
rate. 


Expired air. Oxygen used. 


Litres per hour. Calories per day. 


60°3 2071 324 
60-2 2-83 343 
62-8 3-08 370 
71˙8 2˙62 314 
— Mean 338 


My basal metabolism was determined on fou 
days, expired air being collected in a Douglas bag 
over a period of 30 minutes, and subsequently 
measured and analysed. Results were obtained a8 
shown in Table III. . 

I think that these experiments show that there is 
no inherent difficulty in accepting Rumford’s story 
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as being substantially accurate. The basal meta- 
bolism figures are low enough to leave a margin of 
energy available for work. 

For the determination of bodily efficiency step- 
climbing was adopted, and the method employed 
was substantially the same as that described by 
Dr. Vernon and Mr. Warner.! As it appeared from 
their paper that the heat production as determined 
after an hour and a quarter was substantially equal 
to the average over a period of three hours’ step- 
climbing, this single determination of the metabolic 
rate was made, the expired air being collected in a 
Douglas bag. Results were obtained in experiments 
upon different days, as given in Table IV. 


TABLE IV 

Rate of Expired Oxygen Metabolic Gross 

working. air. used. rate. efficiency. 
Kg. metres Calories Per 

per hour. Litres per hour. per hour. cent. 

16,100 771 47-0 235 16-1 

16,100 748 46 ˙4 232 16°3 

— — — Mean 16-2 


These efficiency figures are high, particularly in view 
of the facts that I was neither inured to the diet nor 
trained in step-climbing. As the high efficiencies 
obtainable on a low diet are important, it is of 
interest that after living for a month on a 1300 
calorie diet I was able to do work in step-climbing 
at the rate of 16,600 kg.m./hr. with a gross efficiency 
of 25-6 per cent., that is, with a heat production of 
only 152 calories per hour. 

This 1300 calorie diet was used as a discipline in 
preparation for the stricter diet described above, as 
it was felt that caution ought to be observed in making 
such a radical dietary change. It will be recalled that 
Dr. Tobias Venner, in his Via Recta ad Vitam 
Longam,” insisted that it be not done rashly, or 
too suddenly, but with good advisement, and little 
by little : for all sudden mutations are to be eschewed 
a8 injurious to nature.” I gradually accustomed 
myself, therefore, to less generous fare than usual 
and for some months for breakfast had only coffee 
and two ounces of dry bread and no food between 
dinner and supper. I then adventured on a strict 
diet containing, 32 g. of protein and providing 1300 
calories per day, and continued on this for a month. 
For ten days the diet was as follows: 


8 A. M. Breakfast 3 oz. bread. 
1 pint beer. 


20 oz. Rumford (potato) soup, the 
ounce of bread being fried fat. 


4 oz. bread. 
1 pint beer. 


It is interesting to note that the fat in which the 
bread was fried together with the pint of beer con- 
tributed one-third of the energy which this diet 
provided and to recall that Rumford advocated the 
frying of the bread as an obvious means of improving 
the soup. : 

Some measurements of reaction times may perhaps 
be of interest. My attention was drawn to the 
possible value of such measurements by Dr. Wynter 
Blyth’s paper on Experiments on the Nutritive 
Value of Wheat Meal which was published in 1889 
in the Proceedings of the Royal Society. Dr. Blyth’s 
subject lived for a month on distilled water and 


1 P. x. — Dinner 


7 P. a. — Supper 


1 Vernon, H. M., and Warner, C. G.: Jour. of Hyg., 1932, 
XXIII., 431. 
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wheat meal and was tested in Mr. Francis Galton’s 
laboratory. The reaction times were included with- 
out comment among other physiological data and 
are recorded as 150 milli-seconds before the experi- 
ment and 100 milli-seconds at the end. The values 
obtained in my experiments were as shown in 
Table V., each figure being the mean of 10 
determinations :— 


TABLE V 
| Before 1300 After 1300 After 960 
calorie diet. calorie diet. | calorie diet. 
— Milli-seconds. 
A. F. D. 131 115 131 
E. M. D. 150 | 125. — 


I cannot refrain from expressing my surprise at 
the difficulty which Prof. Benedict and his colleagues 
seem to have found in restricting their subjects for 
19 days to a comparatively generous diet providing 
about 1570 calories. My wife had no qualms what- 
ever in joining me on a 1300 calorie diet, and at the 
end of a month said not only that she felt fitter than 
before but also that it would be possible to continue 
for a much longer period. Her reaction time fell 
from 150 to 125 milli-seconds. Even with protein 
restricted to 32 g. we managed to contrive satisfying 
and appetising meals. The following is a typical 
bill of fare 


BREAKFAST (8 A. M.) 


1 pint coffee, including 7 oz. 
milk and 4 oz. sugar. 

2 oz. bread. 

31 oz. apple. 


DINNER (1 P.M.) 


TEA (4 P.M.) 


4 pint tea, including 1 oz. 
milk and } oz. sugar. 


SUPPER (7 P.M.) 


5 oz. bread. 
1 oz. butter. 
2 oz. tomato. 


Soup 2 oz. lettuce. 


1 oz. bread. 


I think that in planning a restricted diet it is a 
grave mistake to take a normal bill of fare, as 
Benedict did, and halve the ration. Rumford’s 
psychology was sounder, for he realised that no person 
will consent to be deprived of the pleasure of eating. 


„The idea of occupying a person a great while, he 
wrote, and affording him much pleasure at the same 
time, in eating a small quantity of food, may perhaps 
appear ridiculous to some; but those who consider the 
matter attentively will perceive that it is very important. 
It is perhaps as much so as anything that can employ 
the attention of the philosopher. 

The enjoyments which fall to the lot of the bulk of 
mankind are not so numerous as to render an attempt to 
increase them superfluous. And, even in regard to those 
who have it in their power to gratify their appetites to 
the utmost extent of their wishes, it is surely rendering 
them a very important service to show them how they 
may oo their pleasures without destroying their 
health.” 


CONCLUDING ARGUMENTS 


Finally, perhaps I may be permitted to express the 
opinion that there is much confusion of thought 
about the heat loss from the human body. It is 
illogical, for example, to discuss basal metabolic 
rates computed in terms of body surface areas as if 
each area of surface were likely to lose heat at the 
same rate, when the measurements are made with 
the subjects lying down in unspecified environments 
and wrapped in clothing affording little or much 
thermal insulation. A depression of metabolism 
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upon a restricted diet appears, moreover, to be 


regarded as a profound. physiological enigma and: 


Benedict and his associates have three possible 
explanations to offer: 


: (1) That with a weight-loss there is less work for the. 


musculature to perform in its ordinary activities. 


(2). That there may be a removal of fat that makes the 
muscles somewhat more flexible and capable of greater 


efficiency. 


(3) That there is a withdrawal from the fluids bathing 
the cells of nitrogenous material, which material acts as 
a stimulus to cellular activity. 


I think that it will be agreed that a clothed man 
usually produces considerably more heat than would 


suffice to maintain his vital temperature. Not only 
does the thermal resistance of the skin tend to be 
kept at a low level, but work has actually to be done 
to get rid of the heat and blood is pumped through 
venous radiators much as the oil and cooling water of 
the engine of a high-speed seaplane are pumped round 
the surfaces of the body and wings. | 

I hesitate to obtrude my own views, but is it not 
clear that with a reduced diet less oxygen is required 


to consume. the food ? Less blood has to be circulated 


to transport this oxygen, less moisture has to be 
exhaled and less air is breathed. All this means that 
the body has less work to do: the body, in fact, 
can idle if food is not ingested unnecessarily. 


PARIS 


(FROM OUR OWN CORRESPONDENT) 


TYPHOID VACCINATION 


Two communications to the Academy of Medicine 
on Nov. 24th concerned typhoid vaccination. The 
first was made by Prof. Tanon and his associates, 
Dr. Rochaix and Dr. Cambessédés, and the material 
they have analysed belongs to the Lyons epidemic 


of 1928 and the Paris epidemic of November, 1933. 
They have used this material as a criterion of the 


value of typhoid vaccination and of the duration of 
its effects, basing their calculations on the fact that 
a goodly proportion of the male population is vac- 
cinated in the army against typhoid fever at the age 
of 21. There is no such wholesale typhoid vaccina- 
tion of the feminine half of the population, and the 
sex difference in the incidence of typhoid fever in 
the adult population should, therefore, be a rough 
guide to the value of such vaccination. In the 


Lyons epidemic the patients were classified in eight 


age- groups. Now, up to the age of 15, the incidence 
of typhoid was slightly higher in males than in females, 
whereas in the next age-group, 16-30, there were 
only 210 male to 447 female cases. Between 31 and 
40, there were only 20 males to 153 females, and 
between 41 and 50 there were 44 males to 113 females. 


Even at the comparatively high age of 51-60 the 


ratio was only 35 to 79, but this difference had almost 
disappeared over the age of 60. Prof. Tanon and his 
colleagues have come to the conclusion that the 
immunity conferred by typhoid vaccination lasts 
much longer than has hitherto been thought to be 
the case, and that it is legitimate to think that a 
single reinjection of a small dose would suffice every 
15 or 20 years to assure the duration of an adequate 
immunity.” The time may come when, in the opinion 
of these authorities, it will be considered advisable 
early in childhood to provide associated vaccination 
against typhoid fever, diphtheria, and tetanus. 
Revaccination against typhoid fever at the age of 
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15 and again at 21 should be sufficient till the ag 
of 35 or 40. | 

The second communication to the Academy of 
Medicine was made by Prof. Hyacinthe Vincent, 
whose figures make lugubrious reading. He caloulated 
that in the course of 12 recent years—1919 to 192, 
and the nine years, 1925 to 1933—there have been 
more than 23,000 deaths from typhoid fever in France; 
and if in the same period every twelfth or thirteenth 
case of typhoid fever proved fatal, there must have 
been between 275,000 and 300,000 cases—impressive 
figures. The Academy of Medicine unanimously 
passed a resolution on this occasion recommending 
early compulsory vaccination against typhoid and 
paratyphoid fever of all the relations and contacts, 
when these diseases break out either singly or in 
epidemic form. 


BLOOD TRANSFUSION AND THE HEALTH OF THE DONOR 


‘Recent investigations conducted in Strasboug 
are a reminder that it takes two to make a blood 
transfusion. Hitherto, the anxiety expressed with 
regard to the health of the donor has, as a rule, 
been only for the benefit of the prospective recipient 
of blood. The donor must not be suffering from this 
or from that ailment lest the patient he is supposed to 
benefit contracts it. Now, Prof. Merklen and 
certain of his colleagues in Strasbourg have under. 
taken blood examinations of 20 donors, all of whom 
had furnished more than 2. litres of blood: Ther 
red cells were, with only one exception, healthy 
and numerous enough, and the hæmoglobin wa 
never below 60 per cent. The leucocyte picture va 
unsatisfactory in this respect that in as many 8 
10 cases there were signs of neutropenia, which in 
three cases was pronounced. This hint of agranub- 
cytosis did not appear to be related to the quantity 
of blood withdrawn, as it was found in persons who 
had given only a little blood—i.e., 2 to 3 litres— 
whereas there was no sign of it in donors who had 
parted with 10 to 12 litres. The lesson to be drawn 
from these observations is. that the losses of red clk 
are made good more easily by the. blood -forming 
tissues than are the losses of granulocytes. The 
remedy for this state of affairs is to discontinue the 
donation of blood for a certain time whenever neutro- 
penia. is detected. When this injunction has been 
obeyed in Strasbourg, the granulocyte picture bas, 
as a rule, returned to normal pretty soon. Apart 
from this disquieting sequel to blood donation, it 
seems that, like the quality of mercy, it blesseth him 
that gives as well as him that takes, for in addition 
to an almost constant state of euphoria experienced 
by the donor, his capacity for physical and mental 
work is enhanced and his weight -is increased, some- 
times in no mean measure. 


COMPULSORILY AND FACULTATIVELY NOTIFIABLS 

| DISEASES 

On Jan. Ist, 1937, a Government decree will come 
into force regarding notifiable diseases and 
administrative action (disinfection, &o.) to be taker 
in connexion with them. The list of compulsorily 
notifiable diseases includes the. typhoid and par- 
typhoid fevers, exanthematic typhus, small-por 
scarlatina, measles, diphtheria, miliary. fever, cholers, 
plague, yellow fever, amebic and bacillary dysentery, 
puerperal infections, cerebro-spinal meningitis, 
anterior poliomyelitis, trachoma, the undulant fevers, 
leprosy, and spirochætosis ioterohæmorrhagica. 
list of facultatively notifiable diseases include 
pulmonary tuberculosis, whooping-cough, influens, 
pneumonia and broncho-pneumonia, erysipelas, 
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mumps, and ringworm. To public health experts 
living outside France it may seem paradoxically 
strange that the notification of pulmonary tuber- 
culosis is facultative, whereas that of the undulant 
fevers is compulsory. The problem is a clear illustra- 
tion of the adage that legislation must never outrun 
the goodwill of its intended beneficiaries. Both 
among the general public and an influential section 
of the medical profession there is a disinclination, 


amounting often to a definite aversion, to the stigma | 


and other disabilities attaching to the notification 
of tuberculosis. And it is doubtful if, at the present 
time, any useful purpose would be served in flouting 
this feeling by rendering the notification of pulmonary 
tuberculosis compulsory. The psychological and 
certain other aspects of the problem of the undulant 
fevers are quite different. For one thing, their 
recognition is of such recent date that there has not 
yet been time for the establishment of vested, 
emotional interests. Then again much depends on 
the fact that the diagnosis of an undulant fever 
hinges on laboratory tests and consequently on the 
coöperation with general practitioners of laboratories 
whose staffs are capable of notifying their findings and 
are not hindered from doing so by personal inhibitions. 


SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


GENERALISED NEUROFIBROMATOSIS 

AT a meeting of the Edinburgh Pathological Club 
last week Dr. J. H. Biggart described an interesting 
case of generalised neurofibromatosis. The patient 
showed not only numerous fibromata mollusca, 
but also tumours on the peripheral nerves and 
cauda equina. There were also a plexiform neuroma, 
and several localised nodules on the autonomic 
nervous system. In the left adrenal gland a small 
ganglioneuroma was associated with a tumour of 
the medulla—a chromaffinoma. The patient died 
from a sarcoma which originated in a nodule on the 
right brachial plexus. Histological investigation 
showed that the changes characteristic of the disease 
were to be found in almost every nerve, even though 
little might be noted on naked-eye examination. 
Such changes could be traced even to the muscle 
spindles and to small nerves supplying the sweat 
glands. Whilst in most nerves the process was of 
long standing and sclerotic, foci of cellular activity 
were found. A study of these suggested that the 
proliferating cells were those of the neurilemmal 
sheath and in the early stage there was no prolifera- 
tion of any other cell type. Dr. Biggart said that 
the association of the disease in this case with 
ganglioneuroma and chromaffinoma, and the 
occasional association of the disease with tuberous 
sclerosis, glioma, and acoustic nerve tumours suggests 
that von Recklinghausen's disease is due to a 
congenital anomaly of the neuroectodermic crest, 
and that its various forms represent merely a varying 
expression of this anomaly. 


OVARIAN HORMONES 

Prof. G. W. Corner, of Rochester University, 
New York, gave a lecture last week in Edinburgh on 
the ovarian hormones and the ovarian cycle. It 
has long been believed, he said, that in primates the 
menstrual cycle depends on the production of some 
form of hormone from the corpus luteum. This 
belief has been embodied in the law without 
ovulation, no menstruation.” In one of his monkeys 


however, the lecturer noted that, although menstrua- 
tion occurred frequently, there was no evidence of 
ovulation. He further observed that a monkey 
might menstruate in one cycle without ovulation, 
and in the next cycle with ovulation. Moreover 
there is some evidence that menstruation may be 
anovular in human subjects, although less commonly. 
In support of this Dr. Corner quoted the case of a 
young girl who was admitted to hospital suffering 
from diphtheria. Her mother happened to know 
the dates of two periods before admission. Menstrua- 
tion occurred in hospital and was followed 2-3 days 
later by death from toxemia. Examination of the 
ovaries showed no sign of pending ovulation, although 
the patient had been known to menstruate on these 
three occasions, 

It is known that menstruation-like bleeding can 
often be produced in monkeys by removal of the 
ovaries. In castrated females menstruation can 
be brought on by giving œstrin and then withdrawing 
it. The blood level of cstrin rises until just before 
the onset of menstruation and then drops suddenly. 
The cstrin content of the urine is usually low at the 
onset of menstruation. 

In monkeys, said Dr. Corner, a useful test for 
the presence of cstrin is the colour of the sexual 
skin in the neighbourhood of the vulva. It 
was later observed that giving anterior pituitary 
extract and then withdrawing it might also produce 
menstruation-like changes. The bleeding thus pro- 
duced could be inhibited if, when the administration 
of anterior pituitary extract was stopped, cestrin 
injections were begun. This suggests that the 
anterior pituitary extract was acting by raising the 
blood cstrin level. This may be taken as another 
proof of the wstrin-deprivation theory of menstrua- 
tion, that sudden lowering of the cstrin level can 
produce menstruation-like changes. If this theory 
is correct, then giving ostrin at the appropriate 
time should inhibit menstruation. This has not 
been found to be so—an observation which the 
lecturer regarded as very puzzling. 


BUCHAREST | 


(FROM OUR OWN CORRESPONDENT) 


THE SUPPRESSION OF CONCUBINAGE 


Dr. J. Bancilla, chief prefect of the county of Bihor, 
Transylvania, in a memorandum to the Ministry of 
the Interior, called attention to the dangerous 
spreading of concubinage. This social and moral 
disease chiefly involves the simpler classes of the 
population, for it relieves them of the expense of 
procuring the numerous requisite documents as well 
as allowing less exacting ties and obligations. Because 
of the legal and social position of the children born 
from these associations, the custom of concubinage 


if not duly checked will become a national peril. 


Dr. Bancilla has enacted in his own county that all 
marriage documents shall be issued free to those 
having certificates of poverty. The Minister of the 
Interior has accepted the necessity of cancelling all 
expenses connected with drawing up the documents, 
and has even simplified matters by reducing the 
number of documents to two. 


ANTI-GAS PRECAUTIONS 


The Ministry of Public Health has made far- 
reaching arrangements for protection against gas 
attacks. A circular has been sent to all public health 
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inspectors ordering them to give lectures and making 
it compulsory for the: whole population, without 
exception, to procure gas- -masks. A special com- 
mittee has to be appointed in each municipality to 
visit all houses and decide whether the basements 
and cellars are gas-proof and to advise how to render 
them safe. The same committee has to supervise 
the plans of new buildings, which must be provided with 
gas-proof basements, having ample accommodation for 
all the tenants. A factory manufacturing gas-masks 
in Bucharest and ‘working full time has supplied up 
to now the demand in Bucharest alone, the country 
‘having no access to gas-masks as yet; the Govern- 
ment, therefore, is thinking of erecting another 
factory to be able to cope with the demand. 


FOREIGN STUDENTS IN THE UNIVERSITY OF CLUJ 


The medical faculty of the University of Cluj 
fixed Nov. 16th for thé entrance examination 
that all first-term students have to pass before 

registration. A large group of Rumanian students 
blocked the entrance of the Pasteur Institute, where 
the examination is held, and prevented the students 
of the minority races—Hungarians, Germans, ‘and 
Jews—from entering. The president of the examining 
committee, M. Dragoiu, did everything in his power 
to bring the obstructing students to a better insight, 
„but in vain, and he therefore suspended the examina- 
tion until order had been restored. Out of the 
200 applicants only 127 eventually passed, it being 
stated that there was no room for more students. 
The Rumanian students demand that the minority 
races shall be admitted only in the same ratio as 
that in the whole country—i.e., that the Hungarians 
shall not exceed 24 per cent., the Germans 10 per 
cent., and the Jews 3 per cent. The number lately 
admitted is well over these percentages, and the 
medical students in Cluj therefore protested to the 
dean of the faculty and are threatening to strike. 


, MEDICAL MEMBERS 


The Rumanian parliament has never before had so 
many medical members. Their total number amounts 
to 30, of which 9 are members of the Senate, and 29 
are members of the Chamber of Deputies, amongst 
them M. Costinescu, Minister of Public Health, and 
some prominent professors of the University of 
Bucharest. Since it is probable that the present 
régime of Liberals will last for some time, there is a 
prospect that the country’s public health will benefit 
from the large number of medical men taking part in 
its legislation. 


UNITED STATES OF AMERICA 
(FROM AN OCCASIONAL CORRESPONDENT) 


LIFE EXTENSION 


FOUNDED in 1914 the Life Extension Institute was 
employed for the first six years by a single large 
insurance company. When the statistical depart- 
ment of this company estimated the results of the 
periodic medical examinations of its clients, made 
through the facilities of the Institute, they were 80 
astonishing that the medical and actuarial depart- 
ments would not accept them without making 
independent studies. Eventually, however, all three 
departments agreed that an expenditure of $60,000 
had profited the company, through premiums of 
people whose lives were extended, by the amount 
of $120,000. In following years 44 other life insurance 
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companies joined the service. 


tutes the practice of medicine 


OF THE CHAMBER OF DEPUTIES © 


[DR. 26, 1936 


In 1926 Prof. Irving 
Fisher reported that 500,000 people had been examined 
through the Institute. 

There has for years been a dispute between organised 
medicine and the Institute as to whether this non- 
profit organisation under business management was 
or was not practising medicine. As long ago as 
1925 an editorial in the Long Island Medical Journal 
claimed that the giving of hygienic ad vice consti- 
‘as surely as the 
administration of morphine.” But to-day hygienic 
advice is given by school text-books and school 
teachers in almost all our public schools. Another 
objection has been that the doctor making an examina- 
tion for the Institute does not receive the whole 
fee paid by the patient, a part being retained by the 
organisation for promotion and working expenses. 
The dispute has been taken into the New York 
courts and referred by them to a referee who was 
instructed to take evidence and to report. The 
referee has now made a report which has been con- 


` firmed by the court to the effect that during the hear- 


ings and before their completion the parties entered 
into a stipulation settling the litigation. Under this 
stipulation the Institute agreed to an injunction 
restraining it from practising medicine and that upon 
certain conditions it would not in future make 
physical examinations or any reports or recom- 


mendations in regard thereto and would not employ ` 


any physicians for either of these purposes. The 


American Medical Association regards this result 


as a triumph for its cause. Insurance, on the other 
hand, points out that the referee has expressed doubt 
as to whether making such examinations in the manner 
prescribed by the Institute’s charter, wholly unaccom- 
panied by any treatment and advice for the physical 
conditions disclosed by. the examinations, does consti- 
tute the practice of medicine. The stipulation makes 
it unnecessary for him to express any opinion as to the 
questions of law and fact. 

The Institute has issued a bulletin stating that 
under a new plan all services heretofore rendered 
by it which might be said to constitute the practice 
of medicine, will be carried on separately under the 


supervision, control, and personal responsibility of 


members of the medical profession only—a group 
of physicians who have been associated with the 
Institute for many years. It is expected that all the 
details of this new plan will have been completed 
by Jan. Ist, 1937. The Institute will continue to 
operate its laboratories and will also enlarge and 
broaden its general educational efforts in the interest 
of life extension and public health. 


THE ORGANISM OF HOG CHOLERA 


Since American hog cholera was recently attributed 
to the salmonella organism, Bacillus swipesti Jer, in your 
columns? your readers will be interested in a letter 
from John R. Mohler, chief of the Bureau of Animal 
Industry, in the U.S. Department of Agriculture? 
Dr. Mohler writes that hog cholera is caused by a 
filtrable virus, a discovery which he claims was made 
more than 30 years ago in his department. Aside 
from some dubious results with guinea-pigs this 
virus has never been propagated in species outside 
the family suidæ. B. suipestifer is commonly a 
secondary invader in hog cholera and whether 
associated with hog cholera or not, it causes in pigs 
a disease called salmonellosis. 


1 Fisher : pe Speer of Human Life in Retrospect and 
Prospect, Amor. Jour. of Pub. Health, January, 195 Ag Se 
* THE LANOET, Sept. 26th, 1936, p 
Jour. Amer. Med. Ass0c., Nov. 21st, 1936, 4 1739. 
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The new pay-bed hospital and nurses’ home 


CENTENARY EXTENSIONS TO 
UNIVERSITY COLLEGE HOSPITAL 


Tun two new: buildings that were built to com- 


memorate the first centenary of University College 


Hospital were formally opened and inspected on 
Dec. 16th by the Duke of Kent. ‘The smaller building, 
behind the Obstetric Hospital and in direct com- 
munication with it, contains the new antenatal and 
infant welfare clinics in the semi- basement, in order 
to be level with the old out-patient department. 
On the main ground floor there is the postnatal 
clinic, with four examination-rooms and three 
cubicles for suspected infectious disease, having 


direct access to the street to avoid contact with other 


patients. On the floors above there are the quarters 
for the domestic staff. The other building accom- 
modates in one wing the new paying patients’ hospital, 
and in the other the additional nurses’ home for 
89 sisters and nurses, including the staff for the 
pay-bed wing. 

There is in the new extension accommodation for 
77 paying patients, the majority of whom are in 
separate rooms, occupying the first to the fifth 
floor and served by two bed lifts and a passenger 
lift, Each room is fitted with an observation panel, 
for use only in serious cases, to avoid disturbing the 
patient, and on each floor the sister’s room commands 
a view of every door and signalling light—there are 
no bells. In every room there is a panel with points 
for the G. P. O. telephone, radio, and variable electric 
On the sixth floor there are two operating 
theatres, with a cleaning- and a sterilising-room 
common to both. The hospital is stated to be the 
first in the country in which the theatres are equipped 
with an automatic supply of hot and cold distilled 


and sterile water, and a new type of steam suction 


apparatus has been installed. There is a reserve 
lighting system and all the engineer’s controls are 
in the basement or on the roof so that adjustment or 


repairs will not intrude upon the hospital routine. 
The building is sound-proofed' and special care 
has been taken to avoid unnecessary noises. 
Convalescent patients have access to the rooffand` 
to a solarium on the sixth floor. The main and the 
special diet kitchens are in the basements, and food 
is passed to the ward kitchens on each floor and served 
from electrically heated trolleys immediately outside 
each patient’s room. On the ground floor there is 
a reception-room for relatives and visitors, three 
consulting-rooms for outside doctors, an X ray 
diagnostic department, and offices, 

_ The wing has been built for those of limited means 
who are outside the scope of State aid and yet cannot 
afford the expense of a nursing-home. The charges 
are from six guineas a week. The Duke of Kent, 
speaking as president of the hospital, said that lack 
of financial support had often compelled them 
temporarily to abandon schemes that they knew 
were essential, but the new buildings were the 
realisation of one of those schemes. Some £300,000 
had been spent on the new extensions, and though 
the response to the appeal for funds had been 
encouraging, it had. fallen far short. of the £250,000 


asked for. j 


INDUSTRIAL WELFARE SocIeTY.—The next lecture 
course in industrial law arranged by this society will 
be held in Birmingham (Chamber of Commerce, 96, 
New-street) beginning on Monday, Jan. 25th, 1937, 
at 6 P. M., for ten weeks. It will be conducted by 
Mr. H. Samuels, barrister-at-law. The syllabus in- 
cludes lectures on industrial law, the law of master and 
servant, factory Acts, employers’ liability and workmen’s 
compensation, trades unions and associations, national 
insurance, taxation and rating law in relation to labour 
management, pension funds and other forms of welfare, 
elements of company law,-and law relating to shops, and 
it is suggested that the course should prove useful to 
medical practitioners. Further information may be had 
from the secretary of the society, 14, Hobart-place, 


London, S. W. I. 


U 
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Under this heading appear week by week the unfettered thoughts of doctors in 
various occupations. Hach contributor is responsible for the section for a month ; 
| his name can be seen later in the half-yearly inder. | 


BY A CHRONICLER 
IV’ 


CONSIDERATION of the far past has led consecu- 
tively to that of the near past, but such continuity 
is absent in looking at the present, and what. will be 
the influence in the future of increased medical 
knowledge communicated to a public educated to 
learn I do not try to guess. It can only be said that 
the influence is beginning to be felt to-day, and that 
medical information in the general press is becoming 
a factor in the betterment of society. The Govern- 
ment departments are to be credited with the issué 
at moderate prices of reports dealing with various 
questions of public health and therapeutics as they 
become urgent or topical, and in this way all journals 
are kept regularly informed on medical affairs at 
large; the text is with them and it is their respon- 
' sibility to expound it to the public. But these reports 
are directed to questions of public interest, and 
personal curiosity or anxiety is not stimulated or 
relieved by them. a 

At the opening of the medical session at the Charing 
Cross Hospital medical school last October, Lord Iliffe 
asked the audience to ponder the ignorance shown by 
the lay public on the elements of medicine: It would 
hardly be an exaggeration,” he declared, to say 
that most of us know more about our motor-cars 
than our bodies.“ A wise address followed on the 
beneficent potentiality of a lay press that should be 
well informed upon medicine, but in instituting a 
comparison between the motor-car and the human 
subject the speaker supplied the exact evidence of 
the difficulty inherent in the dissemination of much 
medical teaching, teaching that, if understood, would 
be of the greatest value to the public but which, if 
misunderstood, may act reversely. Lord Iliffe asked 
this pertinent question: There must always be a 
considerable hiatus between the discovery of new 
medical and surgical methods and their universal 
application ; what could more readily help to. bridge 
that gap than a publicity carefully controlled ? ” 
The answer is that nothing could be more effective, 
but the difficulties in securing such control are great, 
and important organs of the press, impatient of any 
restriction on their freedom, have before now resented 
the medical reaction against publicity. . 

A hoary story is that of the impressionable man 
who, reading a medical journal, declared that he 
had every complaint alluded to except housemaid’s 
knee; and with the wide attention given at present, 
in salons as well as consulting-rooms, to the vagaries 
of an intermediate sex, he would not have had to 
make the exception. But if he need not read a medical 
journal in order to dither, but can find the ominous 
material in his daily paper, it is necessary in his 


interests to see that scares are minimised, or the seed 


for bumper crops will be supplied to the well-prepared 
tillage of the charlatan. It is the naturally close 
attention which members of the public give to any 
counsel bearing on what they believe to be a trouble 
of their own which makes necessary a control over 
medical contributions to the lay press,and which is 
exercised with care and ability by certain great news- 
papers, but not by all. And it is respect for the public 
weal that dictates the policy of the General Medical 


Council when exercising its disciplinary authority in 
helping to secure that control. 


* * * 


We may assume that those are right, and paying 
a just tribute to the medical profession, who consider 
that the doctor has a mission to educate the publio 
on health questions by his spoken words or writing, 
but the methods employed and the matter com- 
municated need always to be watched lest ham 
rather than good ensues. The public to-day is able 
to follow general scientific instruction and the applica- 
tion of its lessons to the circumstances of life, All 
general information that is sound on things medical 
must be welcomed by as much as that information 
illustrates the power of medical research, and the 
hard training and the persistence required by those 
engaged in it. Any précis of definite advances in 
knowledge and their bearing upon medical practi 
should surely find a place in current reading. It does 
so, and here the openings for the journalist are without 
number. The many questions of public health, sani- 
tation, and economics possibly opened up for discussion 
by Balbus, when building his wall, have been touched 


upon, and, while it may be necessary for the medical 


journal to deal with all of them, any of them may 
fall within the province of the general newspaper. 
Then, as they become news-stories in the press the 
medical aspects may demand consideration. The 
demand is met often in full and informing manner, 
and the coöperation of medicine is prompt. 

But the ground gets less sure when we come exactly 
to those topics which are naturally of the greatest 
interest to the individual reader of his newspaper. 
He asks for definite instruction how to be made fit 
and how to keep fit, and not for epidemiology or 
statistics. The situation would be simple if we were 
dealing with the motor-car and not with the human 
subject; if we were dealing, that is, with something 
that can be standardised and proved able to accom- 
plish certain things, something that can be investi- 
gated. mechanically to ascertain how it does or why 
it fails to do those things, and something that can 
be subjected to exact and apt adjustments where 
remedy is required. But the remedies and adjust- 
ments for human defaults, physical and other—and 
do not forget the other—cannot be standardised for 
individuals, since many factors having quite different 
values will be present. And no particular prescrip- 
tions ‘either of régime or therapeutics can ever be 
universally useful. For this reason the medi 
advice in the non-medical journal has a chance of 
being either too vague to meet an individual need or 
too definite to be a safe guide. | 


* * * 


I was once present at a debate on the value of the 
publication of signed medical articles in the lay 
press, opened by the editors of a daily and a medical 
journal. There was no real difference of opinion 
expressed until the contentious point was reached 
as to the propriety of a medical signature in a lay 
organ, and then the point at issue was how far 
signature had the importance which was apparently 
attached to it. The lay opinion was that the action 
of the General Medical Council in ‘submitting certam 


| 


in popular 


‘appear does, not appear. 
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practitioners to a penalty for signing medical articles 
journals was unfortunate, inasmuch as it 
prevented medical opinions of a valuable sort from 
reaching the public. The medical arguments were 
directed to showing that it was often not possible for 
the editor of a popular newspaper to know whether 
an article, although signed by a doctor, contained 
sound advice. Assuredly, the public wants to hear 
of new treatments, often for personal and intimate 
reasons, but they may regard as a guarantee of the 
soundness and value of any advice given the signature 
of any medical man whom they believe to be a 
special authority because his name is well known, 
but who might not be regarded in the same way by 
his colleagues or by experts in the branch of medicine 
under discussion. It might be for the very reason 
that his name was well known that the editor of a 
general newspaper desired to see it in his columns, 
when it would not follow that anything the doctor 
had to say on definite lines of treatment would be 
suitable for a general audience, the implications of 
disease not being precise nor the reactions of patients 
to disease or treatment similar. For this reason the 
General Medical Council has warned doctors that they 
should not append their signatures to descriptions of 
treatment as, in the by and large, the advice given 
could not be generally useful. Not to accept the 
warning is to run the grave risk of a loss of professional 
status. 

The General Medical Council has been much 
abused for this attitude but it is difficult to point 
to any example where the Council has used its 
powers or its discretion unfairly. It is, moreover, 
by its constitution a censor morum, and it is obvious 
that the doctor who sends signed contributions to 
the lay press is open to a charge of public advertise- 
ment. The possible result of pecuniary advantage 
to himself and an undue enhancement of his merits 
in the public eye have to be taken into account when 
signed communications from a doctor appear in the 
lay press. The effective control over publicity 
desired by Lord Iliffe—and by everyone who has 
given thought to the matter—is supplied to-day in 
important journals by the appointment of a medical 
editor or correspondent, and where supervision is 
thus exercised the signed article which should not 
But every newspaper 
cannot carry such a member on its staff, so that 
there are numerous openings where the doctor can 
express his views without control. They are largely 
made use of, and much good with little harm ensues. 
But if a doctor misuses these opportunities for 
publicity, or seeks them from a wish to attract notice, 
he does so with a certain risk, and this is as it should 
be, and it is the duty of the General Medical Council 
to warn him of that risk. It is not a great one, as 
the published proceedings of the Council show. 
But the editors of newspapers, especially local 
organs, might remember that quotations from the 
medical press, and the writing-up for general circula- 
tion of matter that has a sensational side, may 
damage any doctor whose name is introduced with 
the intention to give a responsible air to the para- 
graphs, oven though the kindly idea may have been 
to help the doctor along his professional way. To 
avoid misconstruction the victims of mistaken kind- 
ness write sometimes to repudiate any part in the 
publicity gained, a course which, the cynic is apt to 
say, has the effect of doubling the advertisement. 


** * $ 


That the medical subjects which get popular 
comment should owe their selection to sensationalism 


rather than to scientific importance is natural—-news- 


papers cannot always be teaching, and it is their 
legitimate function to interest and amuse. The cases 
in law courts, when reported elsewhere than in legal 
journals, do not owe their prominence to any legal 
significance, and only rarely reveal places where the 
law needs altering in the public interest. They are 
reported because they are good news. And it is 
the same with medical events, and in both cases 
the technical terminology may be embarrassing 
to the untechnical writer. In dealing with medical 
matters this difficulty is, as has been said, a real 
one, and one that may account for the attraction 
that quotation of the very long word has for the 
lay journalist. The involved term or compound of 
terms that may be needed in medical writing or 
debate to convey complete meaning to an expert 
appeals inevitably to the popular commentator. 
There is something scientific here, he concludes, as 
well as something to joke about, and the article with 
the sesquipedalian title is always freely quoted, 
while the accurate transcription of the imposing 
heading is used to acquit the writer of understanding 
the subject. (I have been taken that way myself 
when getting out of my depth in a review.) 

That the imposing and obscure word has a charm 
might be submitted to proof by any who, having 
consulted Liddell and Scott’s dictionary for the longest 
word therein, should persuade a medical editor to 
let him employ it as a title. The word, beginning 
oppo,” has fourteen syllables and it is not a 
purely silly fancy that it should find itself introduced 
into medical literature. It would make a neat 
description of such a character as a neurotic governess, 
and if any humorous psychiatrist should employ it 
as a short cut to explanations he would get undoubted 
publicity; his language would be cited in many 
quarters as an example of medical pomposity. But 
I feel that sometimes the commentator along jocose 
lines, even while laughing, may be getting a mild thrill 
out of what he thinks may be blasphemy against a 
mysterious message. If this occurs, the journalist, 
however modern in outlook, is back in the far-off time 
in the history of medicine when the mere word was 
held to have magical force. The charm Abracadabra, 
which had a world-fame as a preventive of agne 
and toothache, came into use in the third century, 
but was still in vogue as a talisman at the time of 
the plague in London. The charm consisted of the 
fateful word arranged as an inverted pyramid ; written 
on a parchment slip it was suspended round the 
neck, De Foe, in his Diary of the Plague,“ is severe 
on the credulity that could have led to any confidence 
in such an amulet, and what a remarkable piece of 
journalism the Diary is? It reads in every word 
as the evidence of an eye-witness, but the saddler in 
Whitechapel, the citizen who appears to be writing it, 
is more of a fictional character than Robinson Crusoe. 
For De Foe was a baby, two or three years old, 
when the great plague attacked London, and his 
vivid account is founded upon the weekly bills of 
mortality and certain pamphlets published during 
the epidemic, notably the Rev. T. Vincent's God's 
Terrible Voice in the City by Plague and Fire.“ 

The word abracadabra was being used as a 
talisman in Rome in the days of Galen and it is 
possible that a belief in its power, still lingers. For 
even to-day a queer sonorous name for a drug or a 
treatment has a certain power as all advertisement 
agencies know. Jim Pinkerton, Stevenson’s delightful 
adventurer, proved this when, in consulting a 
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CORRESPONDENCE 


ŒSTRIN AND CANCER 
To the Editor of THE LANCET 


SR, A propos of the correspondence which has 
recently appeared in THE LANceET on this subject 
may I suggest that the long-continued administration 
of cstrin to mice during a large part of their lives, 
though it may result in mammary cancer, is hardly 
to be compared with its therapeutic use in man when 
the purpose is merely to supply an already existing 
` deficiency, or to administer it during a short 

period only. 

At first I was perplexed by the telegram from Dr. 
Lacassagne, published in your issue of Dec. 19th, in 
which he says, “Adenocarcinoma of the breast 
produced by oestrone only obtainable in susceptible 
mice,“ because it seemed to me incompatible with 
the following quotations from his own papers. In 
discussing the relative influences of heredity and of 
estrone in the production of mammary tumours, 
he refers 1 to an experiment in which he gave cestrone 
to mice belonging to two strains (xvii and R 4) among 
which ‘‘les femelles fournissent moins de 2 p. 100 
d’adénocarcinomes mammaires.” He adds that 
‘entre le douzième et le dix-huitième mois, tous ces 
animaux, males et femelles, supposés héréditaire- 
ment réfractaires au cancer, avaient, eux aussi, 
présenté des adénocarcinomes mammaires (à Pexcep- 
tion d'un mâle, mort au neuvième mois d'un ‘abcès 
de la prostate, et chez qui les glandes mammaires 
` étaient d’ailleurs en hyperplasie marquée). L’explica- 
tion par un ‘facteur cancer’ (dominant ou récessif), 
du taux variable de carcinomes observés chez les 
lignées sélectionnées de souris, était mise en défaut.” 

And in one of his lectures given recently in the 
United States he makes a similar statement,? as 
follows :— 

“In a strain of mice in which only 2 per cent. of the 
females develop spontaneous adenocarcinoma weekly 
injections of cestrone were begun shortly after birth. 
After eight months none of the surviving animals pre- 
sented tumors, while in a similar period almost all of 
the mice of the strain previously studied had died of 
- adenocarcinoma of the breast. In the ninth month, how- 
ever, the appearance of a cancer was observed, and in 
the course of the following months others appeared, 
until, between the twelfth and eighteenth months, all the 
mice of this strain died of malignant tumors of the 


1Lacassagne, A.: Paris méd., 1935, p. 239. 
2 Lacassagne, A.: Amer. Jour. Cancer, 1936, xxvii., 217. 


(Oontinued from previous column) 


dictionary for the spelling of hectagonal, he came across 
the word, new to him, hebdomadary. You’re a boss 
word,“ he said, and before you're very much older 
I'll have you in type as long as yourself.“ So he did, 
and that monster olio of attraction” popularly 
known as The Dromedary Picnics ” followed. 


** * * 


It is a long way from the days of Hammurabi to 
those of the motor-car, but the thread of medical 
journalism, as unwound with some guessing, appears 
to me unbroken. “Il m’est permis de reprendre 
mon bien où je le trouve” said Moliére. I fear 
that these chapters have betrayed not only an 
ingrained tendency to digress but no scruples as to 
using the learning of others. 


During next month A Public Health Olinician 
will be responsible for these columns.—Ep. L. 


at the annual meeting of fellows and members.“ 
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breast, though their appearance was greatly retarded in 
comparison with the other strain. All took place then a 
if, in the animals of this strain, the cancerous transforma- 
tion of the cell required a longer time.“ 

Clearly there is no discrepancy between Dr 
Lacassagne’s telegram and his scientific writings; 
any seeming lack of correspondence between them 
depends upon the use of “susceptibility” and 
‘“‘ refractoriness”? as applied to the aptitude for 
different strains of mice to produce mammary tumour, 
Lacassagne does not apply the term “refractory” 
to mice of a strain in which as few as 2 per cent. 
of the females eventually suffer from mammary cancer. 

I think it would be lamentable if any misunder- 
standing should start unfounded fears and check at 
the outset the use of a promising therapeutic agent. 

I am, Sir, yours faithfully, 
HAROLD BURROWS. 


Research Institute, The Royal Cancer Hospital, 
. Fulham- road, S.W., Dec. 18th. 


THE R.C.S. AND ITS MEMBERS 
To the Editor of THE LANCET 


SIR, — At long last the council of the Royal College 
of Surgeons of England has broken silence, and given 
considered replies (can one call them reasons 1) to 
the century-old request of the members for some 
representation on its council. What are they! 

1. The main function of the College is to promote 
the study and practice of surgery.” 
Have the members, who are nine-tenths of the 
College and are the largest body of practising surgeon 
in England, no interest in the study and practice of 
surgery ? . ! | 

2. An opportunity for discussing matters is afforded 


In recent years many occasions have occurred 
when no statutory annual meeting has taken place 
owing to those present being one or two short of the 
necessary quorum of thirty, although the president 
and many members of the council were there, but by 
a unique regulation of the council they are not 
qualified to form part of the quorum. The quorum 
of the House of Lords is four, that of the House of 
Commons is thirty—the same number as that of the 


_College—but the members of the Cabinet are not 


disfranchised for the purpose of a quorum. When the 
annual meeting does take place the report of the 
council refers only to matters which have been dealt 
with in the past year and are already faits-accomplis, 
as occurred recently on several occasions. “Too 
late ” was the reply in reference to them. 

3. “ Representations made to it (the council] by 

any member or body of members will receive careful 
consideration.” 
This is a poor substitute for representative members 
having an opportunity of setting out the views of 
members on questions as they arise at council 
meetings—the effective time—or of presenting and 
discussing thereat matters referred to them by their 
brother members. 

The poverty of the response of the council to the 
resolution passed at the last annual meeting is a 
great contrast to the wealth of the arguments which 
have been brought forward in favour of representation 
of members on the council in the interests of the 
College, its members, and the public. 

I am, Sir, yours faithfully, 


‘REDMOND ROcHE. 
Eccleston-square, S. W., Dec. 18th. 


THE LANCET] 
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MINOR OPERATION FOR PHIMOSIS 
To the Editor of THE LANCET 


SR,. — I was interested in Dr. Mary Barton's 
1046 under this title in your last issue, for I too have 
een impressed by the number of tight foreskins 
n the new-born, and also by the fact that there is 
nardly ever the least sign of obstruction to the 
massage of urine: and since nature is unlikely 
1abitually to bungle the manufacture of these parts 
have come to the conclusion that the tight foreskin 
f infancy is not abnormal. 


After all, there is no advantage in a retractable 
srepuce at this stage of life, if we exclude the washing 
complex of the mother or nurse. Later on, if 
eft to itself the prepuce can be expected to enlarge 
n response to the needs of an altered function: 
witness the rarity of the operation for circumcision 
n the adult. 

I am, Sir, yours faithfully, 


Findon, Sussex, Dec, 19th. W. R. E. Harrison. 


GRAINS AND SCRUPLES 
To the Editor of THE LANCET 


SIR. — Abuse of the journalist by novelists existed 
ater than the days of Dickens, Balzac, and 
Thackeray. Bulwer Lytton, smarting no doubt under 
eproof from the Athen@um, described in Paul Clifford 
he instruction given by an old hand on the staff 
f the Asineum' to a new recruit starting on 
he work of reviewing. The tyro was informed 
hat his output must fall under one of three 
readings: slashing,“ ‘‘ plastering,” or “‘ tickling,” 
n other words, gross abuse, fulsome praise, or saying 
10thing in particular. 

I am, Sir, yours faithfully, 
Deo, 21st. A NOvEL READER. 


THE PULMONARY PLUS PRESSURE MACHINE 


Dr. E. P. PouLron writes: “It has been brought 
o my notice that I may not in the words used in 
your issue of Oct. 24th have given full credit to 
Dr. J. Plesch for his invention of the plus pressure 
nachine, used in the treatment of pulmonary 
edema of circulatory origin. If so, nothing was 
arther from my intention. The machine is his, as 
have indicated on at least three previous occasions 1 
ind any’ modification of mine, which may make it 
nore practical, is of small importance. The machine 
s also of value in treating paroxysmal breathless 
ittacks, especially at night, and Cheyne-Stokes 
breathing, and I hope it will come into general use.“ 


1 Campbell, Argyll, and Poulton, E. P.: Oxygen and Carbon 
dioxide 180 tf 1934, p. 149; Taylor’s Practice of Medicine, 
936, pp. 150, 279. 


. INCREASE OF POPULATION IN U.S.S.R.— About 
ix months have passed since the passage of the Soviet 
aw prohibiting abortions and subsidising motherhood 
xy ullowances for large families and provision of 
naternity homes, creches, and kindergartens. The 
joviet newspaper Izvestia lately carried out an investi- 
ation on the effect of the new law on the registration of 
regnancy. Nineteen typical cities in different parts of 
he Union formed the subject of the inquiry, one regis- 
ration point being taken in each city. It was found that 
vhereas last year from July to November the number 
of cases of pregnancy registered at these points and not 
yperated on for abortion was 33,796, the corresponding 


> 


igure this year was 68,511. 
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THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Comdrs. A. C. V. Green to Hawkins; H. 
Hurst and G. S. Rutherford to Drake for R.N.B. 

Surg. Comdr. (D.) S. E. Brown to St. Angelo for R. N. 
Hospital, Malta. 

Surg. Lt.-Comdrs. D. F. Welsh to Drake for R. N. B.; 
F. W. Gayford to Malaya (on commg.); and G. Rorison 
to Victory for R. N. B. 

Surg. Lts. H. O'Connor to Codrington; F. H. Ward 
to Frobisher; C. P. Collins to Drake for R. N. B.; 
B. M. Goldsworthy, M. M. McArthur, F. W. Baskerville, 
P. G. Burgess, I. McN. A. Drysdale, I. C. Macdonald, 
C. J. P. Pearson, C. J. Roberts, and T. A. Turnbull to 
Victory for R. N. B. 

Mr. J. H. Crawford, of Hove, has been appointed 
Admiralty Surgeon and Agent for Hove, and Mr. F. R. 
Law, of Morecambe, for Morecambe and Heysham. 


ROYAL NAVAL VOLUNTEER RESERVE 
Surg. Lts. G. H. Hart (proby.) to Iron Duke; and 
C. Seeley to Drake 
Proby. Surg. Lt. W. J. Heely to be Surg. Lt. 


ARMY MEDICAL SERVICES 


Major-Gen. Viscount Dawson of Penn has been appointed 
Chairman of the Army Medical Advisory Board in 
succession to the late Lord Moyniban. The resulting 
vacancy in the membership of the Board has been filled 
by the appointment of Col. R. E. Kelly, C.B. 


ARMY DENTAL CORPS 


Short Service Commissions: S. A. Nicholson and 
S. J. Gittings to be Lts. (on prob.). 


ROYAL ARMY MEDICAL CORPS 


TERRITORIAL ARMY Š 

Col. A. R. Laurie, from A.D.M.S., 46th (N. Mid. 
Div., aaa to the 2nd Anti-Aircraft Div. for duty as 
A. D. M. S. , 

G. M. Lewis (late Maj. R.A.M.C., T.A.) to be Maj. 

Supernumerary for Service with O.T.C.: Lt. G. E. 
Gray (Empld. Queen’s Univ. Belfast, Contgt. (Med. 
unit), Sen. Div., O.T.C.), to be Capt. 


ROYAL AIR FORCE 


Wing Comdr. D. G. Boddie to Directorate Medical 
Services, Air Ministry, for Staff duties. 

Squadron Leader T. W. Wilson to Aeroplane and 
Armament Experimental Establishment, Martlesham 
Heath, for duty as Medical Officer. 

Flight Lt. O. S. M. Williams to R.A.F. Station, 
Cardington. 

The undermentioned Flying Officers are promoted to 
the rank of Flight Lt.. 

D. J. Sheehan, W. J. L. Dean, H. D. Conway, and I. K. 
Mackenzie. 

Flying Offr. S. G. Gordon to R.A.F. Station, 
Farnborough. 


AUXILIARY AIR FORCE 
No. 601 (County of London) (Fighter) Squadron: 
Flying Offr. J. H. Williams is promoted to the rank of 


Flight Lt. 
INDIAN MEDICAL SERVICE 


Indian Medical Depariment.—Maj. (Sen. Asst. Surg.) 
P. Bell, retires. 


DEATHS IN THE SERVICES 


Lieut.-Col. Jo KENNDY Gaunt, R.A.M.C., who 
died on Dec. 12th at Meerut, India, as the result of an 
accident, was the eldest son of Dr. John Penn Gaunt, 
of Alvechurch, Birmingham. He qualified in medicine 
at Birmingham in 1907, where he held a series of junior 
appointments at the General Hospital before he joined 
the R. A. M. C. In 1914 he was stationed at Scutari and 
he became Lieut.-Colonel in 1934 at Ferozepore. He was 
the joint author of an article on a new improvised 
method of treating fractures in the field (R. A. M. O. 
Journal, 1911). 
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OBITUARY ` 


SIR JOHN BLAND-SUTTON, BT., | 
F. R. C. S., D. Sc., LL.D. | 
CONSULTING SURGEON TO THE MIDDLESEX HOSPITAL; LATE 

- PRESIDENT, ROYAL COLLEGE OF. SURGEONS OF ENGLAND 
WE regret to record the death of Sir John Bland- 
Sutton, famous as surgeon, anatomist, pathologist, 
‘and anthropologist, which occurred on Dec. 20th at 
his. London house, in the 82nd year of his age. He 
had been in a delicate state of health for several years, 
John Bland-Sutton was born in Enfield in 1855. 
His father was a field naturalist, a clever stuffer of 
beasts, birds, and fishes, and a considerable amateur 
doctor, stitching up wounds, charming away warts, 
and extracting teeth. His mother was the daughter 
of a. Northamptonshire farmer who made a failure 
of life and left his widow much dependent upon her 
family, also farming in Northamptonshire. John was 
‘the eldest son and second. go 


‘child in a family of nine, gp — — 


and spent his childhood in 
Enfield then a completely 
rural district. He was edu- 
“cated locally, but from a 
-charming .and rambling 
series of autobiographical 
notes, entitled“ The Story `` 
of a Surgeon,” we, can see 
that he was from child- 
hood an unwearying self. 
instructor, a bent to his 
studies being given by his 
father’s activities. Seeing 
that throughout his life 
Bland-Sutton’s hero was 
John Hunter, it is interest- 
ing to. note the ‘many. . 
points of similarity between 
their two childhoods, Both 
spent their days rambling 
about the countryside 
observing the. habits of 
‘beast, bird, and insect life, 
until to both, when 
children, all the ordinary 
problems of physiology in 
relation to habits, growth, nn | 
and mating were an open book. The family was a 
severely religious one. Sunday observance was 
strict, regular attendance at Church compulsory, 
‘and the reading of novels was banned. But the 
boy was an omnivorous reader of books of geography 
‘and travel, knew the Bible, especially the Old Testa- 
ment thoroughly, reading it with avidity from the 
point of view of history, while he mastered such 
groundwork of science as was to be found in elemen- 
tary text-books of anatomy, physiology, and botany. 
In 1878 Bland-Sutton commenced his medical 
‘studies, being admitted as a student to the medical 
school of the Middlesex Hospital, when he counted 
out his fee as a perpetual student in separate 
sovereigns which he had earned or borrowed.. He 
joined the anatomy school of Thomas Cooke, a suc- 
cessful and popular teacher who had facilities for 
‘supplying subjects for dissection to his classes, and 
at the school Cooke detected in him his high promise. 
He offered to keep him as pupil-teacher with a 
stipend, but Bland-Sutton had the sense to-see that 
he ought to concentrate on his hospital training. 
: So Cooke gave him a special letter of introduction to 
‘Henry Morris, then lecturer on anatomy at the 


Middlesex Hospital, and Morris shortly afterwans 


with a stipend. The hospital had a strong staff, and 
Bland-Sutton had the valuable experience of dressing 
for Whitaker Hulke, surgeon, and also famous a 
palæologist. Hulke noting that his dresser was a 


S 


appointed him to be a demonstrator under hin 


demonstrator in anatomy, impressed on him the 


rapid: and lucid diagrams for the use of students, 
and characteristically Bland-Sutton took to observing 
the methods employed with coloured chalks hy 


pavement artists. In 1882 Bland-Sutton took the 


English double diplomas, passing also the primary 
examination for the F. R. C. S., when he had the unusual 
experience of sitting for the examination with th 
students to whom he was acting as demonstrator. 
He took the fellowship in 1884, in which year he secured 

the Murchison scholarship, 
and in 1886 was elected 
assistant surgeon to the 


‘curious gap in his carer 
will be noted in that he 
never held a house appoint- 
ment, the reason beig 
that at the period at wbich 
this would have been the 
natural step in his care 
. he became assistant 


of the museum. He found 
nating one, and the lessons 


tive inspection of the sped. 
mens under his care wer 
reinforced by constant 
visits to the Hunterian 


„ sions into comparative 
anatomy at the Zoological 
Gardens, Regent's’ Par, 
where he was appoin 

pProsector. He attended 
ologra:; and F. A 

| phe 4 oe meetings of the Zoological 

Society, making a special study of the anatomy of 

the mammalian reproductive organs. 1 , 
'Thus equipped, Bland-Sutton was quick in making 


importance of being able to make on a blackboard 


Middlesex Hospital 4 


. curator and later curate | 
the appointment a fasi 
which he drew from exhan- 


museum, and by excu- 


regularly the scientific 


a mark as a lecturer, bringing together in bis d 


courses the knowledge of structure, natural ani 


morbid, derived from insatiable work and reinforce 


by the wide reading upon which he now embarked. 
During the years between 1886-90 he ws 
thrice an official lecturer at the College of Surgeons, 
delivering the Erasmus Wilson lectures twice, and 
a course of lectures as Hunterian professor. 

lectures were published in these columns, and wer 
all concerned with the evolution of pathology i 
relation to normal structure and development. I 
1892 he won the Jacksonian prize of the College for 
an essay on the diseases of the ovaries and uteri 
appendages, and shortly after he was elected surge! 
to the Chelsea Hospital for Women. It was 
during six years’ tenure of this post, that he devebpel 


here, 


‘a wonderful dexterity in. abdominal operations 


He was at this time only assistant surgeon at th 
Middlesex Hospital, a position in which he remained 
for the unusual period of 13 years. 
have been an arrest in his qareer turned out to be th 


But what might 
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reverse, for it happened that the Middlesex Hospital 
surgical staff was in some way over-manned, with 
the result that Bland-Sutton by arrangement took 
on for a series of years the position of full surgeon 
during the long vacation. Thus he had an exceptional 
position every year with regard to beds, while later 
he was free year after year to take holidays abroad. 
In the first instance he visited many continental 
clinics, but later he became a great globe-trotter. He 
made some fifty voyages while attached in active or 
consulting capacity to the Middlesex, in ships of all 
sizes, visiting various ports of the Eastern and 
Western Hemispheres. Wherever he went he col- 
lected experiences, and some of these will be found 
in a volume entitled Selected Letters and Essays 
which he published in 1920. His observations on such 
different things as Emergency Surgery at Sea 
and the Science of the Bull Ring make amusing 
reading ; others are more serious in bent, but behind 
every observation the author thought worth setting 
‘down there lay some scientific reason. | 

In 1905 he became full surgeon, and in 1914 he 
made his magnificent gift of the Pathological Insti- 
tute to the Middlesex school. The necessity for new 
laboratories to meet coming requirements was so 
clear to him that he spoke to Lord Athlone, chairman 
of the hospital, about the desirability of pulling 
down the old museum where he had done so much 
work and erecting a pathological institute in its 
place. The idea was adopted and for the cost of 
this institute—known now under his name—he made 
himself entirely responsible, thus probably consti- 
tuting himself the greatest individual donor that any 
teaching hospital has ever had. 


He was now at the zenith of his career, and alike 
in hospital and private practice was proving his 
right to his reputation. In his operative procedure 
he was bold but always purposeful, and his tech- 
nique with regard to tumours justified itself by 
famous results. No other branch of surgery ever 
made the same appeal to him as the surgical treat- 
ment of women’s diseases. He wrote on the subject 
in its various aspects with unceasing interest for a 
quarter of a century, and in numerous orations and 
addresses, certain of which he published in volume 
form, he displayed his familiarity with the whole 
pathology. He wrote or lectured on the treatment 
of uterine myomata, the complications of pregnancy 
through tumours, the after-effects of operations on 
the female pelvic organs, and on malignant disease 
in many of its clinical aspects, but especially those 
where the diseases of women were concerned. His 
work on ligaments appeared in 1887, that on diseases 
of the ovaries and Fallopian tubes in 1891, five 
years before he was appointed surgeon to the Chelsea 
Hospital for Women; and his book on gall-stones 
in 1907; he had supplied the section on human 
osteology to Morris’s Anatomy in 1893, in which 
year came his greatest book Pathology of Tumours”; 
this remained authoritative for thirty years, and 
its last edition in 1922 he refused to revise, leaving 
it as a record of the state of knowledge at that date. 


Bland-Sutton served during the war as lieutenant- 
colonel, R.A.M.C. (T.), in the first instance attached to 
the Third London General Hospital. Later he sat 
on a special medical board which acted as an appeal 
tribunal for men who considered themselves unfit 
for military service, and later he became War Office 


representative with the special duty of collecting 


specimens illustrating gunshot injuries. Many of 
the cases which were coming over in abundance 
required such demonstration if the mutilations and 
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the efforts to repair them were to serve future observer s 
The collection was finally entrusted to the Royal 
College of Surgeons on the same terms as the Hun- 
terian collection, and in the British Journal of Surgery 
Bland-Sutton wrote an interesting account of it, 
in which will be found notes on some of the vagaries 
of bullets and the routes by which they found their 
way into extraordinary places. 

He will live in memory as a great servant of the 
Royal College of Surgeons of England. He was 
elected to the Council in 1910, and was a stimulating 
and unwearying member of its deliberations. He 
became president in 1923, being by this time con- 
sultant surgeon at the Middlesex Hospital, and in 
this year delivered his Hunterian oration in which 
the affairs, habits, and opinions of Hunter were 
described in elaborate and diverting detail, when 
it became clear how intimately the orator had been 
influenced in his own life by the life of Hunter. 
He went over the ground traversed by Hunter when 
in charge of a hospital in Portugal in the closing phases 
of the Seven Years War, identified the site of the 
hospital, and was able to satisfy himself of the exten- 
sive opportunities offered by the plateau on which it 
had stood for first-hand observations on natural 
history. The principal guest at the dinner following 


‘the oration was Rudyard Kipling, between whom 


and Bland-Sutton there was an intimate friendship. 


In private life Bland-Sutton, through his generous 
gregariousness and the gift of his wife and himself for 
hospitality, was probably better known than any 
surgeon in London has ever been. His beautiful 
dining-room was the scene of recurring reunions in 
Brook-street, and the pleasure derived will long be 
remembered by an extensive circle of friends in the 
medical world, and indeed in all classes of society, 
especially legal and artistic. The scene of these 


gatherings was a reproduction of a Persian court, the 


idea of adding such an oriental hall to a London 
house having struck him suddenly while travelling 
in Egypt on one of his numerous tours, and the 
dream materialised regardless of expense, and with 
complete zsthetic success. 

Academic and official distinctions fell in number 
upon him. He was at different times president of 
the Association of Surgeons of Great Britain and 


Ireland, of the International Conference on Cancer, 


of the Royal Society of Medicine, and of the Medical 
Society of London. Knighted in 1912, he was created 
a baronet in 1925. He was a LL.D. of five British 
universities, and held honorary degrees in France, 
Canada, and the United States. It fell to him to 
speak on many public occasions, either from the 
presidential position or as an advocate of important 
movements or in acknowledgment of personal honours, 
He discharged the duty in an individual manner. 
He used a vocabulary mainly from the Old Testa- 
ment, interspersed with much Biblical quotation. He 
was simple in phrase when most serious in object or 
shrewd in judgment, and he was delightfully uncon- 
ventional in the biological allusions which he loved 
to use in proof of argument. 

Sir John Bland-Sutton married Edith, daughter 
of the late Mr. Henry Heather-Bigg, the orthopzdic 
surgeon, and their mutual devotion was known to 
all their friends. There were no children of the 
marriage. 

A funeral service prior to cremation was held in the 
Middlesex Hospital Chapel to the adornment of 
which he had made frequent and generous donations. 
This will be followed next week by a memorial 
service in Westminster Abbey. 
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SIR JOHN ROBERTSON, G. M. G., 
M.D., LL.D. l 


Wiru the death of Sir John Robertson on Dec. 16th 
at the age of 74 years, Birmingham loses a great 
publio servant. and the health service one of its 
pioneers. Born at Warminster, Wilts, he was 
educated at Edinburgh, where he passed on from 
Watson’s College to the University, gaining distinction 
at each stage of his study. In 1887 he took the 
M.D. with honours, submitting as his thesis a study 
of the conditions which govern the causation and 
distribution of consumption in England and Wales. 
For the next few years he assisted in several large 
general practices, finding time in the intervals to 
travel abroad and 
study public health 
methods there. He 
took the B.Sc. Edin. 
in public health, later 
being appointed 
examiner for this 
degree. In; his 
thirtieth year he had 
his first appointment 


health—for the 
county borough of 
St. Helens—and 
during six years he 
built up there a 
lively sanitary 
administration which 
included an inquiry 
into the causes of 
endemic typhoid 
fever and the best 
means of combating 
diphtheria. Being 
| also public analyst 
he was able to organise bacteriological work in a 
municipal laboratory, and was perhaps the first to do 
this. After St. Helens he spent another six years 
at Sheffield as health officer, occupying also the 
chair of public health in the University. It was 
during this period that Sheffield obtained the first 
local Act making compulsory the notification of 
tuberculosis, and his name was associated with a 
growing campaign to reduce infant mortality. In 
his early forties Robertson was called to fill the 
vacancy in Birmingham left by the retirement of 
Alfred Hill, Birmingham was then beginning to 
extend its boundaries and he availed himself of the 
remarkable facilities offered for broad measures of 
public health, especially in relation to tuberculosis 
and infant mortality. In these early days he was 
interested in town planning and made himself familiar 
with domestic needs and problems as well as with 
matters of material and building work, Every 
demand for better houses found in him a warm 
advocate, and it was his voice that was heard in 
securing for the artisan’s family an abode in which 
were found the cupboards, the bath, the oven, and 
even a place for the pram which are now almost 
the commonplace of social endeavour. He was 
equally active in his survey of the handling and 
distribution of milk. Averse from any idea of 
establishing a municipal milk-supply he aimed at 


SIR JOHN ROBERTSON 


[Photograph by Whitlock 


enlightening the public and getting them to insist 


themselves on cleanly production, care in transport, 
universal pasteurisation, and distribution in bottles. 
He was in very large measure the people’s officer 


aiming at improving the conditions of town life 
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as medical officer of home of his adoption. 
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with their- coöperation rather than by pressure from 
outside. 

In 1914 Robertson was appointed specialist adviser 
on health problems in the field, and after the war he 
served on many of the national committees dealing 
He was a membe 
of the consultative council of the Ministry of Health 
and sat on the Departmental Cancer Committee 
In 1916 he was chosen president of the Society of 
Medical Officers of Health. His services wer 
rewarded in 1918 with the C.M.G., and in 1926 with 
a knighthood. Retiring from public office in 1927 
he remained an active citizen, serving on vario 
departmental and other committees. In 1892 he hi 


married Jane Alexina, fourth daughter of Thoms 


Sloane, J.P., of Edinburgh, 
two daughters. 


Dr. H. P. Newsholme writes: The sudden death 
of Sir John Robertson at the end of a long life d 
public service will come as a shock to many wh 
knew his ever continuing freshness of mind and 
unusual energy of body. His death will be a grave 
loss, both to the public health service as a whole aid 
to the many social services of the city which was the 
Behind his wide knowledge 
of public health and of men acquired in three largo — 
centres of population lay an enthusiasm and 8 
vigorous driving power which made him a pioner 
in many aspects of practical reform, particulaly 
in relation to tuberculosis, housing, and matemity 
and child welfare. His notable public spirit and 
social interest led him to take a most responsible 
part in the work of organisations concerned with the 
promotion of the public health. 

“ While his name is gratefully remembered in 
St. Helens and in Sheffield, Sir John Robertson 
identified himself mainly with Birmingham, where 
he spent nearly 25 of the mature years of his publio 
health service, followed by some nine years of neatly 
as active a retirement. By his single-minded energy 


who survives him with 


and devotion to the tasks of medical officer of health 


as well as to those of the professorship in public health 


gat the University of Birmingham, he established the 


closest contact with prominent spheres of social 
work in the city; by his grasp of public affairs and 
his determination to get things done he won the 
enduring respect and admiration of the city coud; 
by his technical knowledge and his kindly humanity 
he gained the interest and affection of the students 
who attended his lectures ; while in his daily contac 
with members of the large staff of the public health 
department he was ever regarded as a fair-minded- 
chief, a phenomenal worker and a generous friend, 
under whom they were proud to serve. That staf 
included a number of most responsible heads af 
departments whose appointment was a mark of hs 
own acumen and insight in putting the right man or 
woman into the right place. Only a fortnight befor 
his death he was a guest of honour at the annual 
staff gathering of the department and received the 
affectionate and enthusiastic greetings of all. 
“ Birmingham’s maternity and child welfare servic 
is often regarded as, in many respects, a model of 
what such service should be. It owes its inception, 
scope, and spirit primarily to the enthusiasm and 
energy with which it was conceived in his mind and 
brought to fruition by his persistence. A similar 
remark would apply to tuberculosis and a numbe 
of other public health services within the city. 
“Sir John Robertson’s death removes from tht 
field of public health and of local civio affaim 3- 
strong personality with wide interests and mu 
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generosity of outlook, a virile and practical mind, 
.& spirit eager for social justice towards the less 
fortunate in life. Such men are ill to be spared, but, 
-having gone, leave a green memory behind.” 


- CYRIL COURTENAY LORD, M. R. C. S. Eng. 
l LATE ASSISTANT MEDICAL SEORETARY, B.M.A. 


Dr. Courtenay Lord, who died on Dec. 8th, was a 
distinguished medical organiser and a great servant 
of the British Medical Association, in connexion 
-with which he worked closely and officially for twenty 
years. He graduated in honours at Cambridge in 
the Natural Sciences Tripos, and carried out his 
clinical work at Birmingham, qualifying in 1897 
with the conjoint diploma. He filled the appoint- 
ments of house surgeon at the Queen's Hospital, 
Birmingham, and of resident medical assistant at the 
Birmingham General Hospital, and for three years 
was in general practice at Gillingham, acting during 
part of that period as physician to out-patients at 
St. Bartholomew’s Hospital, Rochester. 

In ͤ 1910 he began his long and intimate connexion 
with the B.M.A. He came into prominence as a 
determined opponent to taking service under the 
National Insurance Act, but when the struggle settled 
down, he was appointed assistant medical secretary 
of the Association. Immediately afterwards he 
obtained a commission in the R.A.M.C., and his 
experience gained at first hand gave him special 
interest in the fighting services, and familiarised him 
with the terms and conditions of employment therein. 
Of this knowledge he made a fine use in advising the 
Association generally ; he acted for several years as 
secretary of the Naval and Military Committee of the 
Association, while numerous individual medical men 
who were contemplating joining one or other of the 
branches of the fighting services consulted him. 
Dr. Lord also took great interest in the work of the 
ship surgeon, and Dr. J. W. Bone has recorded the 
‘act that he acted as a supernumerary surgeon on a 
Sunard liner on purpose to try out the case-taking 
yystem which had been drawn up as part of a scheme 
© establish an international sea code. When this 
aper was, on occasions, seeking information from the 
3.M.A., we found in Courtenay Lord one whose 
\dvice was wise and courtesy outstanding, and we 
oin with his colleagues of the Association in regret 
t his death. 


sARNET GLOAG LAWSON, M. B. Liverp., D.P.H. 


Dr. Garnet Lawson, who died recently at his house 
o Herne Hill, had for a long time a large practice 
t Hebden Bridge, where he succeeded his father as 
nedical officer for the rural district. He received his 
aedical education at Trinity College, Dublin, and at 
he University of Liverpool. He graduated in the 
rst instance at Victoria University, Manchester, 
iter taking the Liverpool degrees and the D. P. H. of 
he Irish Royal Colleges. He held the appointment 
f house physician to Liverpool Royal Infirmary, 
nd was assistant surgeon to the Northern Dispensary, 
iverpool, after which he took over his father’s 
ractice and appointments. He practised at Hebden 
ridge for ten years, and became a well-known 
gure in the locality, particularly as he continued for 
long period to cover his large rural area on horse- 
ack. He was factory surgeon for the district, and 
ok a keen interest in the St. John Ambulance 
ovement. His death was very sudden for he 
lapsed on the footway and died in the ambulance 
a the way to the hospital. 


THE LATE PROFESSOR KETTLE 


WE have been asked by friends of the late Dr. 
E. H. Kettle to print in THE Lancer the following 
tributes to him which appeared in the Times of 
Dec. 4th. 


PROFESSOR KETTLE: A RARE PERSONALITY 


The Pathological Staff of the British Postgraduate 
Medical School write :— 

Prof. Kettle had rare qualities apart from his 
gifts as a pathologist. He will be remembered by the 
world for his work on silicosis and malignancy, but 
those who came in contact with him, especially in his 
last years, know of his other great contribution to 
medicine. Watching his daily reactions to the 
problems of a new teaching school one could not fail 
to learn something of what he was striving to achieve. 
He knew that no school could live and contribute to 
the community unless it sheltered men who were not 
only teachers and students, but above all searchers 
after new knowledge. He had a wide vision of the 
future developments of medical science, and on the 
larger stage of university education his outlook was 
as comprehensive and wise as it was in the smaller 
range of his own field. 

Many men have administered a large department 

so that it runs smoothly. Many men have trained a 
body of disciples. Kettle had a greater power; he 
brought together people of widely different interests 
working on varied lines, far off his own field of investi- 
gation ; yet through him and his power of creating 
affectionate confidence a real unity was reached. 
It was a commonplace, on solving a tricky problem 
or finding an interesting specimen, or hearing a good 
story, to go immediately in search of Kettle, sure of 
his genuine pleasure. He disliked sentimentality and 
pretentiousness; he would have shrunk from the 
description of himself as a man of vision. He was 
intolerant only of shoddy thinking, and had a 
devastating gift of summing-up a school of thought 
in a phrase that instantly deflated it. He suffered 
fools politely, but never gladly. 
He was fun to work with, because he enjoyed 
the excitement of the chase, he enjoyed the day-to- 
day comedies of life, he enjoyed the good things of 
the world, and made the best of the bad with a 
wry sort of humour that was his own. There are 
few in his position who had less of the great man in 
their manner but more of greatness in the way they 
worked and lived. His work will live after him in 
his own contributions to pathology, and in the lives 
and output of those men and women he started on 
their way. They learnt from him a good deal of 
pathology, a good deal of kindly wisdom, and much 
of the value of friendship, and of the power of a 
man’s courage.“ 

A Friend ” writes :— 

Grateful as they are for your fine tribute to the 
scientific achievements of E. H. Kettle, the friends 
who met him in other fields will want to add their 
witness to his shining example of courage in the face 
of physical disadvantage. From his boyhood up he 
was never really fit for the day’s work or play as 
other men are fit. Asking for no indulgence, sur- 
rendering to no self-pity, he drew level in his own 
stout-hearted way. In particular, the golf links 
offered a battlefield where the handicap of physique 
could be neutralised. Here, in spite of his disabled 
leg, he more than held his own with his fellows. 
Striding off from the first tee at Lossiemouth or 
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Denham ‘Tom’ Kettle was gaily ready for the full 
rigour of the game. 
seldom far from the middle of the fairway, he was 
_ cheerfully philosophic in adversity and charmingly 
apologetic in triumph. This year a disastrous and 
unexpected sequel to a serious operation, otherwise 
successful, deprived him of the grip of his left hand. 
He was out again,, nevertheless, on the links in 
October, defying this fresh ae and ae 


\ ' 


PANEL AND CONTRACT PRACTICE 


An ideal foursome partner, 
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ing the hope of that fresh victory which is now finally 
denied him. You have done justice to his eminence 
in research, his ability in organisation, and his 
inspiration as a teacher. Beside all these qualities of 
public service he will be remembered privately as a 
man of essentially brave spirit and well-balanced 
mind, quietly helpful in counsel, warmly sympathetic 


towards. all victims of unfairness, and lovably a ) 


to his friends.“ 


f 
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A Hard Case 


a Last April a young woman was treated by Dr. X, 
an insurance practitioner, on a provisional diagnosis 
of nervous debility and anemia. She was difficult 
and’ often intractable. 
lying on the bed and would make no effort to sit up, 
and the practitioner pulled her up into a sitting posi- 
tion. He remained of opinion that her illness was 
hysterical in nature, and he advised the relatives to 
get her out in the open air. He also had some con- 
versation with her flance about her childish behaviour. 
Further visits were paid and - after a fortnight the 
patient’s condition had improved sufficiently for her 
to attend. at the surgery, which she did on three 
occasions, the last a fortnight later by which time 
she was walking without assistance. A week after 
this the patient’s mother called at the surgery and 
obtained a certificate of incapacity, although: Dr. X 
had notseen the girl on that date. Some discussion took 
place about the desirability of the girl attending at 


`. hospital for nervous diseases, and on May 6th 


Dr. X gave a letter of introduction. The next 
day the mother started to take the girl to hospital 
but just after leaving home she fell down in the 
street. She was, however, taken by ambulance to 
the hospital where she was examined and sent home 
again by ambulance. On Friday, May 8th, the girl’s 

married sister went to Dr. T's surgery, reported these 
incidents, and understood that Dr. X would visit 
on the following Tuesday, May 12th. Dr. X had 
intended to call on May 9th, but omitted to note 
the visit and did not go. On the evening of May12th 
the girl’s father called on Dr. X, and after a some- 
what heated interview Dr. X visited the patient that 
evening and again on May 13th. She then had a 
rapid pulse, a systolic murmur over the heart, pain 
in the left side of her chest, and her mental condition 
was bad. She was violent and resented attempts 
at examination. Dr. X discussed with the relatives 
the desirability of getting a second opinion, and he 
telephoned to Dr. Y, whose name had been sug- 
gested, on behalf of the relatives. On May 17th Dr. Y 
formed the opinion that the girl was suffering from 
acute mania and arranged for her removal to hos- 
pital for observation. Death took place on May 18th 
and there was an inquest, the verdict being that 


death was caused by mitral stenosis, e 


edema, toxemia, and, heart failure. 

The girl’s father complained that Dr. T's manner 
had been unnecessarily rough and that he had failed 
to diagnose the cause of the illness. Dr. X said that 
at first he was unable to find anything physically wrong 
and accordingly treated the case as one of hysteria. 
So far back as April 9th he had tried at four hospitals 
to secure a bed but could only obtain a promise of 
admission to an observation ward which he did not 
think was proper to her then condition. He sub- 
mitted a letter from the medical superintendent 


On one occasion she was 


of the hospital to which the girl was taken on May Tth 
suggesting that the case was most likely hysterical, 
although there was the possibility of an organic basis. 
The girl had been placed on the waiting-list, a mild 
sedative to be piven in tlie meantime. When examined 
at the hospital on May 7th nothing abnormal-was 
discovered in heart or lungs. Dr. X received from 
the pathologist ` who conducted the post- mortem 
examination a communication which left him in 
doubt what was the actual cause of death. 


The, medical service subcommittee accepted the 
fact that Dr. X diagnosed hysteria and treated the 
patient accordingly. Feeling that sympathy might 
tend to accentuate the hysterical condition his manner 
may have been brusque. In regard to two incidents 
however the committee took the view that the terms 
of service were broken. He knew on May Sth that 
the girl had fallen in the street and had been taken 
to and from the hospital in an ambulance, and he 
had told them he intended to visit her at home on 
the following day but forgot to note the visit. and 
did not go. And on May 5th he had issued. a certi- 
ficate of incapacity without having seen the patient. 
This Dr. X frankly admitted; he had intended to 
visit the girl on the same day and omitted to do go. 
The committee nevertheless recommended the Minister 
to impose a fine of £5, the médical members dissent- 
ing in view of the obscure nature of the illness and 
the explanations submitted by Dr. X. 

At the insurance committee a similar appeal was 
made by the medical members but without avail 
The pity is that the relatives when they receive the 
report may think Dr. X is being punished for mis- 
handling the case, whereas the breach of the terms 
of service arose partly from the issue of a certificate— 
of which they did not complain—and partly from the 
non-visitation of the. patient on another day when. 
no one but Dr. X ‘himself knew that he intended to 
visit. 


‘BRISTOL'S Hosprral-s Proposals are bei exam 
ined by experts for the coördination of the work ol 
the Royal Infirmary, the General Hospital, and the 
Eye Hospital of this city. Each hospital would then 
specialise in the type of case with which. it now 
principally deals—the Royal Infirmary in fractures and 
surgical work and the General Hospital in medical 


cases. 


STRATFORD-ON-AVON HOSPITAL. —In spite of 8 
larger number of both in-patients and out-patients 
the expenditure of this hospital has only increased by 
about £30, its income being about £300 short of 
expenditure. In the last few years there has been 8 


complete change in the hospital’s main source of income. 


Whereas it used to come from donations, subscriptions, ä 


and church collections, it now comes from maintenance 
fund contributions and patients’ payments. It is thought 
that the accommodation for paying patients should be 
extended. 


‘THE LANCET] 


An Interesting Liaison 


SINCE 1931 there has been in operation in Coventry 
~an interesting scheme of industrial medicine. Three 
years earlier the Coventry and District Engineering 

- Employers’ Association had initiated a system of 

works safety officers for the larger motor, aircraft, and 

_other engineering firms in a concerted attempt to keep 
down accidents, the safety officers being employed by 
the individual firms. Recognising in this safety system 
-an instrument for the application of general health 
measures in the factories concerned, Dr. A. Massey, 
in his dual capacity of medical officer of health and 
hon. medical adviser to the Association, proposed to 
link up the Association and its safety officers on the one 
hand and the city public health department on the 
other. The safety officers, in addition to their 
original rôle, have become his public health mis- 
sionaries in the factories, the scheme having proved 
of particular value in health education and propa- 
ganda. The liaison has also given scope for experi- 
mental work. Seasonal experiments in the prevention 
of the common cold and influenza have been con- 
ducted in the form of a daily administration of 
vitamin concentrate to groups of employees. In 
quite a different field, large-scale experimental work 
was put in hand by a large aircraft firm, in codpera- 
tion with the medical officer of health, with the 
object of mitigating the propagation of noise from 
the engine-testing sheds. The solution of this 
intriguing problem required expert coöperation both 
in engineering and physics. The difficulty was 
successfully met by muffling the exhausts, sound- 
proofing the testing sheds, and the use of sound- 
absorbent screens and tunnels. This was an important 
achievement, for the comfort of many persons 
resident in the large centres of the aircraft industry 
was dependent upon the suppression of excessive 
noise. This liaison between the health department 
and local industry is surely worthy of imitation 
elsewhere. 


a 


Mechanisation and Office Workers 


At a conference held at the Millicent Fawcett 
Jall on Dec. 17th to discuss mechanisation in offices 
s it affects office workers, satisfaction was expressed 
t the prospect of discussing a new departure in 
ndustry instead of allowing a new system to grow up 
aphazard. The idea of bright girls from secondary 
chools setting out on this work with the risk that 
hey might find themselves tied down to it as a 
fetime occupation created feelings of resentment 
2 many speakers. Opinions were divided as to 
rhether repetitive work of this kind is itself injurious, 
ut there was unanimity on resolutions calling for 
dequate provision for the comfort of the worker, for 
ayment which should reach a rate at which the 
orker can be fully self-supporting, and for oppor- 
nities for promotion to higher posts. Employers, 
ad e- union officials, and educationists joined in this 
scussion, and it was obvious that the great changes 
ow taking place in industry must not be allowed to 
svelop in the way that marked the earlier evolution 
industrial conditions. The full-time employment 
> medical officers by large firms makes this subject 
interest to the medical man, especially in view 
the influence of working conditions upon sickness 
ysenteeism due not so much to physical illness as 

conditions brought into being by maladjustment 
id dissatisfaction. 
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PUBLIC HEALTH 


Cerebro- -spinal Fever at Halifax 


A case of cerebro spinal fever was reported at the 
military barracks at Halifax on Dec. 13th. It was a 
soldier, 18 years old, who died in the isolation hospital 
two days later. The clinical pioture was typical 
severe headache, vomiting, pyrexia, stiffness of the 
neck, and Kernig’s sign. Examination of the cerebro- 
spinal fluid showed polymorphonuclear leucocytes 
containing meningococci. Treatment included re- 
peated lumbar puncture and the intrathecal adminis- 
tration of antimeningococcal serum. In order to 
detect contacts immediate inoculation of culture 
plates at blood heat was employed; the results 
were negative. Contacts were however excluded from 
the general public for a week. In the search for a 
cause the possible factors of overcrowding, bad ven- 
tilation, and fatigue were looked into, but nothing 
significant was discovered. Another young soldier 
was admitted to the isolation hospital for observation 
and special examination but the suspicion was not 
confirmed. No further case has arisen. 


Scarlet Fever at Doncaster 


Up to Dec. 21st 152 cases of scarlet fever had been 
reported at Doncaster. The infection having been 
traced to a particular milk-supply, arrangements 
were made for all the milk coming from this source 
to be pasteurised before delivery. It is believed 
that the great majority of the primary cases have 
been accounted for, and that the number of fresh 
cases will now decline. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEÐE ENDED 
DEC. 12TH, 1936 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 5 
(Oldham); scarlet fever, 1906; diphtheria, 1283 ; ; 
enteric fever, 27; pneumonia (primary or influenzal), 
851; puerperal fever, 34; puerperal pyrexia, 97; 
cerebro- spinal fever, 17; acute poliomyelitis, 12; 
encephalitis lethargica, 5; dysentery, 36; ophthalmia 
neonatorum, 84. No case of cholera, plague, or 
typhus fever was notified during the week. 


The number of cases in the Infectious Hospitals of the London 
a 9 oaro 


fever, 1047; phtheria, 1055; measles 9; oping- 
cough 368 ; puceperal 384 15 mothers (plus N baplesp; : 
encephalitis thargica, 284; poliomyelitis, At St. 


Margaret’s Hospital there were 13 babies (plus 5 mothers) 
with ophthalmia neonatorum. 

Deaths.—In 122 great towns, including London, 
there was no death from BTT. 2 (0) from enteric 
fever, 2 (0) from measles, 7 (1) from scarlet fever, 
7 (0) from whooping-cough, 43 (3) from diphtheria, 
44 (14) from diarrhoea and enteritis under two years, 
and 54 (11) from influenza. The figures in paren- 
theses are those for London itself. 

Both the deaths from. enteric fever occurred at Thurrock 


(U.D.). Fatal cases of diphtheria were reported from 27 great 
towns, Hull 5, Luton, Liverpool and Manchester each 3. 


The 8 of stillbirths notified during the week 
was 279 (corresponding to a rate of 47 per 1000 total 
births), including 45 in London. 


SEWAGE DISPOSAL IN GREATER WORTHING.—A 
scheme for carrying off the sewage of an area of 
5000 acres in Greater Worthing has just been completed 
at a cost of £113,000. It was begun in 1929 when the 
rapidly developing parishes of Durrington and Goring «a 
became part of the town. 
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The Christmas Adj ournment 


Tx House of Lords adjourned for the Christmas 
recess on Friday, Dec. 18th, until Jan. 26th. The 
House of Commons adjourned on the same day 
until Jan. 19th. 


QUESTION TIME 
WEDNESDAY, DEC. 16TH 
Medical Examination of Air Force Recruits 


Mr. Day asked the Under-Secretary of State for Air 
whether, seeing that there were 52,245 definite applications 
for enlistment in the Royal Air Force for the year ended 
3lst March, 1936, and that during this period only 18,889 
were medically examined, when it was proposed to 
examine and/or reject the balance of these entrants.— 
Sir P. Sassoon replied: Of the 52,245 applications for 
enlistment in the Royal Air Force in the year ended 
March 31st, 1936, about 23,000 were rejected on various 
grounds of unsuitability or were not pursued by the 
applicants. The remaining applicants were medically 
examined and 18,889 found physically fit. 


British Red Cross and Spanish War 


Miss RATHBONE asked the Secretary of State for 
Foreign Affairs whether he was aware that the British 
Red Cross had sent no medical or nursing personnel to 

either side in Spain, and had not recognised the status 
of those medical units which had been sent by voluntary 
efforts; and whether, in view of His Majesty’s Govern- 
ment’s declared intention to promote humanitarian efforts 
for the relief: of suffering in the Spanish dispute, he would 
do all in his power to secure for these units the status 
of Red Cross workers.—Mr. EDEN replied: I am aware 


that the British Red Cross has sent no medical or nursing 


personnel to either side in Spain and has not recognised 
the status of those medical units which have been sent 
by voluntary efforts. The question of approaching the 
opposing forces with a view to persuading them to apply 
the provisions of the Convention in relation to the 
protection of Red Cross units is under consideration, 

Miss WILKINSON: May I ask the right hon. gentleman 
whether the British Red Cross asked the advice of H.M. 
Government and whether they have acted in accordance 
with the advice given ? | 

Mr. EDEN : No. I think this is really what happened. 
The position is that the Geneva Red Cross Convention, 
1929, does not apply to the civil war in Spain and that is 
the legal position. I hope that it will be able to deal 
with the matter in the manner suggested. I am quite 
sure that we have not dissuaded any body from taking 
action. Naturally we wish to take all the action and to 
give all the humanitarian help we can in the interests of 
all concerned. 


Motorists and the Driving Test 


Mr. WALTER GREEN asked the Minister of Transport the 
number of motorists submitting themselves for driving 
tests during the six months to the last convenient date ; 
the percentages of that number failing to pass the first, 
second, and third tests; and if he was satisfied that there 
was a reasonable uniformity in the character of the tests 
imposed.—Captain A. Hupson, Parliamentary Secretary 
to the Ministry of Transport, replied: From May 30th 
to Nov. 28th, 1936, 194,488 candidates submitted them- 
selves for driving tests. Of these 28-46 per cent. failed. 
Candidates were not required to disclose how many times 
they might have been tested previously, and no informa- 
tion is available as to the number of persons who sub- 
mitted themselves for a second or third time. From the 
outset steps have been taken to secure reasonable uni- 
formity in the character of the tests conducted by the 
various driving examiners, and I think that, generally 
speaking, it has been achieved. 


Road Accidents 


Mr. WATKINS asked the Minister of Transport the 
number of people killed and injured in road accidents since 


-PARLIAMENTARY 


medical services for juveniles attending authorised courses; 


* — 
sA 5 - 
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January, 1931.—Captain Hupson replied : Since Janus, 


1931, 40,350 people have been killed and 1,290,000 injured 
in road accidents. 


THURSDAY, DEC. 17TH 


Medical Services at Juvenile Centres 


‘Miss Warp asked the Minister of Labour how many 
local authorities in the special areas had provided the 


and what financial assistance was given by the Goven-. 
ment in order that the service might be adequate— 
Mr. Ernest BROWN replied: Eleven education authorities 
conducting authorised courses of instruction in the special | 
areas of England and Wales and Scotland are under. 
stood to have made arrangements to a varying extent, for 
the provision of medical services for juveniles attending 
such courses. The standard rate of grant on this service 
is 75 per cent., but where certain conditions are fulfilled | 
this rate of grant may be raised to 100 per cent. of the 
approved additional expenditure. 

Miss Warp asked the Minister of Labour whether be 
would consider establishing a medical centre in connexion | 
with the Government training centres.—Mr. Er 
BROWN replied : The facilities at the local training centres 
which are being set up in the special areas in England | 
and Wales will include the provision of medical, dental, 
and optical treatment for men who cannot at present be 
admitted to the Ministry’s centres owing to minor physical 
‘disabilities, 


' Silicosis and Asbestosis Certification 


Mr. CAssETLIs asked the Home Secretary if he would 
inquire into the case of the late Patrick Conway, of 
400, Moffat-street, Glasgow, E.5, whose widow applied to 
the medical board for silicosis and asbestosis for a crti- 
fication to the effect that Mr. Conway died from silicosis; 
and if he was aware that the board demanded payment 
from the widow of the statutory charge of £2 2s., and on 
receipt of it wrote to her on Nov. 17th, 1936, that a 
certificate was not to be granted, even though no post- 
mortem examination of the deceased was made—sSir 
JOHN Som replied : I understand that Conway died on 
July 12th, but that notwithstanding a previous warning 
to the family no post-mortem examination was 
for and the board were not informed until the end d 
the month, when the body had been buried and they had 
no authority to interfere with it. They thereupon informal 
the widow that they would be unable to issue a certificate 
without such an examination. Subsequently her solicitor 
asked them to decide that no post-mortem was necessary, 
but after a careful review of the evidence before then, 
they were unable to certify that the death was caused by 
the disease, and so informed him. The fee has been 
refunded, : N 

Civilian Gas Respirators 


Mr. De C gam asked the Home Secretary if the gs 
masks to be supplied to the civilian population in th 
event of war guaranteed immunity against carbon 
monoxide and highly dispersed arsenical smokes, respe- 
tively.— Mr. GEOFFREY LLOYD, Under-Secretary, Home 


Office, replied: The civilian respirator protects agains 


highly dispersed arsenical smokes. It does not protec 
against carbon monoxide, but I am advised that carbon 
monoxide could not be used as a war gas. 


Doctors and Male Servant Licence 


Mr. SUTOLIFFE asked the Chancellor of the Exchequer 
whether he was aware that cases had arisen where a doctor 
was compelled to take out a male servant licence for his 
chauffeur, while at the same time the chauffeur was com- 
pulsorily insurable in respect of unemployment; and 
whether he would consider taking steps to put an end to 
this anomaly.—Lieut.-Colonel CoLVILLE, Financial Secre- 
tary to the Treasury, replied: While I am aware ths 
cases of this kind exist, I cannot accept my hon. friend's 
contention that they are anomalous. The whole question 
of the male servant licence duty is under examination. 


(Continued at foot of next page) 
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MEDICAL NEWS 


University of Oxford 


At recent examinations the following candidates were 


successful. 
FINAL EXAMINATION FOR B. M. 


Medicine, Surgery, and Midwifery.—O. R. Cone, W. F. Dun- 
Fa S. E. Furber, D. M. T. Gairdner, J. B. M. Green, N. J. S. 
‘Gurney, G. O. Jelly, T. A. M. Johns, N. H. A. T. M. 


Martin, 
5 Ra P. Popper, G. L. Peskett, J. L. Reid, A. H. M. 
H. Shire, P. de B. Turtle, and J. Walter. 


The following have been selected to make appointments 
under Lord Nuffield’s benefaction for medical research :— 


. Clinical Medicine—The vice-chancellor, the president of 
. J. A. Ryle, Dr. J. J. Conybeare, ir Farquhar 

. G. Gibson, and Prof. John Mellanby 
Surgery. — Prof. G. E. Gask, the master of Balliol, Prof. J: A. 
Gunn, Dr. Conybeare; Sir Farquhar Buzzard, Prof. E. 
Le Gros Clark, and Mr. G. R. Girdlestone. 

Obstetrics and Gynecology.—The vice-chancellor, the provost 
of Oriel, Dr. K. G. Franklin, Dr. Conybeare, Sir Farquhar 
Buzzard, Sir Henry Dale, and Sir Ewen Maclean. 

Anesthetics.—The vico chancellor, the master of Pembroke 
College, Prof. Walter Ramsden e Sir Farquhar 
Buzzard, Prof. Gunn, and Mr. Girdle dlestone. 


University of Cambridge 


At recent examinations the following candidates were 
successful :— 


THIRD EXAMINATION FOR M. B., 3B.CHIR. 

Part I., Surgery, Midwifery, a nd Gynecology. —C. D. Anderson, 
D. A. P. Anderson, E. F. Aubert, A. M. Barry, F. ras A. Beckett, 
A. G. Bellamy, „Billington, I. G. Braddon, A S. J. B 


Gaton, N. F. . S. 
. Darbishire, O. M. Dickins . 

. S. E M. Evans, J. N. ell, 
ming, - French, J. O. Gilson, G. W. C. G 

A. Guest, H. Haigh, J. N. Horne, C. W. Hutt, N. D. Jekyll, i 
v. H. R. . G. King, A. P. Kitchin, J. I. H 
M. Longridge, T. P. H. Mok evor, 
; Markham, A. H. „R. M. B. D. Molesworth, 
a Neville, L. B. Paling, A. K. Pardhy, M. T. Parker, E A. 
Sk, C. E. Peaker, G. O. Richardson, A. C. G. Scorer, 
J. J. S. Sergel, K. M. M. Sheldon, A. W. Stewart, G. E. Watson 
. W. Watts,” R. R. Wilson, L. A. G. Wood, G. H. Wooler, and 
Part II. 4 Bogie i ang 5 .A. M. Barry, 
T. E. B Bond, R Bil Castle, K i ; 


Junn, J. 
zoldie, F. E. ee R 
ors G. E. W: S. Nuti 5 C. 


ane, W 
k. H. Taylor, 0 E, Watson, A 


toyal College of 5 of 8 


At a meeting of the College held on Dec. 18th, with 
ir. Henry Wade, president, in the chair, the following 
andidates having passed the requisite examinations were 
dmitted to the fellowship :— 


George Richard Butterfield, M.B.N.Z.; Goronwy Evan 
homas, M. B. Lond. ; Alaric Lewer Allen, M.B. Witwatersrand ; 
onway Phillips Allen, M.B. Glasg. ; William Henry Belford, 
. D. Belf. ; Dermid Lockhart Cameron Bingham, M. B. Edin.; 
onald Dennison Campbell, M.D. Manitoba ; James Pollock 
. St. drews ; Wlark, II. B. I. Chakravarty, 
ae Donley. g lark Leeds; George 
Frank Greenslade, 
Francis Sansome 
Carlyle Penrose Hudson, M.B. 


dne. ; Jo Rudolph as La . Sydney ; Donald 
enneth Lennox ae John Sommerville Lyle, M.B. 
din.; Amarnat th 11 Mukerji, B. Calcutta; Barclay Falkland 
scfarlane M.B. Edin. ; thony Gurdon Palin, M. 


Clifford Ellis Roberts, M. R. O. S. Eng.; Ronald Douglas 
ronach, M. B. N. Z.; and Tristram Wooldridge, M. R. C. S. Eng 


(Continued from previous page) 
Typhoid Outbreak at Bournemouth 


Mr. Groves asked the Minister of Health whether the 
ilk depdt situated in Poole associated with the first 
ses of typhoid fever at Bournemouth, Poole, and Christ- 
urch, was anywhere near the farm on which a well 
8 reported at a recent meeting of the Poole Borough 
uuncil as being contaminated and unfit for domestic 
e.—Sir Krinestey Woop replied: No, Sir. I am 
formed that the distance of the milk depét from the 
rm to which the hon. Member refers is at least five miles. 


University of London | 
The title of emeritus professor in the University has been 
conferred on Sir Grafton Elliot Smith, F. R. S., on his 
5 5 5 from the chair of anatomy tenable at University 
ege. 


Society of Apothecaries of London 
Atrecent examinations the following candidates were 
successful :— 
MASTERY OF MIDWIFERY 


P. N. Bardhan, T. S. M. Barnett (with honours), M. R. Divekar, 
Désirée M. B. Gross, Katherine M. Hirst, and Sheila Thomson. 


University of Edinburgh 
On Dec. 18th the following degrees were conferred :— 


M. D.—J. S. Brown (in ane) SJoseph Bryant, *C. W. 
Clayson, A. D. Frazer, A. J. Galb raith Hay. tI. O. Mac- 
donald, Julius Meyer, ii M. Simson (in absentia), R. C. 
(in absentia), tJ. M . Steven, R. H. Tait, and W. 
Wilson. 

* Awarded gold medal for thesis. 1 Highly commended 
for thesis. $ Commended for thesis. 

Ph.D.—G. P. Matthews an 1 

N Ch.B.—B. G. H. E. Baumann, R. O. Belling- 
bam, N R. Butcher, Edward dae William Drummond, 
J. E. Farren, Ian Fer N. S. Gillette, Maurice Hurwitz, 
R. W. Irving, a F. accabe, R. B. M‘Martin, Frances I. B. 
Macmillan, H h Miller, E. H. Murcott Ja ane, K. 
Lakshman Nan Feder E. G. 88 Orchard, M 


5 ae Aberdeen 
On Dec. 15th the following degrees were conferred :— 


oe 157 THA J. Hogg (commended) and L. G. Walters (in 
absentia 
M.B., Ch.B.—Leonard Bapty, G. P. Barclay, William Birnie, 


J. M M. Corall, T. M. Fowler, G. M. Gibb, Norman Gil, H. a I. 
Glennie, W. G. Hendry G. M. Hobbin, H . Kellas . 
Levitt, Thomas Lyall, J. M. MacMillan. P. R. Mitchell, B 


Taylor, J. S. Watson, and G. T. R. Watt. 
University of Birmingham 


On Dec. 18th the following degrees were conferred :— 


M.B., Ch.B.—G. S. Adams, J. H. Austin Margaret B. Dow, 
Lilian M. Fogarty, A. H. Khan, Jack Lockley, W. Phillips, 
and Dave Senzer. 


University of Bristol 


At recent examinations the following candidates were 
successful :— 


H. E. Pearse. 


FINAL EXAMINATION FOR M. B., H. B. 
Coralie W. Rendle-Short (with distinction in obstetrics and 
pubic health), Louis Schnipelsky, Ernest Want, and Ursula G. 
ewitt (in Group II, completing examination). 


University of Liverpool 
At recent examinations the following candidates were 
successful :— 


©. S. Anderson, Frances M. Glyn-Hughes, J. D. Hay, O. V. 
Jones, and T. E. Lennon. 


J. H. Hughes. 


W. S. Diggle, R. 
McComas, and J. 


FINAL EXAMINATION FOR M.B., OH.B. 
H. F. Harwood (with second-class honours). 
rar ZITI.—J. C. Birchall, Eunice M. 1 . Crook» 
E. Evans, J. Lawson, J. Leiper, M Phihips, G Platt» 
B. Mioi „Margaret J. Roberts, D. M. Rosenfeld, A. Sim kin, 
A. Singer, oan Watts, R. E. D. Wheeler, and R. B. Wright. 
Part I.—A. E. Burton, W. E. Coates, D. W. Forgan, O. M. 
Haarburger, E. P. Houghton, G Karstaedt, J. n Marchant, 
J. H. Newmark, B. I. Phillips, Hilde C. Podmore, E . B. r 
Ra R Temple, R. Watson, Gwendoline Wiliams, and E 
g 
ya II. an M Brown, K. W. Cameron, L. H. Chandler, 
W. E. Coates, R. I. Cohen, O. M. Haarburger, A. S. Hall, A. L- 
Hutson, W. J. Patton, Geraldine M. H. Paul, J. A. Pugh. H. 
Rifkin, J. P. G. Rogerson, and S. R. Warren. 


D. T. M. 


J. E. O. Amegatcher, D. N. Bhaduri, E. Bradbury, N. Chak- 
ravarti, R. S. A. Easmon, M. H. Gomaah, B. J. Green, S. "Hazra, 
Chien Lien Ho, L. Hurtado, S. Saleem, K. Sankaran, T. S. 
Subramaniam, J. W. Summerhayes, A. Tabet, and S. Wang. 


Dr. T. S. Subramaniam has been recommended for the 
Milne medal. 


M.D. 


OH.M. 


M.CH. ORTH. 
13 8 A. Gillles, W. N. Little, Edith E. 


U 


l Jackson, G. B. Locke, J. R. Monks, and D. 


l 
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University of Manchester 


At recent examinations the following candidates were 
successful :— 


iets ea “EXAMINATION FOR M. B., CH. 8. eG 


Part II.—Ber 
i pier Toe Benjamin Flacks, J. A. Her d, C. B. 
Holland, A. 8. Martin, W. S. Parker, Aboudi 
Shashoua, V. B. Sater, A. M. L. Smith, and John Starkie. - 
Tar I. L; 8 Anderson, Leslie Ballon, R. S.. A. Beckett, 
O. D. Coe, J. H. Ferguson, W. S. Holden, n B. Ho Hollos, Roger 
D.P.M. oi 
Fart II. Geoffrey Williamson: 


The following appointments have been made Mr. 
H. H. Rayner, Mr. W. H. 


land, Mr. A. Graham Bryce, and Mr. R. L. Newell, lec- 
turers in surgery; Dr. P. B. Mumford, clinical lecturer 
in dermatology ; Mr. R. L. Newell, lecturer in regional 
surgery; and Dr. Lawrence Kilroe, lecturer in medical 
ethics and conditions of medical practice. i 


National University of Ireland 


At recent examinations at University College; Cork, the 

following candidates were successful . 

M. D. 

5. G. O'Sullivan. , ang 
4 FINAL EXAMINATION FOR M.B., B. CH., B. A. o. 

B. J. O'Driscoll (first-class honours) ; T. J. Conran M. J. 
2o Dermot Lehane, M. F. Magnier, P. F. O ‘Connor, 
.J. O? riscoll, J. W. Reade, and Margaret M. M. Reynolds. 

Bae J. e Sheahan. 
Mearthy, D. J. G. Maher. eee and 


D. P. H. 
R. T. Ahern, J. J. Hurley, T. J. Mullins, and T. P. O'Connor. 
5 85 fi INM. J. ‘MeCarthy (second- class -honours) ; and John 
5 er y. 


Royal Institution 


The subject of this year’s Christmas lectures for young ö 


people is ships, and they will be given at 3 P. M. on Dec. 29th, 


3lst, Jan. 2nd, Sth, 7th, and 9th, by Mr. G. I. Taylor, N 
F. R 8. Yarrow research professor of the Royal Society. 


The address of the institute is 21, Albemarle-street, 
London, W. 


A Congress on Rheumatism 

The sixth International Congress on Rheumatism of 
the Ligue Internationale contre le Rhumatisme will be 
‘held at the University of Oxford at the end of March, 
1938, and afterwards the tenth anniversary of the founda- 
tion of the bureau of the Ligue Internationale will be 
celebrated during the bicentenary of Bath- as a spa. 
Further information may be had from the secretariat of 


the Ligue, Dr. J. van Breemen, 5 489-491, 


Amsterdam, 
Congress of Military Medicine and: Pharmacy 


The permanent committee of this congress, which is 


being held at Bucharest from June 2nd to 10th, 1937, 


is arranging ‘a tour of Central Europe, which will leavé | 


Paris on May 23rd and reach Bucharest in time for the 
meeting. The secretary of the committee is Dr. J. Voncken 
of Liége, and further information about bookings for the 
tour may be had from Messrs. eee: Hankey and Sou 
62, Pall Mall, London, S. W. I. 


Medical Society of London 


The second half of the 1936-37 session of this society 
will open on Jan. llth. with a pathological meeting. On 


Jan. 25th Dr. John Beattie and Prof. John Ryle will open 


a discussion on the value of experimental and laboratory 
training in medical education, and other discussions and 
their openers will be: Dr. C. E. Lakin and Dr. Geoffrey 
Harrison on the etiology and diagnosis of jaundice 
(Feb. 22nd), Mr. G. R. Girdlestone on the effects of pro- 
longed dorsal. decubitus (March 8th), and Dr. Donald 
Hunter on some occupational diseases (March 22nd). 
The Lettsomian lectures will be given on Feb. 15th, 24th, 
and March. lst by Sir Thomas Dunhill, who has chosen 
as his subject surgery of the thyroid gland. Dr. R. A. 
Young will deliver the annual oration on May 10th when 
he will speak on perspective and poise in practice. The 
society may be addressed at 11 Jhandos- street, W. I. 


MEDICAL NEWS.—BIRTHS, MARRIAGES, AND DEATHS | 


Birmingham Children’s Hospital 


1A. Barlow, Héléne E. K. Booth, Muriel J. 


block and children’s section at this hospital, which is th 


Hey, Mr. J. P. Buckley, Mr. 
W. R. Douglas, Mr. A. H. Southam, Mr. D. McK. Suther- 


E. C. 2. 
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This hospital has already received £44,362 towards the 
cost of the erection of a babies’ block. ‘During the 
over 5600 children have been admitted to the wads 


Mayday Hospital, Croydon 
Sir Arthur MacNalty has opened a new = 


principal part of. the Croydon. Corporation's. £250,000 
extension scheme. 


Hospital for Sick Children, Great Ormond · street 

This hospital has been offered £10,000 towards its re- 
building fund by- the. trustees of the Bernhard Puw 
Fund. 


King Edward’s Hospital Fund for London . 
A- demonstration lecture in X rays and cineradiography 
will be given in aid of this fund, at Birkbeck Colleg, 
Breams Buildings, E. C., by Dr. Russell Reynolds on 
Thursday, Jan. 14th, at 5. 30 Pu. Tickets may be obtaindd — 
from the secretary of the Fund, 10, Old Jewry, London, 


University of New York g | 

Dr. Donal Sheehan, lecturer in neurological ánstomy | 
in the. University of Manchester, has been appointed — 
senior professor of anatomy and director of the anatomical 
laboratories of the College of Medicine in the University 
of New York in succession to Prof. H. D. Senior. 


Dr. Sheehan graduated B.Sc. of the University of Manchester 


13 1921 and M. B. three years later. In 1932 he was awarded 


the gold medal for his M.D. thesis, and this year he obtained the 
D. So. degree for research into the anatomy of the autonome 
nervous system. .He has held the Dickinson travelling scho 
ship in Medielne and. the Rockefeller travelling fellseablp at 
Yale University. His published work includes an article a 
the clinical . si cance of nerve-endings in the mesentery, 
which appeared in our own columns in 1933. 


Congress of Fever Therapy 

‘The first International Congress of Pyrototherapy wil 
take place at Columbia University, New York, on March 
29th, 30th, and 31st, 1937, when there will be reports aul 
discussions on the action of the different Pyretogmie 
agents and the clinical results obtained. Visits will be 
paid.to Philadelphia and Washington where the delegate 
will be received by President Roosevelt. The British com- 
mittee is as follows: Dr. A. J. D. Cameron, Dr. George 


Graham, Dr. N. B. Graham, Sir Ernest Graham-Litt, 


F. R. C. P., Prof. D. T. Harris, Mr. G. W. C. Kaye, D. Se, 
Mr. Ambrose King, F. R. C. S., Mr. W. V. Mayneord, D. Se, 
Dr. F. J. Nattrass, Mr. B. D. H. Watters, and Dr. W. 
Kerr Russell * secretary), 126, Harley: street, London, 
W. L. l 


Eaa Marriages, aad Deaths. 


‘BIRTHS 


VARTAN On 16th at D ised. W., the wife of 
Mr. Keith Vartan, F. R. O. S., of a daughter. 


MARRIAGES 


CoomMEs—MINETT..—-On Dec. 10th, at Taunton, Dr. N C. 
. Coombs to Eva R. Minett daughter of the late 
Minett. and Mrs. Minett, J.P., of Taunton. 


DEATHS 


BERRI MAN, x aon Dec. ot Guildford. . Charles Palmer Berryman, 

BLAND-SUTTON * Dec. 20th, at Herttord-street, Mayfair, 
John Bland-Sutton, Baronet, in his 8 d yen 

GauNT.—On Deo. 12th, at Meerut, India, It. 00 Jobn Kennedy 
Gaunt, M.B. Bir M., R.A.M. 

Hop@son 8 pe 5 Orpington, Victor James Hodgson, 


LLoyp.—On Dee. 0 16th, at Bangor, 1 North Wales, Edward Jame 
Lloyd, M.D. Ab berd., aged 
RoBERTSON.—On Deo. 16th, at Birmingham, Sir John Robet: 
son, O. . Pan 2 Edin., RTE 28 b 5 Publio Health in 
versity of Bir am 
SOATLIFF.—At Exmouth, and late of Dulwich” Philip Melancthon 
Scatliff, M.R:C.S. Eng. 


N.B.—A fee of 78. 6d. is charged Jor th the insertion of Nolin d 
Births, Marriages, and Deaths. 
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NOTES, COMMENTS, AND ABSTRACTS 


WAS SHERLOCK HOLMES A DRUG 
ADDICT ? 
(BY AN OCCASIONAL CORRESPONDENT) 


THE personality of Sherlock Holmes has excited 
much interest that for years scholars in England 
nd America have engaged in acute controversy on 
arious points on which the text of the Holmes 
hronicles is obscure, deficient, or, apparently, 
ontradictory. Was Holmes an Oxford or a Cambridge 
1an ? Was he dependent on his professional earn- 
gs 7 Did Watson marry one, two, or three wives ! 
n these and similar questions the most learned 
uthorities are at variance. No attempt has, how- 
ver, yet been made, so far as I am aware, to examine 
more important question: Can we accept Watson’s 
tatements that Holmes was once a victim to the 
ocaine habit ? 


It seems that the two men first met late in 1880. 
Ve know that Watson joined the army soon after 
aking his M.D. degree in 1878; that he was wounded 
t the battle of Maiwand, which was fought on 
uly 27th, 1880; that he was some months in hospital 
efore going home on sick leave; and that shortly 
fter returning to London he and Holmes began their 
oint occupation of the rooms at 221s, Baker-street. 
it an early stage of their acquaintance he drew up 
list of Holmes’s chief characteristics, which, he 
eminded Holmes some time later, contained the 
tem “‘self-poisoner by cocaine and tobacco.” No 
vonder that Holmes “grinned” on hearing this 
emark ; for the list, which is set out in A Study in 
carlet,“ contains no such item. This discrepancy, 
vhich seems to have passed unnoticed by Holmes 
cholars, is but one instance of Watson’s inaccuracy 
n recording events. 

The alleged addiction is first mentioned in The 
iign of Four,“ which describes events that took place 
n July, 1887. Watson states that he saw Holmes 
ive himself a hypodermic injection of what Holmes 
old him was a 7 per cent. solution of cocaine; and 
e adds that this performance had been seen by him 
‘three times a day for many months,“ and that 
Holmes said he took cocaine to escape from boredom 
when not occupied with his cases. Watson records 
10 other administration of the drug ; but he refers to 
Holmes’s cocaine habit in The Scandal in Bohemia 
md“ The Yellow Face, and, for the last time, in The 
Missing Three-quarter,’’ a case, probably investigated 
n 1897, which, Watson states, followed one of those 
periods of inaction he had learnt to dread: ‘‘ For 
years I had gradually weaned him from that drug 
mania which had threatened once to check his 
remarkable career . . but I was well aware that 
ihe fiend was not dead but sleeping.” He describes 
his horror when he saw Holmes holding a hypodermic 
syringe, and his relief on finding that it was to be 
used to squirt aniseed solution on the hind wheel 
of a doctor’s car to enable a draghound to trace it 
o its destination. 

Though Watson was on intimate terms with Holmes 
he watched the daily dosing for a long time before 
making any attempt to check it. Not until “many 
months had elapsed did he venture, after a luncheon 
that included an unspecified quantity of Beaune, 
upon a mild remonstrance, which was taken in 
excellent part by the supposed addict. The history 


of Holmes’s alleged drug addiction is, in short, that. 
it began many months” before July, 1887, and 
was gradually discontinued under Watson’s treat- 
ment, extending over years, some time before 


1897. 7 


Now Holmes was not one of those men who are 
unable to occupy themselves unless some definite 
task is presented to them. He was a man of immense 
mental resource and initiative. He was an expert 
chemist, an accomplished linguist—with an intimate . 
knowledge of Goethe and Petrarch—an assiduous 
student of Black Letter texts, a capable performer 
on the most exacting of all instruments—the violin— 
a composer, and an authority on the music of the 
Middle Ages. That a man with such resources should 
be driven by ennui to seek distraction in cocaine is 
so improbable that nothing but the strongest evidence 
could make it credible. 

Nor was the great detective in other respects of 
the stuff of which cocaine addicts are made. The 
victim to cocaine is not, like the opium addict, a 
solitary self-poisoner; he is sociable and prefers to 
take his dope in company. The first effect of the 
drug upon him is to make him lively and voluble in 
disconnected talk. He tries to make jokes and shine 
as a brilliant person. The opium addict may be a 
man of exceptional powers: Coleridge and De 
Quincey are examples; but the victim to cocaine is 
lacking in mental capacity—incurious, vacuous, 
needing the gross stimulus of a drug to rouse his 
interest in life. The continued use of cocaine leads to 
degeneration—physical, mental, and moral. All this 
is the antithesis of what we find in Holmes, who was 
the most unsociable of men: reserved, self-controlled, 
self-sufficient. There was no falling off in his mental 
powers, his physical activity, or his character. The 
effects of his alleged dosings, as described by Watson, 
are not the manifestations of cocaine poisoning. 


Moreover, the gradual “ weaning ” treatment that 
Watson adopted is unusual in such a case. The sudden 
discontinuance of cocaine does not give rise to the 
distressing withdrawal symptoms that follow the 
sudden discontinuance of morphia. This must have 
been known to Holmes, who was far more deeply 
versed in the effects of poisons than his medical 
friend. Watson was an inexperienced practitioner. 
There is no evidence that he was in civil practice 
before he joined the army, and he was invalided out 
after some two years’ service. For about seven years 
afterwards he apparently made no attempt to improve 
his professional proficiency either by post-graduate 
study or otherwise, but led an idle life, except for 
the assistance he gave Holmes in the cases in which 
they collaborated and for his literary work in record- 
ing a number of cases. It is most unlikely that a 
man of Holmes’s overpowering personality would be 
influenced by Watson in a matter so personal as the 
discontinuance of a drug habit. On the other hand, 
we have Watson’s statement that he actually saw 
Holmes inject himself with what he said was a solu- 
tion of cocaine, and that his forearm and wrist were 
“all dotted and scarred with innumerable puncture 
points.” How can this statement be explained ? 


The explanation is, I suggest, that Holmes was 
pulling the good Watson’s leg. He had a sense of 
ironic humour, and when he disguised himself for 
professional purposes he was delighted at Watson’s 
failure to penetrate the disguise. He was a con- 
summate actor, and in The Adventure of the Dying 
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Detective he shammed a severe illness with such skill 
that Watson, completely deceived, was prevented 
only by extreme measures from rushing out for 
‘assistance from Harley-street. The puncture marks 
could easily be counterfeited by a man so proficient 
in make-up as Holmes; and we have no evidence 
beyond Holmes’s own statement that the bottle 


Watson called the cocaine bottle” ever contained 


cocaine. It was like Holmes to enjoy mystifying 
Watson and watching his attempts to screw up his 
courage to protest against his friend’s self-poisoning. 
What happened when Watson, emboldened by 


Beaune, did protest is consistent with the hypothesis 


of a leg-pull: He did not seem offended. On the 
contrary, he put his finger-tips together, and leaned 
his elbows on the arms of his chair, like one who has 
a relish for conversation.” 


The hypothesis explains also Watson's account of 
his “weaning” treatment. Holmes, who had a 
genuine affection for his Boswell, was doubtless 
intensely amused at the “weaning” efforts, which 
probably began when Watson after his marriage 
purchased a small practice in Paddington. Holmes 
naturally wished to encourage his friend in his new 
rôle of general medical practitioner by allowing him 
to think he was successfully treating a difficult case 
of drug addiction. 

All we know of Holmes’s alleged addiction can be 
explained if we assume that he did not actually 
take the drug, but mystified Watson into believing 
that he did. The facts can be explained on no other 
hypothesis. This conclusion reflects unfavourably 
on the professional competence of Dr. Watson; but 
the interests of truth are paramount, and this contri- 
bution to the literature that has gathered round 
Holmes is offered in justice to the most famous 
character that has appeared in English fiction since 
the great days of Dickens. 


TYPHUS FEVER 


THE July-September issue of the Epidemiological 
Report of the Health Section of the League of Nations 
contains the second and concluding part of the 
article by Dr. Yves Biraud and Dr. S. Deutschman 
on typhus and typhus-like rickettsia infections, of 
which the first was summarised 


earlier in the year (1936, i., 1250). In dealing with 


the distribution of these diseases in Africa they state 


that lice-borne typhus remains endemo-sporadic in 
North Africa, is endemo-epidemic in Egypt, 
among the Bantu population in Basutoland and the 
Union of South Africa and South-West Africa, and 
has recently invaded the mountainous area of South- 
West Uganda and Urundi. Murine typhus has been 
found both in rats and men in the ports and inland 
towns of North, West, and South Africa. Tick- 


borne diseases are present throughout North Africa 


in the form of boutonneuse fever and in Central 
Africa (Kenya) and South Africa as tick-bite fever. 
In North America Canada is almost free from all 
forms of typhus. In the United States louse-borne 


typhus, though repeatedly imported from Europe 
and Mexico, has never become endemic, whereas 


the mild form known as Brill’s disease is still endemic 
in New York City, Massachusetts, and Connecticut. 
For some years murine typhus has become increas- 
ingly frequent in the cities of the eastern and south- 
eastern States, especially bama, Georgia, and 
Florida, and in towns on the Mexican Gulf and along 
the; Rio Grande valley, where the fatality is about 
5 per cent. On the other hand lice-borne typhus has 
been endemic for centuries in Mexico, where it is 
called tabardillo and has a fatality of about 40 per 


cent. In Central America typhus is almost confined . 
temala. 


to the higher regions of In South 
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America the distribution of lice-borne typhus extends 
from Venezuela to the Argentine and the plain d 
Southern Chile. Murine typhus is also found in 
Northern Chile, on the coast of Peru, and in th | 
Argentine. In Asia louse-borne typhus is prevalet | 
from the northern half of the continent southwars 
to the mountainous parts of Iran, Afghanistan, 
British India, North Indo-China, and South-Westen 
China, ee main forms of typhus are also met 
with in India: (1) a form clinically and serologically 
identical with the tropical scrub typhus of Malaya; 
(2) a more severe form ‘prevalent in the southem 
districts; and (3) a form closely allied to muim 
flea-borne typhus. In Malaya three types of disease 
are described—scrub typhus or rural typhus, shop 
or urban typhus, and Japan river fever or Tsuteugy 
mushi. In Australia since the disappearance of 
louse-borne typhus in 1869 two distinct forms have 
existed coastal fever, pseudo-typhus or sugarcane 
typhus on the eastern coast. of tropical Queensland, 
and another form in the non-tropical part of 
Queensland. : 


SOVIET ‘SCIENCE 


Mr. J. G. Crowther has paid seven visits to the 
Soviet Union in the last seven years, in om of 
which he had the privilege of being the guest of 
institutes for a considerable period, and he is thus 
qualified to write an account 1 of Soviet science from 
first-hand observation. The author's aim in alittle book 
entitled Soviet Science“ is mainly to give inform- 
tion about the sort and conditions of research in 
Soviet scientific institutes. The book is divided into , 
six parts entitled respectively, Theory and Organist- 
tion, Physics, Chemistry, Applied Science, Biology, 
and History of Science. Part I. opens with a chap 
on dialectical materialism and then proceeds to 
describe the organisation of physical research, the 
academy of sciences, and so forth. When th 
author proceeds to describe the actual work beng 
carried out he gives the impression of anxiety— 
doubtless associated with the kindness of his hosts 
not to omit mention of any ‘worker or any 1 5 
of research that he came across; the result is that the 
uninformed reader would gather a very much 
exaggerated idea of the importance of both th 
workers and the work. We have no wish to belittle 
the commendable energy which is being displayed 
by the authorities of the U.S.S.R. to foster research 
The results in their proper perspective show that the 
goe of science is not being neglected in the Soviet 

nion. 


ANIMALS AS POSSIBLE VECTORS ‘OF 
POLIOMYELITIS 


In the October number of the Annales @hygitu 
publique there is a paper by Prof. Tanon. and Dr. H. 
Oambessédés on the réle of animals in the 
mission of poliomyelitis. What has impressed them 
about the incidence of the disease in Paris of recent 
years has been its sporadic behaviour, no one cas 
being traceable to another in the same town. Som 
times an inquiry would reveal the sole significant 
fact that the patient had lately been in some other 
locality known to be infected with poliomyelitis 
Tanon has instructed ‘his medical inspectors en 
on the recording of cases of poliomyelitis to keep 
in mind the possibility of the transmission to man 
of poliomyelitis from animals, notably poultry. 
With this slant given to the investigations now 
proceeding, he has succeeded in collecting som 
curious cases. One of them was that of a child of 4, 
suffering from typical poliomyelitis, who lived with 


her parents in a small detached house in the suburbs, 


isolated from all other buildings. She never wat 
beyond the confines of the property, not going 
school or playing with any other children. ever 


1 Soviet Science. By J. G. Crowther. 


London: Kegan Pu. 
Trench, Triibner and Oo., Ltd. 1986. Pp. $42. 8d. 
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she left the house, it was only to play in a poultry 
yard that had recently been evacuated because an 
epidemic among the fowls had killed several of them, 
and the remainder had been removed by their owner. 
In another case two brothers, aged respectively 3 and 
4, developed poliomyelitis. They hardly ever went 
out of doors, but played on a large balcony that 
communicated with the room of an old woman who 
had recently been given a young cat. Its ill health 


was construed by its owner as a sequel to the profusion | 


of fleas it harboured, so she set to work, with the 
assistance of the two children, to rid the cat of these 
parasites. Now the cat had been given to the old 
woman by her son who had recently been in more or 
less direct contact with a fatal case of poliomyelitis. 
In another case of this disease there was no poultry 
yard to connect it with, but in the same household 
five or six cats had recently died after a long illness 
characterised by progressive difficulty in walking. 
Though Prof. Tanon is interested in these observa- 
tions, he warns his readers that la coincidence 
est l'ennemi des conclusions scientifiques.” 


BRIGHTON’S WATER-SUPPLY 


BRIGHTON and the neighbouring districts that 
share its water-supply are still growing rapidly, and 
the Brighton corporation has been obliged from 
time to time to extend its watershed areas on the 
downlands near the border of the town. A few 
years ago it bought nearly 800 acres of downland 
at Balsdean, at the extreme eastern end of the 
borough, to the north of Rottingdean. Gradually 
tbis estate has been developed, water rights have 
been secured, and this one watershed now covers no 
fewer than 1330 acres. A month ago the pumping 
station was officially opened, and the two bell-shaped 
pumps were set in motion. They have a capacity 
of 4,500,000 gallons per day. which is a very consider- 
able contribution towards the 10,000,000 to 11,000,000 
1 per day which the whole area of the under- 

king requires. The machinery at Balsdean consists 
of two centrifugal borehole pumps. Electricity 
supplies the power, and the pumping station is said 
to be the largest electrically driven station in England. 
The Brighton undertaking, including the district it 
serves—-now one of 46% square miles—has never 
seriously suffered, even in the recent years of 
irought ; warning notices in the past have always 
sufficed. Now that the undertaking claims to be 
ble to meet twice the i cane of the present 
population, there should be no fear of a water 
shortage, or even of curtailment. 


DAIRY REFORM IN THE IRISH FREE STATE 


OUR DUBLIN CORRESPONDENT writes: It is just 
xighteen months since the Milk and Dairies Act, 1935, 
received the Royal Assent, but its operation was 
delayed pending the framing of regulations required 
n some of the sections. Regulations in relation to 
lairies and milk, and in relation to inspection of 
animals, were to be made by the Minister for Local 
Jovernment and Public Health with the con- 
surrence of the Minister for Agriculture. These 
aave now been framed and were issued last week. 
stringent conditions are imposed as to the cleanli- 
1e8s required both in cowsheds and in dairies, There 
nust be adequate washing apparatus and equipment 
or the use of those handling cows or milk. The 
loors of cowsheds and dairies must be so constructed 
is to be easily cleansed, and there must be no crevice 
x cavity in which liquid matter could lodge and 
emain. The floors of cowsheds must be provided 
vith channels for conveyance of all liquid material 
rom the sheds and the floors must be so sloped 
hat liquid material will flow into such channels. 
The cowsheds must be adequately lighted and properly 
rentilated. The lighting must be such that a person 
vith ordinarily good sight milking a cow and seated 
n any normal milking position could distinguish 
lirt on the udder or teats, or abnormalities in the 
lour of the milk. Provisions are made that the 


large insertions are regularly made. 


interior surface of the walls and the ceiling of every 
cowshed shall be cleansed as often as may be necessary, 
either by washing with “ potable water or, if the 
material of the walls and ceiling be not of washable 
material, by other thorough methods followed by 
lime-washing or spraying with lime, or otherwise 
disinfected. ‘The floor shall be flushed with water at 
least once in each day. Strict conditions are laid 
down as to the procedure to be followed in order to 
ensure cleanliness and protect the milk from con- 
tamination during the act of milking. As regards 
inspection, it is provided that every dairy and the 
vessels and machines in such dairy shall be inspected 
at least once in every three months, and the animals 
shall be inspected at least once in every six months. 

The regulations, viewed generally, appear to have 
been made with considerable care. It is just possible 
that in some particulars they may have taken too 
little consideration of practical difficulties. In few 
Irish farmyards, except where the dairying industry 
has been extensively developed, is there a supply of 
water adequate to flush the floors of a cowshed. 
Again, it is barely necessary to require that the walls 
of the cowshed and the hands and arms of the milker 
should be washed with “ potable ” water. There is 
a danger in attempting to impose conditions which 
appear unreasonable or impracticable, for the local 
authorities, in whose hands lies the responsibility for 
administering the Act, may refuse to stir themselves 
in the matter if they think the conditions harsh. 


ENCEPHALITIS AFTER VACCINATION 


POST-VACCINAL encephalitis, according to van den 
Branden and Nélis (Bruxelles-méd., 1936, xvii., 1) 
is rare in Belgium compared with England and 
Holland, though the figures are scarcely comparable 
since it is not compulsorily notifiable. Their opinion 
is based on the records of the State Vaccination Office 
in Brussels to which only 11 cases were reported 
between June, 1932, and June, 1936—an incidence 
of one case for every 150,000 vaccinations or 
revaccinations. The age-distribution was as follows : 
one case at 71 months, six between 2 and 7 years, 
two in children whose ages were not given, one without 
any mention of age whatever, and one in an adult. 
Three of the patients completely recovered, five died, 
and in three the issue was not stated. It is further 
noteworthy that not a single case of post-vaccinal 
encephalitis has been reported from the Belgian 
Congo, where in some years half a million vaccina- 
tions and revaccinations are performed and three 
van den Branden 
and Nélis adopt the now conventional view that first 
vaccinations should if possible be performed in 
infancy, and they suggest the age of six months to 
one year as the most suitable time. 


HIGH BLOOD PRESSURE 


ACCORDING to R. S. Palmer, interest in the surgical 
treatment of essential hypertension is becoming 
general in the United States, and in reporting on a 
group of 169 cases treated medically and watched 
for six years or more, he suggests that it may serve 
as a control (New Eng. Jour. Med., Sept. 24th, 
1936, p. 569). His results, as might be expected, 
are good; he noted a substantial fall in the systolic 
blood pressure in half the mild and moderate cases 
and in a third of the severe cases. (No mention is 
made of the diastolic blood pressure.) Symptomatic 
relief was observed in 90 per cent. of the mild, 75 per 
cent. of the moderate, and 46 per cent. of the severe 
cases. Palmer states that he was at pains to exclude 
cases of hypertension due to other causes—notably 
chronic glomerulonephritis, but he does not say how 
he achieved this. He thinks that a proportion of 
patients in the mild and moderate group, especially 
young adults, with signs of rapid progress towards 
the severe form, might benefit by surgery. But 
he regards reduction of blood pressure as the sole 
criterion of the effectiveness of surgical treatment, 
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and. it is open to question how far the subjects of 
essential hypertension are Pon area l by Rudden, ane 
drastic reduction - of this kind. 


N WORK ON TUBERCULOSIS IN WALES 


The twenty-fourth annual report of the King 
Edward VII. Welsh National Memorial Association 
contains a number of valuable clinical articles on 
such subjects as effusions in pneumothorax, pul- 
monary . abscess, empyema, and problems of dif- 
ferential diagnosis in dispensary practice. As director 
of research, Prof, Lyle Cummins refers to work now 
being done on silico-anthracosis. Recent evidence 
points to the 7 of fine dust particles of adsorbing 
tuberculin and thus reducing the constitutional mani- 
festations of the disease. Experiments with auro- 
etu-chloride are also .mentioned ;- this salt, having 
proved bacterio-inhibitory power in vitro, has now 
reached the stage of clinical trial where it has proved 
-to be well tolerated in patients and sufficiently 
encouraging. in results to justify a more extended trial 


A PUBLISHING CENTENARY.—On J. an. Ist, 1937, 
the firm of Ferdinand Enke in Stuttgart celebrates 
the hundredth anniversary of its foundation. This 
publishing house has for a long time past specialised 
in works on medicine and natural science, issuing also 
a number of periodicals on these subjects. 


_ Appointments 


D’OFTAY, T, M. ï; M. B. Edin., F.R.C.S. Eng., has been appointed 
Clinical Assistant to the Surgical Department of the Royal 
Goo Sheffield. 


G. W., M. B. Lond., Hon. Assistant Ophthalmic Surgeon 
Mae the Hertford County Hospital. 


PATTERSON, W. H., M.D. Belf., D.C.H., Medical Superintendent 
ie at the Booth Hall Hospital, Manchester. 


, AGNES M., M. B. Belf., D. P. H., Assistant Medical Officer 
Tor Bethnal Green. 


B. O., M. B. N. Z., Resident Medical Officer at the Princess 
Elizabeth of York Hospital for Children, Shadwell. 


í 


Royal: Free Hospital—tThe following appointments are 
announced : — | 
CONSTANTINE, MARY O. E., M.D. Lond., Senior Assistant to 


the Obstetric p Gynæcological Unit ; 


SHIPPAM, EVERELL M., M.D. Lond., Second Assistant to the 
Obstetric and Genmoological Unit ; and 


_ KEEVIL, Nora L., M.B. nong Third Assistant to the Obste- 
PAIO and Gyneæcologiçal U nit. 


Vacancies 


For further information refer to the advertisement columns 
Bangor, Caernarvonshire and Anglesey Infirmary.—Hon. Surgeon 
and Hon. Physician. 
‘ Barnbley County Borough.—M. O.H. and School M. O., 2900. 


Battersea General Hosp., Battersea. Park, S.W. .S. ‘and H. P., 


at rate of prise and, £120 respectively. Also Cas. O., at 
‘rate of 250 


_ Bedfordshire County Council. Ast. County M. O. H., &., 4800. 
“ Bexley U. D. C. —Asst. M. O. H., 2550. 
‘Birmingham City Mental Hosp.— Jun. Asst. M. O., £350. 


_ Brighton County Borough Mental Hosp., Haywards Heath. — un. 
Asst. M. O., 8350. 


Bury County Borough. Deputy M. O. H., £650. 


Canterbury, Kent and Canterbury Hosp. — Hon. Anesthetist to 
Ear, lose, and Throat Dept. 


. Cardiff City Mental Hosp., Whitchurch.—Med. Supt., 21000. 
99 Hosp; for Women, Arthur-strect, S.W. —Anæsthetist, 


_ Cheshire, Cleaver Sanatorium for Children, Heswall. re Asst. 


Colchester, Essex County Hosp. Asst. H. S., £120. 


Doncaster Royal Infirmary and Dispensary. —Res. Anæsthetist, 
at rate of £175. 


East Ham Memorial Hosp., Shrewsbury-road, Z. Res. M. O,, at 
rate of E200. 


“Godalming, County Sanatorium, Milford. Jun. Asst. Res. M.O., 
at rate of E350. 


. Guildford, Royal Surrey. County Hosp. —H.S., at rate. of £150. 


APPOINTMENTS, —VACANCIFS, MEDICAL. DIARY i 


` Hosp. for Tropical Diseases, Gordon- street, W.C. —Res. Mod. 


Manchester, CTU PURAN Hosp.—Res. Asst. Obstet. Officer, at 


e Withington Hosp. Res. 


and during the winter and summer months. 
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Hosp, for Consumption and Diseases ‘of the Chest, Bromnion, 


W.—H.P. for Out-patient Dept., at rate of £50.. 


Hep, For Sick Children, Great Ormond-street, W.C.—Three Cin. 
Assts. for Out- patient Dept. 


Supt., 

Hosp. of St. John and St. 2100 60, Grove End- road, H W- 
Surg. Reg., at rate of £100 

Hull Royal Infirmary.—Second Cas. O., at rate of £150. 

Laboratories of Pathology and Public Health Jun. Patho. 
logists, £500. 

Leeds Public Dispensary and Hosp.—Research Worker in 
Arthritis, £500. 


Leicester Royal Infirmary.—Hon. Dental Surgeon. Also two 
Hon. Asst. Dental Surgeons. 


London Hosp., E.—Hon. Asst. Surgeon to Dept. of Neuro- 
surgery. 
London University.—University Chair of Pathology, £2000. 


rate of £2 
Manchester, Royal Children’s Hosp.—Res. M.O. and Res. HS, 
at rate of £150 and £100 respectively. 


Asst. M.O., at rate of 


Market Drayton, Cheshire Joint Sanatorium.—Res. NM. O., 


Middlesex County Council.—Two Jun. Res. Asst. M.O.’s, each at 
rate of £250. 


Northumberland County Council.—Asst. County M. O. H., 2500. 


Northampton General Hosp.—Hon. Asst. Physician. Also HS. 
to Ear, Nose, and Throat Dept., at rate of £150. 


Norwich, Norfolk and Norwich Hosp.—Res. Cas. O. Also Res. 
H. S. to Spec. Depts., each £120. 


PIOA County of Lancaster Royal Infirmary.—Obstet. M.0., 


Queen Mary's Hosp. for the East End, E.—Cas. and Out-patient 
Officer, at rate of £150. 


SOU Ere 67 . Gray’s Inn-road, P. C.— Res. Cas. O., at rate 


Jessop Hosp. for Women.—Asst. Bacteriologist and 


effield, 
Pathologist, £300. 
Southampton Free Kye Hosp.—H.S., £150. 
Tottenham Borough.—M.O.H., £1200. 


York County Hosp.—H.P., £150. 


Medical Diary 


Information to be included in this column should réach u 


in proper form on Tuesday, and cannot appear if it reaches 


us later than the first post on Wednesday morning. 
LECTURES, ADDRESSES, DEMONSTRATIONS, àc 


CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 


PITAL, Gray’s Inn-road, W.C. 

FRIDAY, Jan. Ist.—4 P.M., Mr. Archer Ryland: Cine 
matograph Film Illustrating the Radical Mastoid 
Operation. 

FELLOWSHIP OF MEDICINE 

MBDICAL ASSOCIATION, 1, Wimpole-street, W. 
MoN DAY, Dec. 28th, to SATURDAY, Jan. 2nd. — 
z HOSPITAL, S.W., M.R.C.P. course in chest diseases 
(twice weckly, 5 P.M.)—CITY OF LONDON HOSPITAL, 
Victoria Park, E., Wed. and Fri., 6 P. u., M. ROG. 
course in chest and heart diseases.—PRESTON - Han, 
near Maidstone, Kent. Sat., special demonstrations 

on pulmonary tuberculosis. 


a LONDON TORPTLAL POST-GRADUATE COLLEGE 
Hammersmith, 
TUESDAY, Doe 29th.—10 A.M., 
surgical wards. 2 P.M., 
and throat clinics. i 
WEDNESDAY.—10 A.M., children’s ward and clinic. 11 AJ, 
medical wards. 2 P.M., gynecological operations, 
medical, surgical, and eye clinics. 
THURSDAY.—10 A.M., 
` Noon, acute clinic. 2 P.M., operations, m 
surgical, genito-urinary, ‘and eye clinics. 1.15 PM, 


venereal diseases. f 
skin clinic 
treatment. 2 P.M., 


FRIDAY.—Jan. Ist, 10 A.M., 
8 
medical, surgical, and throat clinics. 


Noon, lecture on 
SATURDAY.—10 A. M., children's and surgical clinics. 11 ax, 
medical wards. 


AND POST- GRADUATE 


medical wards. 


11 aM, 
operations, medical, 


medical wards, 


REDUCED CHARGES AT BATH.—A new tariff 
system has been introduced at this spa, with a reduced 
fixed, charge for all methods of treatment. 
a further reduction of a third during certain hows, 
Particulss 
may be obtained from the spa director, Bath. 


neurological and gyneecological] clinics, — 


There 1 
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REFERENCES AND ABBREVIATIONS 


Readers in search of a given subject will find it useful to bear in mind that the references are in several 


cases distributed under two or more separate but nearly synonymous headings. 


Institutions 


and Corporations with the right to the prefix Royal will be found under that prefix, with the 
exception of Hospitals, which will be found under that heading; and Medical Societies, which 


are separately 
versity, (A)=Annotation, 


indexed under Societies. 
(C) = Correspondence, 


All Universities are indexed under the word Uni- 
(LA) Leading Article, 


(ML) = Medico-legal, 


(NI)=New Inventions, (O) = Obituary, (PI) = Parliamentary Intelligence, (R) = Review, (PCP) Panel 
and Contract Practice, and (P) = Prognosis Series. 


A Concordance of page numbers and dates of Issue will be found on page xxiv 


A 


Abbasy, M. A., vitamin O and juvenile 
rheumatism, 141 

„ M. E., Atlas of Congenital 
Cardiac Disease (R) 919 f ; 

Abbott, W. N., right heart insufficiency 


(C) 885 

Abdomen—abdominal crisis (C. J. 
Marshall) 869; epigastric discomfort, 
255; myomectomy (A) 585; pain, 
chronic, in right flank (C. J. Marshall) 
242 tuberculosis of (W. Sheldon) 1113; 
see also Ascites 

Aberdeen University Club, London, 1126 

Abortion—Abortion, Spontaneous and 
Induced (F. J. Taussig) (R) 263; 
British Medical Association on, 217; 
habitual, sex hermones in (A) 641; 
habitual, . oil for (A. L. 
Bacharach) (C) 465, (R. T. M. Haines) 
(C) 602; illegal (ML) 95, 150, 709, 
maternal mortality and (PI) 1307; 
in Russia, 450 

Abraham, J. J., prognosis in gonorrhea 

(P) 145; The Surgeon’s Log, 1221 

Abrahams, A., and Abrahams, H. M., 
Training for Health and Athletics, 236 

Abyssinia—— Ethiopian Diary (J. W. S. 
Macfie) (R) 1470 

Académie de Chirurgie—visit to London, 
77, (A) 91 

Académie de Médecine, 1499 

Accidents, see Industria] medicine and 
Road accidents 

Acetylcholine,, muscle and (A) 994, 
LA) 1104 

Achlorhydria, see Stomach 

Acholuric jaundice (M. Kremer and 
W. H. Mason) 849 

Acne, see Scborrhea 

J. J., presentation to, 829 ; 

D., on sympathetic 


Addison’s disease—death in (C. Jimenez- 
Diaz) 1135, (LA) 1 9 (R. D. Lawrence 


and R. A. McCance) (OC) 1238; see also 
Suprarenal glands and Vitamin C 

n ring knife for (N. 
Patterson) (NI) 1274 


Adolescence—medical benefit in (PI) 
109, 1128, (LA) 1340; tuberculosis in, 
190, (LA) 196, (G. G. Kayne) (C) 286, 
(L. B. C. Trotter) (O) 345 

line —inhalation of, in asthma 
(N. A. Nielsen) 848; see also Supra- 
renal glands 

Adrian, a ar ye i in neuro- 

hysiolo, 

A visory eommittee on Scientific 
Investigation of Crime (LA) 265 

Africa—Elementary Practical First Aid 
for Miners, 721; health of officials in, 
169; Improvement of Native Agri- 
culture in Relation to Population and 
Public Health (Sir D. Hall) 235; 
plant dermatitis (A) 201; research in, 
233; tropical typhus in (A) 1166 


em U DUü.. —— —ĩ—̃ ü— z! —'b:' — — . —— —.—ꝗju—mH — a — 
— Ee 


Agranulocytosis, see Amidopyrine 

Air passages, see Bronchus, Foreign 
bodies, Nose, Thoracic, and Throat 

Air-raid precautions, 216, 296, (T. B. 
Layton) (C) 344, 547, 604, 954, (PI) 
1245, 1248, 1355, (LA) 1340, (PI) 1370, 
13355 (PI) 1494, 1552, in Rumania, 


Aird, I., on intestinal obstruction, 373 

Aitken, R.S., botulism, 780, (A) 803 

Albumin, see Protein 

Alcohol—alcoholism, 663, 917; Alco- 
holism in General Practice (A. E. 
Carver, T. Hunt, and Sir W. Willcox) 
(R) 436: sporing organisms and (A) 
696; see also Motorists 

Aldred-Brown, G. R. P., radiography of 
band in rheumatism, 905, (C) 1183 

Alimentary disorder, see Gastro-intestinal 
disorder 

Allbutt, Sir C., (A) 202 

Allbutt, Lady, death of (A) 1534 
len, T. W., nitrous oxide and oxygen 
aneesthesia in eclamptic fits, 189 

Allergy—Allergy of the Nose and Para- 
nasal Sinuses (F. K. Hansel) (R) 380; 
arthritis and, 714; diphtheria tests, 
reactions after (H. J. Parish) 310, 
(A) 389, 813; familial, 1020; im- 
munity and, 911; purpura in children 
(C. H. D. Bartley and A. D. C. Bell) 
359; see also Asthma, Hay -fever, 
Nephritis, and Skin 

Almoners— Institute of Hospital Almoners 
report, 112 

Alumina, see Industrial medicine 

Amblyopia, see Eyes 

Ambulance—payments in default (ML) 
1003; service in London (Sir W. J. 
ee 720; see also Abyssinia and 

P 


Amenorrhea, anorexia nervosa and, 893 

America—Board of Internal Medicine, 
certificates for practitioners (A) 584; 
health insurance in British Columbia 
(PCP) 403; see also United States of 
America 

American College of Surgeons—honorary 
fellows, 1170 

American hog cholera, see Hog cholera 

American Medical Association—fever 
therapy (A) 1050; hernia, injection 
treatment of (A) 1107 

Amidopyrine—idiosyncrasy and, 566; 
see also Poisons rules 

Amino-acetic acid for anorexia (A) 324 

Aminobenzenesulphonamide, see Strepto- 
coccal infection 

Amnesia, 688 

Ameebic dysentery (A) 390 

Amputation, phantom limbs and, 314 

Amater, J. L., on spinal anæsthesia (A) 


Anæmia—acute heemolytic of Lederer 
(W. H. Patterson and G. S. Smith) 
1096; anahæmin reactions and (H. W. 
Hales) (C) 1364, (C. C. Ungley) (C) 
1433; cancer of stomach and (N. G. 
Hulbert) 74; hemoglobinuria and 
L. J. Witts) 115; myxcedema and 
A) 993; nutritional, 262 ; pregnancy 
and (A) 801, 935; sepsis and (A) 33; 
steatorrhœa and, 790; The Anemias 
(J . M. Vaughan and H. M. Turnbull) 
R) 84; tropical macrocytic (L. E. 


Napier) 679, (N. H. Fairley) (C) 1234, 
extrinsic factor and (C. O. Ungley) 
(C) 768; ses also Blood and 

Anemia, pernicious—anaheemin, purified, 
in (O. C. Ungley) 1513; cancer of, 
stomach and (S. Silverman) 71; 
diabetes, leuksemia and (C. Elman and 
S. Marshall) 1094, (A. Piney) (C) 1183; 
extrinsic factor and (C. O. Ungley) 
( 768 ;. hsemopoietic substance in 
liver (A) 1170; intestinal stricture and 
(J. C. Hawksley and E. Meulengracht) 
124; visual disorder and (H. Cohen) 
1202, (C. R. Box) 1269 

Aneemia, splenic (P. H. Manson -Bahr, 
J. N. Strauss, and H. R. Ruttan) 1518 

Antesthesia—chest troubles after (A) 
142 ; closed circuit (A) 860 ; differential 
pressure, in thoracotomy (G. A. Mason) 
(C) 826; dislocation of jaw during 
(S. O. Lewsen) (C) 1071; ether con- 
vulsions (A) 1224; insured patient 
in hospital and (PCP) 764; operating 
theatre, structure of (A) 1408; 
scopolamine-morphine seminarcosis (A) 
1477; see also Avertin, Chloroform, 
Cyclopropane, and Gas-and-oxygen 
aneesthesia 

Aneesthesia, local—diagnostic, 243 ; 
splanchnic anesthesia and, in gastric 
surgery, 1099 

Ansesthesia, spinal—for children (A) 
926; shock and (A) 325; see also 
Lumbar puncture 

Anaheemin, see Ansemia 

Analgesia, see Ansesthesia 

Sa i a at System (H. Burrows) 


Anderson, E. W., cardiovascular effects 
of benzedrine, 1461, (A) 1475 

Anderson, W., on surgery of pulmonary 
tuberculosis, 628 

Andrewes, H., on tumour viruses 
(LA) 320 

Aneurysm of aorta (J. Libman) 915 

Angina pectoris—(B. Parsons-Smith) 549, 

W. Chapman) (C) 717; relief of 

pain in (J : eo eee) (C) 883; see also 

an 8 


goitre in, 97; 


(Sir F. Colyer) (R) 856; see also Bio- 
logy, Bovine tube osis, and Zoology 

Ankle, sprained, differential diagnosis of 
(R. S. Woods) 793 

Anonychia, familial dyschondroplasia and 
(A. M. Lester) 1519 

Anorexia—amino-acetic acid for (A) 
324: nervosa (J. A. Ryle) 893, hypnosis 
in (C. R. Birnie) 1331; Simmonds’s 
disease and, 1391 

Antenatal, see Pregnancy 

Anthrax, prevention of, 607 - 

Anthropology—Custom is King (L. H. D. 
Buxtoa) (R) 795 _ 

Antigens, see Immunity and Nephritis 

Antimony, see Fouadin 

Antiseptics—choice of, 1117; 
Urinary 


see also 


1 
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Supplement to TR LANCET] 


iv (Fes. 20, 1937 
Anus—fissure of (J. W. Riddoch) 1150 ; | Bad Gastein fête (A) 140 Berry, T. P. (O) 1305, 1492 
minor lesions of, 1159; see also | Baerlein, H., No Longer Poles Apart Biggart, J. H., on generalised nore 

Pruritus 920 fibromatosis, 1539 ; “Pathology of ta 
Aorta—aneurysm of (J. Libman) 915; B ex, H., Diseases of the Testicle 249 Nervous System (R) 2 26 

aortic triangle (J. Parkinson and D. E. 920; perforated peptic ulcer, Bile, see Gall-bladder 


Bedford) 909; coarctation of, thyroid- 
5 for (H. Cookson) 623; syphilis 


of ( 

Appendicitie A ppendiattis, When and 
How. to Operate (W. 8. Phar sia 
(R) 691; chronic ain ane C. J. 
Mars 42; his (H. 
1095 1210; in infant (R. W V. John) 


worms and, 722 

A dis: prop bylactie removal of (F. D. 
Janer) (C) 883 

Appetite, see Anorexia 

Appointments, weekly lists of, 55, 110, 
170, 234, 395, 354, 412, 469, 548, 
605, 664, 719, 772, 829, 891, 956, 1017, 
1076, 1158 1252, 1309, 1374, 1444, 

Archer B; PY i ach state and 


pe tic dar 
aah iitectire ce pe en E 1281, 1498 ; 
ere of . eatre (A) 1408 
Arm, see aay ae 
Armstrong, 
mryelitis NY uT, q ae 
Army eppoin ent 35 ear disease 
in (A) 322; 5 sadad of (PI 


494; po also Royal Air Force an 
Services 
Arnott, W. M., on hypertension in 


nephritis, 372 
Arsenic, see Evidence : 
Art, psychology of (A) 1108 
Arteries, See Vascular disorders 
Arthritis, see Rheumatism 
Artificial limbs (A) 271 
a pneumothorax, ss Tuberculosis 
onary, surgery 
aricii respiration —Bragg-Paul pulsa- 
J. „ 1093; Panis 
A) 89, (G. Panis) ic) 465 
Ses also I nalation t therapy 
Asbestos—fabrics, 474; see also Indus- 


trial memene 

8 disease and, 1038 ; test 
for (R. L. Pit neld) 88 11 74 

Ascorbic acid effect on tests for 
blood, 1214; see also . itamin C and 
Vitamin P 


Asher, C., 5 diarrhcea (C) 163 
Ashford, G. A . 5 in 
Addison’s disease, 9 
thma-—adrenaline inhalation in .A. 
Nielsen) 848; Asthma par 1 
Migraine (A. G. Auld)’ 1333 
a Research Council 5 1533 ; 
pulmonary plus machine in 
(E. P. Poul size 
of heart in (E: k Rubin 


er cians 


, 410 

Atmospheric pollution— conference, 1373 ; 
National Smoke Abatement Society, 
660, 951, (A) 994 

Atomic nucleus, attack on (A) 1409 

Auld, 5 „Asthma, Hay-Fever, Migraine 


Auricular fibrillation, quinidine in, 472 

A a—beef tapeworm in (A) 752 ; 

medical directory for, 1077, (A) 11221 
practitioners in, segregation of (A) 12 24 

Austria—conferences and congresses, 
1014, 1247 

Autonomic nervous system, see Nervous 


system 
. 0016 114 children (A) 270; in chorea 
ole 
Avery, L., Aus en! ulcers and cigarette 


smoking (C) 1364 
Aykroyd, W. R., Vitamins and other 


Dietary Essentials (R) 635 


B 
Bach, E. (O) 1492 
Bacharach 


ron „ A. L., wheat-germ oil (C) 

Bacteriology — bactericidal action (a)l 9855 
copper cu lture media (A) 

1 e bacteria for 2056 

Cohen) 1447; National 

a ogue of Type Cultures (A) 580; 

Oda Reduction Potentiais in 


Bacteriolo 


and Biochemistry (L. F. 
Howi a 


RAI 1045; tubercle bacillus, 
blood tures and (Die Tuberkel- 
bazillamie in ihrer Auswirkung auf 
die Gesamtmedizin) (E. Loewenstein) 
(B) 574; see also Immunity and 

crobiology Congress 


prevention of polio- 


| Barrett, J. 
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and Love, R. N 185 Short Practice oi 
Surgery (R) and ‘Matheson, 
N. M., 8 Advances" in nito- 
Urinary Surgery (R) 3 
Bailey, W., on code for faa 235 
Bain, W. 0) 47 
Baker, D. M., palpitation, 787 
Baldie, A., on remuneration of insurance 
practitioners, 
Balme, H., The Reſier of Pain (R) 746 
Bandages, method of securing, 1311 
Bankart, A. S. B., on manipulation in 


Banks. E. 8 431 
antitoxin treatment in 
scarlet ares 559, (C) 827, (LA) 859 
Barbiturates prolonged narcosis and, 


Avertin, Poisoning, and 
Pong rules 
i Sir J., on movements in fœtus, 


Bardswell, N. D., fixed dental appliances 
(C) 827; retirement of, 765 

Barell, E., . for, 607 

Bargen Í. A., nic ulcerative 
colitis, 1040, 1A) 71106 


Barker, Sir H., n by, 252 

Barling, B., bo 

Barlow Sir T., Royal Medic 
Fund (C; 824, (A) 801, (C) 1234 

Ba: G. 826 ©. C., medical school libraries 

Barnard, J. E., and Welch, r ve Practical 
Photo-Micrography cn) 38 

Parani dy W. G., on me Send institute, 


Barnes, S., on overcrowding of medical 
schools, 
Barrett, 


F., ascorbic acid in tests 
for blood, 1214 
Barrie, H. J. , cystine storage, 899 


arron, H., on movements in fœtus, 
Bon „H. C., histidine in peptic ulcer, 


Bartley, ©. H. D., allergic basis of 
minor 
B J. 8 i he thol f 
arwe a oa sychopatholo 0 
ugliness (A) 1108 PS EARR a 
Basal narcosis, avertin for (A) 270 
Bashford, H. disclaimer (C) 826; 
pulmonary t tuberculosis in in dustry, 


Bateman, F., on epilep (LA) 1103 

Batten, L. W., food and health (O) 286, 
(LA) 266 

Bou gonn, P., on ultra-high frequency, 

Beynes, H. G., on parent-child relation, 


Beattie, J., on hypothalamus, 374, 1004: 
on cal research, 78 teaching and 
research, 880 

Bedford, D. E., aortic triangle, 909 

Bedford, T., on warmth and comfort 
at work 1 268, 456 

Bedwell, E. A., voluntary hospitals 

- (A) 1051. 0) 1123, 1238 

Bee venom rheumatio disorders 
(F. S. Mackenna) 1212 

Behaviour — disease and (Hero-Dust) (J. 
Kemble) 410: Mechanistic Biology and 
Animal Behaviour (T. H. Savory) 

Beit memorial fellowships, 148 


Bei eae Syphilis 
D. G., allergic basis of purpura, 


359 
Belly Book or Diners’ Gulde (C. L. 
Lelpoldt) (A) 1408 
Bonge O cali (N. H. Fairley) 
Bennett, rotamine insulinate 
in Aae tis, YA) 696. 
Bentley. F. H. 3. on nerve grafts, 374 


operation for 


Ben F. artificial pneumothorax 
L455 990, Y 1182 

Benze e- cardio vascular effects of 
E. erson and W. C. M. Scott 


(E. W. And 

1461, (A) 1475; antelligence pA an 

(W. t and J. M. 
1385, (A) 1475 

Benzol poisoning, blood and, 566 

Berens, C., Eye and its Diseases (R) 437 

Berger rhythm, 305, (LA) 321 

Bergstrand, H., Olivecrona and 
Tönnis, W., e eee und 
Gefiisages schwülste des Pegg pe itor (A) a 

Bernard, C., work of (F. G. Yo 

sa G. 5 , on tumour viruses ( 20 320 


(A) 508 olent : 


communal restaurants 


Blackburn) 


Billings, J. S. (A) 861, 1105, 1286 
Biochemistry—Annual Review of ` Bio- 
chemistry (J. M. Luck) (R) 988; 
Oxidation-Reduction Potentials in 
* Bacteriology and Biochemistry (L. P, 
Biel 0 rh 1 
ology biological assay, accuracy 
(A) 803; Biological Time (L. dn 
Noiiy) (A) 1343 ; Biology and the New 
Physics (C. J. Bond) (R) 987; Mechan- 
istic Biology and Animal Beha 
(T. H. Savory) (A) 88; of social life 
(Sir W. Langdon- Brown) 1348; Order 
and Life (J. Needham and Sir W. 
Dann) (A) 143 ; synthetic, congress of, 


i Medical School, opening of, 


Birgſe, C. R., hypnosis in anorexis 
nervosa, 1331 

Birth, see Childbirth 

Birth control, see Contraception 

Birth-rate, see Vital statistics 

Births, marriages, and deaths, weekly 
lists of, 58, 114, 170, 236, 295, 8%, 
412, 469, 548, 604, 664, 719, TH, 
832, 892, 960, 1017, 1078, 1134, 1194, 
1248, 1312, 1374, 1440, 1502, 1654 

Bishop, P. M. F. „on hormones in obste 
and gynecology, 1270; and Dodds, 
E. C., œstrin and cancer (C) 1489; 
and Parkes, A. S., and Dodds, EC, 
cestrin and cancer (C) 1365 

Bismuth—preparations of, in syp 
(LA) 1163; skin discoloration and 

(() 445 

Blackburn, J. M., benzedrine and 
intelligence scores, 1385, (A) 1475 

Blacker, C. P., Eugenics Society pam · 


Phlets, 113 
F J. W. S., on diarrhea in 


54 
Blagkmore, H. S., on air-raid precautions, 
i fever, hemoglobinuria in, 
Bladder—cancer of, dyes and (A) 1343; 


see also U 


Bleeding, see Hemorrhage and Peptic 


Blegvad, N. Rh., on laryngeal tuber- 
culoais, 1154 

Blind—talking books for, 1018; # 
also Eyes 

Blood—dyscrasias, 566; heparin and 
(A) 32, 1223; red cells, chemistry of 
A) 88; sedimentation-rate (M. 
Maizels) 936: tests for, ascorbic 
and (J. F. Barrett) 1214; se alo 
Anemia, Hemophilia, Leacopent 
lymphadenosis, Purpura, and Vascular 

Blood pois i Septi i 
ood poisoning, see Septicemia 

Blood pressure—Abnormal Arterial Ten- 
sion (E. J. Stieglitz) (R) 193; 
causes of (LA) 319, E (À) 416, 
(A. E. Boycott) (C) 463, 668 ; big 
rognosis in (Sir M. Cossids) È) 5 
high, surgery of, 1557; in n rand ff. 
873; miners’ nystagmus 
O’Sullivan) 247, (G. A. Stephens) o 
345; see also Shock and Sup 

glands 

Blood-sugar, see Carbohydrate metabolism 
and Diabetes 

Blood tests, see Motorists 

Blood transfusion—health of donor and, 
1538; heparin and (A) 1223; b 
childhood, 378; ; practical appli 

- of (Applications pratiques do la 
fusion sanguine) (R. Moline) (R) 319 

Blood-vessels, see Vascular 

Blumer, G., Fox, J. C., and C, C. 
Practitioner’s Library of edidine 
and Surgery : Vol. IX. Neurology 0 
Psychiatry (R) 191 ; and Lane 5 

- Practitioner’s Library of Melee anl 
Surgery: Vol. X. Dermatology sad 
Sy philology (R) 1101 y 

‘Board of Control—appointments, 3, 

ed mental hospitals, 


165, 
149, 137; report, 810, My 
Board of Control for Scotland—sppoint- 
ment, 9 
Board of Education—Sir A. MaoNalty’ 
report (A) 1530 6: 
Boils—pus from, reaction of, 976: 


treatment of (R. Klaber) 784 
> . 
` 2 $. 8 
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e misuse of term (R. Passmore) 
pet's C. J., Biology and the New Physics 


(R) 987 

Bone— ylism and (A) 1222; metal 
and (A) 1476: transplantation of 
(LA) 1278; tumours of, 1394; see 
also Osteomyelitis 


Bonney, V., axis-traction forceps (NI) 


Boomerang leg (A) 993 

Boorde—Wisdom of Andrew Boorde 
(H. M. Poole) (A) 1531 

nC) 408 C., Medical Peace Campaign 

Bordas, F., death of, 1063 

Bordet, J., on immunology, 274, (LA) 
384; on viruses, 274 

Borgunnien’ s Treatise on Medicine (W. L. 
bale aoa 411 


551 
Bovine tuberculosis—detection of, in 
- cows, 607; in France, 1420; preven- 


tion of, 1098: problem of, 274: 
see also Milk 
Box, C. R., amaurosis in pernicious 


anemia, 1269 
Boycott, A. E., hypertension (C) 463 
Boycott, J., human infection with hog 
cholera, 741 
Rora, A M. F., Preventive Medicine (R) 


Boyle, H., on delinquency, 985 

Brackenb Sir H., on public medical 
services, 54 

Braddon, W. L. (O) 1304 

Bradfield, E. W. C., appointment, 585 

Bradley, W. H., setiology of acute 
e (C) 1303 

Bragg, Sir W., on growth of knowledge, 
43; on research woe (A) 1345 

ci i pulsator (C. J. McSweeney) 


Braid, F., 1 injuries of new - 
born (C) 1 

Brailsford, J. 1 on bone tumours, 1394 

Brain—abscess of, ventricular communica- 
tion, hydrocephalus and (F. MeGuckin) 
1387; : blood - vessel tumours and mal - 
formations of (Gefassmissbildungen 
und Gefissgeschwilste des Gehirns) 
(H. Bergstrand, H. Olivecrona, and 
W. Tönnis) (A) 751; delirious states 
and, zi 2 ; hypothalamus, 374, 1004 
1061 ; : dfopat c epilepsy and (LA) 
1103, (B. H. Shaw) (C) 1183, (A) 1406; 
see also Intracranial and Nervous 


system 
Brain, W. R., 5 of disseminated 
p sclerosis (P) 
P ophthalmic 1 and its 
Broma di Treatment (R) 12 
Brander, W., 5 8 of 1303 
Braun, L., death of, 
Brazil, leprosy in, 1638 
Bread, value of (A) 642 
Breast —o idemic mastitis (A) 91, (PI) 
291; aget’s disease and (Sir IL. 
Cheat le) 1462: serous cyst of (F. C. 
Pybus) 853; gee also Cancer of 
Breast - feeding, philosopher on, 1500 
Breech Presentation: see Obstetrics 
9 J. L., Text - book of Histology 


(R) 1469 

Brewer, D., maternal mortality (C) 
324 on hemolytic streptococcus, 432 

Bridge, J . C., on blood dyscrasias, 566 

British Association t sense (A) 
698 ; natora selection, 661; nerve 
strain and modern life (LA) 747: 
science and society (LA) 637; 866 
also British Science Guild. 

British College of Obstetricians and 
Gynæcologists—dinner, 660, 1074; 
diplomas, 1127 ; elections, 293 : fellows, 
293, 1074 ; members, 293, 1074 

British Dental Association, 271 

British Empire Cancer Cam e 0 
lecture notes (R. Passmore) (C) 602 
radiotherapy (W. Cramer) 668; regional 
distribution of cancer (LA 4; 
1 1294, (LA) 1404: stu patehip: 
37 


1 

British Encyclopædia of Medica Practice 
(Sir H. Rolleston) (R) 8 

British Hospital en nsr Associa- 
tions conference (LA) 747 

1 1 of Philosophy, 828, 
1 , 

British Masters of Medicine (Sir D'Arcy 

Power) (R) 381 


a 
* 


BRITISH MEDICAL ASSOCIATION. — (LA) 
86—Abortion, medica] aspects of, 217— 
Amnesia, 688—Aneesthetics : : cyclo- 
ropane, 629; fees for, 219; in labour, 
J 1—Angiomata, 959—A pparatus, 
clinical, 572— Blood transfusion in 
childhood, 378— Burns, acute toxæmia 
in, 37 3— Business, 21 onicle of 
the World Tour of the British Medical 
Association (S. W. Smith) 139— 
Circular letters, 219 —Curriculum, 
medical (LA) 521—Delirious states, 


312—Diabetes in children, 68 T Dinneri 
255, 1184— Ear : Sare aids and, 
631;  otomicroscopy, strepto- 


coccal otitis, 374—Embryolo 
571—Eyes : amblyopia, 87; 
coma and sepsis, 687: intraca, sular 
extraction, 688; myopia eetiology 
of, 688; optic foramen, 688 : e 
detachment of, 687; strabismus, diver- 
gent, 687; tuberculosis of, 433; 
vision, fundamentals of, 687—Flatu- 
lence and epigastric discomfort, 255— 
Fetus, origin of movements in, 570— 
Heemopoiesis, disorders of, 566 Hypo- 
thalamic localisation, 374—Insurance : 
practitioners’ remuneration, 254; 
roblems of, 218; provident schemes, 
54—Intestinal obstruction, 372—Irish 
medical luncheon, 333—Midwifery : 
aneesthetics in, 311; national service of, 
219—Milk, safe, 258—Myotonio con- 
genita, 690—N ational hthalmic 
Treatment Board, 258. ephritis, 
hypertension in, 372—Nerve grafting, 
373—Neuroses and psychoses, 690— 
Nutrition : disease and, 260, (LA) 266, 
572, 633; wasting in "infancy, 685— 
Obesity in children, 376—Out- patients, 
254— Overseas branch, 253—Part-time 
workers, remuneration of, 253— Patent 
medicines, 219—Phantom limbs, 314— 
Physiology demonstration, 571— 
President's address, 171, (LA) 195— 
Public medical services, 218, 254— 
Radium therapy, mild, 569—-Re re- 
sentation on local authorities and in 
Parliament, 218—Representative meet- 
ing, 216, ’253—School life, medical 
problems of. 315—Shell-fish, 572— 
hock, traumatic, 373—Skin : diseases 
of, preventive methods and, 257; 
seborrhæic dermatitis, 259; ‘sutures 
of, 373—Spinal injury, 430——Strepto- 
coccal: infections, 432, of throat, 
375; otitis, 374—Sur ery, manipula- 
tion in, 431—Sym athetic anula. 
tion, 373—Tuberculosis, pulmonary, 
surgery of, 62 7— Ultra-high n 
568— truses, ma Penant growths and, 
690— Vocal cords, inflammatory 
tumours of, 376— Warfare: as tars 
medical profession versus (D. A Crow) 
958; chemical, 216 


exhibits, 
glau- 


British Pharmacopeia Addendum—(A) 
ai 905 857, 960; biological assays 


British Postgraduate Medical School 
King’s visit, 166; lectures, 653 

British Red Cross Society first- -aid in 
chemical warfare, 604; Spain, 
for (A) 861, 1309, (PI) 1552 

British Science Gn 1d—1014 : 
Lockyer lecture, 1066, (A) 1 222 

Brock, Sir L., on position of mental 
hos vitals, 149, M., hood 

Brockbank, E. N oundation of Pro- 
275 Medical Education in England 

Brockbank, W., on homework, 316 

Bronchiectasis ‘lobectomy in (W. H. C. 
Romanis and T H. Sellors) 1445 

aaa in e (A. Moncrieff) 

Bronchus— plugging of, test for medi- 
astinal mobility and (J. Holló and 
L. Laub) 908; see also Foreign 
bodies 

Brooke, C. O. S. B., pleural effusions 
(C) 1235 

„ H., on dental services (LA) 


gS orman 


Browdy, M. W., CET propionate 
and prostate (C) 1 

Brown, L., on “acetylcholine and 

voluntary muscle (A) 9 


pre N W., on guilt sence and disease 
Browne, D., on blood transfusion in 


childhood, 378 


Browne, J. S. L., gonadotropic sub- 


oa in pregnancy, 1507, (A) 
Browne, Manual of Practical 


O’D 
Obstetrics ( R) 635 


Browning, C. A., on antiseptics, 117 
Buchan, J. J., on supply of midwives, 


067 
Buchanan, Sir G. (O) 947 


BUCHAREST, CORDER ONDENON. FROM. 
Albania, medical practice in, 1005— 
Anti-gas precautions, 1539—Chamber 
of Deputies, medical members of, 
1540—Chemists, regulation of, 1005— 
Concubinage, suppression of, 1539— 
Diabetes in women, 214— 
Prof., retirement of, 
treatment of, 214—Universit 
foreign students in, 
cost of, 1006 


yphilis, 
of Cluj, 
1540— Water, 


BUDAPEST, CORRESPONDENCE FROM.— 
Congress for care of crippled, 598— 
Typhoid epidemic, 597 


Budd, W. (William Budd, M.D. Edin., 
F. R. S.) (E. W. Goodall) R) 436 

Bühler, C., on neurosis in child, 79 
ulmer, E., histidine in peptic ulcer,- 734 

Burgess, ; A. M., on inverted oxygen tent 

5 toxemia in, 373; child 
mortality from (A) 1106 silver 
nitrate ointment in (A Kissmeyer) 
985, (P. H. Mitchiner) (C) 1070; see 
also Wounds 

Pore L. S. T., on laryngeal tuberculosis, 


Burridge, W., on fundamentals of vision, 


Burrows, H., enlarged prostate and 
Mammary carcinoma, 1328; Muscular 
79 weal 58; cestrin and ‘cancer (C) 

Burt, C., Hart og, Sir P., and Rhodes, 
E. C., Marks of Examiners (R) 1470, 


(A) 1473 
Burton, A. H. G., antitoxin in scarlet 

fever 10 768; on mastitis outbreak 
Bulei, C. S., Syphilis and Yaws (R) 


Butler-Smythe, A. C. (O) 949 

Buttle, G. A. H., Prontosil in streptococcal 
infections, 1323, (LA) 1339 

Buxton, L. H. D., Custom is King (R) 795 

Buxton, St. J. P. . new dystrophy of 
fifth finger (C) 51 

Buzzard, Sir F., future of medicine 
171, (LA) 195, 953, (LA) 921; on 
development of radiology, 1394 


Cc 


cacy, a on ophthalmia neonatorum 

Cresarean 2 see Obstetrics 

Calculi, urinary 

Callow, R. K,, us oe aston of male hor- 
mone from urine, 565 

Calomel, see Pruritus 

Cameron, J. R. roe on skin sutures, 373 

Campbell, J. A., 'on exhaust gas, smoke 
and cancer (A) 31 

Campbell, M., on flatulence and epigastric 
discomfort, 256 

Camps, F. E., milk-borne epidemic of 
sore-throat, 756 

Cancer—carcinogenesis and mortality 
from (S. Peller) 552, (LA) 577; carcino- 
genic agents, 821, 1294, 1482; 
congress, 804, 821; in animals, 607; 
incidence of, 552 (LA) 577 ; industrial, 
279, lymphatic spread of, 97 
melde sarcoma (J. McCl ure) 3 
prizes for work on, 804; 0 
on, 1482; statistics of, 225 : surgery 
of (A) 1282 ; ‘ thorotrast and (F. 
Selbie) 847; tuberculosis and, 668 ; 
viruses an 274, (LA) 319, 690, 
821, 1294, 1482; see also British 
Empire Cancer Campaign, Qéstrin, 
Radium, Tumours, X rays, and 

Cancer of bladder, "dyes and (A) 1343 
breast (W. H. G. Jossop) 424, (A) 1105. 
1462, 8 enlargement and (H. 
Burrows) 1328; breast, skin cancer 
and 1112 577 : larynx, 4 (p44 


ophagus, surgery of 
Main) 75. „ 9638, (L. O Bpauginossy) 
91 (C) 826 pancreas (G. Buin) 


A2 
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1326; prostate, 1434; rectum (A) 

1109, (W. B. Gabriel) (P) 1055, 1111; 

l stomach, anæmia and (S. Silverman)71, 
(N. on 7 74; suprarenal gland, 
Gushing dalat me and (A) 387; 
thyroid, elan 1 uterus (A) 1109 

Cant, W. 546, (Sir G. Turner) 

(C) 602 


0 0 pes flavon and (A) 
Capon, N. 15 injuries of 
- new-born 68 1 


Caravans, see Boui 

- Carbohydrate iiim P (A) 1169 

Carbohydrate metabolism-—glycogen and 
(F. G. Young) 237, 297 ; glycosurias; 
differentiation of, 1100 ; Impaired. 
. . tolerance, ver therapy in 

W. Ross) 556, (M. R. Kenawy) (C) 

9 16: : see also Diabetes 

Carbon i (A) 447, 
1180; tolerance (A) 143 

Carmi 48. D., mortgaged practices (C) 


utente S C artiga (C) 162 

- T., and Willcox, 
 Aisoholion in General Practice 

(R 436 


Cash, J. T., death of, 1341, (O) 1429 
„ E. E. . on divergent strabismus, 687 
Cassidy, 5 M., prognosis in hypertension 
Cataract, see Eyes 
Catgut, safe (LA) 579, (E. J. Holder) (C) 
theter, method of tying in (E. H. T. 
Nash) (C) 773 
Cattell, R. B., Guide to Mental Testing 
(R) 379 


Census, Irish Free State, 652 

Central Midwives Board (a) 992 

Cerebral, see Intracranial ; 

Cerebro- spinal fever, see Meningitis 

Certifying surgeons, see Workmen’s 
compensation 

Ceylon, malaria in (LA) 1048 

Ohadwiok public lectures, 890, 1309, 


Chandler, F. G., eder (C) 766; 
5 of pulmonary tuberculosis, 


f onango, of Life in Men and Women 
(M. C aa ae: 170 
> 


, death of, 952 
Gi e ry Medical School— 
9 879; post-graduate 
lectures, 369. 934, 1 1001 
Charitable appeals, o gegen s commission 
and (ML) 1176 N (C) 1237 
Charlet, R death of 
Chartered Society of e and Medical 
ymnastics—congress,, 408 ; directo 
1443, 1501; Founders’ lecture (A) 9 5 
Cheatle, Sir Ds; Paget’s disease of nipple, 


Coe Teide foe ae of 


Chemical Physiology. (J A. Hewitt 
and W. Robson) (R) 1526; micro - 
chemistry, microscopic methods in 


(Microscopische Methoden in der Micro- 
chemie) (L. Kofler, A. Kofler, and A. 
Mayrhofer) (R) 1101 er dermatitis 
(A) 1 e Outlines f Organic 

J. Holm ard) (R) 1217; 


0 Com po unds 
b megane 


mists— regulation of, in Rumania, 
1005; see also Dispensing and Poisons 


rules 

Chest—On Percussion of the Chest 
a Forbes) (A) 201; 5 also Thoracic 
c Ken pox, shingles a and, ee Moncrieff) 


Aden (R. E. Smith) (O 
C REAA cute inversion of uterus and 
(J. Lankester) 8.45 


Puerperal 

Children—-abdominal tuberculosis in (W. 
Sheldon) 1113 ; appendicitis and worms 
in, 722; avertin for (A) 270; blood 
transfusion in, 378; burns in, mortality 
from (A) 1106 Child e 
(L. Kanner) (R) 691; 
home, alleged cruelty . in (PI) 53; 
Conversations with Children (D. Katz 


awit | Tight, see Experts 
rains and Scruples (C) 


. and R. Katz) (R) mo: 5 conga in (A. 
Moncrieff) 871; Is: 


education of, Saale in, 


985 ; detection of Ne 
190, (LA) 196, (G. G. Kayne) (0) 
286, (L. B. Trotter) (C) 345; 


diabetes in, 686, protamine insulinate 
for (T. I. Bennett and A. Gill) 
416, (A) 696, (J. S. Ross) G 768 ; 
diabetic, clinic for, 660; glucose 
tolerance in (C. W. Ross) 556, (M. R. 
Kenawy) (C) 716; 
of, prevention of, 1063; Im ation 
in’ Karly Childhood (R. Griffiths) (R) 
745; Lederer’s anæmia in child (W 
Patterson and G. 8. Smith) 1696 
legitimacy of, artificial insemination 
and (ML) 1357; obesity in, 376; 
obstruction of order to send child to 
hospital (ML) 933; osteomyelitis in 
(A) .445; psychol ogy of, 79, 919, 
lectures on, 1015; purpura in (C. H. D. 
Bartley and A. D. C. Bell) 359 
pyelitis in, mandelic acid in (G. H. 
ewns and R. Wilson) 1087; Russian, 

care of, 328, 450; spectacles for, 
960, (0. Lewin) (O) 1069; spinal 
aneesthesia for (A) 926; staph: lococcal 
pneumonia in (A) 925; suicide of, 
1020; vagrant boys in France, 596 
see also e Infants, and 
School- children 

China — mission hospitals in, 1196 

Chloroform —anesthesia (J. E. C. Ro nee 
(C) 886, (T. Hunter) (C) 1010, (W. D 
Hayward) (C) 1302; in diphtheria (A) 


Cher a R. N., 57 of Tropical 
Therapeutics (R) 2 

Chorea—avertin “ah Cole) 1213; 
hyperpyrexia in (LA) 989; mal arial 
therapy in, 151; see also Rheumatism, 
woe oa 


Christie, A 
Christie, D 
$ H., 8. ae Wa Politzer, 
ague 
Cigarettes, see Smoka i 


Cincophen, dosage of (LA) 857, 960 
Cinematogra m Erea psychiatry fA ) 


1280 and (ML) 1229; 


on nutrition 


( 
A 027, 1 10r, A) 1168 
Ciro a ton; n (A) P2 Vee 


ar dis- 


A., hemophilia, 1142, (LA) 
Ga 185 


R. V., hospital popula- 
Gage 376 700 10 f hospital pop 


Hall lecture, 1498 
Claxton, E. E., Oxford group and medical 
profession (80 716 
Claye, A. M., on indications for Ceesarean 
“SA 1467 


Clinical s 
sity (A) 1342. a ( 
zard) 171, (LA) 195; 1 Research 


904. 0 | appointments in Pay (0) 
404, ellanby) (C) 1373 $ 
Numel. 


, Lord, gifts for, 383. 9211 
(A) 1166, 1284, 1410; 53, a and 
(J. Brar) 880 
H. G. (O) 713 
Coburn, A. F., mechanism of rheumatic 
fever, 1025, (LA) 1103 
Cochrane, W: am „ on birth injuries of 


children, 1 
Cockcroft, 4. i P. „ on attack on atomic 
nucleus (A) 1409 


Cod-liver oil, see Wounds 


Cœllac ace 3 tolerance and 

cohen, H., 95 12570 atrophy in pernicious 
anæmia 

Colds—Comm Cold Ter Influenza 


on 
J. E. x McDonagh) (R) 2 

Cole, H. N., on eo in ‘chores A) ) 697 

Cole, L., avertin orea; 1213; 
diabetes in den 6 

Cole, W. H., and Tinas, R., Textbook 
of General’ Surgery (R) 1401 

Colebrook, L., ntosil 95 puerperal 
infections, 1319, (LA) 1339 


on 


Coleridge, A., pneumothorax in healthy 
person (C) 883 

Colitis—mucous (A) 1053; ulcerative, 
1040; (A) 1106, (R. Mailer) (C) iist, 
dysentery and (A. F. Hurst an 
Knott) 1197 


Collins, Sir W. J., London Ambulance 
Service, 720 

Colonies, nutrition in, 

Colostomy outfit (J. 1. 


7 F. Knight) (NI) 
Colour-blindness, see Eyes 


dumb, 


hospital infection: 


Corbet, R. 
1524 


F., Variations and Diseases 
of the Teeth of Animals (R) 856 
Committee against Malnutrition 
food policy (A) 1168; nutrition film, 
. 1014, (A) 1168; 
hood (A) 927 
Common cold, see Colds 
Communal restaurants (Lady Barrett) 


(C) 1182 ' 
Complement titre in acute nephritis 
E r 


(C. E. Kellett) 1262 
CONFERENCES AND CONGRESS. Atmo- 
spheric pollution, 1373— Cancer, 25 
821—Crippled, care of, 598 — 
203. 100 3— Dental, 107— Doctor Friends 
of French Wine, 1077—Fever thera 
108, 1554—Gastro- enterology, 34,'40 
Health education, 1363—Hospital Can- 
tributory Associations (LA) 741— 
Hygiene, 1062, 1197— Liver insuff- 
- ciency, 34, 408—Massage and 9 
Gymnastics, 408—Medical Hy 
in Austria, 1014—Medicine, in 
1247—Mental Hygiene, 166, 408, 771, 
(A) 865, 930—Microbiology, 232, 274, 
(A) 268, (LA) 319, 331, 8 386— 
Military medicine, 54—-Office 
machinery, 1372, 15511555 
700 Panel conference (ECP) 1057; 
1121 Post-graduate medicine, in Ber 
lin, 956— Public health, 1289, aX 
1277—Radiology, 890, 1309, 1394, (A 
1409, in Austria, 1118—Rheumatien, 
203, 714, 1554Royal Sanitary Asso- 
ciation of Scotland, 708, (LA) 748— 
Royal Sanitary Institute, 100, 408, 
660, (LA) 693, 955—Semaine Médicale, 
work, 108, 144, 22. 
Surgery, 952, structive, 1044 
thetic biology, 341—Tuberculosis, 190, 
(LA) 196—Urology, 1434 


Colyer, Sir 


Constitution—Vitality and n in 
Relation to the Constitution (T. 
Hammond) (R) 26 g 

Contagious diseases, see Infectious . 


| Contraception—in United States, 90; 


Irish Free State and, 98; DN an 
demonstrations, 547, 890, 1247, 1873 
1499; Nature's Way of Birth Control 
(V. C, Pedersen) (A) 322: Time of 
Ovulation in Women (C. G. Hartman) 
(A) 322; see also Vital statistics 

Convalescent homes—Glen O’Dee, 397; 
in Egypt (N. H. Oliver) (C) 354, 
(J. Hasson) (C) 412 

Cook, J. W., on carcinogenic agents, 821 

Cooke, A., Oxford Group and medical 
1 (C) 825 

Cookson; H., cestrin in toxic goitre (C) 
1069; thyroidectomy in coarctation 
of aorta, 623 

Coope, R., lobar N 1079; medi- 
eine and peace (C) 600 

Cooper, H. A., mental sequels of ence- 

phalitis, 677 
Conner in culture media (A) 995 
M., on Krukenberg tumour, 


Coreal, see Eyes 

Cora gers Coroners’ Society of England 
and Wales, London County 
Council and (a) Sigg: police proseca- 
tions and (ML) 659; see also Evidence 
and Inquests 

Corran, J. W., mustard packs (C) 717 


‘Cosmetics, see Skin 


Cotton industry, see Industrial medicine 

Coué, Emile (J. L. Orton) 114 

Cough in children (A. Moncrieff) 371 

Courts, see Coroners, Crime, and Evidence 

Cowell, J., dietetics in everyday 
practice, 935 

Cox, A., London Public eee Service 
extension (C) 1487, (LA) 147 

Cox, G. L., on tuberculosis, 1067 

Craig, W. S., Mae catarrh in new- 
born, 68, (LA 

Cramer, W., aH der wtiology, 1482; 
rationale of radiotherapy, 668; ‘an 
Gye: W. E., œstrin and cancer (C) 
1 

Crawfurd, Sir R., resignation of (A) 34 

Cremation an 5 709 

Cresswell, F (O) 950 

Crime liy 800 insane (ML) 336: 
ident cation, problem of (ML) 408, 

Tiara vagrant and, 396: 

cine and, 93, (LA) 265, 384, 985, 
1059, 1311, (Medical Aspects of Crime) 
(W. N. East) (R) 1469; N 
colony for young criminals, 
statistics for England and Wales as 

war stress and, 93; see 

Byldence, Infanticide, and ieee 

Crippled, care of, congress on, 598 


social care of mother- 
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‘Critchley, M . prognosis in migraine (P 
Crofton, W. M., True Nature of V 
9 Alegato (H. Schwabacher) 978, 
Crosbie, W. E. infantile diarrhoea (C) 163 
Crow, D. A., medical profession versus 
warfare tion, 958 

E Sdent, 1556 


stal Palace > baby 485 0 A) 802 
an, E. R., on jaundice and liver 
necrosis (A) 1407 
1765 M., on personality and neurosis, 
Cumberbatch, E. P., 
thersPy, 1271 

Curl, S (O) 467 

D on delirious states, 313 


on short-wave 


Curricul um, medical, see Education, 
medical 
iit aa Sir H., death of (A) 


H., Surgeon’s Journal 
Gabi e Ge 794, (A) 800 
8 Ein ( me see e Pituitary g land 
Gaston! 1 18 g (L D. Buxton) (R) 795 
Cyclopropane ee 629, (A) 860 
Cyprus, tuberculosis in, 
e storage (D. S. Russell and H. J. 
Barrie) 899 
Cytology, congress of, 203, 1003 


D 


d Abreu, F., hsematemesis in peptic 
ulcer, 1453 

H. G., general medical practice, 
939 ; testimonial to (C) 945 


Dakin’ and West’s 2 erection see 
mia 


An and ernicious 
Dale, Sir H., Nobel prize winner (LA) 
1104; on acetylcholine and pec 
Da e (A) 20A 994, (LA) 1104 
le-Champneys, Sir ' leuco- 
ne osis and undulant 8 00 464 
De e Sherlock 
angerous on. erloc 
Holmes and, 1555; addiction, treat- 
ment 9 65 5 opium production (A) 
ae A supply demand (A) 802; 
in ( 73240 444, 473, (A) 580, 


1187 0 
* H., and Fenwick, E. D., 
gs of women practitioners (C) 


Paid A. H., on pue 
Davis, E., intravenous 
diseases, 1266 
Davis, E. D. D., 
infections, 375 
Davis, L., Neurological Surgery (R) 986 
Davson, J 43 e 9 to cod - liver 
oil injection, 737, (A) ise 
Dawson, J. A., Drew, G. A 


eral sepsis, 1273 
arcoal in febrile 


on streptococcal throat 


, and Sayles, 
L. P., Invertebrate Zoology (R) 193 
Dawson, Lord, doctor and bis horizon, 
937: on bases of national . 1170, 
(PI) 1190, 1243, (LA) 1219 

Day, H. B., antigen in 
nephritis, 1456 
190 dumb, care of, 98. 
incidence of deafness (A. 


diseases, see Vitamins 
es—familial dyschondroplasia 
(A. M. Lester) 1519; see also Ortho- 
peedics and Surgery 
De Generatione alium, analysis of 
(A. W. Meyer) (A) 141 


glomerulo- 


Deighan, W. 5 (O) 713 

Delinquen ee Crime 

Delirious 8 yg 312 

Deller, Sir E. (0) 1367, 1438 

56651237 in golfers (A. Françon) 


Dental, see Teeth and— 
Dental’ „ of, 476: penal 
cases, 1352 
Dentistry—claim against dentist (ML) 
806; teaching of, 707; see also Teeth 
De pressed areas—nursery schools in 
4). res N in (PI) 53; 
Lives F. Lest trange) 
(A 5302 see also Alix, Nutrition, and 
nemployment 
Dermatology, see Skin 
Diabetes—aneemia, leukemia and (C. 
Elman and 8. Marshal!) 1094, (A. 
Piney) (C) 1183; bronzed (R. D. 
Lawrence) (P) 1171; ae salicylic 
acid poisoning and A) 926; in 
children, 660, 686, 10 5 insulins for 


Gill) 416, 
Ross) (C) 768; in 
and, 214; renal 
. Jimenez-Diaz) 1135, 
(LA) 1163, (R. D. Lawrence and R. A. 
McCance) (C) 1238 ; see also Carbo- 
hydrate metabolism 
Diagnosis — Diagnostics of Pain (Th. 
Wernoe) (R) 1410 i Examination of the 
Patient and 0 ae Diegnosis 
(J. Ae observation 


2 I, Bennett and A. M. 
A) 696, (J. ty 


Diet—eczema and, 258; 
eye diseases, 215; 
utrition, and Vitamins 
Dilling, W. J., and Hallam, S., Dental 
Material, Pharmacology and Thera- 
vile °F (R) 1338 
155 F., psychotherapy in medicine, 


Dinitrophenol, exfoliativa 
following (A) 142 


3 


DINNERS.—British College of Obstetri- 
cians and Gynecologists, 660, 1074— 
British Medical Association, 255, 1184 
—Buckston Browne 1014, 
1232—Charing Cross Hospital, 887. 
Chelsea Clinical 51 1015— Con - 
gross for Microbiolo 333—London 

spital, 1015—Lon on Jewish Hos- 
nite Medical Society, 1439—Medico- 
egal 1 6555 1372, 1498— Middlesex 
Hospital, 888— Royal College of 
Phygleians ye Ireland, 1005—Royal 


Free Hospital, 1439—Royal Medico- 
Psychological Association, 80— 
St. Bartholomew’s Hospital, 887— 


St. George's Hospital, 887— St. Mary's 
Hospital, 888—St. Thomas’s Hospital, 
888—Society of Apothecaries of 
London, 1372—Society of Medical 
Officers of Health, 1308—Surgical 
Instrument Manufacturers’ Association, 
1075—-University of London, 41— 
West London Medico- cal 
550 888 164 - Westminster Hospital, 


Di me Ane ig A in 995 696 ; 
munisation 597, (A: 
Powell) (C) 7050 911 (LA) 1472, 
nephritis and (E. W. Goodall) 1010: 
in France, 1062; respiratory paralysis 
following, ag, pulsator in (C. J. n 
1093; chloride in (A. Maclean 
129 testa, reactions after (H. J. 
Parish) 310, 500 389, 813 
Disclaimers, 754, 826 
Disinfectants, öpactenlal growth and (A) 


Dispensing, insurance, hours of PCP) 152 
Dissemin ated sclerosis, prognosis of (W. R. 

Brain) (P) 866, (S. Sleman) (C) 1070 
Divorce law reform (PI) 1306 


Dixon, W. E., private rooms in London 
Fever Hospital V 1443 

Dobie, H. (O) 1 

Doctors, see Practices 

Dodds, E. C., on hormones in obstetrics 
and æcolo „ 1269; and Bishop 
P. M. F., est and cancer (C) 1489; 


and Parkes, A. S., and Bishop, P. M. F., 


cestrin and cancer (C) 1365 


Dodge, C. W., Medical M y cology, Fae 988 
Dodgson, R. W., on she 
Domarus, A., von Grundriss der 


inneren Medizin (R) 1218 

Domiciliary service in Newcastle-upon- 
Tyne (PCP) 1361 

Donations and bequests, 87, 166, 232, 
250, 449, 469, 1916 8 11 953, (LA) 921, 


1014, 1015, 1 34, (A) 1166, 
1284, 1439, ay 

Donnan, J., death of, 7604 

Dott, N. M., on hypothalamus, 1061 

Dougal, D., on arrhenoblastoma of 
ovary, 1336 


Douthwaite, A. H., prognosis of lumbago 
and sciatica (P) 326 

Dowds, J. H., 91 bismuth tartrate 
poisoning, 1039 

Be age: see Surgery 
Drow; A., Dawson, J. A., and Sayles, 

Py, Invertebrate Zoology (R) 193 

Dew, H. G., surgical instruments (C) 825 

Dreyer, G., on bactericidal action (A) 199 

Drill, bevelled wheel-action (D. McKelvey) 

Drobyshevskaya, A. I., infection with 
Pfeiffer’s bacillus, 1381: influenza 
epidemic in Leningrad, 1383 

Drugs—cost of, Rumania, 1005; 
excretion of, "idiosyncrasy, tolerance 

and (M. Khalil) 132, (LA) 138; idio- 


syncrasy, blood dyscrasias and, 566; 
medicine stamp duty ED 53 (A) 9 90; 
(A) 1283, (LA) 1527; dieines 
l A ppliances P 
Bil (A) 1107 . atent medicine 
Post Office and (PI) 
treatment and, 1000. 


Dufton, A. 
vitamin P 560517 

Dumb — code for, 735 : see also Deaf 

Dunhill, Sir T., on diaphragmatic hernia 


(A) 1052 
Dunlap, K., Elements of Psychology (R) 
Dunlop: D. M., on rational treatment, 


Dunn, O. L., on malaria in Ceylon (LA) 


1048 
Duodenum—diverticulum of (W. E. 
Tanner) 853; see also Peptic ulcer 


Dust, see Industrial medicine 

Dutta, P. C., and Green-Armytage, 
y. B., Textbook of Midwifery in 
the Tropics (R) 691 

Dwyer, H. de B. (O) 770 

Dyes—cancer of bladder and (A) 1343; 
see also S 

Dyachondroplasis; familia] (A. M. Lester) 


aa O Britain (A. F. Hurst and 
01 0 ulcerative colitis 
and, 1040, 7 1 106, (R Mailer) (C) 
1181; ; see ‘also Amæbic dysentery and 
Gastro-intestina] disorder 
W 32; progestin in (A) 


Dyspepsia, see Intestine and Stomach 


Dysphagia, cole Watson- 
Williams) (C) 1488 
E 
Eage R., 


on 1 in mental 

hose itals, 1289, (LA) 127 

Ear— Diseases of the ose, 208 and 

r (A. L. Turner) (R) 2 

374, in Army a 322 ; ovomiccoscopy 
98 30°: g rhythm and (J. W. Gordon) (O PY. 
287, 404; wards, streptococcal Son. 
infection in (C. Okell and S. D. 
Elliott) 836, (L. P. Garrod) (C) 944; 
see eee Deaf 

East, N., Medical Aspects of Crime 
(R) 1469 

Eastwood, S., on gastric and duodenal 
disorders, 2 

Eclampsia—antenatal work and, 665; 
nitrous oxide and 93 en aneesthesia 
in (T. W. Allen) 1 

Eczema, see Skin 

Eder, M. D., memorial to (A) 996 

Education— citizenship and (W. J. Ma a79) 
831; see also Examinations an 

maucenon 1 e ord 1 937 ; 


476, A) 521; diploma 
one lle healt Tits: Foundation 
92 rovincial Medleal Education in 


England (E. M. Prorkbank) (E ) 575; 
future of (Sir E. F. Buzzard) 171, 
(LA) 195; in microbiology, 275; 
in obstetrics (J. S. Fairbairn) 1 
in psychiatry (A) 581; in Russi 
393, 718; research and (J. Beatti 
880 ; see also Students, medica 

Edwards, F. R., on local and splanchnic 
aneesthesia in gastric surgery, 1099 

Eggleton M. G., Muscular Exercise 

Egypt, winter in (N. H. Oliver) (O) 
354, (J. Hasson) (C) 412 


Elam, J., national hospital policy 
(Oy 193 new anesthetic apparatus 


Electric shock—industrial, 279; museum 
of electropathology, 1195 

LAN StL apay (W. G. Walter) 

i 5 see Viruses 


Elkington, E. (6) 1368 

Ellingh A Poal infection (C) 163 
Elliot, R E A of, 1170, (0) 1240 
Elliott, S. D. cross-infection in otorhino- 


logical wards, 836 
Ellis, Havelock, work of (A) 700 
Elis, R. W. B., on obesity in children, 
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Eknan, C., ansmia of pernicious type, 

Elman, R., and Cole, W. Bu Textbook 
of ‘General Surgery (R) 14 

Elmslie, R. C., 
(A) 9 


25 
Elsberg, C., work of (LA) 1047 
Emergencies—Elementary Practical First 
for ers, 721; Manual of 
Emergencies (J. Snowman) (R) 317 
Emphysema—aortic triangle and, 909; 
size of heart in (E. L. Rubin) 1089; 
see also Pneumothorax 
ST hacen GP drainage of (T. H. 
ors) ANT) 796;. death following, 
failure in ospital communications 
and (ML) 337; surgery of (F. Sauer- 
bruch) 775 
i PS orga (A) 583, mental 
sequelee of (H. A. Cooper) 677; post- 
vaccinal (PI) 226, 1557 
Enoyclopsedia—British Encyclopedia of 
Medical | Practice (Sir H. Rolleston) 
Endocarditis, see Heart disease 
Endocrine system—Endocrine Drean 
in Health and Disease (Sir 
19 (E) 436; pyorrhea ß 
708 Book of Neurology, 


on restoration 2 function 


Poychiotry an ani Endocrinolo 5 
Reese, Paskind, an 
e (R) 745 see alo 88 


hormones 
Endometrioma of vulva, 1336 
English, Sir C., future of medicine, 819 
English "Messiahs (R. ene (R) 437 
Enteric fever, see Typhoid fover . 
Enuresis, ureteric (A) 1225 
Epidemiology, see Infectious diseases 
Epilepsy—community care of, 1291; 
idopathic (LA) 1103, (B. H. Shaw} 
O) 1183, (A). 1406; Internationa 
League against Epilepsy, 890 ; surgery 


of (A) 140 
Epsom Gellege—771. 1498; pounder? 


Day, A resignation of Sir 
Crawturd St. Anne’s scholar, 
nip 7 62 Bigg Fund (H 

Ro Inson) (o 


Eskimo, heal P oe 112 

Ether convulsions (A) 1224 

Ethics, medical—changes in (A) goats ; 
medical secrecy, judge on (ML) 212 

Ethiopian Diary (J. W. S. Macfie) (R) 


5 Society pamphlets, 
3; inheritance of taloni (Begabung 
im Lichte der Eugenik Somogyi) 
Out of the Phe (H 
tee ; pedigree- e e 
(E. Goods 


Euthanasia— uate on, 12 15; Euthan- 
asia and Other Aspects of Life and 
Death (H. Roberts) (A) 862, (C) 946 ; 
Voluntary Euthanasia (Legalisation 
Bill (PI) 1369 

Evans, F., stand a gas- -and-oxygen 
apparatus (NI) 856 

Evers, H., on intractable dysmenor- 
rhœa, 132 

Evidence—expert, admissibility of (ML 9 

74; expert, arsenic in coal ash an 

, (PI) 228 ; medical secrecy and 

( 212; : - medical witness’s fees 

132 798 ; medico · jegal institute and, 


Evolution, natural selection and, 661 
Examination of the Ponent and Sympto- 
. eee Diagnosis (J. . Murray) (R) 


2 

Examinations—-Examination of Examina- 
tions (Sir P. Hartog and E. C. Rhodes) 
(A) 1473; Marks of Examiners (Sir P. 


' artog E. C. Rhodes, and O. Burt) 
() 1470, (A) 1473 

Exercise, ‘see Physical education 

Exhaust gas, lung tumours and (A) 31 


Exophthalmic, see Thyroid gland 
Experts — civil rights a (T. J Fones) (C) 463, 
(R. T. Payne) 658; see also 
Evidence 
Ex- Services Welfare, „ 
stress and its sequels, 93 
Eyelid shading, palpebritis * (H. C. 
Semon) 1267, (A) 1282, (J. T. Ingram) 
(C) 1365, (A. R. Somerford) (C) 1432 
Eyes—amblyopia, 687; aphakic, corne 
graft in (B. W. Ry croft and E. J. 
Somerset) 743; cataract, senile, post- 
operative distress and, 916 > colour- 
b dness (Stilling’s. Pseudo-isochro- 
matic Plates) Ki Hortel) (R) 436, 
congenital M. Macgillivray 
and S. Macleod) 626, (A) 640; 
diet and 215; Diseases of the E 6 
(Sir J. H. Parsons) (R) 135; exop 
thalmic , ophthalmoplegia (A) 1408; 
Extra- Oc ular Muscles (L. C. Peter) 


War 


Fisher, R. 


Food—canned, 
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(R) 317 * 
Teann) 


Eye and its Diseases (C. 
R) 437; film work and (ML) 
tion ‘reflex and A) 995; 
1 and sepsis, 687; glaucoma, 
vitamin Jenclonoy and (B. € C. Kell Ly} 


oh 5 intracapsular extraction, 
i etiology of, 
National thalmic Treatment Board 


(A) 144, 235, 960, 1309, (PCP) 1362; 
opening and closing of (A) 269, 996; 
ophthalmological scholarship, 771 ; : 
optic foramen, 688 ; perme ous aneemia 


and (H. Cohen) 1202, (C. R coon 1269; 
retina, detachment of, 

and (J. W. Gordon) oO 7237 404; 
spectacles, supply 95 aN vo. 1362, 
(A) 11005 for children, 960, (O. Lewin) 
(C) 1069; be e diseases of, 
433; led, fundamentals of, night- 


blindness and, 687; see also Industrial 
medicine, “Presa neonatorum, 
Squint, and eee 


F 


Facial paralysis, 
Morris) 1172 

Factories, see Industrial medicine 

Fahrenheit, D. G., bicentenary, 695 

Fair S., constructive hygiene 
in obstetrics, 1021 

Fairbrother, R. W., on influenza, 1468 
007734 N. H., ee splenomegaly 


surgery of (W. M. 


loners (C) 1 
Feldberg, ite Di acetylcholine and 
voluntary muscle (A) 994 


Fellowship of Medicine, see Post-graduate |: 


courses 

Femoral—neck, fractures of, 77.; 
also Hernia 

Fenwick, E. D., and Davenport, H., 
earnings of women practitioners (C) 658 

Ferguson, A. (O) 770 

Ferrannini, A., Medicina Italica (R i 

Fertility, see Contraception, Sterili 

Vital statistics 

Fever—intravenous charcoal in (E. 3 
1266; see also Infectious diseases and 

Fever therapy—108, (A) | 863, (LA) 989, 
(A) 1050, 1345, 1564 ; see also Short- 

va vo therap py 

Fibroids, myomectomy for (A) 585 

Fibrositis, see Rheumatism 

Fidler, F. G. and Malles The 
(CA) 748 Looks at the Hospital R) 746, 

Ne of, 1346; and hand, 
infections of (R. M. Handfield-J ones) 
833, (Sir D. D. Wilkie) (C 944, 

(Sir W. I. de G. Wheeler) (C) 1010 

familial (A. M. feces 

of (St. J. D. 

ESY 


see 


anonychia, 
1519; fifth, dyerropiy 
Buxton) ( C) 51, (A. R "Thomas 
370 ; septic, splin g of (A. H 

Finsterer, H., treatment of hematemesis, 
303, 960 

First-aid, see Emergencies 

A., Statistical, goons for 
Research 90 (R) 133 

Fissure, see 

vito) ae Physical 9 

N pak (0) 1 

Fitz erbert, Wwe ‘A. (O) 4368 

Flatulence—epigastric discomfort and, 
255; intestinal (A) 1169 i 

Flavines, an antiseptic value of, 1117 

Flavon, capillary permeability and (A) 


640, 6 
Fletcher, Sir W., memorial to (A) 1169, 


Flies, rural hygiene and (LA) 578 
Borers H. W., histidine in peptic ulcer, 


1 87 see Ascites Sna Pleural 


lying, high (A 
Focal infection— 8. Ellingham) (C 
163, 1043; endocarditis and (Lor 


Horder) 174; infectivity of bacteria 
and (M. Solis- Cohen) ; 1447 


Fœtus, movements in, 5 


Follicular hormone, see Gstrin 

332, (PI) 291, 

` unfit for consumption, 719; 
Diet and Nutrition 


1307; 
see also 
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Food poisoning—hog-cholera . ‘bacis 
and (J. Boycott and J. W. MeNee) 
741; pork chop and (ML) 1421; 
see also Botulism 

Foot—industrial injuries ak 
oron s Human Foot (W. 12. Hugh} 

7) 
185 Ee A A., clean milk (C) 767, (A) 751, 


Forbath, A., permeability of s kin (C) 717 


Forbes, D., measles contacts, 57. (A) 
F orbes, 152 On Percussion of the Chest 
F creeps, axis-traction (V. Bonney) AD 
Foreign bodies—choking 1 inquest 
on (A) 445; Diseases of the Arend 


Food Passages of Foreign Body 


(C. Jackson and C. L. Sacra) 


17 in osophagus and bronchi hy 

6 

Forrest, A. W., on isolation of: scariet 
fever W 858 

Forrest, T. (0) 230 

Forty, F., vascular tumour in muscle, 
676, (A) 801 

Foss, G. L., œstrin in toxic goitre (C) 
231 

Fothergill testimonial fund (E. R. 
Fothergill) (C) 766, 774 


Fouadin— excretion ‘of, in treatment af 
schistosomiasis (M. Khalil) 132, (LA) 
138; undulant fever treated with 
(G. M. Tanner) 684 

Foulds, L., on tumour viuno a Ta 

Fox, J. G., Blumer, G., and 
Practitioner’s Library of Means on 
Surgery: Vol. IX. Neurology ma 
Psychiatry (R) 191 

mog 97 T., on community care of epileptic, 


Fox, R. F., Grains and Scruples (O) 1490 
ozs T. F., Russia to-day, 328, 393, 


Fractures—birth,134 ; clinics for, 177, (A) 
446, return to work and (J. a Sted) 
(C) 945, (A) 925; 
Magnuson) (R) 574; internal fixation 
of, dangers of (A) 1476; Minor Surgery 
and the Treatment of Fractures 
(G. Williams) (R) 25; plastic 
of (Sir H. D. Gillies and R. Mowlem) 
P) 1411; problem of, in United i 
267; Studies on the Healing of 
Fractures (J. Hertz) (R) 263; 
also— 

Fracture of—femoral neck, 77; lateral 
condyle of humerus (A) 141; tibia 

in, 


(A) 323 

France— congresses 408; health 
resorts federation, 1498 

Françon, A., deltoiditis in golfers (0) 


Fractures (P. B 


1237 

Fraser, J., on hospital waiting-lists 
1 439; e in acute osteo 
myelitis (P) 58 


Fraser, K., on oohihatinia neonatorum 


(A) ar: 
er, C (O) 291 


Frogman, I. . prognosis in  hay-fever 
Fremantle, Sir F., doctor in Parliament, 
23, 1441; Sir A. Keogh (C) 464 
Frenckner, P., on sinography (A) 1410 
Friend, G. E., on school dietetics, ea 
iC. C., Blumer, G., and Fox, J 8 
ractitioner’ s Library of Medicine ee 
Surgery: Vol. IX. Neurology and 
Das chines (R) 191 
Fuller, C. J., chromophobe adenoma 
and Cushing’s syndrome, 
181, (A) 3 


ullerton, H. W. , idiopathic steatorrbæa, 
790; on anxmia of pregnancy (A) 801 


* 


G 


Gabriel, W. B., prognosis in cancer of 
rectum (P) 1055, 1111 

Galdston, I., and Pool, E. H., Medicine 
and Mankind (R) 1275 

Gall-bladder—pregnancy and (A) 33; 
removal of, results of (A) 200 

Gamm, F., uveoparotid tuberculosis, 245 

Gardiner- Hill, H., on hormones 
obstetrics and gynecology, 1270; 
on obesity in children, 376 

Gargles, efficacy of, 639, 960 

Gargoylism (A) 1222 

Garland, H. G., uveo-parotitis (C) 1302 

Garrod, L. P., cross-infection in otor 

logical wards (C) 944 
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Gas-and-oxygen antesthesia apparatus 
for (F. Evans) (NI) 856; closed circuit 
method and (A) 860; gas- o en- 


XYR 
ether apparatus (J. Elam) (NI) 193; 
in eclampsia (T. W. Allen) 189; 
in midwifery, 311, (A) 992, 1426 
Gas gangrene (D. M. MacKechnie) 1332 
Gas paring, 1477, (A) 1531 
see Gastro-intestinal disorder, 
Peptic ulcer, and Stomach 
Gastro-enterology, congress of, 34, 408 
Jastro-intestina] disorder — epidemic 
gastro-enteritis in Surrey, 144; flies 
and 1 578 ; W olerance and 
(O. W. Ross) 556, (M. R. Kena 880 
716 g nantie (W. S. Crai 
(LA) 85, (R. Carter) (C) 162, (W. E. 
G and G. Asher) (C) 163, 854; 
see also Food -poisoning, Intestine, an 
Steatorrhœa 
Jemmell, A., on myomectomy (A) 585 
Jeneral Medical Council curriculum, 
medical, 475, (LA) 521; diploma in 
public health, 1418 penal cases, 1352 ; 
powers, duties, and constitution of, 
475; presidential ao dreas; 1299: see 
also Medical 
eneral paralysis of “iasan 
mental hos vitals (A) 324; 
a treatment for (PI) 1437 


e—in L. C. C. 
malarial 
an aiot 


esis, Darwini of (T. 
Johnston) (C) 1252 
tenetics—familial absence of hair (M. 
Sein) 564; familial allergy, 1020 ; 
familial dyschondroplasia (A.M. Lester) 
1519 ; manic-depressive psychoses, 80 ; 
psoriasis, heredity and, an : statistical 
methods in (Met der Medizin- 
ischen e with Schulz 
795; tuberculosis, heredity and (A) 
140; see also Eugenics and Evolution 
enite. -urinary, see Urinary 
zeorge, W. H., The Scientist in Action 
(LA) 921 
lermany—Berlin congress of post- 
graduate medicine, 956 ; Jewish doctors, 
emigration of, 605; Olympic games, 
practitioners attending, 34 Soclety of 
pronica Moding (A) 8 
alionngui, P., and Gbrahim, M. 
Medi Procedur oa; Operative an 
pisenceue (R) 1276 
thosh N., Treatise on Materia 
Medica and Therapeutics (R) 987 
. M., protamine insulinate 
1 ie, 416, (A) 696 
illespie, R. D., on amnesia, 688; 
on nerve strain (LA) 747; and Hender- 
son, D. K., Text-book of Psychiatry 


Handers 
lasgow University Club, London, 1308 
Hass, D. V., The 1 for Population 
(R) 635, VLA 44 
llaucoma, see Ey 
Hen O’Dee, 39 
lomerulonephritió, see Nephritis 
lover, 182 „Royal Medical Benevolent 


Fun 

Hover, R. C. (O) 713 

loyne, . R., from consumption to 
tuberculosis, 1253 

Hucose—rectal administration of (A) 
928; see also Carbohydrate metabolism 
lycogen see Carbohydrate metabolism 
lycosuria, see Carbohydrate metabolism 
oltre, see Estrin and Thyroid gland 
old in intestinal N (Y. G. 
n (C) 106 

Diagnostic Roentgenology 


ae 


o] TE 925 


R 
00d ding, 3 „ raw and heated milk in 
nut tion, 702 
ona dotropic, see Sex hormones 
onorrhcea—prognosisin (J. J. Abraham) 
P) Toe 8, W. N. Nase vaginitis and 
pick W. N. Mascall,and I. N. O. 
mee : pad also Fever ‘therapy and 
Opht almia neonatorum 


consu E., need for keeping pedigrees, 
ooda ll, W., nephritis and serum 


E. 
fever reaction (O) 1010; William Budd, 
F.R.S. (R) 436 
oodorus, William : Serjeant Surgeon 
(R. R. James) 1018 
ordon, I., benign spontaneous pneumo- 


thorax, 178 
coun of (A) 753; the 


ordon, J. W., 

senses (C) 287, 

ordon, M. H., lymphadenoma, 65 

ordon, R. G., Harris, N. G., and Rees 
R., Introduction to Psychological 

Medicine (R) 574 

ordon-Taylor, G., on hæmatemesis, 1464 


Gordon-Watson, 100 C. mirror for viewing | Hall, Sir 


operations (C) 466 

Gore, J., strangulation of femoral sac, 
429; Sydney ong Lord Knuts- 
ford, A Memoir (A) 3 

Gottstein, A., on nine ey (LA) 1049 

Gould, „ protection on retirement 
from practice (C) 1234, (LA) 1221 

Graham, G., subscurvy state and peptic 
ulcer, 64 

Graham, J., 


on cancer of thyroid, 1418 
Graham, S., 


85 on acute diarrhcea in infancy, 
Graham-Little, Sir E., election, 352 


GRAINS AND SCRUPLES—A West Country 
singe yp fame? (L. N. Jackson) Aa 99, 
21—A London Surgeon ( W. H. 

Ogilvie) 283, 338, (0) 344, 344, 400 
459, (C) 466, 547—A Doctor without 
Patients (Prof. Major Greenwood) 
598, 649, 710, 763, (C) 769—A 
Departmental Doctor (H. H. Bash- 
ford) 814, 877, 941, 1006, 1068—A 
Doctor in’ Retirement (Philip Gosse) 
1120, 1179, 1239; 1297—A Chronicler 
(Sir Sq uire Sprigge ) 1358, 1422, 
AA „1433, 1485, (C) 1490, 1542 (0) 


Grange, J. W. aa? 1368 
Grant, A. (O) 4 
Granville, M., ad Le Quesne, R. M., 
Hydrotherapy, 353 
Gravesen, J., on surgery of pulmonary 
tuberculosis. 6 


Gray, St. G. D., injection treatment 
of hernia 0 1301 
Greaves, H. G. (O) 1304 


Green, H. Ri H., on vitamin A, 261 
Green-Armyta e, V. B., sterile mating, 
426; and Dutta, P. C., Text- book 
of Midwifery in the Tropics (R) 691 
Greene, R., and Zuckerman, S., testo- 
sterone propionate and prostate (C) 
Grecnwogd, M., on labour wastage (LA) 


Gregg, E. A., presentation to, 1054 
Grenfell Aasce ation—calendar, 774 ; work 
Gresham College, lectures at, 890 
Grieve, K. K. (O) 1492 
Griffiths, R., Imagination in Early 
a Sage WoA R 7713 
rig 
N e (R) 1161 
Grout, J. A A., changes in intervertebral 
discs following lumbar puncture, 183 
Groves, E. W. H., on fractures of neck 
of femur, 77 
Guild of St. Luke, 30; 1075 
Guilt, sense of (A) 6 
Gutbrie, D., on ee in Army (A) 322 
ma Are M. F., Animal Micrology (R) 


Guy's Hospital WET: school—opening 
address, 937, (LA) 1219 

Gye, W. E., on oe bet iology, on 
on tumour viruses (LA) 320, 
821: and Cramer, W., cestrin aad 
cancer (C) 1365 

Gyneecology—hormones in, 1269; Text- 
book of Gyneecology J. Young) (R (R) 
1161; shromoepnen is in 
Westmann) 42 


H 


Hackett, C. J., on boomerang leg (A) 993 
Hemangiomata, see Vascular disorders 
Hemochromatosis, W in (R. D. 

Lawrence) (P) 117 


e 5 (L. J. 

8) 

PE (Y: A. paT A i 
Nai and A. Clark) 1142, iL 
1219, 1399 


Heemopoiesis, see Anscemia and Blood 
Heemorrhage—arrest of, 1398; internal 
(C. J. Marshall) 869˙; treatment of, 
132; uterine, cestrone and (S. Zucker- 
man) 9; see also Hemophilia and 
Peptic ulcer 
Heemorrholds, 1159 
Haines, R. T. M., wheat-germ oil (C) 602 
Hair, congenital and familial absence of 
(M. Sein) 564 


ii E past memories and future 
opes, 
% H. W., reactions to anahæmin (C) 


Hall, Sir A., on opening and closing of 
a 520 269, 996; presentation to 


St 
eee eee ne ee 


D., 
Agriculture in 1 5 to Population 
and Public Health, 

Hall, G. S., ees a intervertebral] 
discs 9 lumbar puncture (C) 288 

Hauan, Se Dilling, W. J., Dental 
Material, Pharmacology and Thera- 
peutics El 1338 

Hallows, N., tinea cruris, 

Hamer, Sir W., death of, 915 800 161 

Hamilton, A D. (0) 657 

P S . J. C., orthopædic outlook 

Hammond, T. E., Vitality and Energy 
in Relation to the Constitution R) 26 26 

Hand—rheumatism of, radiography 5 
(G. R. P. Al d-Brown and 

Steven) 905, (C) 1183, (S. G. Scotl) 
(C) 1071; see also gers 

Handfield-Jones, a so infections of 
Angers i ana hand, 

Hansel, F. K., Allergy of of que Nose and 
Paranasal Sinuses »3 

pneumococcal 3 189 
D., asthma, 3 

A) 1224 

Harman, N. hop, on National Oph- 
thalmic Treatment Board, 255 

e G. H., work as a remedy 


C) 1 
N s, A. R., death of, 208, 1 407 
vi in 


Harri j 

Harris, L. J., juvenile 
rheumatism, 1413, (C) 1490 

Harris, N 2 Gordon, R. G., and Rees 
J. R., Introduction to Psychological 
Medicine Pr. 14 

Harrison G., n prevention ot polio- 
myelitis 0 ait, a 

Harrison, W. R. 
phimosis (C) 1548 

, on delirious states, 312 

Sir P., Rhodes, E. C., and 
„Marks of Examiners (R) 1470, 


Improvement of Native 


A 
ey ty operation for 


Hartog, 
urt, 


(A) 1473. 

Harvard tercentenary (A) 800 

Harveian oration, 865, 961 

Harvey, W., background to (Sir W. 
Langdon-Brown) 961; De Generatione 
Animalium (A) Js 

Haslewood, D., turbidometric 
estimation of arotan. 1153 

Boroni J., convalescent homes in Egypt 

) 
wee A., on laryngeal tuberculosis, 


(A. G. 
(J. Freeman) (P) 9 
Hayward, W. D., 8510 80 70 0 capsules 


B., cod-liver oil for wounds 


C) 

HARE education—conference on, 1363 ; 
in Russia, 450; Introduction to Sex 
Education (W. V. Richmond) 296; 
national fitness and, 97, 708; On 
Being a Mother (S. Churchill)’ 114 ; 
on infectious diseases, 100 ; 1 ised 
medical service and (Sir F. 

171, LI 195; poster, 722; ora arr 

(ore Tliffe) 879; Sex Education for 

Idren, 114; Woman Asks the 
Doctor (E. Novak) 1196 

Health resorts—Austrian conference on, 
1014; Bad Gastein in féte (A) 140; 
British (R. F. Fox) (C) 1490; British 
Health Resorts Association, 1247, 
1373; British Spas Federation, 890 ; 
French, federation 11 1498 

Health services—in land and Wales 
(PI) 224; in 1 343, 1117; in 
Papua, 608; in Scotland, 36, (LA) 27, 
97, (PI) 110, 223, 1128; in United 
States, 1177; in Vienna, 398; Last 
Thirty Years in Public Health (Sir 
A. Newsholme) (R) 1100; organised 
medical service, health centres and 
(Sir F. Buzzard) 171, (LA) 195, 325 

953, (LA) 921, in Russia, 328, (A) 
393, 450 ; Public Health Acts 25 32, 
109, 347, (A) 1168; Socialist Medica! 
Association’s memorandum, 353, (J. 
Elam) (C) 464; see also Public medica] 
services 

Hearing, see Deaf and Ear 

Heart—pbenzedrine and (E. W. Anderson 
and W. C. M. Scott) 1461, (A) 1475; 
exercise and (A) 1052, (C. Wilson) 
(C) 1236: nervous ‘impulses to, 
e substances and (LA) 1104; 
size of, in asthma and emphysema 
(E. L. Rubin) 1089; wireless ausculta- 
tion of, 1265: see also— 
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Heart disease —aortic triangle and 15 
Parkinson and D. E. Bedford) 90 
Atlas of Congenital Cardiac. Disease 
M. E. Abbott eins eI 919; auricular 
brillation, 472; heart 
failure (B. n orth) 1503, lett- 

sided, pulmonary œde and (E. 

Poulton) | 981, (C) 155 heart aue 

155 and left ven 


5 ussbrecher) 1393 

l 2 enddearditis (Lord Horder) 174, 
2; surgical risk and ) 116 
mins and (A) 1281; workmen’s 


compensation and (ML) 1116; 3. see also 


a Decree? Rheumatism, juvenile, 


Taroa 
Heat g, domestic, 1477, (A) 
1531 ; penetrating power and. (Sir L 
Hill) 0 1063 see h Fever therapy, 
Short-wave therap y, and Warmth 
Heath Clark lectures, 235, 1127 
ieee , cod-liver’ oil for wounds 


(C) 106 
Helium in therapeutics (A) 1280 
Henderson, D. „ on alcoholism and 
psychiatry, 917; and Sn 25 R. D., 
Text- book of Psychiatry 


Henderson, W. K., on inte mar 88 
tion, 373 
Henderson, W. R., decreased gonado- 


production during 
on manic-depressive 
psychoses, 81 


Heparin (A) 32, 1223 

Heraldic emblems (C) 1443 

Heredity, see Genetics 

Homia = Sa hragmatic (A) 1052 ; 
femoral, . strangulation of sac and 
(J. Gore) 429; inguinal (W. H. Ogilvie) 
(P) 204, 272, 1397; injection treat- 
ment of (LA) 694, (A) 1107. (M. Les} 
(C) 1 Gt. G. D. Gray) (C 


Her a zoster, see Zoster 

Hertel, E., S 188 Pseudo-isochromatic 
sistas. (R ) 4 
ertz, J., Studies, on the Healing of 
Fractures (R) 2 

Horzborg, K., on staining ‘of elementary 


bo 315 
Heseltine, M., Medical Register 2 1508 
Hess, A. F., Collected Wri Be (A) BF 11 
He tt, J. A., Robson, 87 

1 5 12 286 e of Chemical phe 


55 6 
went P. L. F., Oxidation-Reduction Poten- 
tials in e and Biochemistry 


Hicklnbottem, W. J., Reactions of 
‘Organic Compounds (R) 1217 
Hill, A. B., enteric fever in milk- and 
water-borne epidemics, 589, (LA) 639 
Hill, Sir Treasure Trove in Law and 
Practice | ico (LA) 859 
award, feo efficacy of 
1 of heat (C) 1 
G., vitamin 6 and juvenile 
rheumatism, 1413 
Hinton, 12705 A., Syphilis and its Treatment 


tropic hormone ” 
pregnancy, 
Hennelly, T. J., 


(R) 1 
Hip—subtrochanteric osteotomy (Les 
ostéotomies seer e 


(P.-M. Lance) (R) 1 
Histamine, appendicitis and (H. Selye) 


Histidine. see Peptic ulcer 
Histology—Textbook of reg! d 
Krafka) (R) 795; Textbook of isto- 
logy (J. L. Bremer) (R ) 1469 
History, medical—Allbutt, Sir O. (A) 
202: American Medical Profession 
1783 to 1850 (H. B. Shafer) (R) 1162; 
alysis of De Generatione Ani- 
malium ” of Wm. Harvey (A. W. 
8 (A) 141; e dak B On 
Percussion of the Chest (J. Forbes) 
gA) 0 Bernard, Claude, work of 
37 Bodieian Library medical 
Books. 220 : Por en’s Treatise on 
Medicine (W.L . Wardale) 411; British 
Masters of Medicine (Sir D ae 
Power) (R) 381; Budd, William 
Edin., F.R.S. (E. W. Goodall) (Ri 
436 ‘Olio Medica Tubereulosis 


Webb) 832 ; 1 in Buiter 
(A. F. Hurst an Knott) 1 
Emancipist, The (J. M. Ant 

R. A. de Warren) 1195; English 


Messiahbs (R. Mat hewa) (R) 137 ; 
Foundation of Pro vinci al Medical 
NM. e 
s. Surgeon’s 
1915-1918 (H. Cushing) (R) 

H. Bashford) (C 


826; Goodorus, William : 
pur zeon (R. R R. James) 1018; Harvey, 
ground to (Sir W. angdon- | 
Brown) 961; Hero-Dust (J. 1 
410; Howard, J., prison reformer (A 
582; Hundred ears of Medi 


(W. B. B. Lloyd) (R) 135; Hunter, 75 
in Portugal, 235; alian (Medicina 
Italica) (A. Ferrannini) (R) 136; 
Jenner, link with, 959; Lister’s house 
surgeon, death of (A) 1410; of tuber- 
culosis, (S. R. Gloyne) 8. 5 
(Short History of Tuberculosis) (G. N 
Meachen) (R) ree Be rh ah nae and 
homeopat (A) 7; saints and 
martyrs (D. Kanter) 1131; Surgeon 
General’s Library, Washington (A 
; 988 ye otal 1286; syphilis, treatmen 
isdom of Andrew Boorde 
11 we Poole) 4), 1531 
Hitchon, H. O) 603 
Hoarseness G. Pa terson) 1112 
Hobday, Sir F., on medical and veterinary 
collaboration, 606 
Hodgkin's disease, see Lymphadenoma 
Hodson, V. S., duodenal ulcers and 
A smoking (O) 1235 
Hog cholera—human infection 7415 
Boycott and J. W. McNee), 741 
S anism of, 154 
Holder, E. E 45 ae, 3 (C) 659 
Holtelder, H „ on X rays. in cancer (A) 
Holidays win 
Holland Holand : 


ay (PI) 1369 
8 — Sidney Lord 
Nnuterord w Gore) (A) 386 
Holló, J., test for mobility of medi 
d. 908 


AY Ai 

on fixation reflex (A) 995. 
. J., Outlines of Organic 
R) 1217 
» Textbook of Surgery (R) 


Honours—390, 547, 815, 1015, 1309; 
birthday (A) 34 

Horder, Lord, doctor as humanist, 818; 
on bases of national fitness, 1176, (PI) 
1190, 1243, (LA) 1219; on nerve 
strain 12 A) 747; on practitioners and 
public appiness; 1004; septic endo- 
carditis, 1 

Hormones.. N Sex hormones 

Horning, E., on cancer, 1483 

Hospital contributory schemes—contri- 
butors’ representation and (LA) 747; 

Association, 1375; 


Hos a 
ekport, 108 
Hospitals—administration of, course in, 
719, 1015; Administrative Science for 
Hospitals and Institutions (A: Milsom ) 


(R) 1102; Boston new ee 125; 
broadsheet on (LA) 1105; capital o 
obila on of, 


(A) 1223; g. 
876, (R. V. Clark) g 1070; com- 
munications at, kale of (ML) 337; 
cross infection, 1063, in otorhinolo ical 
yards ae O. Okell and S. D. 
836 n (O) 944; fl dars 
6575 C5 166, 1373; French, 652 
1063: 5t 160, Accounts ‘and Financial 
Administration (J. E. Stone) (R) 1276 ; 
Institute of Hospital ‘Almoners, report, 
112; 5 1 an 
POP) 765; in (POP) 
1058 ; Irish, 1062, 1232, (A) 1345; 
isolation, future of, 100 ; isolation, 
recovery of cost of treatment and 
1245, Kent, accommodation in B 
a 439; libraries of (A) 1345 
00], und 80 0 5 (A) 


343, $07, (A pping) 807 ; Manchester 
joint hos itals P bos 
1403, pol on 
1248; ; Metropo ead Ho 
166; mission, in 1196 ; 
Norwich. appeal (A) 1534; obstruction 
of order to send child to hospital in (LA? 
933; occupational thera rapy (LA 
1277, (G. H. Harper-Smith) O 1432 5 
20, ad gen eneral practice and 
Patient Looks at the Hospital 
48. Fidler and J. Malieson) (R) 746, 
0 15 1300 A! 827; patients’ property 
radium 1 and (LA) 


precau tions and, 


1277 Tat ‘ting of (A) 325; Russian, 
328, 393, 450 Scottish, 602, 708, 812; 
untary, contributo schemes and 
(Ay 7 Voluntary Hospitals (Pay- 
ing = antes a 924, 1051, 
O. A. Bedw (C), 1123, 1238, 
(Lord Luke) (O) “Tiss, (A. D. 
Power) (C) 1183; w ing list ts See) 
439, ) 1342; Risberg tona 136 


Nurses 


ital | Sunday 


Serjeant | Hospirrats.—Aberdeen Royal 


Infirmary, 
812, 822—Carmichael Hospital, phar 
macopœia, 410—Central London Throat, 
Nose, and Ear Hospital, 857 rin 
Cross Hospital, dinner, 887 
Hospital, Manchester, 95 
Hospital, street collection for c3 
5 


160 — Derbyshire Royal Ai 
. —Edinburgh Royal 


appointments, 813; new orthopedi 
department, Guy’s Hospital: 
appointment, 956; asthma research 
(A) 1533; rebuildin appeal (A) 200 
1016—Hampstead eneral Hospital, 
889 - Ilford Wafer Home, staphy · 
lococcus infection at (A) 91 

College Hospital: 1075; addres, 
828; demonstrations, 659; diabetic 
clinic, 660; dinner, 659 1015, 1193; 


lectures, 659; libraries, 16.15—Lambeth 
Hospital : 215; nurses’ home, 1405— 
Liverpool Royal Infirmary, 
course (A) 446—London Fever Hor 
` pital, accommodation at (W. E. Dixon) 
tc) 1443—London Hospital: dinner, 
593 — M 80 en ae ie 177 
—Manchester a mary, 
60 3—Manchester Vintoria Memorial 
Jewish Hospital, 956— Marga 
Hospital for Diseases of "eho. Chest, 
- 1191—Marie Curie Hospital, 54— 
Middlesex Hospital: ad ; 
dinner, 659, 888; prize day, 931: 
refresher course, 659—National Hos- 
pital for Diseases of the H St. 
Cyres lecture, 1503—Newcastle 
mary, 449—Northampton General Hos- 
pital, Barratt Maternity Home, 166— 
Princess Elizabeth of York Hospital, 
378—Queen Mary's Hospital, Roe 
hampton (A) 271—Quetta Hospital, 
rebuilding of, 166—Royal Dental Hor- 
pital: 1015; post- graduate 00 
718; prize distribution, 881— 
Eye Hospital, scholarship, 771—Royal 
Free Hospital : dinner, 1439; aya 
pipe lines, 1293—Royal Gwent 
pital, 599—Royal Mineral Water Hos- 
pital, Bath, 727—Royal Northern 
Hospital, 1075—St. Bartholomew's Hos 
pital: dinner, 887; high-voltage X ray 
therapy, 1284, 1480; new 3 
college, 104; Paget Club, 364; 
ports, Vol. LXIX (R) 1405. 
George's Hospital: dinner, 887; psy- 
chiatric demonstrations (A) 801—St. 
Mary's Hospital: dinner, 888; ke 
tures, 115, §33—St. Thomas's H 
dinner, 888 University College Hos- 
pital, centenary extensions to, 1541— 
Westminster Hospital: building fund, 
1119; dinner, 659, 828; post-graduate 
course, 659; radium beam therapy at. 


Housing—health and comfort in, 1105; 
in Russia, 328; in Scotland (Pi) 1191, 
7 0 (PI) 1496; in Vienna, 97; jerry- 
; 1 545 1233; London County Coun- 

Minister of Health on 


1128, 1371, at sea. (J. G; ing, 34, g 

N Thames houseboats, 115; 
town and country planning summer 
school, 165 

Howard, J., work of (A) 582 

Howarth, W., tumours and ulcers of 
palate ‘and fauces, 1139 

Hudson, E. H., on non-venereal tee 


(A) 752 
Hug ett, A. St. G., on hemorrhage, 1 
bes, W W. K., Human Foot (C) 388 
H bert, N. G., adenocarcinoma df 
stomach and hyperchromic anemia, 71 
Humble, B. H., on focal sepsis, 1043 
A fractures of lateral condyle of 


(A) 1 
ae urid, F. H., on mild radium therapy. 


Hunt, A. H., splinting of septic fingers, 
oo À E., œstrin and cancer (C) 1302, 
A J., on Raynaud's phenomenon (A) 


3 
Hunt, T. C., fibrositis, 1000; and Carver, 
A. E., and Willcox, Sir W., Alcoholism 
in General Practice (R) 436; 
ene and epigastric di 


Hunter, D., on minerals in nutrition, 
261; saints and martyrs, 1131 

Hunter, J., in 88 235 

Hunter, J.A OC. (O) 886 

Hunter, T ele erb nn (C) 1010 

Hunter, W. -» on hemorrhage, 132 
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Hurst, A. F., British dysenteric infections, 
1197; histidine in peptic ulcer (C) 
882; on flatulence aud epigastric 
discomfort, 257; on bematemesis, 
1464 


Hutchison, J. (O) 407 

Huxley, J., natural] selection and evolu- 
tion, 661 | 

Hydrocephalus, see Brain 


Hydrogen Cyanide (Fumigation) Bill 
(PI) 291 
Hydrotherapy, see Health resorts and 


Physical treatment 
Hygiene congresses, 1062, 1197 
Hyperpyrexia, see Fever therapy 
Hypertension, see Blood pressure ' 
Hypnosis—fatigue and (A) 201; in 
anorexia nervosa (C. R. Birnie) 1331 
Hypoglycemia, see Diabetes and Insulin 
Hypothalamus, see Brain 
Hysteria, see Nervous disorder 


rahim, M., and Ghalioungui, P., 

Medical Procedures, Operative and 
Diagnostic (R) 1276 

Iceland, ne (A) 1343 

Identification, see Crime 

Ileitis, regional (H. Schwabacher) 978, 
(A) 1166 


Ib 


Iliffe, Lord, medicine and the press, 879 

IIlingworth, S., uveoparotid tuber- 
culosis, 245 d 

Immunity—antigens, structure and speci- 
ficity of, 274, 331; clinical (Sir W. 
Willcox) 911, (E. W. Goodall) (C) 1010; 
Principles 01 Bacteriology and 
Immunity (W. W. C. Topley and 
G. S. Wilson) (R) 855; reactions, 
conditioned reflexes and (A) 269; 
see also Serum 

Imperial Cancer Research Fund, 1482, 
1499 


Impostor—convict posing as doctor 
(ML) 709 


Incapacity, see Industrial medicine 
Inchley, O. (O) 467 À 
Incontinence, see Enuresis 
Index-Catalogue of the Surgeon General’s 
Library (A) 861, 1105, 1286 
India—industrial medicine in, 471; 
leprosy in (A) 699; maternity in (A) 31 
Indigestion, see Intestine and Stomach 
Industrial Health Research Board— 
appointments, 285; reports (LA) 198, 
(A) 268, 385, 456; see also— 
Industrial medicine—accidents, 278, (PI) 
346, treatment of (D. Stewart) 609; 
blood dyscrasias, 566; cancer, indus- 
trial (S. Peller) 552, (LA) 577, dyes and 
A) 1343; dermatitis (A) 201, 258, 
A) 1281, (PI) 1496; Elementary 
actical First-Aid for Miners, 721; 
eyes, care of (A) 144; factories, 
report of chief inspector of, 278, 
(PI) 346, 348, (LA) 1219; holidays 
with pay (PI) 1369; hours of work, 
279, (PI) 346, 348, 1067, (LA) 1219; 
Industrial Environment and Health 
infections of fingers and 


poisoning, 412 ; 
Industrial Psychology report (LA) 
1405; nystagmus (PI) 1242, 1245, 
(LA) 1279, (ML) 1421, blood pressure 
and (F. O'Sullivan) 247, (G. A. 
Stephens) (C) 345; office workers, 
health of, 1372, (PI) 1435, 1551; 
lumbism (R. E. Lane) 206, 279; print- 

works, fumes in, 1180; psycho- 
neurosis and (A) 993; pulmonary 
disease (E. L. Middleton) 1, 59, (PI) 53, 
160, 229, 347, 279, (A) 1109, alumina 
and, 1478; pulmonary disease, com- 
pensation and (PI) 160, 228, 1191, 1245, 
1552; pulmonary disease in cotton 
industry (LA) 267, compensation and 
(PI) 1190, 1246; pulmonary tuber- 
culosis (H. H. Bashford and W. L. Scott) 
1115, 1558; Raynaud’s phenomenon, 
vibration and (A) 388; rehabilitation 
after injury, 177, (A) 446, (J. P. 
Steel) (C) 945, (A) 925, occupational] 
therapy and (LA) 1277, (G. H. Harper- 


Smith) (C) 1432; safety officers, 
coöperation of, with public health 
department, 1551; seamen, accom- 


modation and health of (J. G. Wilson) 
645, (A) 640; scientific discoveries 
and (LA) 63%; sickness statistics 
(LA) 398, (A) 268, (PCP) 651, 708; 
small-pox, cotton industry and, 1426; 


two-shift system for women and young 
persons (PI) 1370; warmth and com- 
fort in industry (A) 268, 456; see also 
Workmen’s compensation 

Industrial Welfare Society—lectures, 1541 

Infanticide —Infanticide Bill (PI) 1306; 
puerperal insanity and (ML) 336 

Infants—appendicitis in infant (R. W. 
John) 097; breast-feeding of, 
Favorinus on, 1500; Infant Speech 
(M. M. Lewis) (R) 636: International 
Peediatric Congress. 700; manage- 
ment of, 1214, (Management of the 
New-born Baby) (A. Moncrieff) 1311; 
premature, care of, in Chicago (A) 700; 
premature, oxygen for (A) 1106; 
renal infarction in infant (S. Marshall 
and E. Whapham) 428; wasting in, 
685; see also Childbirth, Children, 
Gastro-intestinal disorder, Maternity 
and Child Welfare, and Ophthalmia 
neonatorum 

Infarction, renal, in infant (S. Marshall 
and E. Whapham) 428 

Infectious disease, weekly statistics, 54, 
101, 170, 220, 273, 343, 409, 458, 547, 
603, 654, 715, 769, 815, 881, 954, 1009, 
1068, 1121, 1180, 1246, 1306, 1363, 
1439, 1491, 1551 

Infectious diseases—epidemiological pro- 
blems (LA) 1049, Sherlockian method 
and (LA) 639; hospital infection, 
prevention of, 1063; hospitalisation 
of, 100; in France (A) 90, notification 
of, 1538 ; in Iceland (A) 1343 ; Manual 
of the Common Contagious Diseases 
(P. M. Stimson) (R) 318; Ministry of 
Health reports (PI) 224, 1425 ; recovery 
of cost of treatment of (PI) 1245; 
research on, 1425 

Influenza—1468; antibody level and 
(A) 1225 ; Common Cold and Influenza 
(J. E. R. McDonagh) (R) 25; comple- 
ment-fixation reaction in (W. Smith), 
1256; contracted from ferrets (W. 
Smith and C. H. Stuart-Harris) 121, 
(A) 581; epidemic of, 151, (A) 200, 581, 
in Leningrad (A. A. Smorodintseff, A. I. 
Drobyshevskaya, and O. I. Shishkina) 
1383; Pfeiffer’s bacillus (A. A. 
Smorodintseff, A. I. Drobyshevskaya, 
se Ostrovskaya, and O. I. Shishkina) 


Infra-red rays—Therapeutic Uses of 
177 5 Rays (W. A. Troup) (R) 


Ingram, J. T., dye dermatitis of eyelids 
(C) 1365; pustular psoriasis, 13 

ae hernia, see Hernia 

Inhalation therapy—fresh air apparatus, 
1195; helium in (A) 1280; oxygen 
for new-born infant (A) 1106; oxygen 
pipe system, 1293; oxygen tent 
D. C. Reavell) 250, (A) 270, (E. P. 
Poulton) (C) 405, inverted (A) 697; 
pulmonary plus pressure machine 
(E. P. Poulton) 981, (C) 1545 

Injection, sterilised solutions for, 412 

Injuries— spinal, 430; see also Child- 
birth, Industrial medicine, Radium, 
and X rays 

Innes, J. A., 
790 


Inquests—barbiturate death, repeat“ 
prescription and (ML) 1060; choking 
fatality (A) 445; empyema, failure in 
hospital communications and (ML) 
337; inadequate post-mortem accom- 
modation (ML) 1481; in camera (ML) 
875; night calls, jury on (ML) 1003; 
see also Coroners 

Insanity, see Mental disorder 

Insemination, artificial, legitimacy and 
(ML) 1357 

Institute for Scientific Treatment of 
Delinquency (LA) 265, 384, 1059 

Institute of British Surgical Technicians 
(A) 444, (H. G. Drew) (C) 825, 1439 

Instruction centres, see Unemployment 

Insulin—in schizophrenia, 760, (A) 750 ; 
manufacture of (PI) 1496; price of, 
236; thyroidectomy, hypertension and 
(A) 1167; see also Carbohydrate 
metabolism and Diabetes 

Insurance—in British Columbia (PCP) 
403; in United States, 399; provident 
schemes for professional classes, 254 ; 
Sussex provident scheme, 1513; see 
also Life assurance and— 


idiopathic steatorrhœa, 


INSURANCE, NATIONAL HEALTH (see also 
Health services, National Ophthalmic 
Treatment Board, and Panel and 
Contract Practice) Approved societies, 
292— Benefits, extension of, 36, (LA) 
27, (PI) 1128, 1191, to adolescents (PI) 
109, (LA) 1340—Capitation rate, 254— 
Dental service (LA) 694, (A. T. Pitts) 


(O) 766—Prescribing, excessive (PI) 
225—Sickness statistics in Scotland, 
(LA) 198, (POP) 651, 708—Women 
regional medica] officers (PI) 1437 


Intelligence tests—Guide to Mental Test- 
ing (R. B. Cattell) (R) 379; see also 
Benzedrine 

International Peace Campaign, see Medical 
Peace Campaign 

International Union against Cancer, 804 

Intervertebral, see Lumbar puncture 

Intestine—Crohn’s disease (H. Schwab- 
acher) 978, (A) 1166; dyspepsia and 
(R. Miller) 868, (A) 1169; obstruction 
of (A) 30, 78, 372, 870, slow decom- 
pression in (Sir W. I. de C. Wheeler) 
361, (A) 389; stricture of, pernicious 
anemia and (J. C. Hawksley and E. 
Meulengracht) 124; tuberculosis of, 
1113, gold in (Y. G. Shrikhande) (C) 106 : 
see also Colitis and Gastro- intestinal 
disorder 

Intracranial- injuries of new-born, 133, 
(A) 1225, 1226, (N. B. Capon) (C) 
1301, (F. Braid) (C) 1366; sinography 
(A) 1410; tumours, internal decom- 
pression for (A) 1167; tumours, localisa- 
tion of (W. G. Walter) 305, (LA) 321; 
tumours, smell and (LA) 1047; see 
also Brain and Pituitary gland 

Intruder, The: An Unfinished Self- 
Portrait (K. Walker) (R) 1102 

W endemic goitre and, 1073, (LA) 


Ireland census of population, 959; 
dairy reform in, 1557; hospital 
libraries in (A) 1345; reformatory and 
industrial school system in, 771 


IRELAND, CORRESPONDENCE FROM. 
Census, 652—Contraceptives, law 
against, prosecutions under, 98—Cork, 
health of, 343— Gastric surgery, 1232— 
Hospital coöperation, 1062, 1232— 
Infant welfare, 1232— Irish Free State 
Medical Union, 1177—Irish Hospitals 
sweepstakes, 1062—-McCarron, E. P., 
retirement of, 1419— Radiological insti- 
tute for Dublin, 98 — Research, medical, 
1062— Royal College of Physicians of 
Ireland dinner, 1005—School attend- 
ance and medical certificates, 1419— 
Social services, 1117—Surgery, use of 
word, 1005 


Irish medical luncheon, 333 
rving, F. C., Textbook of Obstetrics 
(R) 1045 


Jackson, C., and Jackson, C. L., Diseases 
of the Air and Food Passages (R) 1337 

Jackson, Sir H., death of (A) 1476 

Jackson, M., What They Wore, 57 

Jam, composition of (A) 753 

James, à 3 illiam Goodorus: 
Serjeant Surgeon, 1018 

James, S. P., retirement of, 585 

Jamieson, J. W. M. (O) 603 

Jaundice—acholuric (M. Kremer and 
W. H. Mason) 849; liver necrosis and 
(A) 1407; see also Weil's disease 

Jaw—dislocation of, during anesthesia 
ERE Lewsen) (C) 1071; tumours of, 


Jaynes, V. A. (O) 468 

Jetřcoate, T. N. A., on endometrioma 
of vulva, 1336 

Jefferson, G., on spinalinjury, 430 

Jenner, link with, 959 

Jennings, D., histidine and gastric ulcer 
(C) 882, 1487 

Jessop, W. H. G., operative treatment 
in breast carcinoma, 424 

I e R. C., on wasting in infancy, 

0 

Jews, see Refugees 

Jimenez-Diaz, C., death in Addison’s 
disease, 1135, (LA) 1163 

John, R. W., appendicitis in infant, 1097 

Johnson, W. M., True Physician, 235 

Johnston, H. H., appointment, 956 

Johnston, T., Darwinian version of 
Genesis (C) 1252 

Joint Tuberculosis Council, 196 

Jones, A. T., trichlorethylene as wound 
cleanser, 1390 

Jones, E. W. C., on holidays for mental 
hospital patients, 1291 

Jones, M. S., cestrin and pituitary 
gland, 974, (LA) 990. 
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J ones,. R. W., on fractures of neck of | Kremer, M. R. R. Pn jaundice, 849 


femur, i Population Movements 
Jones T., e 85 of experts (C) 463 (R) 6 
Joseph, G. W. N. (0), 657 uhn, R. vaginal discharge (O) 1071 


JOURNALS (reviewed) .— British Journal of 
Children’s Diseases, 84, 576— British 
Journal of Surgery, 381, 1046— Indian 
Medical Journal (A) 699-_Quarterly 
Journal of Medicine — 
Revista Brazileira, de Peorcldela, 1019 
—St. Bartholomew’s Hospital Reports, 
1402—School and College Management, 
58—Surgeons Hall Journal, 57 


Jowett, H. A. D., death of (A) 390 


K 


‘Wanner, L., Child 1 (R) 691 

Katz, D., and at z, » Conversations 
with Children (R) 745 

Keme sg G. G., tuberculosis contacts 

Kibria A., on blood transfusion in 
childhood, 378 

Eeler, R. J., on hypertension in nephritis, 


Kellett, C. Bi complement titre in acute 
nephritis, 1 2 

Kelly, B. O., vitamin deficiency and 
glaucoma (C) 1122 

Kemble, J., Hero-Dust, 410 

Kenawy, M. R., glucose 3 in 
alimentary disorders (O) 7 

Kennaway L., on e 
agents, 821 

Kennedy, F., on myotonia congenita, 
690 ; on neuroses and psychoses 

- Kenny, M., Pro T in puerperal i iatea: 

tions, 8 1319, (LA) 1 


Keogh, S Sir A. (O) 345, (Sir F. Fremantle) 


R b, Recent Advances in Radio- 
logy (RY 1337 
T A. S., on 5 localisation, 


Kerridge, P. , on hearing aids, 631 
on 3 and sepsis, 687 
Kettle, E. B. k. death of, 1341, (Ó) 1427, 


Keynes, | G., on inguinal hernia, 1397 
01 M., excretion of drugs, 132, ee 


Kidney—infarction of; in infant (S. 
Marshall and E. Whapham) 4 ; 
metabolism, Addison’s disease, dia- 
betes and 5 Jimenez-Diaz) 1135, 
ee! 1163, (R. D. Lawrence and R. A 

and (G9 (8) 1238 right- -sided pain 

J. Marshall) 242; : 1 

oe 14543 tuberculosis of (H. Lett) 

1313, 1601; ; see also Nephritis, Urinary, 
and Urine 

Killick, E. M., on carbon monoxide 
tolerance (A) 143 

King, A. J., trichomonas vaginitis 
King Edward —abdication of (ba) 

111055 medical appointments to, 230, 


165 K 5 8205 Fund — 42, 87, 
KH, b it 


ee 51165 
8 College Hospital Medical School— 
opening address, 880; post-graduate 
lecture, 1113 
Kinnear, J., seborrhœa. 355, (A) 386 
Kirkpatrick, J. 5 convalescent 
serum for undulant fever (C) 345 
Kissmeyer, A., silver nitrate in burns, 985 
Kite D. H., Legal Problems in 
Medical Practice 


R) 379 

Klaber, R., on angiomata, 259; treat- 
ment of boils, 784 

SD Ent, G. C., on intestinal obstruction, 


Knight, F I. F., new colostomy outfit 


(N 9i 

Knott, A., British dysenteric infec- 
tions, 11975 and Punch, A „Modern 
Treatment of aT a ot the "Respira- 
tory Syevern (R) 9 

Knowles, R. (O) 406, 8468 

Knutsford, Lo rd Sy dney 
Lord Knutsford (J. Gore) (A) 386 

Kofler, L., Kofler, A., and Mayrhofer, A., 
Microscopische Methoden in der Micro- 
chemie ) 1101 

Kogerer, „on mental hygiene and the 
nurse, 931 

Krafka, J., Textbook of Histology (R) 795 


Holand: 


\ ; L 
Labrador—dental caries in (V. Suk) 470, 


(A) 4 Grenfell Association (A) 147 7 
1 he on drug addiction, 663 


Lance M., Les e sous- 
trochantériennes (R) 1 
Landsteiner, K., S 8 of Sero- 
logical Reactions TR) 262 
Lane, C. G., and Blumer „ Practi- 
monet: 8 Library of Modiein ine and 
urgery Vol. X. 1e and 
Sp iology (R) 1101 


Lane, R. E., industrial plum Dian, 206 

Langdon-Brown, Sir W., ound to 
Harvey, 961 ; biology of koola life, 1348 

Lankester, J., inversion of uterus, 984 

Larynx—hoarseness and, 1112; tuber- 
culosis of, 1154 

Laub, L., test for mobility of medi- 
astinum, 908 

Lauret, G , Vignes, H., and Pallud, P. O., 
Malgdfes des femmes enceintes (R) 264 

Laut man, M. F., Arthritis and Rheumatic 
Disease (R) 1102 

Lawn Tennis: Hints on Umpiring (F. H. 
Pearce) . 

Lawrence, R. prognosis of heemo- 
chromatosis 5 71; and McCance, 
R. A., renal insufficiency in Addison’s 
disease and diabetes (0) 1238 

Lawrence, T. W. P. (O) 103 

Lawrie, M., Nature Hite Back (R) 855 

Lawson, G. G. (0) 154 

Layton, T. B., air-raid precautions (C) 344 

Lead, see Plumbism 


LEADING ARTICLES 


Adolescent, medical benefit for, 1340— 
Air raids, preparation for 
Artificial pneumothorax, 980 

Bismuth preparation, Pate! 1163— 
Bland-Sutton, death of, 
1529— Bone „ 1278— 
British Medical Association: annual 
meeting, 86; world tour, 139— 
British: "Pharmacopoala Addendum, 

Cancer: distribution ‘of 1404; inci- 
dence of, 577; cso hageal, 638— 
Cardiac aspect of 8 calrisk, 1164— 
au, 579—Ceylon, malaria in, 

048—Crime, medicine and, 266, 
334— 0118s. stability and, 1471— 
Curriculum, 5 52 

Dental services, 693—Diphtheria, anti- 
toxin in, 1472—District nurse, 1528 
—Drugs, excretion of, idiosyncrasy, 
tolerance and, 138 

Elsberg’s work on smell, 1047—Epide- 
miology: problems of, 1049; Sher- 
19 method in, 639—Epilepsy, 


Fever therapy, 989—Flies in the 


countryside, 578 
Hemophilia, 1219—Hernia, injection 
treatment of, 694—Hospitals: broad- 


sheet on, 1105°; ; contributory schemes, 
747; unity among, 1403 ; ; 
lists, 535355 319 
Industrial medicine: cotton industry 
respiratory disease in, 267; Nationa 
Institute of Industrial Psychology, 
1405; sickness in shop and factory, 
198—Infantile diarrhea, 85—Iodine 
and goitre, 1047 
King Edward VIII’s abdication, 1471 
Malaria in Ceylon, 1048—Mandelic 
acid, 1528—Maternal mortality, 748 
Medical service, {i ere ot, 195, 
Medicine s uty uiry, 
152 ee aay al hospital: : medica staf- 
fin „Lord, 693 wards, 


and. modern oe 747—N . 
logy, perspeotives in, 32 1— Nobel“ 
priz e, 1104—Noise, report on, 1220— 
uffield, Lord, gift of, 921 

Occupational therapy, 1277—@Œ@sopha- 
gus, cancer of, 63 

Peptic ulcers, 140 3—Pituitary func- 
tions, cestrin and, 990— Plague, 440— 
Poliomyelitis, 923—Population, de- 

- clining, 441—Profession, medical, 
figures of, 525—Public medical ser- 
vices, 1471 


1340— 


Radium treatment, onal scheme 
for, 1277 — Renal asthenia, 1163 
Retirement, peace in, 1221 — Rhe- 
matism, acute, 1103 , 

Scarlet fever, 858—Science: method 
and outlook in, 921; society and, 
637—Scottish Health Services, 37— 
Sexual intergrades, 29—Small- 
in London, 922—Smell, 1047—S 
86—Streptococcal infections, 1389— 
Suprarenals and thymus, 28— 
Syphilis, 857 

Teeth, vitamin D and, 266—Thoracde 
medicine, 797—Treasure trove, 859— 
T ubermulonis contacts, 196— Typhoid, 


Unemployment Assistance Board; 137 

Viruses and new growths, 319 

Water-supplies, 383, 1341— Whooping- 
cough, 384— Witness, medical, - fees 
‘of, 7 98—Workmen’s com pensation 
and the doctor, 1279 


League of Nations—flies, rural hygiene 


and (LA) 578; medical work of (PI) 
225; nutrition reports (A) 89, 282, 
(LA) 266, (A) 389, 643, 1054; see also 


Dangerous drugs 
Ledingham, J. C. G., presidential address, 
75 


Lee, M., injection treatment of hernia 
(C) 1181 

Leg, see Limbs 

Le Problems in egos Practice 
(D. H. Kitchin) (R) 3 

Leiper, M., on n in shop and 


factory (LA) 198 
Lelean, P. S.. 
; (LA) 748; 

unfitness, 708 
Leprosy— Brazilian work 

problem of (A) 699; 

(E. Muir) (P) 391, 448 
Le Quesne, R. M. s and Granville, M., 

Hydrotherapy, 353 
Lester, A. M., familial dyschondroplasia, 


Fei W. F., Wasted Lives (A) 802 
H., on urinary calculi, 21; yenal 

Faber iioaa, 1313, 1501 

Leucopenic lym phadenosis (F. P. Weber 
and A. Schlüter) 1459 

Leukemia, myeloid, anemia, diabetes 
and (C. Elman and S. Marshall) 1094, 
(A. Piney) (C) 1183 

Leverhulme research fellowships, 165 

Lewin, O., children’s spectacles (C) 1069 

Lewis, A.. prognosis in manic-dep 
psy¢cbosis, 80, (P) 997 

Lorna C., on minor lesions of rectum, 


Lewis, G. E., uveo-parotitis, 1204 

Lewis, M. M., Infant Speech (R) 636 

Lewis, N. W., the London Clinic (C) 602 

Lewis, Sir T., Vascular Disorders of 
Limbs (R) 8: 

Lewsen, S. C., spontaneous dislocation 
of jaw during anesthesia (C) 1071 

Libman, J., aortic aneurysm, 915 

Libraries—hospital 1501, in Ireland (A) 
1345; Index- Catalogue of S 
General’s Library (A) 861. 1105. 
1286; medical (Sir H. Rolleston) 
1286; of medical schools (A) 784, 
, (C. C.. Barnard) (C) 826. 1015: eclence 
musenm, classification for, 1020 

Lien-Teh, W., Chun, J. W. H., Pollitrer. 
Re and Wu, O: Y. Plague (R) 920, 

Life assurance death from pulmonary 

„ tuberculosis and (ML) 874: Life 
_ Extension Institute. 1540: problems 
‘of, British Medica] Association on. 
218: suicide and (ML) 150 

Ligature, see Suture 

Light, bactericidal action of (A) 199 

Lim bs—artificial (A) 271; boomerang 
leg (A) 993: congenital malformations 
of, 1346; golfers shoulder (A. 
Françon) (C) 1237; phantom, 314: 
Vascular Disorders of the Limbs (Sir 
T. Lewis) (R) 83 

Lister Institute—catalogue of type 
cultures (A) 580; ultracentrifuge 
installation, 874 

Liver—heparin as anticoagulant (A) 32. 
for blood transfusions (A) 1223; 
innervation of, 236; insufficiency, 
congress on, 34, 408; necrosis, jaundice 

and (A) 1407; sce also "Anemia, 
Anemia, pernicious, and Carbohydrate 
metabolism 

Ligue! Medical School, 


Lloyd, E. I., suture TEE T (NI) 134 

Lloyd Ropers lecture (A) 128 

Lloyd, W. B., Hundre Years of 
een (˖ 135 


on maternal mortality, 708. 
on national] physical 


on, 1019: 
prognosis in 


presentation, 
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Local authorities — British Medical 
Association members’ election to, 218; 
deaf and (PI) 160; ene hospitals 
(PI) 1245; medical offi cers, part- 
time, British M Medical Association on, 
253; uerperal sever liability for 
(ML) 211; aoe of midwives and, 


765, (PI 1246 
Die Tuberkelbazillamie 


Loewenste E., 
in ihrer Auswirkung auf die Gesamt- 


London—health insurance statistics (PCP) 
152; London Public Medical Service 
fs 3001 (C) 1487, (LA) 1471, (POP) 

ove, Marriage, and Romance 

Old London (C. J. S. Thompson) 
Tse; migration nto and out of, 
1175; see also London County Council 

London and e Medical Protection 
Society, Ltd. CoM . Fegen) (Cy 4364 
London 0 ( W. Lewis) (C) 6 

London County e 
service (Sir W. J. Collins) 720; annual 
report, 1175; Bardswell, N. De, retire- 
ment of, 765 Brander, W., retirement 
of, 1363; coroners and (A) 199; 
Be itale, | 215, 343, (A) 1342, 1491, 

neumothorax at (LA) 9 90; * 
Rousing, 43; mental hospitals, G. P 
in (A) 8324; public assistance . 
tions, 54; school- children, services for, 
1357; small-pox epidemic, report on 
(LA) 922; special tment licence 
withdrawal (ML) 1482; unemployed 
marchers and, 1443 

London Hospital Medical College —1 66; 
post-graduate lectures, 999, 1112, 1172; 
prize, 1075; prize giving, 43; Schor- 
stein lecture, 

London Medical Exhibition, 1011, 1063, 
(A) 1053, 1196 

London School of Hygiene and Tropical 

bibliographical 
methods (C. C. Barnard) (C) 826; 
King’s visit, 166 ; report (A) 925 

London School of Medicine for Women— 
105, 166, 829; opening address, 820 

Lord, C. C. (O) 1549 

Love, R. J. M., and 5155 H., Short 
Practice of Surgery (R) 1045 

Lowenfeld, M., on neurosis in the child, 79 


Luck, J. M., A Annual Review of Bio- 
chemis 150 988 
Luke, Lord, Hospitals (Paying 


untary 
Patients) ne C) 1183, 1365 
Lumbago, see eumatism 
Lumbar by 0 J, Mi intervertebral Sg 
injured by (F. J. Milward and J. L. A. 
Grout) 183, (G. S. Hall) (C) 288 
Lung—abscess of (J. Maxwell) 413; 
anesthesia and (A) 11 cardiac 
oedema of, treatment of (K. P. Poulton) 
981, (C) 1545 ; diseases of, in children, 
cough and (A. Moncrieff) 871; Modern 
‘Treatment of Diseases of the Respiratory 
Ser A. L. Punch and F. 
nott) (R) 986; pneumothorax, spon- 
00 (I. Gordon) 178, (A. Coleridge) 
(C) 883, ae (I. A. Sayed) (C) 1070; 
surgery of (F. Sauerbruch) 723, 775, 
(LA) 7 975 : see also Bronchiectasis, 
Cancer of, Emphysema, Empyema, 
Industrial medicine, Pneumonia, and 
‘Tuberculosis 
Lüscher, E., on otomicroscopy, 630 
Lym hadenoma, sensitised vaccine and 
H. 4 65, (K. C. Warner) 417 
Lym phad enosis, leucopenic (F. P. Weber 
Schlüter) 1459 


Lymphogranuloma inguinale, virus of 
ioe, G. R.. on euthanasia. 1215 


Macalister lecture, 23 
McCance, 


R, A., and Lawrence, R. D., 
renal insufficiency in Addison’s disease 
and diabetes (C) 1238 ; and Widdowson, 
E. M., and Shackleton, L. R. B., 

N utritive Value 4 Fruits, Vegetables, 
and Nuts (A) 799 


McCarrison, Sir R., on disease and diet, 


260, 633; on medical research (A) 1284 


McCarron, E. P., retirement of, 1419 


cCl 
1 e ©, J 


04 
MdCombie, D. A. (O) 1125 
McDonagh, J. E. 


ure, J., melanotic sarcoma, 371 
A. W., on focal sepsis, 


R., Common Cold 


and Influenza (R) 25 
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McDougall, B., difficult sanatorium 
patient 00 288 tomograph in pul- 
monary tubercul osis, 

McDougall, cho-analysis and 
Social Psychology ( ) 193 

MacFadyean, Sir J., on 
diseases of animals, 274 

Macfee, J., death of A) 1410 

Macfie, 450 W. S. Ethiopian Diary 

N J. ) 63 Gis on cancer of so- 


Ea TA vray, A M., congenital total 
uo our-b dness, 626, (A) 640 
Macgregor, 7975 on staphylococcal pneu- 
monia (A) 9 
MacGregor, 7. oN. „ effect of cestrin on 
pituitary, 974, (LA) 990 
McGuckin, F., ventricular communica- 
tion and brain 11 Spa 1387 
McIlroy, Dame L., Toxsemias of Preg- 
nancy (R) 136 
Melntosb. J., on tumour viruses (LA) 320 
McKay. W. J. S.. A ppenaiciti when 
and How to Operate (R) 691 


contagious 


MacKechnie, M., oxygenation ` in 
85 gangrene, 1332 

M Y 18 bevelled wheel- action 
dri! (NI) 1 

ie 2 1. N., bee venom in rheuma; 
sm, 1 

MacKenna, R. B., on. „Preventive 
methods in dermatology, 25 

Maclean, A., sodium c ene in diph- 
theria, 129 


Macleod, A. S., congenital total colour- 
blindness, 626, (A) 640 

McMullen, W. H., on distress following 
cataract operations, 916 


McNabb, H. H., on intracapsular extrac- 
tion, 688 
MacNalty, Sir A., Board of Education 


report (A) 16300; Ministry of Health 
report, 1425; on examination of 
tuberculous contacts, 190, (LA) 196 

McNee, J. W., human infection with 
hog cholera, 741 

McQuiston, T. A. C., sodium nitrite 
poisoning, 1153, (A) 1167 

pete 1993 , pulsator in respiratory 

8, 
Maggots as peeve N (Ay 1 
uson, P. B., Fractures (R) 5 
M or, R., chronic ulcerative colltis (C) 


118 
i R., Post-Graduate Surgery (R) 


Maizels, M., sedimentation-rate, 93 6 

Malaria —atebrin musonate in, 410; 
chorea treated with, 151; economics of 
(PI) 52; peers eneral paral; sis of insane 
treated wi (PI) 1437 ; Ceylon (LA) 
1048; transmission of, 332; unit, 
work "of, ce 

Malcolm, W. S. (O) 467 

Mallam, P. C., on obesity in children, 
377 


Malleson, J., and Fidler, F. G., The 
Patient Looks at the Hospfta! (R) 
746, (LA) 747 

Malnutrition, see Depressed areas, Nutri- 
tion, and Unemployment 

Mn as FA on inclination of pelvic 

Mandelic acid, see Urinary 

ese poisoning, 412 
anipulative surgery, see Orthopecdics 
Mane a DANE, . Splenic anemia, 


1518 
Mapother, E., on war neurosis, 93 
ware R. R. „ essays presented to (R) 
Marinescu, Prof., retirement of, 214 
Marrack, R., on protection against 
aerial attack, 1355 
Marsden, J. P., on small-pox in London 
(LA) 922 


Marshall, C. J., acute abdominal crisis, 
869 ; chronic pain in right flank, 242 

Marshall, G., on surgery of pulmonary 
tuberculosis, 629 

Marshall, J. C., on detachment of retina, 
68 


7 

Marshall, S., ansemia of pernicious type, 
1094: bilateral renal infarction in 
infant, 428 

Martin, A. J., Work of the Sanitary 
Engineer, 296 

Martin, G. E., on hearing aids, 631 

Mascali, W. N., trichomonas vagin itis, 
1 

Meron, G. A., exploratory thoracotomy 
C) 826 

Reson: W. H., acholuric jaundice, 849; 
death of (O) 1072 

Mastitis, see Breast 

Materla medica, see Drugs and Thera- 
peutics 
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Maternal mortality— illegal operations and 
(PI) 1307 ; in Scotland, 708, 3149 5 748; 
pro oblem of (PI) 226, 

rovers (C) 824, (A) 927; reduc A 
of (PI) 1496; sta ist ies of, 1228; 
see also midwifery and Puerperal 

Maternity and chil 0 naby shows 
and (A) 802; clinics, 108, 285; dental 
treatment and (LA) 6935 A. i. Tatte) 
{0 766 education, medical, in 021; 

Dublin, 1232 ; statistics,” 1426 
voluntary associations and (PI) 
109; see also Childbirth, Midwifery, 
Milk, and— 

Maternity homes—puerperal fever, 
liability for rm 211; staphylococcus 
infection (A) 9 

Matheson, N. M., mad Bailey, H., Recent 
ENT a “in Genito- Urinary Surgery 


(R 

Mat ews, R., English Messiahs (R) 437 

Mattick, 7027 raw and heated milk 
in e 7 

Maurer, G., on pleural effusions, 1042 

Maxwell, J., hart abscess, 413 

MATO; W. J ucation and citizenship, 

Mayrhofer, A., Kofler, L., and Kofler, A., 
e che Methoden in der Micro- 
chemie (R) 110 

Meachen, G. err Short History of Tuber- 
culosis (R) 1401 

a EY 015 C., The Practice of Medicine 

Means, see Unemployment 

Mears, I. (O) 1241 

Measles—home contacts and (D. Forbes) 
457, (A) 446; immunisation (A) 31, 
911: notification of (P1)347 ; toxic p 
chosis followin (H. R. B. Norman) 6 4 

Mechanistic | B ology and Animal 


Parkinson and D. E. Bedford) 99 75 
mobility of, test for (J. Holló and 
Laub) 908; Pick's disease and, 1038: 
surgery of F. b 775 
Medical A Art Societ Aad 102 f 
Medical Defence non; retirement from 
pra eee and (E. P. Gould) (C) 1234, 


(LA) 1221 
Medical 9 5 58, 108, 167, 234, 295, 


348, 409, 469, 548, 604, 664, 719, 711, 
830, 890, 957, 1016, 1075, 1129, 1193; 
1249, 1310, 1376, 1440, 1499, 1558 


Medical directories—Ameérican (A) 1344 
Australian : 314050 Directory, 
1937 992 164, 334 


Medical offi cers 180 1 (A) 1409 and private 
practice (PI) 1 


Medical Peace Campaign (C. Booysen) 
(C) 465, (R. poy ay i340 600, 659, 
761, 828, 1075, 1358 (LA 

Medica Regis ster— (M. ' Heseltine) (C) 
1303 ; Ae r to (LA) 525; names 
erased and restored, 1352; e 


able practitioners, 816 
Medical Research FF 
(A) 591 ; artificial pneumothorax (LA) 
990; diet and dental caries, 203, 280, 
fellowships, 48, (A) 30, 
691101 


Fal oitre, 7; Nutritive 
Le ue of TERN Vegetables, and Nuts 
A. McCance, E. W ddowson, 
i L. R. B. Shackleton) (A) 799; 
e (A) 1109; see also Clinical 
science 
Medical schools—libraries of (A) 754, 
(C. C. „ (C) 826: opening of, 
718, 889, weer 195 18, 879, 
937, 955, 1021, (LA) 1 
Medical services, seo Health services, 
In en and Public medical services 
ne ane of 


(E. 
outline of 
(Grundriss der knen Medizin) (A. Jon 
Domarus) (R) 1218 ; 
Italica) Ferrannin i) (R) 136: 
Manual of Emergencies (J. Snowman) 
(R) 317; Medical Procedures, Opera- 
tive and ea 8 (M. Ibrahim and 
P. Aud Rand at (R) 1276; Medicine 
Galdston and E. 

Pool) (R). 1275 military. cover of, 
1554; past memories and future h opes 
re Haldane) 820; Miedtelng (J. in 

: Practice of Medi 
Mealeing} (R) 1401; Paten 
of Medicine and 

(G. Blumer, J. C. F 
c. C. EY 


(R) 191, Vol. X. ( 
Lane) (R) 1101; press and 
(Tord Iliffe) 879; Preventive Medicine 


_ xiv Supplement to Tre Lancer] 


(M. F. Boyd) R 1470 ; science and, 
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Mirror for view ing operations (A. Simpson- 


actice of Medicine 
. P. Poulton), (R) 745; 

Drugs, Health services, 

medical, and Research 


6; Toye 


History, 


MEDICINE AND THE lLaw.—Abortion, 
illegal, Hoi 150, 709—Ambulance pay- 
mente default, 1003—Blood test 
- for alcohol. 408—Charitable 1 ale 
commission and, u NE 


charged, pos doctor, 

Drugs, re cae 72 prescri tion 4 ng 
1060 Expert evidence : 
of, 874; objectionable,” 95 7 dl 
poisoning, p pork chop and, 1421— 
Sa ear ailure of communications 
a 


patients’ property. a 

Identification, problem of, 408, 

- Infanticide, puerperal insanity dare 
336—Inquests : in camera, 875’; police 
prosecutions and, 659 9—Insemination, 
artificial, 1357— “ Klieg-ey e”. ain 
work, 1229—N eglizence - Alle 
against dentist, 806 ; alleged, paro 115 
and, 39; alle ed, tuberculosis and, 40; 
county coun 8, puerperal fever ‘and, 


2— 


211; damages for, against doctor’s 
widow, 1299; surgeon’s respons ity 
for assistants, 1177—Night calls, 


coroner’s jury on, 1003—Nursing-home, 
prosecution of proprietors of, 1482— 
Obscene publications, 1060—Obstruc- 
‘tion of order for removal to hospital, 
933—Post-mortem accommodation, in- 
adequate, 1481—Practitioners, lump- 
sum accounts and, 
medial, DRE ecial’ e 
- with 1482—S tion, 
alleged i for, BSG Suicide: 
alleged incitement to, 1230 ; standards 
of sanity in, 150—-Workmen’s com- 
. pensation: blood poisoning and, 1421 ; 
heart disease and, 1116;n ia and, 


1421; Weil’s disease an 
Medico-legal—Le Problems in Medical 
Practice (D. Kit win (R) 379; 


see also. Crime and Evidenc 

(V. Müller) 625, (F. G. 
Chandler) (C) 766 

Mekie, E. C., Handbook of Surgery (R) 318 

Melanotic sarcoma (J. McClure) 371 


Mellanby, E., appointments in clinical 

science (C) 600 

N See; 538 on dental caries, 280, 

Mendeleye s elig of, 832 

Menin nee sporadic (A) 
le vege tuberculous, bovine type 
0 


. Menopause, see. Climacteric 


Mense e -cudometrial Implantation ; 


and, 1336; ovarian hormones arr 


1539 ; 


safe period and (A) 322; 
. also Amenorrhœua and Denen 
Mental 0 eee cand. In 
1229 1008; 


917 ; boarding-out in Scotland, 1008 ; 
carbon monoxide poisoning ar 
447; care of (PI) 225, in gr 
delirious states, 312; addiction 
and, 663: encephalitis and (H. 
ene 677; in adolescents, 5 bsi; 
ce measles and (H. R. B. 
rganic background of, 
and 204 


700, ( 
2823 0, 
8668 


2615 1 h Mental ospital, 
overcrowding in (PI) 110; London 
County Council, G. P. I. in 324; 
n in, 930; occupationa erapy 
in, 1289 (LA) 1277, (G. H. Harper- 
Smith) (() 1432; Retreat, York, 294; 
ses also Board of Control 

Mental Hygiene Reunion, 166, 408, 771, 
(A) 865, 930 


Mercantile marine, see Seamen 
Metabolism— Basal I Metabolism in Health 
and Disease (E. a Zou R) 107975 


carbohydrate . Young) 
297; cystine, pores of 
Russell and H. J. Barrie) 89 


also <Addison’s disease, Endécrin 
system, Nutrition, and Obesity 


see also |. 


1421—-Secrecy, - 


Meyer, A, W., Analyel s of the “ 
Generatione Animalium ” of ne liane 
Harvey (A) 141 


MICROBIOLOGY CONGRESS.—232, 274, (A) 
268, (LA) 319, 331, (A) 386—Animals, 
contagious diseases of, 274—-Antigenic 
structure and immunity, 331—Ban- 

uet, 333—Canned foods, 332—Diph- 
er ia, 274, 276—Elementary bodies, 
staining of, 331—Immunology, 274 
Malaria, 332—Pathology, romances 
in, 275—Presidential addresses, 274— 
Progress in, 275—Research, teaching 
and, 27 entific instruments, 232— 
Viruses, filtrable, 274, (LA) 319— 
ooping-congh immunisation, 274, 
277. 384 


Microscopy — Animal Micrology (M. F, 
Goyer) (R) 1338; in microchemistry 
8 Methoden i in der Micro- 
namie) (L. Kofler Kofler, and A. 
1 (R) 17515 Practical Photo- 
roste y ae . Barnard and F. V. 

Welch (R) 


Micturition, 8 of, 1522 

Middlesex Hospital Medical School— 
Collected Papers (R) 1525; post- 
graduate lecture, 871 

ser T = L., industrial pulmonary 


hospitals, 215; 
orm capsules in (W. D. Hayward) 
on 1302; in India (A) 31; in Russia, 

0; in’ United States, investigation 
of, 473; Manual of Emergencies 
(J. Snowman) (R) 317; Midwives 
Act (PI) 109, 155, 219 222, 290, 765, 
(LA) 748, 955, 1067, (PI) 1246, 1426, 
149 national maternity service, 
British Medical Association on, 219; 
post-certificate work, 547, 955 ; scopola- 
mine-morphine in (A) 1477; Text- 
book of Midwifery in the ’ Tropics 
(V. R. Green- -Armytage and P. C. 
Dutta) (R) 691; see also Childbirth, 
Gas-and-oxygen ‘aneesthesia, Maternal 
mortality, Maternity and child welfare, 
and Obstetrics 


aine— Nr S 756 Fever, Migraine 
A. G. Auld) 692 ; prognosis in 
M. Critchley P) 35 


„780, (A) 803 


A., b 
ean, 253, (C. 0. Hawthorne) ‘AS M 


405, (L. A. Foot) (C) 767, 1122, (A 
| 751, (A. H. Prie 155 EN 1180 ; 
| dairy reform in Irelan istabu. 
tion of (A) 1406; n sore-throat 
and ie E. Camps and J. L. M. 
Wood) 756, (F. C. Minett) (OC) 825; 
for mothers and children (PI) 
348, 1246; New Zealand 
scheme, 212; pas teurisation of (PI) 
07; % Pex dicator, 
1077; proe of (PI) 53; provision of, 
extension of (PI) 1371; raw and heated, 
values of (E. C. V. Mattick and J. 
Golding) 702; scarlet fever and, 756, 
1240 1551 skimmed, sale of (PI) 
1246 shoid fever and B. 
Hur 280 ee 589, 603, TA 639 
PI) 1371, (S Smith) 1450, (PI 
6553; see also Bovine unedlen 
and School-chiidren 
Millard, ee K., on euthanasia, 1215 
Miller, A. 185 bilateral massive collapse 
Miller. Re, 18 
Miller, ; dyspenste, 868 
Milligan, E M., on nutrition of 
school child 315 
Milliken, M. E., and Petersen, W. F., 
Patient and the Weather (R) 856 
Milroy lectures, 1, 59 
Milsom, A., Administrative Science for 
Hospitals and ore (R) 1102 
Milward, F. 8 in intervertebral 
discs tolle wing 1 lumbar ar puncture 183 
Mind—body and (A) 269; N 
History of Mind (A. D. Ritchie) (R) 
264; see also Psychology 
Minerals in nutrition, 261 


>; | Mines—Moose River mine accident (A) 


750; see also Industrial medicine 
Binet F. C., milk-borne sore-throat 


(C) 825 

Ministry of Health—annual reports, 

1077, (PCP) 8. 1420.: appointment, 
5855 James, S. P., retirement of 
585; Minister of Health on health 


services (PI) 1255 . survey 


catgut (LA) 579 ater 
supplies (LA) 383 
ee of Pensions—artificial limbs (A) 
271; heating a aid and (PI) 1496 
tt, R. J., on gas and air analgesia 
in midwifery, 311 


Murray. 


Smith) (NI) 825 (Sir C. 
Watson) (C) 46 
e work, medical, 1309 


Gordon- 


Mitchell, A ae 14 
Mitchell, J. N 5. (0) 950 
Mitchiner, P. 5 silver nitrate for burns 


(C) 1070; and Shattock, C. F., 
Slesinger, E. G., and Wakeley, C. P. G., 
Surgery for Dental Students (R) 1217 

Mitra, K., enteric fever in milk and 
ibe Mg: epidemics, 589, (LA) 639 

Moir, C., prognosis in breech prezenta- 
tion (5) 1226, 1285 

Moline, R., Applications 1 de la 
transfusion sanguine (R) 379 

Mean, W. M., on streptococcal otitis, 


Molloy, L., calomel in prais ani (C) 885 
Moloney test, see Diphtheri 


Moltke, O., gastric ac jorhy arin in arthri- 


tis, 1034 
Moncrieff, A., chicken-pox and shingles 
(C) 51; cough in children, 871; Man- 
agement of the New-born Baby, 1311 
Montreal Neurological Institute (A) 754 
Moose eee mine accident (A) 750 
Morawitz, P., death of (A) 698 
Af Aa Promotie of carcinoma of 


Morris, EA A surgical treatment of 
facial paralysis, 1172 

Morton, J., spacing radiation in treat- 
ment of tumours, 672 

Mothers—On Being a Mother (S. Churchill 
114; see also Maternity and Chil 
Welfare 

Motorists—alcohol and (PI) 1438, blood 
tests and (ML) 408; driving test (PI) 
1552; use o yellow headlights by 
(PI) 1370; veteran motorist (Sir G. R. 
Turner) (C 3) 602; see also Road acei- 
dents 

Mottram, J. C., 8 pani radiation in 
treatment of tumours, 672 

Mouth, see Palate and Teeth 


Mowlem, R., prognosis in plastic surgery 
(P) 1346, 1411 
Moynihan, 17d 000 655; Grains and 


78 0 (C) 769 memorial service. 
700; han fellowship, 165; pre 
0 to e * work an (tA) 693 
Mucous memb ray an radium 
injuries of (N. C g. Tod) (P) 7017. 755 
„E., prognosis in leprosy (P) 39 ae 
(LA) 8 8 an” resection of eh Beta 75, 


uir, J. R. Years of Endurance (R) 1161 
R., on teaching and research in 
microbiology, 275; Text-book of Patho- 
ogy 
Muller, H. J., Out of the Night (R) 575 
Müller, V., medicothorax, 625 
Mumford, A. I. Hugh Oldham, 1019 
Munro. J. M. H. (O) 1240 
Murder, see Crime and Evidence 
Murphy, W. P., death of, 832 
Murray, F., for ‘developments in maternity 


service, 1 
J. W., Examination of the 
1 and Symptomatic Diagnosis 
Muse e—Extra-ocular Muscles (L. C. 
Peter) (R) 317: lesions of, pain in 
right 18 and, 242: Muscular Exer 
cise (M. . Eggleton) (R) 381; Mus- 
cular S m (H. Burrows) 58; myo- 
any 9 ae W. R. Russell and E. Sted- 
s vascular tumour in (F. 
Forty) 7676, (A) 801; see also Acetyl- 


Muse, M. B., Materia Medica, Pharma- 
00-087, and Therapeutics, 1251 

Mustard packs (J. W. Corran) (C) 717 

Mycology—Medical Mycology (C. W. 
Dodge) (R) 988 

Myers, M., 9 e 1207 

Myomectomy, (A) 685 
yopia, see Eyes 

Mvotonia, see Muscle 

Myxcedema, see Thyroid gland 


N 


Novus, see Vascular disord 


ers 
. E., hemophilia, 1142, 
1219, 1399 5 N 
Napier, L. E., spleen puncture, 126: 
tropical macrocytic an a, 679 
Nene age Aneesthesia, Barbiturates, 
an 
Narcotics, 8 Dangerous drugs 
asal, see Nose 
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Nash, E. H. T., method of tying in a 
catheter (C) 773 

National O Pihalni i Board — 
7 one: 1309; sight in industry 
(A) 144; spectacles, supply of, 960, 
BOP) 1362. MA) 1474 

Na 1 tory of Mind (A. D. Ritchie) 


Nature Hits Back (M. Lawrie) (R) 855 
Naval ie Fund, 1014 
Needham, J., Order and Life (A) 


Needs, ee Unemployment 

Neglige eged, denture and (ML) 
06; “alleged, parotitis and (ML) 39; 
alleged, Sou Médical and, 1420; 
alleged, tuberculosis and (ML) 40; 
county council’s puerperal fever an 
(ML) 211; damages for, t 
doctor’s widow (ML) 1299; surgeon's 
F for assistants and (ML) 


1177 
A H. P. (O) 45; memorial fund (C) 


Ne britis—antigen treatment of (H. B. 
ay). 1456; com lement titre in 
C Kellett) 126 cystine storage 
4 Kb. S. Russell and H. J. Barrie) 
899; ; serum fever reaction and (E. W. 
Goodall) (C) 1010; streptococcal) in- 
fection and, 432; see also Blood 
pressure and Kidney 
Nervous disoråer alcoholism and, 917; R. 
anorexia and (J. A. Ryle) 893, (C. R 
Birnie) 1331; arthritis and (A) 6 
in children, 79, 931; industrial si 
993 ; modem, Causes a 6505 747 
organic und o per- 
sonality and, 1468; tuberculosis and, 
721; war and, 93; see also Mental 
disorder and Psychology 
Nervous system carbon monoxide 
poisoning and (A) 447; disseminated 
sclerosis (W. R. Brain) (P) 866, (8. 
Silverman) (C) 1070; immunity reac- 
tions and (A) 269; norve grafte 374: 
neurofibromatosis, gene d, 1539; 
Neurological Surgery (L. Davis) (R) 
986 ; Pathology of the Nervous System 
(J. H. Biggart) (R) 264; phantom 
limbs and, 314; physiology of (LA) 
821; Practitioner’s ibrary of Medi- 
cine and Surgery: Vol. IX. Neurology 
and C. 0. N (G. Blumer, J. C. Fox, 


and C. 5 Fry) (R) 191: research on, 
1498; sympathetic stimulation, 373; 
Vegetative | ervous System (W. Sachs j 
(R) 192; Year Book of Neurolo 


Psychiatry, and Endocrinology (B (H. 
Reese, H. Paskind 
Sevringhaus) (R 745; see also ere 
choline, Brain, Paralysis, and Sympa- 
ranean 
Netherlands Medical Association, 203 
Neurology, see Nervous system 
Neuroses, sec Nervous order 
Neven-Spence, B. H. H., appointment, 956 


NEW INVENTIONS.—Adenoldectomy, ring 
knife for (N. Patterson) 1274—Anes- 
thetic apparatus} (J. Elam) 193—Axis- 
traction forceps (V. Brey 746— 
5 outfit (J. I. F. Knight) 576— 
Drill, bevelled wheel- action (B. Mc- 
Kelvey) 1218—Empyema, closed drain - 
aue of (T. H. Sellors) 796—Gas-and- 

588 apparatus, stand for (F. Evans) 
Gastroscopy, eevee for increas- 
the field in (H. W. Rodgers) 438— 
ing the for 9 operations (A. 
Simpson-Smith) 382 - Suture instru- 
ments (E. I. Lloyd) 134—Universal 
splint G. Ord) 1338—Uterine 
ator (T. F. Todd) 636 


W G. H., mandelic acid in pyelitis, 


NEW PREPARATIONS, &c.—Ammoket 
(Boots Pure Drug Co. 0 354 —Antivenom - 
ous serum (Allen and Hanburys) 354— 
** Benzedrine ” Brand Tablets (Menley 
and James) 354—“ Collosol Brand 
Compound Halibut Oil Ointment 
(Crookes Laboratories 1134— 
‘Collosol’® Phospho-mandelate (Crookes 
Laboratories) 57—Colsulanyde (Crookes 
Laboratories) 1375—Dmelcos Diag- 
nostic Vaccine (May and Baker) 608 
—Energen Dietary Service (Energen 
Foods) 774—-Ferrous Chloride ( peered) 
8 Dene mouse) 7714—Fortamin 
(Schering Ltd.) 57—Hepferol (Coates 
and Cooper) 1443—Hydatid Fluld 
tau and Hanburys) 354—‘* Magsyn ” 

Aa synergised Aspirin (Allen 
Hanburys) 57—Novasapa (Pharma- 


ceutical Manufacturing Co.) 1375— 
-Aminobenzenesulphonamide (Evans 
ons, Lescher and Webb) 1375— 

Panopsin S 1443 

Perandren (Ciba Ltd.) 1134— Plana - 

crine Antiseptic Lozenges (Pharma- 

ceutical Specialities) 1134—Prontosil 

Album (Bayer Products) 1375—Pro- 

septasine n (Burroughs 

57, 1375—Ryzamin 

Wellcome) 77 raker Senta So 

tion (Pharmaceutical Specialities) 774 

— Soluseptazine (Pharmaceutical 

Specialities) 57—‘‘ Sulphonamide-P ” 

(p Aminobenzenesulphonamide) 

(British Drug Houses) 1443— Tabloid“ 
rand p- obenzenesulphonamide 

(Burroughs Wellcome) 1375—Tanna- 

flavine Jelly (British Drug Houses) 

608—Thevetin (Eli Lilly) 57—Trisan 

(Hommel’s n toren and Drug Co.) 

354 —Vegemucin (H. R Napp) 14 1443— 

Veracolate (Wm. R. Warner aoe Co.) 

608—Vigoreat Crispbread (J. R. Coffey 

and Co.) 608 


n Sir A., Last Thirty Years 
in Public Health (R) 1 1100 

Newsholme, T = „ on shell-fish, 573 

Newton, W. H., Evans’ Recent Advances 

in e ogy (R) 25 

New Zealan municipal milk-supply 


in, 212 
Nicholson, C., X ray pelvimetry, 615 
Nicol, T., on experimental p ysiology, 


571 

Niebans, P., on prostatic involution 
(A) 698 

Nielsen, N. A., adrenaline inhalation in 
asthma, 84 

Nitrite poisoning (T. A. C. McQuiston) 


1153, (A) 1 

Nitrous dads. see Gas-and-oxygen 
anesthesia 

Nobel prize (LA) 1104 

Noble, R. A., importance of suggestion 
(C) 1432 


e League report (LA) 

No Longer Poles Apart (H. Baerlein) 
(R) 920 

Norman, H. R. B., 


following measles, 684 
Norman Lockyer lecture (A) 1222 


toxic psychosis 


Norris, C. T., giant urticaria (C) 607 
North Kens on Women’s Welfare 
Centre, 547 


N ose—Allergy of the Nose and Paranasal 
Sinuses (F. Hansel) (R) 380; 
cavities of, diseases of (Les maladies 
des fosses nasales) L. Terracol) (R 
920; Diseases of the Nose, Throat, an 
Kar (A. L. Turner (R) 263; infections 
of, cough and (A. Moncrieff) 871; 
po olypi of, radium for (W. G. Sco tt- 

rown) 619; spraying of, in prevention 
of poliomyelit 8 70 447, (LA) 923: 
1 streptococcal cross-infection in 
(C. Okell and A D. Elliott) 836, 
(L. P 8 Garron) (C) 944 
Noüy L. du, Biological Time (A) 1343 
Novak, E., The Woman Asks the Doctor, 


Nuffeld. Lord, gift to blind, 1018: 
gifts to medicine, 1 * 921, 
1016, (A) 1166, 1284 

Nurses— district, 1417, CANE 1828 elderly, 
homes for, 1433: health of, 


hours of work of (Pq) 228; Materia 
Medica, Pharmacology and Thera- 
Muse) 1251; mental 


peutios (M. B. 
nyeiene and, 930; Modern Professional 
arsing (D. H. Scott) (R) 794 
Nursing home, prosecution of proprietors 
0 
Nussbrecher, A. M., pulsus alternans, 


1393 
MG, T Leipold Book or Diners’ Guide 
Polpo 2 (A) 1408; bread and 
(A) 642; British Medical Association 
on, 260, (LA) 266, 633; communal 
restaurants (Lady F. E. Barrett) (C) 
1182; ; cost of living inquiry and (PI 
1371 film on (A) 927, 1014, (A 
1168; health and (L. W. Batten) 
(C) 286 health education and (PI 
227: in Colonies, 1119; in everyday 
practice (S. J. Cowell) 935 in Russia, 
454; tas Be (AD. Labour Office 


national 1 85 
156, 708, 715, (PI) 
1128 n1188, 1170, (LA) 1219, (PI) 1243, 
J. R. Rees) (C) 1301; 
nue of Fruits, Vegetables, and Nuts 
(R. A. McCance, E. M. Widdowson, and 


L. R. B. Shackleton) (A) 799; nystag- 
mus and (G. A. Stephens) (C) 345; 
of African native (Improvement of 
Native Agriculture in Relation to 
Population and Public Health) (Sir 
D. Hall) 235; 55 diet, basal 
metabolism and (A F. Dufton) 1535: 
teeth and (A) 203, 280, 
(V. Suk) 470, (ay 442, 
wasting in infan 685; : 
Anorexia, Diet, School-children, 
Unemployment, and tand 

Nuttall, G. H. F., on 1 in micro- 
biology, 275 

Nystagmus, see Industrial medicine 


0 i 


A and, 214; in chidren, 
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Bale „ 1305, 1492 Bland - 
Sutton, Sir PT 1546, (LA) 1529— 
Blenkinsop, Sir A. P., 1110 1186 
—Bordas, ’ F., 1063—Borrel, 
952, (A) 1054—Braddon : 
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525 G., F « Os 


Cant, W. 546, (Sir G. Turner) 
(C) 602 3 J: T., 1341 1429— 
Charcot, J., 952—Charlet, R., 597— 
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1367. 1438—Dobie, H., 1241-—Dwyer, 


. de B.. 770 
1170, 1240 
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A., 7 770—Pitzgeru id, F. C., 1072 
n W. A., 1368— Forrest, 
T., 230— Frazier, C. H. 291 
Gipps, A. G. P., 48— Glover, R. 9 713 
— Gordon, rf W. (A) 3 e, 
e ep 368—Grant, A., 
Grea ves, H. G., 1304—Grieve, K? K., 
1492— Griggs, W. A., 713 
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e D., 667 —Harris, A. B., 407— 
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J. C., 886—H'uteiison, J., 407 
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W sin d A) es r (as 
J. 603— We N. ct 468— 
Josepb, ` 667 Jowett, 


1341, A 1549—Knowles, R., 
406, 468 
Lawrence, T. W. Pi „ 103—Lawson, 
MeGombie, D. A., 1125.—Macfee 
(A) 1410-——Maleolm, W. S., 467 
Mas W. H., ye Oe ones I., 
1430—Mitchell, 


1241— Mitchel], “a 
J. D., 98b--Rlors uit, a (A) 


han, Lord, 655 
J. M. 240— Murphy, W. 45 


O'Connor. 15 J., 
1806 Owen, A. G., 1492 

Pal, J., 399— Paschen, E., 1072, (A) 
1054—Perrott, C. J., Nen 


E. C. 9 468— Plant, A S. 7 
Purdy, a J. S., 407 

Ritchie, A B., 47— Robertson, Sir J., 
1548 —R oe, A. L., 1492 — Rut her- 
ford, W. J., 229 

Sadler, F. J., 1187—Sexton, H. 3 
1492—Smith, F. C., T187 Snell’ 


S. H., 230—So v., A. W., 1368— 
pero T. 230—Stratton, 
fer ime J., 712— 
, 1430— Taylor, S. T., 
467—Theiler, Sir A. (A) 271— 
Thorpe, R., 1072 
Watson, A. M. C., 
HA H., 


C. E., 
Obscene publications (ML) 1060 


Otorhinological, see Ear, 
Th 
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Obstetrics axis - traction 
Bonney) (NI) 746; breech presen 
tion (L. Wiliams) 873, (C. Moir) (P ) 
1226, 1285 ; Cesarean section (J. 
Pemberton) 1030, 1467; changes in 
(L. Williams) 872 ; constructive hygiene 
w (J. S. Fairbairn) 1021; hormones 

1269; Manual of Practical Obste- 
none (O D. Browne) (R) 635; pelvic 
pan: AR An T 668, N pelvimetry 


I rachan ra. (C. 
icholson) 615; Tertboch of Obs 
tries (F. C, Irving) (R) 1045; thrombo- 
phlebitis in S. : Westmann) 421; 
see also Childbirth, erame mor- 

tality, Midwifery, and Pue peral 
Occupational therapy, 1289, (BA) 1277, 
.. Harper-Smith) (C ) 1 
O onnor, O. J. (O) 886 
Ocular, see ee 


forceps V. 


. Hsophagus—surg ere) (©) 


es C) 768, 
(F. Sauerbruch) 7 » (G. 75 (G) 108, 


o 46 a F. Bishop and E. C. Dodds) 


and (H. Burrows) 1328; in toxic 
goitre (A. W. Spence) 970, (LA) 990, 
8 Cookson) (C) 1069, (å. L. Foss) 
©) 1237, (E unt) (0) 1302 ; Par 
gland and (B. Zondek) 842, (M. S. 
Jones and T. N. MacGregor) 974, (LA) 
990; uterine bleeding and (S. Zucker- 
man) 9; see also Sex hormones 
Onin, a see nce menama, 55 i 
e, W. H., pro osis o a 
oara P) 204, 2 oe gon 
vie, W. H. (85 1304 
S Ben, A. i gastric achlorhydria in 


Okell, O., cross. infection in otorhino- 
logical’ waras, 

Oldershaw, F. W. (O) 1305 

Oldham, H 20 900 Oldham (A. A. 


Mumford) 1019 


` Olivecrona, H., Bergstrand, H., and 
Tönnis, ri 


W., Gefassmissbildungen und 
Gefaissgeschwiilste des Gehirns (A) 751 
OE N. H., hostels in Egypt (C) 


Oliver, T. H., on glycosurias, 1100 

Olver, J. R., fixed rontal appliances (C) 
601, 1010, (A) 582 

O’Meara, R. A. Q., Prontosil in strepto- 
coccal infections, 1885 (LA), 1339 

Onion, smell of ( ee 

Operations, see atgut, Post-operative, 
Surgery, and Sutures 

Ophthalmia neonatorum—(A) 863 ; noti- 

=: fication of (PI) 348, (A) 442, 708 

Ophthalmic, see Eyes 

Opium, see Dangerous drugs 

Optic, see Eye 

Opticians, see N ational Ophthalmic Treat- 
ment Boar 

Ord, A. G., universal splint (NI) 1338 

Order and Life (J. Needham) (A) 143 

Ora S., on bone transplantation (LA) 


Ormerod, F. C., on laryngeal tuberculosis, 


ortan ædices— British Orthopeedic Asso- 

855 meeting, 1334; demonstration 

ir H. Barker, 262 ; in arthritis, 

7145 manipulation in, 431 surgery 

and (A. J. C. Hamilton) (C) 50 

Osborn, H. A., lobar pneumonia, 1079 

O’Shaughnessy, L. F., exploratory thora- 

cotomy (C) 768; on traumatic shock, 


Oslerian oration, 174, 5 43 

Osteomyelitis—operation (A) 445; 
prognosis in (J. Fraser) 1 5 586; pus 
from, reaction of, 976 

Osteotomies, subtrochanteric (Les ostéo- 
tomies sous-trochantériennes) (P.-M. 


Lance) (R) 192 
infection with 


Ostrovskaya, 8. M., 
Pfeiffer’s bacillus, 1381 

O’Sullivan, F., blood pressure changes 
on descent into mines, 247 

Otitis, see Ear 

Nose, and 


roat 
aoe the Night (H. J. Muller) (R) 


Ovary—arrhenoblastoma of, 1336 
tumours of, 1524; see also Sex hor- 
mones 

Overcrowding, see Housing 
yolon, ae Menstruation 

Owen, A. G. (O) 1492 


Paln— Diagnostics 
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Owles, W, W. H., on carbohydrate dyspepsia 
oara, Groun, medical profession and 
E. Clax on) (C) 716, (W. A. Troup) 
cj 767, (C) 767, (W. H. M. T Telling) (6) 

» (A. Cooke) (C) 825 
Oxygén—consumption, hypnosis and (A) 
: erapy in gas gangrene (D. M. 
MacKechnie) 1332; see also Inhalation 

therapy ; 


P 


Pædiatrics, see Children and Infants 
Page, A. P. M., histidine for peptic ulcer 


(O) 50 
PAES disease of nipple (Sir L. Cheatle) 


of Pain (Th. B. 
Wernee) N. 5 1275; epigastric, 255 
in chest (N. S. Plummer) 934; in right 
flank (C. J. Marshall) 242; zanereatic 
cancer and (G. Bourne) 132 : Relief 
of Pain (H. es (R) 746 
Pal, J., death of, 399 
Palate—cleft, 1346; 1 and ulcers 
of W. Howart h) 113 
Pallud, P. O., Vignes, H. and Lauret, G., 
Maladies des 1 enceintes (R) 264 
Palpitation (D. M. Baker) 787 
Pancreas—acute heemorrhagic pancreatitis 
(A) 270; cancer of (G. Bourne) 1326 ; 
auodengi diverticulum excised from 
(W. E. Tanner) 853 


PANEL AND CONTRAOT PRACTICE (see also 
Insurance, National Health).—Benefits : 
extension of, 1007, 1058, 143); in 
1935, 1296; new regulations, 1361 ; 
preventive medicine and, 1430 —Capita- 
tion fee, 1057, 1121—Chemists’ hours, 
152— Complaints against practitioners, 
942, 1550-—Convalescent nomes, anes 


cole. 11785 
pra insured persons and; 764, 
65, 1068 resident ere of, 1121— 
8 sickness and, —Inquiries 
appeal 8, 1 com- 
e s reports, 1296— Insurance, 
health, in British Columbia, 3— 
London Public Medical Service, 1493— 
London statistics, 152—Ministry of 
Health’s report, 1296—Mortgaged 
PEREMO 875, absence of practitioner 
942— National Insurance Defence 
Trust, 1059—Panel conference, 1057, 
112 1— Partnership agreement. cancelled, 
1493—Prescribing : costs, 709, 1058 ; in 
Scotland, 100 7—Prescriptions : altered, 
0; ‘exceptional, 152—Regional 
medical officers, 1296—Represen ation 
on Insurance Acts Committee, 1057— 
5 ecial treatment, aneesthesia and, 
764 —8Spectacles, supply of, 1362— 
Surgery visitation, 709, 1178, 1430— 
Vaccination, fee for, 1121 


Panis, G., Panis resuscitator (C) 465 

Papua, medical survey in, 60 

Papworth Village Sett. ement, 294, 1127 

Paralysis—facial, surgery of (W. M 
Morris) 1172; periodic, 113; 
diphtheritic, pulsator in (O. J. 
McSweeney) 1093; see also Childbirth 


PARIS, CORRESPONDENCE FROM. 
Aeromedical studies, 398 — Barbiturate 
poisoning, 96 Blood transfusion, 1538 

. —Bordas, F., death of, 1063 -Borte 
A., death of, 952—Charcot, J., eath 
of, 952—Charlet, R., death of, 597— 
Chorea, malarial therapy of, 151— 
Cremation, 709—D 1 1905 immun- 
11 5 597; mortality, 1062 — Drugs, 
sale of, 6 5700 Hospitals : cross-infec- 
tion in, 1063; public and private, 
652—Hygiene congress, 1062—-In- 
fluenza, 151—Juvenile: prostitutes, 
812; vagrants, 596—Naturalisation, 
medical examination and, 652—Notifi- 
able diseases, 708, 1538—0Ophthalmia 
1 70 8 Practices, medical, 
sale of, 96—Practitioners: actions 
agalnst, 1420 ; handwriting of, 398; 
horticultural 1 fraternity of, 96; "retire- 
ment, compu! sory, ot, ee 812, 1420— 
Students, ealth of, 151, 597, 812— 
Surgery congress, 952— Syphilis in 


post- 
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French Army, 213 Tetanus antitoxin, 
10 62—Tuberculosis, 151, 213, 397, 
1420 - Typhoid vaccination, 
Water, drinking, sterilisation of, 812 


Parish, H. J., allergic reactions to Schick 
test, 310, (A) 389, 813; on scarlet 
fever, 433, (LA) 859 

Park, W. H., on diphtheria and whooping- 
cough immunisation, 276 

Parkes, A. S., increasing the effectiveness 
of testosterone, 674; and R 
P. M. F., and Dodds, E. C., œs 
and cancer (C) 1365 

Parkinson, J., aortic triangle, 909 

Pasian, T. H., artificial pneumothorax, 

Parks, national (PI) 1495 

Parliament —Britisli Medical Association, 
members’ election to, 218; doctor in 
(Sir F. Fremantle) 23, 1441 


PARLIAMENTARY INTELLIGENOE 


Air-raid precautions, 1245, 1370, 1494, 
1552—Animals: Diseases of Animals 
Order, 52; grass fever among horses 
in Scotland, 54—Army re 
standard of, 1494—Arsenic in coa 
ash, 228 

Children’ s home, cruelty at, 53 

Deaf: care of, 160; 2 schools for, 110— 
Divorce law reform, 1306 

Euthanasia Bill, 1190, 1369 


Fingard inhalation treatment, 291— 
; Food, tinned, 291, 130 
Health propaganda, cationii, 1496— 


Health services: county councils’, 
1437; in England and Wales, 224; 
in Scotland, 110, 223— Hospitals: 
flag day regulations, 54, 160; 
Guy’s Hospital, small-pox cases at, 
53; isolation, recovery of cost 0 
treatment in, 1245; Kent, accom- 
modation in, 160 ; shops in, rating 
of, 110—Housing : in Scotland, 
1191, 1496; of aged persons, 1438: 
redevelopment schemes, 1191 ; slum 
clearance, 1128, 1371—Hydrogen 
Cyanide (Fumigation) Bill, 291 
Industrial medicine : dermatitis am 
french polishers, 1496; diseases an 
accidents, 346; fitness to en 
employment, 159; health conditions 
at London employment exchange. 
53; health conditions in offices, 
1435; holidays with pay, 1369; 
industrial pulmonary disease, 53, 
160, 228, 229, 1190, 1191, 1245, 
1246, 1552; miner's nystagmus, 
1245; overwork of young persons, 
348; two-shift system, 1370— 
Infanticide Bill, 1306— Insulin, manu- 
facture of, 1496—Insurance, National 
Health: medical benefits, ‘extension 
of, 1191: nurses employed b 
regional medical officers, 229; sm 
traders and farmers and, 160; 
women regional medical officers, 
229, 1437; young persons and, 109 
King’s specch, 1128, (LA) 1340, 
debate on, 1188 
Local authorities: health services, 
1437; Midwives Act and, 1246; 
officers of, superannuation of, 1244; 
recovery of cost of treatment of 
infectious diseases, 1245 
Malaria: economics of, 52; in parent 
of insane, 1437—Maternal mortali 
illegal operations and, 1307; inves 
gation into, 1191, 1496—Maternity 
and child welfare, 109, 22 7— Meals, 
provision of, 227, 1437—Measles, 
notification of, 347—Mental hos- 
itals, 110, 228—Mercantile marine, 
ealth and safety in, 1129—Mid- 
wifery : mastitis, ‘incidence of, 291; 
Maternity Services (Scotland) Bill, 
1190, 1244; Midwives Act, 109, 
155, 222, 290, 1 for 
mothers and children, 158, 227, 348, 
1246; for school-children, 53, 110, 
158, 160. 224, 228, 347, 1438, 1496; 
fresh skimmed, sale of. 1246; 
pasteurisation of, 1246, 1307 ; price 
of, 53; provision of, extension of, 
1371—Motorists : alcohol and, 1438; 
driving tests, 1552; pedestrian 
safety and, 109: road accidents 
1552; use of yellow headlights, 1370 
New Bills, 1190—Nurses: emplo 
by regional medical officers, 239; 
hours of work, 228—Nursing-homes 
supervision of, 1191—Nutrition aad 
national physique, 110,156, 227, 1128, 
1188, 1191, 1243, 1371, unemploy- 
ment relief and, 1496 
Ophthalmia neonatorum, 348 


1538— 
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Parks, national 1495— Patent medi- 
advertisement of, in books 
medicine stem 


vant licence and, 1552; medical 
officers of health and private prac- 
tice, 1436; women, in Civil Service, 
291, 1438; women regional medical 
officers, 229, 1437—Prison dietary, 
110—Public assistance statistics, 159 
Public Health Bills, 52, 109 
Royal Air Force: enlistment. for, 1307 ; 


mene examination of recruits, 
Schools : black-listed, 1307; nursery, 


cotland : fitness for employ- 
ment in, 159; health services in, 110, 


223; housing in, 1191, 1244 Mid- 
Wives Bill for, 110; 5 apon 
sioner, hearing aid 


Shops (Sunday Trading Mao) 
Bill, 109, 227—Small-pox: at Guy’s 
Hospital, 53; vaccination and, 1436 
—Spanis h: immigrants, medica] exa- 
mination of, 1245; war, British Red 
Cross and, 1552 
Tuberculosis in Durham and Northum- 
berland, 53— Typhoid fever at 
Bournemouth, 1371, 1553 
Unemployment : junior instruction 
medical services at, 160, 
1552; junior instruction centres, 
rejections from, 1370; relief, 54, 
110, 159, 160, 


289, 1307, nutrition 
and, 1496 ; relief, ‘workmen’s com- 
pensation anå, 1245 ; Special Areas 
Bill, 1437 

Venereal disease, 348 

Water-supplies: report on, 1437; 
Surrey, 229—Workmen’s compensa- 
tion: certifying surgeons, 228, 348; 
inquiry, 110; for industrial pul- 
monary disease, 160, 228, 1191, 1245, 
1246; medical opinions and, 1190; : 
unemployment relief and, 1245; 
Workmen’s Compensation Bill, 1242 


Parotid, see Salivary glands and Uveo- 
parotitis 

Parsons, Sir J. H., Diseases o: 105 Eye 
(R) 135; visit to America, 111 

Parsons-Smith, B., angina pectoris, 549; 
cardiac failure, 1503 


i J., on management of infancy, 
Paschen, E. (O) 1072, (A) 1054 
Paskind, H. A., Reese, H. H., and Sev- 


Tinghaus, E. L., Lear Book of Neuro- 
logy, Psychiatry, and Endocrinology 


ore, R., British Empire Cancer 
Campaign circular (C) 602 
Patella, congenital absence en 1519 
Paterson, R., on radium service (LA) 1277 
Pathogen- -selective culture (M. Solis- 
Cohen) 1447 
Pathology Delafleld and 1 ’s Text- 
book of Pathology (F. Wood) (R) 
437 ; ; of mental Trde research on, 
JF Pathology of the Nervous System 
H. Biggart) (R) 264; Text-book of 
Patholog 1815 R. Muir) (R) 635; see 
also Microbiology 
Patients—Examination of the 5 
and 0 (K 261 Diagnosis (J. 
Murray ) 26; hospital, propert 
(ML) 13005 Patient and the Wea bee 
F. Petersen and M. E. Milliken) 
(R) 856; O a Looks at the Hos- 
p G. Fidler and J. Malleson) 
R) 746, (LA) 747, (©) 827 ; suggestion, 
4 ‘records an (R. A. Noble) (C) 
618 OA J. W. T., chronic rheumatism, 
Patterson, N., hoarseness, 1112; ring 
knife for adenoidectomy (NI) 1274 
Patterson, M. H., acute hemolytic 
ansemia, 1096 
Payne, R. T., civil rights of experts (C) 
658 phlebitis in varicose veins (C) 106 
Payne, W. W., on diabetes in children, 686 
oe „ see Medical Peace Campaign "and 
ar 
peacock; P. R., on tumour viruses (LA) 
2 


Pearce, F. H., Lawn Tennis: Hints on 
Umpiring, 236 
Poari Bi on population trends, 690, (A) 


Pedigrees, see Eugenics and Genetics 

Peller, S., carcinogenesis and cancer 
mortality, 552, (LA) 577 

Pelvis, see Obstetrics 

Pemb berton, J., six seen sections on 
same patient, 1039 

Penfield, W., on epilepsy (A) 1406 


— 
JnJõͤĩ . 8 


Pennell, V., Handbook of Urology (R) 26 
Pensioners, see Ministry of Pensions 
People’s League of Health, 294, 960, 1069 
Peptic ulcer—22; gine denal, cigarette 
smoking and (V.S Hodson) (C) 1235, 
(O. A. Kprowoll) (C) 1364, (L. Avery) 
(0) 1364; heematemesis in (H. Fin- 
sterer) 30 3, 960, (LA) 1403, (M. J. 
and F F. 1418700 5 5 F: 
a 


(C) 882, a Spira) (C) 946; per- 
forated (H. Bailes) 249; scur and 
E. Archer and G. Graham) 364, 


(H. 
(R. Platt) 366; see also Stomach 
Percival, G. H., on seborrheic dermatitis, 


e Percussion of the Chest 


0) 
HE, r Extra-ocular Muscles 


on scarlet fever, 433 

Peters, R. A., "on views B complex, 261 

Petersen, W. F., and Milliken, M. 
Patient and the Weather (R) 856 

Pfeiffer's bacillus, infection with (A. A. 
Smorodintseff, A. I. Drobyshevskaya 
1381 Ostrovskaya, and O.I I. Shishkina) 

Phantom limbs, 314 

Pharmaceutical Society of Great Britain, 
771, 1074, 1247, 1308 


Peters, B. A., 


Pharmacology, see Drugs and Thera- 
peutics 
Pharmacopoeia—tropical, 410; see also 


British Pharmacopoia Addendum 
r amd, TBS oeron of military medicine 
an 
Phelps, E C. (O) 468 
Philosopher and the society mother, 1500 
Phimosis, minor e for (M. 
Barton) 1463, (W. R. E. Harrison) (C) 


154 

Phlebitis, see Veins 

Photography in medicine (A) 804 

re e te en Photo- 
micrograp E. Barnard and F. V. 
Welch) (R) 5380 

Physical education—316: Central Coun- 
cil of Recreative Physical Training, 
1020; gymnasium 1 114; 
Muscular Exercise (M. G. Eggleton} 

Training for Healt 

236; see also Nutrition 

treatment — Hydrotherapy 

M. Le Quesne and M. Granville) 

353, (J. W. Corran) (C) 717; lectures 

on, got see also Health resorts and 


He 
Physics—Biology and the New Physics 
Si Bond) (R) 987; Elementary 
. (G. Stead) (R) 1276; Order 
nd Life (J. Needham and Sir W. 
Dunn) (A) 143 


Physiology— Applied Physiology (S. 
Wright) (R). 987; Evans’ Recent 
Advances in Physiology 


Newton) (R) 25; Halliburton’s Essen- 
tials of Chemical Physiology (J. A. 
Hewitt and W. Robson) (R) 1526; 
N57 692 of Physiology (H. E. Roaf) 
Physique, see Nutrition and Physical 
education 
Picken, R., on remuneration of part- 
time workers, 253; on safe milk, 253 
Pick’s disease (A. H. M. Siddons) "1038 
A., ansemias of pernicious type 
(C) 1183 
Sir H., * hospital contributory 
schemes (LA) 7 
Pitfield 835 
e 68 
Pitts, A. T., Sintal services (C) 766 
Pituita jand—anatomy of (A) dat i 5 
carbohydrate metabolism and (F 
Young) 297; Cushing’s syndrome ‘and 
2 J. Fuller and D. S. Russell) 181, 
A) 387; Simmonds's disease (A. 
Stewart) 1391 ;. see also (Estrin and 
Sex hormones 
Pityriasis, see Seborrhoœa 
hun, R. Bot (W. Lien- Ten; To 
, R. Pollitzer, and C. 


A tin fluid in serous 


wu) (R) 


N 5 hha (LA) 440, 547, 
a)? 2, 911; sylvatic, in America, 
Plant, A. S. (O) 713 


Plant ‘dermatitis (A) 201 
Plastic surgery, see Sur N 
Platt, R., scurvy through dietetic treat- 


ment, 366 


Plonzal—eftusions, test for (R. L. Pitfield) 
983, 1174; effusions, treatment of, 
1042, 112 Watt) (C) 1123, (W. B ood) 
ie 4, (C. O. S. B. Brooke) 0 1236 ; 
1934 ; see also ere 
erbten industrial (R. Tate) 206, 


Plummer, N. S., pain in chest, 934 
Pneumococcal septiceemia (E. Hardy) 189 
Pneumoconiosis, see Industrial medicine 
Pneumonia—lobar, age factor in (R. 
Coope, H. A. Osborn, and. aK Pygott) 
1079; staphylococcal (A) 9 
Pneumothorax—benign 5 (I. 
Sordon) 178, (A. Folerid e) (C) 883, 
(I. A. Sayed) (C) 1070; see also 
le 
Poison gas, see Air-raid precautions 
Poisoning—barbiturate, 96, 663, (ML) 
1060; benzol, 566; carbon monoxide 
(A) 447, 1420 lead, industrial 1 


Police surgeon, duties of (A) 445 
Poliomyelitis—animal vectors of, 1556; 
nasal sprays in prevention of (A) 447, 


(LA 

Pollitzer, R., Lien-Teh, W., Chun, 
NA H., and Wu, C. Y., Plague (R) 

Polypi, nasal, radium for (W. G. Scott- 
Brown) 619 

Pool, H., and DETTA I., Medicine 
and iania (R) 1275 

Poole, H. M., Wisdom of Andrew 

Boorde (A) 1531 

Population, see Contraception and Vital 
statistics 

Post-graduate—congress, in Berlin, 956 ; 
fellowship for women, 233, 955; 
lecture, 833; Post- graduate Surgery 
(R. Maingot) (R) 192; see also Britis 
Postgraduate Medical School, Clinical 
Science, and . 

Post-graduate courses: Berlin, 
Birmingham, 659; Fellowship of 
Medicine and Post-Graduate Medical 
Association, 456, 573, 719, 817, 873, 
1009, 1149, 1248, "1373, 1491; Glasgow, 


1015 : arnpstead General Hospital, 
771, ; gory, 889; Leeds, 
660, 771; paris, 35 Boral Dental 


Hospital, 7 18 Sheffield, 889; West- 
minster Hospital, 659 i 


POST-GRADUATE LECTURES.—Abdominal 
tuberculosis in childhood (W. Sheldon) 
1113—Acute abdominal crisis (C. J. 
Marshall) 869—Asthma, treatment of 
(C. M. Wilson) 872—Chest, pain in 
(N.S. Plummer) 934—Cou hin children 
(A. Moncrieff) 871—Dietetics in every- 
day practice (S. J. Cowell) 935— 
Dyspepsia, language of (R. Miller) 868— 
Facial paralysis, surgical treatment of 
W. M. Morris) 1172—Fibrositis (T. 
Hunt) 1000—Hoarseness (N. Patterson) 
1112—Obstetric practice, changes in 
(L. Williams) 872—Pruritus (J. E. M. 

Wigley) 1001—Pulmonary aoe: 

arrested, care of (C. Wall) 999— 

Sedimentation-rate (M. Maizels) 936 


9 101487 accommodation, inadequate 
Post-operative—distress, cataract opera- 
tions and, 916; results of subtotal 
gastrectomy (R. J. Still) 1030; see also 


t 
Poulton, E. P., heart failure with pul- 
monary cedema, 981, (C) 1545; oxygen 
tent (C) 10 74 Š Taylor’ 8 Practice of 


Medicine 
1 pnu diphtheria immunisation 
Power, A. D., 5 hospitals and 


new act (C) 1183 
Power, Sir D ATOY, British Masters of 

Medicine (R) 3 
Poynton, F. J., 1 rheumatism (C) 1182 
Practice, medical—Alcoholism in General 
Practice (A. E. Carver, T. Hunt, and 
pir W. Willcox) (R) 436; dietetics 
n (S. J. Cowell) 935; general practice 
(K. G. Dain) 939, lectures on, 203, 
771: general practice, surge in, 
235; in Albania, 1005; Legal Problems 
in Medical Practice (D. H. Kitchin) (R) 
379; medical officers of health and 


i 


a 
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(PI) 1436; mortgages on (PCP) 875, Psoriasis, see Skin Purpure—allergy and (OC. H. D. Bartley 
942 (C) 14 1431, ( D. Carmichael) (C) 1489; and A. Bell) 359; treatment of 


prospects in Pas 525; sale of, 96; 
Treatment in General Practice: 
Management of Some Major Disorders 
(A) 1284; see also, Health services, 
Public medical services, and— 


oA Practitioners—American, certificates for 


bis, 584; as humanists (Lord Horder) 
(E. Haldane) 820; called to bar, 
doctor and his horizon (Lord 
Dereon) 937; German Jewish, fate 
of, 605 ; hospital contributory schemes 
and LA) 747; in Parliament, 23, 
(Sir F. Fremantle) 1441; insurance, 
complaints against (PCP) 942, 1550; 


insurance, partnership agreement an 


PCP) 1493"; lump-sum accounts (Mp) 
421 male servant licence and PI) 
1552 ; ht calls and (ML) 1003, 
(PCP) 1178; part-time work and, 
53; public happiness and, 1004; 
140 | 1 . 398, 812, 
ent rotection on 

15 pP. aaa G 1234, „ L 1221, (O. M. 
Semn) (C) 1364; segregation "of (A) 
service in Spain and, 1008; 
suicide, alleged incitement to, practi- 
tioner and (ML) 1230; The True 
Physician (We M. Johnson) 235; 


war and (D. s- grow) 958 ; women, 
earnings of (k. D. Fenwick and H. 
civil service 


Davenport) (C) 658, in 

(PI) 291, 1438; women, pioneer (E. 
Haldane) 820; see also Ethics, medical, 
Health services, Negligence, Oxford 
Group, and Practice, medical 

Pra tz, C., on respiratory disease 
in cotton industry (LA) 267 


Pre e a (A) 801, 935; 
chan 


antenatd 49, Nen n (G Stra ) 
665, 2 ie 774 8730 bile in A) 33; 
diet in, Maladies des femm 

enceintes (H. ’ Vign G. Lauret, an 
P. O. Palud) 5575 264 Simmonds's 
disease and Toxemias of 


Dame 1. McIlroy) (R) 


Pregnancy 
clampsia, Obstetrics, and 


136 ; see also 
ae hormones 
Premature babies, see Infauts 
e insurance —in England and 
Scotland (PI) 225; see also oel and 
Contract Practice 
Press, medicine and (Lord IIiffe) 879 
Preston, Sir H., memorial to (A) . 
Fr 51470 Medicine (M. F. Boyd) 


(R 70 , 
PR, I. N. O., trichomonas vaginitis, 


Priestley, A. H., bacteriological grading 
of milk (C) 827 


‘Princes’ Vigil, 2 


Printing works, fumes in, 1180 
Prisons—diet in ED 110 

John Howard | and (A) 5 
Profession, medical, see AT icine, Prac- 

tice, medical, and Practitioners 
Professional Classes Aid Council, 348 
Progestin, see Sex hormones 


reform of, 


PROGNOSIS.—Breech 8 (C. 
Moir) 1226, 1285—Cancer of lung (A. 
Morland) 644—Cancer of rectum (W. B. 
Gabriel) 1055, 1111—Disseminated 
sclerosis (W. R. Dram? 866—Gonor- 
rhea in male (J. Abraham) 145— 

` Heemochromatosis N. D. Lawrence) 
1171 —Hay-fever (J. Freeman) 92— 
Hypertension Gr M. Cassidy) 805—In- 

al hernia (W. H. Ogilvie) 204, 272— 
eprosy E: Muir) 391, 448—Lumbago 
and sciat (A. H. Douthwaite) 326— 
anic-depressive . (A. Lewis) 
997—Migraine . Critchley) 35 — 
Osteomyelitis, acute (J. Fraser) 586— 
Plastic surgery. (Sir D. Gillies and 
R. Mowlem) 1346, 1411—Undescended 

' testicle (P. Williams) 929—X ray and 
radium injuries (M. C. Tod) 701, 755 


® 

Prolapse, see Rectum 

Prontosil, see Streptococcal infection 

Prostate—cancer of, 1434; enlarged 
mammary ` cancer and (H. Burrows) 
1328: prostatitis, injection treatment 
of A) 1223; see ‘also Sex hormones 

Pros tution—juvenile, in France, 812 ; 
papprescon of, in Russia, 450 

Protamine sulinate, see Diabetes 

Protein Fu e estimation of 
„(E. J King and G. A. D. Haslewood) 


115 
Provident poem. see Insur 
Pruritus—(J. M. Wigley) 1001; 
calomel kor T. Thaysen) 793, 
(L. Molloy) (C) 885 


Peychiatty—Child three (L. Kanner) 
R) 691; cinema in (A) 1 280; demon- 
stration at St. George's Hospital (A) 
801; Practitioner’s ce of Medi- 
cine and Sur Bory Vol. IX. Neurology 
and. Paychiat Fey) G Blumer, J. OC. Fox. 
191 Text- book of 
pr l 5 *) 2553 Henderson pnd 
espie raining or 
80 55 1000 n Gentur sy- 
Shiatre (W. A. White) (A) 443; Year 
Book of Neurology, Psychiatry, and 
Endocrinology m H. Reese, . 
Paskind, and E. Sevringhaus) CB) 
745; see also. Mental disorder and— 
Psychology—amnesia, 688; Conversa- 
tions with Children (D. Katz and R. 
Katz) (R) 745; Coué, Emile (J. L. 
Orton) 114; Diploma in Psycho- 
logica Medicine, 1309; Elements of 
Taychology (K. Dunlap) (R) 856; 
Englis siahs (R. Matthews) (R RÍ 
437; Guide „ esting (R 
Cattell) (R) 3 ale 4 sense, Alseane 
and (A) 698; 79 5 a eeination in Early 
Childhood (R. 655 105 Œ) 745; 
ana (LA) 1405; Introduction to 
Psychological Medicine (R. G. Gordon, 
N.. G. Harris, and J. R. Rees) (R) 574; 
Intruder, The: An U shed Self- 
portrait (K. Walker) (N) 1102; medical 
F. Dillon) 1250, national fitness and 
J. R. Rees) (O) 1301; Natural History 
of Mind re D. Ritchie) (R) 264; Nature 
Hits Back (M. 1 (R) 855; of 
children, 919, 1015, 1214; of happi- 
ness, practitioners and, 1004; of 
ugliness (A) 1108; Psycho- analysis 
and Social Psychology (W. McDougall) 
(R) 193; science and, 1156; see also 
Mental disorder, Nervous disorder, 
P oa noth 1 Psychol 
sychopathology, see Psychology 
Psychoses, see Mental disorder 
Psychotherapy, see Psychology 
Public assistance—domiciliary service in 
Newcastle (PCP) 1361; London County 
ohne institutions, 54; statistics 


(PI) 

Public health—co rosa, 1289, (LA) 1277; 
Diploma in Public Health, 1418; see 
also Health services 


PUBLIO HEALTH.—Bardswell, N. D. 
retirement of, 765—Boarding out in 
Scotland, 1008—Brander, W., retire- 
ment of, 1363—Cerebro-spinal fever 
at Halifax, 1551—Health education 
conference, 1363—Hospitals: ch g 
population of, 876; isolation, 100 ; 

ondon County Council, 

1491— Housing : caravans on hames 
715; jerry-building, 1233; London 
County Council, 343; overcrowding 
surve , 342—Industrial medicine: fac- 
tory office workers, 

' health of, 1551; printing works, 
fumes in, 1180 ‘safoty officers and 
ublic health department, 1551— 

ondon County Council: hospitals, 
215, 343, 1491 ; housing, 343 ublic 
assistance institutions, 54—Measles 
contacts (D. Forbes) 457, (A) 446— 
Midwives Act, 765, 1067, midwives’ 
salaries and, 1491 i—Milk, bacterio- 
logical tests for, 1180—Ministry of 
Health reports, 342, 1425—Rheuma- 
un juvenile, Cardiff centre for, 952— 
Scarlet fever at Doncaster, 1551— 
Sewage scheme for Middlesex, 1305 
—Small-pox at Oldham, 1426, 1491 
—Smoke abatement exhibition, 951— 
Spain, leave for service in, 1008— 

Tuberculosis in Lancashire, 1067— 
Typhoid fever: 
in Bournemouth, 603 


egislation, 1067; 


Public medical services— British Medical. 
Association on, 218, 254; in London 
100 ries (C) 1487, 620 1471, (POP) 


8 eral infection county council's 
liability and (ML) 211; streptococcal 
throat infection and, 1273; see also 
Maternal mortality, ‘Streptococcal in- 
fection, and— 


<n insanity, infanticide and (ML) 


, M. A., Squint Training (LA) 86 
Pulmon onary, see Industrial medicine and 
un 


Puls us alternans (A.M. ear 1393 
Punch, A. L., and Knott, F. A., Modern 
Treatment of Diseases of 118 Respira - 
tor y Sytem B (R) a 
Purdy, S. (O) 4 


after camping, 654; 


(A) 640 5609 
Purulent discharges, acid values of (W. G. 


Waugh) 110 
C., serous cyst of breast, 853 
Prolite. see Urinary 
ott, F., lobar pneumonia, 1079 
Py e, M., cod- liver oil for wounds (C) 1069 
Pyorrhœa, see Teeth 
Feen dermatitis (A) 201 


Q 


Quigley, J. F., relief of anginal pain (0) 
Quinidine in auricular fibrillation, 472 


R 


Rabies, 607 
Repeal: I. M., on Canadian Eskimo, 


Radiography—aortic triangle and f; 
Parkinson and D. E. Bedford) 90 
Austrian congress on, 1118; 
nostic Roentgenology (R. Golden) (K) 


ae 196, (G. G. Kayne) (C) 288. 
(L C. Trotter) (C) 345, tomograph 
and (J. B. McDougall) 185 ; of cancer 
of lung, 1396; of heart in asthma and 
emphysema, 1089; of heart in exer- 
cise (A) 1052; of rt mg a oe (S. G. 
Scott) 1521, of hand (G. Aldred- 
Brown and G. D D. Steven) 9555 (C) 1183, 
(S. G. Scott) (©) 1071 ; of tumours of 
bone, 1394; of tumours of jaw, 1396; 

pelvimetry by (C. Nicholson) 615, 872: 

sinography (A) 1410; thorium com- 


pounds, dangers of (A) 584, S847; 
tomograph in (J. B. McDougall) 1853 
see also— 


Radiology—congress of, 890, 1309, 1394, 
(A) 1409; Recent Advances in Radio- 
logy (P. Kerley) (R) 1337; see also 
Radiography, Radium, and T rays 

Radiotherapy. see Radium and X rays 

Radium—beam therapy, 881; blood 
dyscrasias and, 567; carcinogenetio 
properties of gamma rays (A) 864; 
centre for, in Manchester (LA) 1277; 
emanation, treatment by, 569; 
cancer (A. Morena (P) 644, W. 
Norten 668, (J. C. Mottram and J. 

672, (A) 1109, 1139, 1294, 

1434, 1482; injuries due to (XI. C. 

Tod) (P) 701, 755, (A) 864; in n 
olypi (W. G. Scott- -Brown) 619; 
edical Research Council’s report 

A) 1109; poisoning (A) 30; see also 
horium compounds 


Raines, R., uveo-parotitis, 1204 
Ree A., L’année thérapeutique (R) 


Raynaud’s phenomenon (A) 388 

Reavell, D. O., oxygen tent, 250, (A) 270 

Rectum—administration of glucose by (A) 
928; cancer of (W. B. Gabriel) (P) 
1055, 1111, radium in (A) 1109; 
_ minor lesions of, 1159 

R., bases of national fitness (O) 

4361 on mental hygiene of school- 
children, 932; and Gordon, R. G., 

and Harris, N. G., Introduction to 
Psychological Medicine (R) 574 

Reese Ha: Fat Paskind, H. A., and Seving- 

Year Book of Neurolo 

Paychiatry, and Endocrinology R3 

Referees, medical; see Workmen's 
compensation 

Refugees, medical, from Germany. 

R trar-General, see Vital statistics» 

Rehabilitation, see Industrial medicine 

Renal, see Kidney and Nephritis 


REPORTS AND ANALYSES. —Bournville. 
Pure Soluble W 8 Proe 
1402— Ergo 598 
(Polley and Co.) 9 


Re roduction—Analyais ¢ of De Genera- 
tione Animalium ’’ Wm. Harvey 
155 ay Meyer) (A) 1141; see also 

er 
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Research—Beit memorial 
148; epidemiological, 
work in A) 1284: heroes "of (D. 
Hunter) 1131; in East Africa, 233; 
in Russia, 393, 1556; in tropical 
medicine ellowships in, 48, (A) 30, 
1247; Leverhulme research fellow- 
ships, 165; on cancer, 1294, 1482; 
on mentai disorder, 294; Royal 
Society appointments (A) 144, 166, 
(C) 404; society and (LA) 637, 1345 
1222; State grants for (A 
Statistical Methods for Research 
Workers (R. A. Fisher) (R) 1337 
see also Clinical science and Medi 
Research Council 


fellowships 
1425; field 


Patterson and 
Salt) 613, A) 643; achlor- 
hydria and (O. Moltke and A. S. 
Ohlsen) 1034 ; after-care in (A) 1 55 
Arthritis and Rheumatic Disease (M. F 
Lautman) (R) 1102; bee venom in 
(F. S. Mackenna) 1212; chemical. 
1018; committee for study of, 1075; 
congress 1554, in Sweden, 714; Empire 
Rheumatism Council 1124; ee 
(T. Hunt) 1000; intercostal, 934; 
ternational League against R Rheuma- 
bom- 203; lumbago and sciatica 


(A. H Douthwaite) (P) 326; lumbar 
abdominal pain and (C. J. Marshall) 
242; mind and (A) 643; of hand, 


Brows 0 of i R. P. Aldred- 
Brown G. D. oy Att 905, (C) 
1183 G. ety C) 1071; 
graphy of (S. G. Scott) 1521; 
treptococcal infection and— 
Rheumatism, 1028. (A) 1182 of (A. F 
Coburn) 5, (LA) 1103, (F. J. 
N (C) 1182, (E. W. A. Walker) 
(C) 1 (W. H. Bradley) (C) 1303; 
dine ae for, 952; nystagmus and 
(G. A. 1 (O) 345; vitamin Cand 
ill, and L. J. 


radio- 
see also 


(M. N. 
Harris) 1413, , 1490 see also Chorea and 


nfect ion 
Rhodes E. C., 
, Marks of Examiners (R) 1470, at 


Ti 

Richmond. . V., Introduction to Sex 
Education, 2 

Rickets, renal (D. S. Russell and H. J. 
Barrie) 8 


e) 99 

ckman, J., on psychopathology of 
ugliness (A) 

Riddoch, G., on hypothalamma, 1061 
on phantom limbs, 

Riddoch, J. W., anal i desu, 1150 

R orm, gee 

Ri e, = P ( 


O) 47 
» Natural History of Mind 


Rad a aceidents— (PI) 1552; hospital 
accommodation and (PI) 160, 105 
439; pedestrian safety and (PI) 1 
see also Motorists 

Roaf, H. E., Text-book of Physiology ie 


692 
Roberta, F., Principles and Practice of 


X ray Therap (R) 135 
Roberts, H., uthanasia and Other 
Aspects of Life and Death RY 862, 


(C) 946 
Roberts, R. E., on bone tumours, 1395 
Robertson, Sir J. (O) 1548 


Robinson, H., 1308 College: Sherman 
B Fund (C) 1 
Robs Lit Hobbing, P . S., on aneemia of 


sepsis (A) 33 
Robson, J. M., gonadotropic hormone 
production during i Sa 308 
Robson, W., and Hewitt, J. Halli- 
„logy (R ; Egsentials of Chemical braa | R 
0 
e maternity work, see Maternal 
“mortality 
Rocio, A. E 
Roche, R., representation of members of 
Royal College of Surgeons (C) 1182, 


Bookerelor p coundanon; 991 
dela D evice 298 increasing 
d in * (NI) 438 

koe a . L. (O) 1492 

Roemer, H., on mental hygiene and the 


, on frequency of micturition, 


nurse, 930 
Rolleston, Sir H., British Enc n 
of Medſcal Practice (R) 83; docrine 


me ans in Health and Disease (R) 
medica libraries, 1286 

Rolleston D., on scarlet fever, 433, 

(LA) 869 


Romanis H. O., 
ee 1445 
Rosacea, see Seborrhœa 
Rosenfield, M., on psychoneurotic work- 
men (A 5˙9 993 

Rosenheim, M. L., 1 acid in 
urinary infections, 1083, 

Ronn. C. W., impaired 1 tolerance, 


5 
Ton, 7 685 dosage of protamine insulinate 
Bo: a A., on medicine and science, 


lobectomy in 


Roundworms, see Worms 

Rous, P., on tumour viruses, 319 

Rouse, J. E. O., chloroform (85 886 

Roxburgh, A. N., on acute toxemia 
in burns, 373 

Royal Academy of Medicine in Ireland 
elections. 955 

Roya! Air Force —enlistment for (PI) 
1307; medical examination of recruits 
(PI) 1552: stratosphere flying (A) 
865: see also Services 

Royal College of Physicians of abe. 
—election, 1497; fellows, 293; meeting, 
293: pass lists. 352. 192 

Royal College of Physicians of Ireland— 


1005 
Royal College of Physicians of London— 
4 ear Ev 350, 1126: diplomas, 


165, 350, a 497; elections, 350, 
1126 5 535 heatin domestic, 147 7, 
(A) 1: Harve an oration, 350, 
1655 9615 1014 : lectures, 996; licences, 
165, 350, 1126: medals, 350, 1014: 
members, 350, 1126; Milro lectures, 
1, 59: prize, 350 ; : scholars p 26 


11 

Royal Go ege of Surgeons of Edinb inburgh 

—diplomas, 1192; fellows, 293, 1074, 
k . ust. 352. 1 Englan 

oya ege of Surgeons o 

Académie de Chirurgie, Paris, Sara of, 

77, (A) 91; annual meeting, 1292; 

ap ointments, 165, 351; Bradshaw 

lecture, 1170, 130 3, 1313, 1501; 

ston Browne dinner, 1014, 1232; 
350, 351, 955, 1126, 


1545, 1292, 
scholarshi » 165; 
Thomas Vicary eugi 1170 
Royal Faculty of Physicians and Sur - 


geons of Glasgow—diplomas, 1192; 
election 195 fellows, 718: pass 
lists, 352, 1192 


Royal Institute of Public Health 829 
Royal Institution of Great Britain, 9 


1554 
Royal Medical Benevolent Fund (L. 
ovan (S (C) 288, (A) 801, (Sir T. 0 
Rove N Sethern Hospital Dining Club, 
Royal Sanitary Association of Scotland, 
708, (LA) 748 
Royal Sanitary Institute—congress, 100, 
408, 660, (EA) 693, 955; exhibition, 
meetings, 8 8, 


7308 lecture, 1015; 

Royal Society—1192; dinner (A) 1345; 
election, 56 ; medical research appoint- 
ments (A) 144, 166, (C) 404 

Royal Statistical *Societ: Jet“ 499 

Koyal Surgical Aid Soc ety, 1372 

al Veterinary College 
ubin, „E: L., size of heart in asthma and 
mph sema, 1089 

Rul e, J., and Schmidt, J., Textbook 
of Organic Chemistry (R 91 1217 

Rumsey, H. St. J., Your Speaking Voice 
and Its Possibilities, 412 

Russ, S., on mild radium therapy, 569 

Russell, D. S., chromophobe adenoma of 

itultary and Cushing’s syndrome, 181, 

A) 387; cystine storage, 899 

Russell, \ W. R., myotonia, 742 

Russia increase of population, in, 1545 ; 
influenza epidemic in (A) 2 1383; 
medicine in, 328, (A) 325, 393. 450. 718; 
Soviet Medical neyclopeedia, 1127 : 
Soviet Science (J. G. Crowther) 1556 ; 
wireless auscultation in, 1265 

4 1222 Lord, on scientific research 

Rutherfurd, W. J. (O) 2 

Ruttan, H. R., splenic i 1518 


Peye, i. W., corneal graft in aphakic 
eye, 
Ryle A., anorexia nervosa. 893: on 
lee and epigastric discomfort, 
255 on profusely bleeding peptic 
ulcers (LA) 1403, 1464 


S 


Sache. 192 W., Vegetative Nervous System 
Sao iliac strain, see Spinal 
Sadler, F. J. (O) 1187 

Safe period, see Contraception 
St. Bartholomew’ s Hospital 


Medical 
College, 104 


St. George’s Hospital Medical School— 


opening address, 819 
St. John Ambulance Brigade, 177 
St. John Clinic and Institute for Physical 
Medicine, 867 
St. J ohnston, Sir R., “iango Places and 
Strange Peoples (R) 1 
St. Marylebone and Western General 
Dis ensary 1311 
ary 8 Hospital Medical School 
5; dinner, 547; lectures, 203; 
ost- graduate lectures, 868 872, 1000 
Saints and met 8 (D. Hunter) 1131 
Salicylic acid oon 
1108 glands, mixe aoai of (A) 
alt, H. B., chronic rheumatism, 613, (A) 


Samuels, S. S., thrombo-angiitis obli- 
terans, 1511 
Sanatoria—books for (A) 323; Sneu 
atients and (J. B. McD ouga. ay 9 
88; occupational era 
1277, (G. Harper-Smit BY 0 1085 14825 
Pa worth Village Settlement, 294, 


tony 883 

Sandor, 385 vitamin A for wounds, 738, 

Sanitation, see Sewage 

Sarcoma, x see Cancer 

Sargant, W., benzedrine and intelligence 
scores, 1385, (A) 1475 

Sargent, Sir P., tribute to, 1501 

| Sf i thoracic surgery, 723, 


Savill, A., preventive methods in 
dermatology, 

Savory, T. H., 8 Biology and 

Animal Behaviour (A) 8 

Sayed, I. pneumothorax in healthy 
poreon G1 

Sayles, e8, L. P., Drew, G. A., and 9 

, Invertebra e Zoology (R) 193 

88 fever at Donc ster, 1551; im- 
munisation ane iL on tion (H. S. Banks) 
559, G 827 H. G. Burton) (0) 
768, (LA) 358. 911, nephritis and, 
1010: see also Streptococcal infection 
and Throat 

Schick test, see Diphtheria 

Schistosomiasis, see Fouadin 

Scuze em ae see Menta] disorder 

eon ite Se 


h „ leucopenic „ 
Schmidt, J., 


and Rule, 


Goran 55 660 ; 
Port Re chool, 1192 
School-chil 


acd dental 5766 707 (LA 1575 


158, 160, 224 
. Hawthorne) (G5 
> see also 
Nutri 100. Ast, das me and 
Schools — black -Iisted (PI) 1307; nursery 
(PI) 53, emergency (A) 1534 refor- 
matory and industrial, in Irish Free 
State, 771; School and College Manage- 
ment, 58 
Schorstein memorial lecture, 804, 893 
Schulz, B., Methodik der Medizinischen 
Erbforschung (R) 795 
Schwabacher, H., Crohn’s disease, 978. 
(A) 1166 


Sciatica, see Rheumatism 

Science —in Russia, 1556; medicine and, 
1156; Scientific Progress qh 1045; 
Scientist in Action 010 Georg e) 
(LA) 921; society and (LA) 637, (A) 
1222; World of Science (F. S. Taylor 

(R) 1526 see also Clinical science an 

Research 
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5 „ (A) 


health services, report on, 36, (LA) 27° 5 


97, (PI) 110, 1128; housing in 
(PI) 1191, ＋ ,insurance sickness 
statistics (POP) 6 1, 708; maternal 
mortality in, 708. 17160 : Pre- 


~ SCOTLAND, CORRESPONDENCE FROM.— 
Antiseptics, 1117— Deaf and dumb 
children, 9 dinburgh University, 
151—Glasgow University, 1117—Hos- 
pitals, 708, 812, 813, 1419—Hypo- 
alamus, 1004, 1061—Jardine, 


appointment of, 813—Medical students, | 


vocational tests for, 1490—Munro, 
Prof., presentation to, 98—Neuro- 
fibromatosis, generalised, 1539—Nurses, 
shorter hours for, 98—Ovarian hor- 
mones, 1539—Preventive medicine, 97 
Rational treatment, 1061—Royal 
Medical Society of Edinburgh, bicen- 
tenary, 1004—Royal Sanitary Associa- 
tion of Scotland, congress, 708, (LA) 
748—Slum clearance, 141 9—Thyroid, 
malignant disease of, 1418 


Scott, D. H., Modern Professional 
Nursing (R) 79 
Scott, S. G., radiography of rheumatism 


(0) 1071, 1521 

Scott, W. . M., . effects 

of benzedrine, 1461, (A) 1475 

Scott, W. L., p onary tuberculosis in 
industry, 1115 

Scott-Brown, W. 
polypi, 619 

Scurvy, see Peptic ulcer and Vitamin C 

Senmon; accommodation and health of 
(J. G. Wilson) 645 (A) 640 (PI) 1129 

Seborrhœa and allied con tions, 259, 
(J. Kinnear) 355, (A) 386 

Secrecy, medical, judge and, 212 

Sein, M., congenital absence of hair, 564 

Selpie, K. F. R., thorotrast and sarcoma, 847 

Sellors, T. Be closed drainage of empyema 
(NI) 796; lobectomy in bronchiectasis, 


5 
H., histamine and appendicitis, 
310 : on adrenais and thymus (LA) 


Semon, H 
“shading,” "iz 

Semon lecture, 1 130° 

Senses—rhythm and (J. W. Gordon) 105 
87, A 404; training of (R. A. Young 


Sepsis, focal, see Focal infection 
Septiceemla—pneumococcal (E. Hardy 


G., radium in nasal 


Peyo 


13500 1282 from eyelid 


- 189; workmen’s compensation an 
(ML) 1421; see also Streptococcal 
infection 


Serous, see Ascites and Pleural 
Serum—preservation of (A 92; 
F of N Reactions 
K. Landsteiner) (R) 262 


SERVICES, THE.—Army Dental Corps, 
1545—Army Medical Services, 7, 
392, 466, 711, 943, 1009, 1124, 1193, 
1484, 1545—Colonial Medical Service, 
102, 466, (A) 585, 654, 943, 1193, 
1239, 1484 —Deaths in the Services 

37, 392, 711, 943, 1300 

—Indfan Medical 

: 102, 154: 232, 392, 466, 

547, 588, od, 769, 815, 943, 

1009, 1124, 1 193, 11239 1300, 1484, 

1545 ; peine 585; prospects in, 

878—Roy. Force, 44, 102, 154, 

232, 282 7337, 392, 466, 547, 588, 654, 
1, 769, 815, 878, 943, 1009, 1059, 

1124, 1193, 1239, 1300, 1371, 1412, 

1484, 1545— Royal Army Medical 

Corps, 44, 101, 154, 231, 282, 337, 

392, 466, 547, 588, 654, 711, 769, 815, 

878, 100 10 1971. 1212 1124, 


1059, 1124, 1193, 1239, 1300, 1371, 
1412, 1484, 1545 


ä Reese, H. H., and 

H A., Gene Book of Neuro- 
logy, , Pavehiatty and Endocrinology 

ew eee  Uaposal of, in Worthing, 1551 ; 


scheme for ddlesex, 1305; sheli- 
fsh typhoid f fever and, oie Work 

of the Sanitary Engineer fies? „Martin) 
296 See also Water -s upp 


Sex—intergrades in (LA) 29; see also 
Health education, Vital e e and— 
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Sex howmunes=evcretion of, in pregnancy 
J. S. L. Browne and E. M. Venning) 
1507, G 1532, pituitary hypofunction 

and (W. R. Henderson and J. M. 
Robson)’ 308; hypothalamus and, 
1061; in obstetrics and gynecology, 
1269: male hormone, N of, 

from urine allow) 6565; 

ovarian ao wet ta 1839 ovarian 
deficiency, tests for r (A) di 442: I Prostatic 
on argoment G. W S. Zucker- 
man) 1259, W. Browdy) (O) 1366, 
(8. Zucker dn and R. Greene) (C) 1433; 
sterility and, 426; hy erone increas- 
ing effectiveness of (A. Parkes) 
674; units of, 595; Morino contrac- 
tions 1 0 (A) 641; ; see also Qistrin and 


Sexton, H. W. (O) 1492 

Shackleton, L. R. a McCance, R. A., 
and Widdowson. M., Nutritive 
value, 3 Fruits, Vegetables, and Nuts 

Shafer American Medical Pro- 
5 1785 to. 1850 (R) 1162 

Shattock, O. itchiner, oe H., 
Slesinger, E. G., and Wakele . G., 
Surgery for Dental Saeni 5125 1217 

Shaw, B. H. epilepsy (C) 118 

Sno Gon W. ominal Fabse 
in childhood, 1113 | 

Shell-fish, t hoid fever and, 572 

N Ho olmes, drug addiction and, 

Shingles, see Zoster 

Ships 10 2 

Shis „ O. I., infection with Pfeiffer’s 

13 uenza epidemic 

in Leningrad, 1383 

Shock —78, 373, 869; industrial injury 
ni, 329080 ‘spinal anesthesia and 

Short-wave therapy, 106, 568, 1271 

Shoulder, see nate 

Shrikhande, Y. „ gold in intestinal 


supercon (O) 406 

Siddons, A » Pick’s disease, 10 38 

Sight, see Blind and Eyes 

Silicosis, see Industrial medicine 

Silverman, S., pernicious anseemia and 
cancer of stomach, 71; prognosis of 
disseminated sclerosis (G) 107 

Silver ae for burns (A. 75 
85, (P. H. Mitchiner) (Q) 107 

Simmond ds, F. A. H., c lageifeation of 
pulmonary tuberculosis (C) 1122 

Simmonds 8 disease (A. tewart) 1391 

Simpson, J. B., on surgery in general 
practice, 235 

Simpson-Smith, A., mirror for viewing 

operations (NI) 382 

Sinclair-Loutit, K., 
Spain, 1295 

Sinography 4) oe 

Sinuses, see 

Skin—“ bismuthia (A) 445; cancer of, 
elicitation of, in reduction of cancer 
mortality, 552, (LA) K. 7; cosmetics 


on ambulance in 


‘and (A) 142, 258 O. Semon) 
1267, (A) 1282 (J. 7 In rem) (0) 
1365, Fe 80 Merfopd) 143 


dinitro Bonal medication and (AS: 


142; ery of, prevention of, 257; 
eczema, 258, 2 > industrial dermatitis, 
258, (A 1281. plant sensitisation and 
(A) 201; modern dermatological 
N (Nouvelle pratique dermato- 
gique) (R) 1525; permeability of 
(A) 642, (A. Forbath) (C) 717; Practi- 
tloner 8 N of Medicine and 
Sppbllele Vol. X. Dermatology and 
ilology G. Blumer and O. G. 
Taue) (R) 1101; pruritus (J. E. ni 
Wigley) 1001; Get chr N soriasis (J. T 

Ingram) 13, (G. 9 . 914; 
seborrhea, 259, J. Kinnear) 355, 
(A) 386; skin ines 373 ataphylo- 
coal infections of (R. Klaber) 784; 
tinea cruris (N. Hallows) 188; trichlor- 
ethvylene as cleanser of (H. B. Trumpor, 
A. T. Jones, and H. Taylor) 1390; 


ficaria giant (O) 473, (E. O O. Warner} 
„C. T. Norris) (9) 607; x ray 
oa N injuries o f (M. O. Tod) 


(P) 701, 755 
Skottowe, I., on delirious states, 313 
er ia iy on manic- -depressive psychoses, 


8 

Slesinger, E. G., Mitchiner, P. H., Shattock, 
O. and Wakeley, C. P. 95 Surgery 
for Dental students (R 1217 

Slome, D., on intestinal obstruction, 
372; on traumatic shock, 373 

Slums, see Housing 

Small-pox—elementary bodies, pioneer 
work on (A) 1054; in London (LA) 
922; in Oldham, 1426, 1491 ; see also 
Vaccination 


Fe 20. 1987 


S latory. 8 18 5 on (LA) 1047 
Smith, C. (O0) 118 
Smith, . S., 2 8155 hemolytic anzemia, 


Smith, M., on sickness in shop and 
factory (LA) 198, (A) 268 

Smith, R. E., chicken- -pox and 8 
(C) 51; ; on influenza epidemic (A) 582 

Smith, S. W., Chronicle of the World 
Tour of the British Medical Association, 
139; typhoid fever, 1450 . 

Smith, W., complement- -fixation in 
influenza, 1256; influenza contracted 
from ferrets, 121, (A) 581 

Smoke—cigarette, lung cancer and (A) 
31; see also "Atmospheric pollution 
and Peptic ulcer 

Smorodintseff, A. A., infection with 
Pfeiffer’s bacillus, 1381; influenza 
epidemic in Leningrad, 1383 

Smyth, M. J., hematemesis in peptic 
ulcer, 1453 

Snell, S. H. (O) 230 

Samet J., Manual of Emergencies 

17 

Social work, conference on, 108, 144, 114 

Socialist Medical Association—hospltal 
reform, 353, (J. Elam) (C) 464 

Societies. medical. in London, 1127 


SOCIETIES, MEDICAL 
ASSOCIATION OF POE NEURO- 
LOGISTS.—Myotonia (W. Russell 


and E. Stedman) 742; Satie atrophy 
in pernicious anmwmia, 1202 
ASSOCIATION OF INDUSTRIAL MEDIOAL 
OFFICERS.—Education in industrfal 
medicine, 1160 ; Monest Stewart) 
609 ; plumbism (R. Lane) 206 
BRITISH INSTITUTE OF hee — 
890, 1309 ; atomic nucleus (A) 1409; 
bone tumours, 1394; cancer of lung, 
18045 radiology, development of, 


BRITISH ORTHOP-EDIC ASSOCIATION.— 
Barker, Sir H., demonstration by, 
252; short papers, 1334 

BRITISH PSYCHOLOGICAL SOCIETY.— 
Psychopathology of ugliness (A) 1108 

CARDIFF MEDICAL SocreTy.—Need for 
keeping pedigrees (E. Goodall) 168 

CHELSEA CLINICAL SOOIETY.— Dinner, 
955, 1015 

Hast SUSSEX MEDICO-CHIRURGICAL 
‘ SocleTy.—Obscure chronic pain in 
right flank (C. J. Marshall) 242 

EDINBURGH MEDICO-CHIRURGIOAL 
1 .— Cancer of thyroid gland, 

EDINBURGH OBSTETRICAL SOCIETY.— 
Birth injuries of child, 133 

EDINBURGH PATHOLOGICAL CLUB.— 
Neurofibromatosis, generalised, 1639 

FORFARSHIRE MEDICAL ASSOCIATION. — 
Seborrhcea (J. Kinnear) 355, (A) 386 

GLASGOW ROYAL MEDICO-CHIRURGICAL 

` SocŒTY.— Focal sepsis, 1043 

HUNTERIAN SOCIETY. — Euthanasia, 
E ; frequency of micturition, 


INSTITUTE OF CHILD PSYCHOLOGY.— 
Gouren, 352; neurosis in the child, 


INSTITUTE OF MEDICAL PSYCHOLOGY, — 
Lectures, 660, 770, 890, 1074 

KENSINGTON MEDICAL SOCIETY.—1247 

LIVERPOOL MEDICAL INSTITUTION.— 
Anesthesia, local and splanchnic, in 
gastric surgery, 1099 

LONDON JEWISH HOSPITAL MEDICAL 


SociETy.—Address, 719; dinner, 
1247, 1439 
MEDICAL SOCIETY OF INDIVIDUAL 


PsYCHOLOGY.—Management of early 
infancy, 1214; parent-child relation, 


919; personality and neurosis, 1468 

MEDICAL SOCIETY OF LONDON. 
Clinical immunity (Sir W. Willcox) 
911; hwmatemesis, 1463; Lloyd 
Roberts lecture (A) 1284; pro- 
grammes, 469, 1554 

MEDICAL WOMEN’S FEDERATION.— 
Delinquency, 985; gastric and 
duodenal disorders, 22 + post- 


graduate fellowship, 233, 955 ; rectum, 
minor lesions of, 1159 

MEDICO-LEGAL SocrETY.—Dinners, 
1372, 1498; medico-legal institute, 
1333 ; ; voluntary hospitals (A) 1051 

MIDLAND MENTAL PATHOLOGICAL 
SoolETY.—Meceting, 854 

NATIONAL ASSOCIATION FOR PREVEN- 
TION OF TUBERCULOSIS.—56 ; adoles- 
cent and young adult, protection 
of, 190; contacts, examination of, 

190, (LA) 196; report, 233 


— 
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NEWCASTLE AND ard oo. 
MEDICAL SOCIETY.— n 
(F. Sauerbruch) 723, Tt, acio su 

NORTH OF ENGLAND OBSTETRICAL 
AND GQGYNÆCOLOGIOAL SoCETY.— 
Cæsarean 1 1467; dysmenor- 


rhœa, e, 132; error. 
133; hemorrhage, 132; 
rnity service, 133; ovary, 
arrhenoblastoma: of, 1336 pelvic 
» inclination of, 1335; vulva, 

Bae peepee pe of, 1336 
NORTH-WEST LONDON MEDICAL 


SOCIETY.—Medical and veterinary 
collaboration, 606 

PATHOLOGICAL SOCIETY OF GREAT 
BRITAIN AND IRELAND ae a 
ment titre in acute nephritis (C. E 
Kellett) 1262 

PATHOLOGICAL SOCIETY OF MAN- 
OHESTER.—Glycosurias, 1100 ; in- 
fluenza, 1468 

ROYAL ACADEMY or MEDIOINE IN 
IRELAND.—Ovarian tumours, 1524; 
puerperal sepsis, 1273 

ROYAL MEDICAL SoormtTy or EDIN- 
BURGH.—Bicentenary, 1004 

ROYAL MEDICO-CHIRURGICAL SOCIETY 
OF GLASGOW.—Diarrhesa, acute, in 
infancy, 854 

ROYAL MEDICO-PSYOHOLOGIOCAL 
ASSOCIATION. ee Oey of social life 

r 


Sir W. Langdon- aron) 1348 ; 

er, : anic- depressive 
psychoses, 80; Maudsloy lecture, 
1127, 1848 


ROxAL SOCIETY OF MEDICINE.— 
33 of: Antesthetists (A) 1408 
ogy, 1 1042, 
1398 0bstetrics and 
1269 — Ophthalmology. 91 


(A) 1410— Physical Medicine, 1271 


128 chiatry, 11656— Radiology 
1282— Surgery, 1040, (A) 1282, 
1397 — Therapeutics, 1158, 1398— 
1 services, 1465—Urology, 21, 
Subjects of discussion: Air-raid 
precautions, 1465; colitis, chronic 
ulcerative, 1040, (A) 1106; hemor- 
rhage, 1398 hormones in obstetrics 
gynecology, 1269; guinal 

hernia 13 1397 ; la 1 tuberculosis, 
35555 : medicine an science, 1156 ; 
erating theatre (A) 1408; ‘pleurai 
8 fons, 1042; post-operative dis- 
tress following’ ca t operations, 
oi6 short-wave thera y, 1271; 
sinography ( (A) 1410 ary anti- 

$ urinary calculi, 21 

Ron or OF TROPICAL MEDI- 
CINE AND HYGIENE.—-Boomerang 

leg (A) 993 

SOCIETY FOR THE STUDY OF INEBRIETY. 
—Alcoholism and psychiatry, 719, 


(A) 


917 
SOCIETY OF MEDICAL OFFICERS OF 
HEALTH.—Dinner, 1308; scarlet 


fever, 858; tuberculosis, 955, 1098 
SOCIETY OF THORACIC SURGEONS OF 
GREAT BRITAIN AND IRELAND.— 


Thoracic (F. Sauerbruch) 
723, 776, (LA) 107 


SOUTHAMPTON MEDICAL SOOIETY.— 
Lung abscess (J. Maxwell) 413 

T UBERCULOSIS ASSOOCIATION.—Con- 
sumption to tuberculosis (8. R. 
Gloyne) 1253 

WEST LONDON MEDICO-CHIRURGICAL 
SoorzTy.—Dinner, 164 


Socr tae and (Sir W. Langdon- 
Brown) 1348; education and citizen- 


pan science and (LA) 637, 


Society for Relief of Widows and Orphans 
of Medical Men, 166, 954 


Society of A othecaries of London— 


dinner, 137 diplomas, 
elections: 43; lecture, 889; 
pass liste, 56, 351, 604, 1126, 1308, 
553; Rogers prize, 889; Strickland 
acer 1 memorial lecture, 1377 
ciety of Chemical Industry, 829 
e of Public Analysts, 771 
Sodium bismuth tartrate injections, 
poisoning by (J. H. Dowds) 1039 
Sodium  chloride—in diphtheria (A. 
Maclean) 129; Addison’s 


see a 
Sodium nitrite, see Nitrite 
Solis-Cohen, M., determining infectivity 
of bacteria, 1447 


Solomons, 1 zou granulosa-celled tumour 


of o 
Somerfor R., dye dermatitis of 


A. 
eyelids (C) 1432 


351, 604, 
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Somerset, E. J., corneal graft in aphakic 


Begabung im Lichte der 

nik (R) 692 

80 por, A, Å., 9 aie = f ja, 688 
orsby, on etiology o myopia, 

South Africa, see Alen 

sore Union, see a oe da 
pain—immigran me 
examination of (PI) 1245: : leave for 
service in, 1008; letter from unit in, 
1295, (A) 13445 medical relief for 
(C) 404, (A) 3280 447, 771, (J. 
aughan) (C) (A) 861, 1195, 
1309, (A) Taa 26 ition Red Cross 
and (PĪ) 1 

Spas, see Health resorts 

Specialists, American, additional certi- 
ficates for (A) 584 

Special een’ licence, withdrawal of 

Spectacles, see Eyes 

Speech——extempore, reading and (A) 
386; hoarseness and, 1112: Infant 
Spedch (M. M. Lewis) (R) 636 Your 
Sp eaking Voice and its sealbilities 
De J. Rumsey) 1127 see also 


Sp 88 A. W., cstrin in toxic goitre, 
970 (LA) 990 

Spinal—disease, referred pain and, 242, 
934; injury, 430; see also Anesthesia, 
spina 1, and ‘Lumbar puncture 

Spira, Je J., histidine in peptic ulcer 


Selen Bengal 8 lenomegaly (N. H. 
Fairley) (C) 1234; hæmoglobinuria 
J. Witts) 115; puncture of, 
keck ate of (L. Napier) 126 
see also Anemia, 805 enic 
Splint, universal (A. Ord) (NI) 1338 
Sproulle, T. W. (O) 230 


ng (i A. Bug ent, 687; Squint Train- 
Bf h) (LA) 86 
PAD er, E., on surgical mistake, 


tamp, Si z J., on science and society 


Staphylococcal—intection at maternity 
home (A) 91; pneumonia (A) 925; 
see also Skin 
eat: G., Elementary Physics (R) 


Steatorrhæa—glucose 9 and (C. W. 
Ross) 556; idiopathic (H. W. Fullerton 
and J. A. Innes) 790 

Stedman, E., myotonia, 742 

SAR 925 P., return to work (C) 945, 

Steinach ligature (A) 698 

Stephens, G. A., miner's nystagmus 


(C) 345 
i alleged conspiracy for (ML) 


Sterility - causes of (V. B. 
rap 5 6 426; utero-tubal insuffia- 
tion in (A) 1224 ; Dr 855 Vital statistics 

Steven, G. D., radi ogtaph y of hand in 
rheumatism, 905, (C) 1183 

Stewart, 7775 Simmonds’ s disease, 1391 

Stewart, „ industrial injuries, 609 

Stewart, D S., uveo-parotitis, 1204 

Stieglitz, E. J., Abnormal Arterial 
g aon (R) 193 
911630. ., results of subtotal gastrectomy, 


g Pseudo-isochromatic Plates (E. 
1) (R) * 
N P. 
Contagious 5888885 (R) 318 
Stokes, H. B., 5 appeals on 
commission basis (C) 1237 
Stomach—achlorhydria, pgs i and (O. 
Moltke and S. hisen) 1034: 
disorders of, 22; dipenda and (R. 


Green- 


Manual of Common 


ler) : flatulence and, 255; 
troscope, inflatable balloon for 
H. W. Rodgers) (NI) 438; subtotal 
gastrectomy, r ts of (R. J. Still 
1099; surgery of, tg a local an 
lanchnic anzsthesia in „ 1099; see 
5 25 Anemia, Antemia, pernicious, 


and Peptic ulcer 
Stone, a age: 


Stone, J. Hos ital Accounts and 
Financial 1Kädminis ration (R) 1276 

Stopes, M. C., ge of Life in Men and 
women: if 

SOT A „ incidence of deafness (C) 


Strabismus, see Squint 

Strachan, G. I., antenatal supervision, 
665, (LA) 749, 774 

Strange Places and 1255 Peoples 
(Sir R. St. in dae? 

Stratosphere 108 (A 

Stratton, J. E. (O) 1 430 

Strauss, J. N., splenic aneemia, 1518 
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Streptococcal infection—cross-infection in 

otorhinological wards (C. po Okell 

. Elliott) 836, (L. Garrod) 

(G) bas ` immunotherapy in (Sir w. 
190 0 911; nephritis an 95338 

Day) 1456; of rs 0 . 833, 


944, 1010; Prontosil and p-amino- 

benzenesulphonamide in C) 107, 873, 

L. Colebrook and M. 5 nny 1319, 
u S, an 


L. Colebrook, G. A. H. 
. A. O'Meara) 1323, (LA) 1339 
scarlet fever and, 432; see also Ear, 
Puerperal infection, Rheumatism, 
Scarlet fever, and Throat 
Strychnine in . (A) 696 
Stuart-Harris, C. influenza con- 
tracted from . 121. (A) 581 
Students, medical—aptitude tests for 
A) 1473; career of, 231; French, 
phtheria ation for, 597; 
French, medical examination of, 812; 
students’ guide, 475, (A) 754; voca- 
tional tests for, 1490; 3 see also Educa- 
tion, medical, and Examinations 
Sturton, C. (O) 658 
Sugar, see Carbohydrate metabolism 
and Diabetes 
Suicide—alleged incitement to (ML) 
. 0 of dren, 1020; sanity, 
life insurance and (ML) 150; see 
also Poisoning 
uk, V., aoe caries in Labrador, 470, 


sult ide, see Streptococcal infection 
Sulphuretted hydrogen poisoning, 279 
pumn erskill, W. H., on amblyopic eye, 
Suprarenal glands—Adrenals (A. Groll- 
man) (R) 1161; carbohydrate 
metabolism and, 297; Cushing » syn- 
drome and (A) 387; us and 
(LA) 28; th e (A) 1167; 
see also AGdison's disease 
Surgery — congress of, in France, 952; 
Elementary Sur ical Handicraft (J. R: 
White) (R) 13 From a Surgeon’s 
Journal 1915-1918 H. Cushing) (R) 
794, (A) 800, (H. H. Bashford) ( 1 
Handbook of Surgery (E. C. Meki 0) 
(R) 318; heart disease aud (LA) 1164; 
infections of surgeon’s hand an 
fingers (R. M. Handfield-Jones) 833, 
(Sir D. P. D. Wilkie) (C) 1040 (Sir 
W. I. de C. Wheeler) (C) 101 
general practice, 235; Manual’ of 
ergencies (J. snowinan) R) 317; 
Minor Surgery and the Treatment of 
Fractures Williams) R) 25: 
mirror for viewing operations (A. 
Simpson-Smith) (NI) 382, (Sir C. 
Gordon-Watson) (C) 466; 
133; Moynihan, Lord, work of (LA) 
693 ; Neurological Surgery (L. Davis) 
(R) 986; opera theatre, structure 
of (A) 1408; plastic, con TOBE of, 108 ; 
press K. prognosis in (Sir . Gillies 
owlem) (P) 146, 1411; 
Post- “graduate Sur urgery Main got) 
(R) 192; Practit 12 5 Library of 
Medicine and Surgery: Vol. IX. (G. 
Blumer, J. C Fox, and C. G. 
(E) 191, Vol. X. (G. Blumer and C. 
ane) (R) ) 1101; Recent Advances in 
nonno rinary Surgery (H. Bailey and 
N. M. Matheson) (R) 31805 : research on, 
78: Short Practice of Sur ery (H. 
Bailey and R. J. M. ) 1045; 
ste tion of 1400 ; ; 
“ structive,” congress of, 1044; 
Surgeon’s Log (J. Abraham) 1221; 
(ME) 1177 5 Surgery oo assistants 


Denia! 
r ANa 0 
Shattock, 


temperament an 45 142; 
boo ot General S 


R) 1401; 
005; see 


Manufacturers’ 
Association—dinner, 1075 

Sussex provident scheme, 1513 

Sutures—instruments for (E. I. Lloyd) 
(NI) 134; skin, 373; see also Catgut 

Sweden—B CG in (A) 1283; dental 
service for (A) 1281; rheumatism 
congress in, 714 

n irish Hospitals, 1062, (A) 


Swellengrebel, N. H., on malaria, 332 

Sylvatic plague, 813 

Symonds, C. P., on spinal injury, 430 

Sympathectomy—in angina pectoris (B. 
Parsons-Smith) 549; in Raynaud’s 
disease (A) 388: periarterial (A) 1475 
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Ex. 20, 1937 


Sympathetic system, see Nervous system 

Syphilis—aottic. (A) 697; bismuth 
preparations in (LA) 1163; evidence 
of, in exhumed skeletons, 411; fever 
therapy in uA) 989, (A) 1050; geo- 
graphical tribution of, 449; in 
French Army, 213; non-venereal (A) 
752; of larynx, hoarseness and, 1112 ; 
Practitioner’s Library of Medicine 
and Surgery: Vol. X. Dermatolo 
and Syphilology (G. Blumer and C. G. 
Lane) (R) 1101; Raynaud's pheno- 
menon and (A) 388; stricture anœmia 
and, 124; suppression of, in Russia, 
450: Syphilis and its Treatment (W. A. 
Hinton) (R) 1275; Syp and 
Yaws (C. S. Butler) (R) 855; tabes 
dorsalis, chest pain and, 934; treat- 
ment of, 214, in later life (LA) 857; 
see also General paralysis of insane 


T 


Tabes dorsalis, see Syphilis 
Taggart, W. J. (O) 657 


in pancreas, 853 
Tapeworms, see Worms 
i J., i 


cleanser, 1390 
Taylor, J. V. S. (O) 1430 
Taylor, S. T. (O) 467 
Tea (A) 1533 : 
Teeth—caries of, diet, toothbrush and 
(A) 203, 280, (LA) 266, 633, 707, 
Labrador W. Suk) 470, (A) 442; 
Dental Material, Pharmacology and 
Therapeutics (W. J. Dilling and S. 
Hallam) (R) 1338; dental services, 
extension of (LA) 693, (A. T. Pitts) 
©) 766, at L. G. C. hospitals, 215; 
ed appliances for (J. H. Olver) (C) 


and, 3; folklore and (B. R. Town- 
end) (C) 1488; international dental 
congress, 707; leaflet on, for schools 
A) 1222; pyorrhœa, causes of, 708; 
urgery for Dental Students (P. H. 
Mitchiner, C. 8 


of Animals (Sir F. Colyer) (R) 856; 
see also Dentistry i 

Telangiectasis, see Vascular disorders 

Peng; W. H. M., Oxford Group and 

medical profession (C) 824 


Temperature, see Fever, Heat, and 
Warmth 
Terracol, J., Les maladies des fosses 


nasales (R) 920 

Testis—Diseases of, the Testicle (H. 
Bailey) 12 920; undescended, prog - 
nosis in (P. Williams) (P) 929; see also 
Sex hormones 

Testosterone, see Sex hormones 

Tetanus — vaccination against. in France, 
1062; see also Catgut 

Tansan, T. E. H., calomel for pruritus 


793 

Theiler, Sir A., death of (A) 271 

Therapeutics — Dental Material, Pharma- 
cology and Therapeutics (W. J. Dillin 
and S. Hallam) (R) 1338; Handboo 
of Tropical Therapeutics (R. i 
Chopra) (R) 262; L’année_ théra- 
Pad (A. Ravina) (R) 1276; 

"Union thérapeutique, 24; Materia 

Medica, Pharmacology and Thera- 
peutics (M. B. Muse) 1251; Treatise 
on Materia Medica and Therapeutics 
(R. Ghosh and B. N. Ghosh) (R) 987; 
Treatment in General ctice : 
Manage of Some Major Disorders 
(A) 1284; see also Drugs 

Thevetin in goitrous tachycardia (A) 1344 
h S 1055 new dystrophy of fifth 


culosis, 1155 


Thorium com 


Œ@strin 
d | Tibbits, A. C., on school dental service 
(LA) 694 


Tibia—abscess of (R. S. Woods) 793; 
fractures of (A) 323 ; sabre, yaws and | 


Thoracic—pain (N. S. Plummer) 934; 
surgery (F. Sauerbruch) 723, 775, 
(LA) 797; see also Empyema, Heart, 
Lung, Mediastinum, Csophagus, and 
Pleural í : 

pounds, dangers of (A) 
584, (F. R, Selbie) 847 

Thorpe, R. (O) 1072 s 

Threadworms, see Worms 

Throat Diseases of the Nose, Throat, 
and Ear (A. L. Turner) (R) 263; 
gargles and, 639, 960; infections of, 
coccal infection of, mastitis and 

streptococcal infection of 

75, milk-borne (F. E. Camps an 
J. L. M. Wood) 756, (F. C. Minett) (C) 
825; tumours and ulcers of (W. 
Howarth) 1139; vallecular dysphagia 
(E. Watson-Williams) (C) 1488; see 
also Puerperal infection, Rheumatism, 
and Streptococcal infection 

Thrombo-angiitis obliterans 
Samuels) 1511 

Thrombocytopenic purpura (A) 699 

Thrombophlebitis in pregnancy and 
puerperium (S. K. Westmann) 421 

Thymus gland, suprarenals and (LA) 28 


Thyroid gland—anmemia and myxedema | 


(A) 993; cancer of, 1418; Exoph- 
thalmic Goitre and its Medical Treat- 
ment (I. Bram) (R) 1217; exophthalmic 


ophthalmoplegia and (A) 1408; goitre, |} 
endemic (A) 1284, iodine and, 1073, | 


A) 1047, in animals, 97; heart 

ease and (A) 32, (B. Parsons-Smith 
549, (G. Bourne) 551, (H. Cookson 
623, (LA) 1164, (A) 1167, 1344, (J. Has 
1377, (J. R. . Towers) (C) 1489 
post-operative investigation in (A) 
443; thyrotoxicosis, voluntary apncea 
and (A) 1342 ; see aiso Mediastinum and 


A) \ ' 

Tidy, H. L., on hæmatemesis, 1463 

ns Se Time (L. du Noüy) 

Timperley, W. A., hæmophilia, 1142, 
(LA) 1219, 1399 

Tinea cruris (N. Hallows) 188 

Tobacco, see Smoke . 

Tod, M. C., X ray and radium injuries 
of skin and mucous membrane (P) 701, 


755 
Todd, T. F., uterine dilator (NI) 636 
Tomograph in pulmonary tuberculosis 
(J. B. McDougall) 185 
nnis Bergstrand, H., and Olive- 
crona, H., Gefässmissbildungen und 
SAE TI AAE R des Gehirns (A) 751 
Tonsillitis, see Throat 
Topley, W. W. C., on anti 
and immunity, 331 ; an 
Principles of 
Immunity (R) 855 
Topping, A., maintenance costs in 
ospital, 


07 
Torticollis, congenital, 133 
Towers, J. R. H., thyrotoxic heart (O) 


Townend, B. R., dental folklore (C) 1488 
Toxæmia, see Eclampsia and Pregnancy 


9 22 


nie structure 
ilson, G. S., 
Bacteriology and 


Trail, R. R., on tuberculosis in young 


adults. 190 

Travel—Chronicle of the World Tour of 
the British Medical Association (S. W. 
Smith) 139; medical Easter cruise, 
1373; No Longer Poles Apart (H. 
Baerlein) (R) 920; Zest for Life (J. 
Woller) (A) 994 f 

Treasure Trove in Law and Practice 
(Sir G. Hill) (LA) 859 1 

Treatment, see Drugs and Therapeutics 

Trichlorethylene as skin and wound 
cleanser (H. B. Trumper, A. T. Jones, 
and H. Taylor) 1390 

Trichomonas vaginitis (A. J. King, 

. N. Mascall, and I. N. O. Price) 18 

Trochanteric, see 2 

Tropical medicine—German meeting on 
(A) 864; Handbook of. Tropical 
Therapeutics (R. N. Chopra) (R) 262; 
‘pharmacopoeia, 410: research fellow - 
ships in, 48, (A) 30, 1247; research on 
(A) 925; Text-book of Midwifery in 
the Tropics (V. B. Greon-Armytage 
and P. C. Dutta) (R) 691; tropical 
macrocytic anemia (L. E. Napier) 
679, (C. C. Ungley) (C) 768, (N. H. 
Fairley) (C) 1234; Tropical Medical 
Manual (P. E. Turner) (R) 84; tropical 
typhus (A) 1166 

Trotter, L. B. C., tuberculosis contacts 
(C) 345 f ; 


: Trowell, 


Trumper, H. B., 


Tuberculosis— abdominal 
cough and (A. Moncrieff) 871; staphylo- 


(S. 8. 


Troup, W. A., Oxford Group and medical 


profession (C) 767; Therapeutic Uses 
of Infra-Red Rays (R) 746 
O. A., duodenal 
cigarette smoking (C) 1364 
trichlorethylene as 
wound cleanser, 1390 
Tubercle bacillus—eye conditions and, 
433; in blood (Die Tuberkelbazillämie 
in ihrer Auswirkung auf die Gesamt- 
medizin) (E. Loewenstein) (R) 574 
(W. Sheldon) 
1113, glucose tolerance and (C. W. 
Ross) 556; BCG vaccination in 
Sweden (A) 1283; cancer and, 663; 
Clio Medica—Tuberculosis (G. B. Webb) 
832; contacts, 190, (LA) 196, (G. G. 
Kayne) (C) 286, (L. B. C. Trotter) IC) 
315; Crohn's disease and 
Schwabacher) 978, (A) 1166; eye 
diseases and, 433; from consumption 
to (S. R. Gloyne) 1253; heredity. 
environment and (A) 140; in Cyprus. 
325; in depressed areas (PI) 83; 
in France, 151, 213, 597, 1420; in 
Lancashire, 1067; in Russia, preven- 
tion of, 450; intestinal. gold in (Y. G. 
Shrikhande) (C) 106: intestinal, stric- 
ture anzmia and, 124; in Wales, 
1558; leucopenic lymphadenosis and 
(F. P. Weber and A. Schlüter) 1459; 
National Association of the Prevention 
of Tuberculosis, 1444; neurasthenia 
and, 721; of fauces, 1139; of la b 
1112, 1154; prevention of, 1098; 
“remedy ” for (A) 1107; renal TJ. 
Lett) 1313, 1501; scholarships at 
Rome, 294; serum treatment of (A) 
583; Short History of Tuberculosis 
(G. N. Meachen) (R) 1401: statistics 
of (PI) 225, 1426: tubercle bacillus 
in blood (Die Tuberkelbazüillämie in 
ihrer Auswirkung auf die Gesamt- 
medizin) (E. Loewenstein) (R) 574; 
tuberculin surveys (A) 34; vitamin Cc 
and (M. A. Abbasy, N. G. Hill, and 
L. J. Harris) 1413; see also Bovine 
e Sanatoria, Uveo-parotitis, 
and 
Tuberculosis, pulmonary—arrested, care 
of (C. Wall) 999; death from, insurance 
and (ML) 874; Egyptian winter and 
(N. H. Oliver) (C) 354, (J. Hasson) 
(C) 412; from consumption to (S. R. 
Gloyne) 1253; fund for, 1078; in 
industry (H. H. Bashford and W. L. 
Scott) 1115; in young, detection of, 
190, (LA) 196, 286, 345; negligence 
and (ML) 1299; pleural effusion 
and, 1042 (J. Watt) (C) 1123, CW. B. 
Wood) (C) 1124, (C. O. S. B. Brooke) 
C) 1235; tomograph in (J. B. 
McDougall) 185; see also— 
Tuberculosis, pulmonary, surgery 
627,, (F. Sauerbruch) 723, 775, (LA) 
797; artificial pneumothorax (LA) 
990, (F. A. H. Simmonds) (C) 1122. 
(F. J. Bentley) (C) 1182, (M. Myers and 
T. H. Parkman) 1207, bilateral massive 
collapse and (A. K. Miller) 187; 
medicothorax (V. Müller) 625, (F. G. 
Chandler) (C) 766; Modern Treatment 
of Diseases of the Respiratory System 
15 L. Punch and F. A. Knott) (R) 


ulcers and 


Tucker, G., on inflammatory tumours of 
vocal cords, 376 

Tumours—inflammatory, of vocal cords, 
376; neurofibromatosis, generalised, 
1539; of bone, 1394; of jaw, 1396; 
of ovary, 1336, 1524; of palate and. 
fauces (W. Howarth) 1139; of salivary 
glands (A) 1108, 1139: of vulva, 1336; 
vascular, of brain (Gefiissmissbildungen 
und Gefiissgeschwillste des Gehirns 
(H. Bergstrand, H. Olivecrona, an 


W. Tönnis) (A) 751; vascular, of 
muscle (F. Forty) 676, (A) 801; see 
also Cancer and Intracranial 
Turnbull, H. M., presentation to, 889; 
and Vaughan, J. M., The Andumlas 
(R) 84 
Turner, A. L., Diseases of the Nose, 


Throat, and Ear (R) 263 
Taua, Sir G. R., veteran motorist (C) 


Turner, P. E., Tropical Medical Manual 
Twilight sleep, sec Scopolamine-morphine 


Typhoid fever—flies and (LA) 578; 
in Bournemouth, 603, (PI) 1371, (S. W. 
Smith) 1450, (PI) 1553; in girl guides 
camp, 654; in Hungary, 597; mik- 

borne and water-borne epidemics (A. B. 

Hill and K. Mitra) 589, (LA) 639: 

obstruction of order to send child 

to hospital (ML) 933; prophylactie 


‘Type cultures, catalogue of (A) 580 


` 
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immunity 75 W. Willcox) 911; 
shell-fish an 572; vaccination, in 
France, 


Ek aT E tropical (A) 116 
Tyramine, hypertension and (L) 319, 
(A. E. Boycott) (C) 463 


U 


Ugliness, psychopathology of (A) 1108 
U 11 of palate and fauces (W. Howarth) 


Uitgaeen e installation at Lister 
Institute, 874 

Ultra-high frequency, see Short -wave 
therapy 


Undulant fever con valescent serum for 


. J. R. Kirkpatrick) (C) 345; 
ouadin in M. Tanner) 684: 
Corsica, 411 leucocytosis m (Sir W. 


Dairymple-Champneys) (C) 4 

=nom loyment—instruction 990 

cal services at (PI) 160, 1552 

inst ruction centres, rejections from 
(PI) 1370; marchera; London County 
Council and, 1443; relief tions, 
146, (LA) 137, (PI) 160, 289, 1307, 
1496, workmen’s compensation and 
(PI) 1245; see also Depressed areas and 
N utrition 

C. C., extrinsic factor in anemia 

68; purification of Dakin and 

West's liver traction, 1513; 

to anahæmin (C) 1433 

United States of er rica—American 
Medical Directery (A) 1344 ; American 
Medical Profession 1783 to 1850 (H. B 
Shafer) (R) 1162; education and 
citizenship, 831; family 
690; fever in 
(A) 1050; 
Harvard tercentenary (A) HE 


reactions 


(A) 
investigation, 473; 
care of (A) 700; omen's Medical 
Association, fellowship, 1499; see 
also America and 

UNITED STATES OF AMERICA CORRESPON- 
DENCE FROM.—American Public Health 
Association, 1177—-Hog cholera, organ- 
ism of, 1540—Life Extension Institute, 
1540—Medical service lans, 399— 
Schick test, allergic reactions to, 813— 
Sylvatic plague, 13 


UNTVERSITIES.— Aberdeen: ap pointment, 
1308; degrees, 164, 1553 ; ; diplomas, 
164; elections, 108, 1309 ; new 


medical school, 1497 —Adelaide, appoint- 


ment, 1247—Birmingham : awards, 
107; degrees, 107, 1553; donation, 
232; lectures, 659 prize ving, 
659—Bristol : fellowship, 56; lecture, 
955; pass ust, 1553; vote of thanks, 
56—Cambridge : appointments, 107, 
1126; clinical research at (A) 1342; 


degrees, 107, 350, 1014, 1126, 1247, 
1372; pass lists, 56, 232, 1014, 1553; 
studentshi 8, 350, 604— Dublin pass 
lists, 164, 955, 1439—Durham : a dress, 
939; Royal Commission on, 865— 
Edinburgh : ap ointment, 232; 
rer hee at, 151; degrees, 293, 1553; 

293 ; elections, 1309 : 
gik of . of reprints, 1127; lectures, 889; 
prizes, 2 3— Glasgow : : appointments, 
770, 1372; dez. ces, 56, 1074; dona- 
t ion, 1014; medal, 1074; needs of, 
1117: prizes, 1074——Leeds : donation, 
1438, (A) 1477; election, 56; pass 
list, 828— Liverpool: fellowships, 
107; pass lists, 107, 955, 1553; 
1 : 107—London : appoint- 

2, 1106 


ments, 2 408, 889, 1074, 
centenary ‘celebrations, 41, 5 
Tee” dt PeT Sir E., death of, 
dinner, diplomas, 232 ; 
elections, 1247, 1368 ; emeritus pro- 
fessor, 1553; fellowship, 352: glycogen 
and carbohydrate metabolism (F. G. 
Young) 237, 297; lectures, 828, 
889, 1139, 1308; ass lists, 232, 293, 
1497; prizes, 1074, 1438 ; professor- 
ships, 1308 ; ‘scholarship, 165 ; ; student- 
chester: a pointments, 408, 1554; 
donation, 40 Ry a lists, 107, 1554— 
National University of Ireland: a point- 
ment, 1439; e 1439; election, 
1439; pass ‘lists, 56, 1554. New York, 
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appointment, 1554—Oxford : appoint 
ments, 1192, 1308; Bodleian ibrary 
me dical books, 220’: degrees, 56, 232, 
1372 ; election, 

Nuffield’s gifts, 953, 9 
1166, 1284. 1308, 141 

56, 14 438, 1553; 
Radcliff 


and d 
Sheffiel e 163, 
1247, 1497 pass list, 1014 
graduate clinics, 889—Wales : 
fists, 56, 1014; prizes, 293 


University College Hospital Medical 
School, 293, 935, 936 

Unregistered practitioners— use of word 
“ surge > by, 1005 

Ureteric enuresis’ (A) 1225 

Urinary—calculi, 21: disorders, fre- 
quency of micturition and, 1522; 
infections, mandelic acid in (M. L. 
Rosenheim) 1083, (G. H. Newns and 
R. Wilson) 1087, 1158, (LA) 1528; 
Recent Advances in Genito-Urinary 
(R 318 (H. Bailey and N. M. Matheson) 

Urine—albumin in, turbidometric estima- 
tion of (E. J. King and G. A. D. 


Haslewood) 1153; e 
micturition end, 1522 a 
giobinurias (L. Witts) 115; incon- 


tinence of, . abnormalities and 
A) 1225; secretion of, 1434; see also 
ex hormones 
Urology—conference, 1434; i 
of Urology (V. Pennell) (R) 2 
Urticaria, see Skin 
Usilton, L. J. . on aortic syphilis (A) 697 
Uterus — bleeding m, oestrone and 
(S. Zuckerman) 9; cancer of, radium in 
(A) 1109; dilator (T. F. Todd) (NI) 
636 ; inversion of, following ventro- 
fixation (J. Lankester) 984; myomec- 
tomy (A) 585: ; progestin gestin and (A) 641 
Uveo-paro tis ( Gamm and R. S. 
pre agi ro Ne ae hel Pres 


Le 
Raines n 
(C. B. V. and. Gi 1302, . 6 arland) 
(C) 1302 


V 


Vacancies, weekly lists of, 55, 
352, 409, 392. 548, 
605, 660, 


1017. 1078, 1130, 1196, 1248, 1312, 

1374, 1444, 1502, 1558 
Vaccination—encephalitis and (PI) 226, 

1557; small-pox and (PI) 1436; 


see also S mall-pox 

Vaginal discharge (R. Kuhn) (C) 1071, 
trichomonas infestation, gonococcus 
and (A. J. King, W. N. Mascall, and 
I. N. O. Ero 18 

Vallecular 1 7 8 (E. Watson- 
Williams) rai 48 

Variola, see Small-pox 

Vascular disorders—increase of, 773; 
nevi, treatment of, 1346; peri- 
arterial sympathectomy for (A) 1475; 
Raynaud’s henomenon (A) 
thrombo-angiitis obliterans G8. A 


Samuels) 1511; 
(F. Forty) 676, (A) 801; 
malformations of brain (Gefissmiss- 
bildungen und Gefüssgeschwülste des 
Gehirns) (H. Borgstrand, H. Olive- 
crona, and W. Tönnis) (A) 751 Vascular 
Disorders of the Limbs (Sir . Lewis) 
(R) 83; see also Capillary and Veins 
Vaughan, J. M., on blood dyscrasias, 
567; Spanish medical aid (C) 826 ; 
( ao bull, H. M., The An eemias 


Veco’ nervous system, see Nervous 

syste 

Veins—thrombophlebitis in pregn 
and puerperium (S. K. Westman) 4215 
renee phlebitis and (R. Payne) 
(C) 106; see also Vascular Alsorders 

van dei disease—course on, 469; pre- 
Me reas of (PI) 348 ; see also Gonorrhea 

Syphilis 

Nein E. M., gonadotropic substances 
in pregnancy, 1507, (A) 1532 

ventric ar, see B 

Vertigo, obscure case of, 1195, 1252 

Veterinary, see 8 


111, 
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VIENNA, CORRESPONDENCE #FROM.— 
Austrian Society for Röntgenolo 
and Radiolo, Rae ir of Healt. 
report, 398—. raun, L death of, 97— 
Dental congress, 7 07—Finger, E., 
eightieth birthday of, 32 aa yk 
in animals, 97—Housing, 97—Inter- 
national Society of Urology: 1434— 
Oto-rhino-laryngologists in Graz, ia 
Pal, J., death of, 399 


Vignes, H., Lauret, G., and Pallud; P. O., 
Maladies des femmes enceintes (R) 


264 
Virilism—ovarian 05 ene, 1336 ; 


821, ee 1482; diseases o animals 
4; elementary bodies, 331, 
ony 10545 of lymphadenoma, 65, 417; 
hog cholera, 1540: influenza, 25, 
121. (A) 581, 1225, 1256, 1383, 1468 : 
lympho anuloma in ale (A) 995 ; 
True ature of iruses) 
Crofton) (R) 1401; whooping-cough 
(LA) 384; yellow fever (A) 8 
Vision, see Blind and Eyes 
Vitality and Energy in Relation to the 
Constitution (T. E. Hammond) (R) 


Vital C Movements 
(R. R. Kuczynski) (R) 634; population 
trends, 113, mites (A) 1054, 1175, 1192, 
1545; gistrar-General’s Statistical 
Review & “ingland and Wales, 1228; sex 
ratio, 773; Struggle for Population 
(D. V. Glass) (R) 635; World Popula- 
tion, its Growth and Present Trends 

Carr-Saunders) (R) 634; see 

Contraception and Maternal 


mortality 
vitamin Atntection and, 261: see also 
Wounds 
Vitamin B TA däisoh disease and, 4955 
Vitamin C—A 
N 


also 


Vitamin D, see Teeth 
Vitamin P—ca ilary permeability and 


A) 640, 699; epper and (A. F. 
(A) a ge ( 


Healing of Fractures (J. Hertz) (R) 
263 N and other Dietary 
Essentials (W. R. Aykroyd) (R) 635 
Vivisection, see Animals 
vocal cords, inflammatory tumours of, 
Voice, see Speech 
Vulva, endometrioma of, 1336 


W 


Wakeley, C. P. G., Mitchiner, T 
Shattock, C. E., and Slesinger, E 
Surge for Dental Students (R) 121 

Ne . W. A., acute rheumatism (C) 


3 
Walker, K., The 1 An Unfinished 
Self-Portrait (R) 1102 
Walker, Sir N., presidential address, 1299 
Wall, C., care of arrested pulmonary 
tuberculosis, 999 
warner "e G. 1 . ot n 
ours A electro-encephalography, 
305, (LA) 321 SARRAN, 
War causes of, 889; medical N 
versus the warfare association (D. 
dat 958 ; nervous disorder and, 93 : 
Sa precari 203, 333; ses also Air- 
F and Medical Peace 


Ward, fe, on provident schemes for 
middle and roro olona] classes, 254; 
on tuberculosis, 1098 

Ward, G. E. S., on career of medical 
student, 231 

Wardale, W. L., A. van Borgunnien’s 
Treatise on Medicine, 411 

Wards, see Hospitals 

Warmth and comfort at work (A) 268, 


H., 
G 
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Warner, E. C., giant tin rld 00 607; 
3 vaccine in lymphadenoma, 


417 
Wasted Lives (W. F. Lestrange) (A) 802 | 


_ Wasting, see utrition 
Water-supplies — Brighton, 1557; chlor- 
ination 5 (A) 800; directory of (LA) 


1341; in Rumania, 1006 ; pollution of, | W. r Surgery, ana the 
in Bh | (PI) 229; Gaa on (LA) Treatment of N (R 
383, ) 1437; sterilisation of, in | Williams, K. G. L. . on 3 in 
Par 682 see also Sewage ‘and labour, 311 . 
Typpoid fever illiams, L., recent changes in obstetric 
Waters, R. M., on cyclopropane, 629; practice, 8 872 
, on closed circuit e (A) 860 W: „prognosis in undescended 
Watson, A. M. C. (O) 406 l testicle (F) 9 
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